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Overall Project Progress Report: 
Please provide a brief description of the following:

1) [bookmark: _Toc40780172]Progress to date of the achievement of the project development objectives 
The Project Development Objective (PDO) is to respond to the intermediate psychosocial and mental health impact of the EVD crisis and to build long-term psychosocial health and resilience at the individual and community levels in project target areas. 

Component 1: Support for Intermediate Psychosocial/ Mental Health Impact of the Ebola Crisis:
(a) Design and implement a culturally effective self-care program for EVD workers.
The self-care and stress relief training program for EVD workers was completed in Quarter 10 with a final training for 40 first responders. Over the course of the project, 369 first responders received training, surpassing the project goal of 350.
Many first responders continue to engage with the program through the recovery groups, which began in Quarter 11. Ten (10) recovery groups have been established, and each has about 14 participants. Participants commit to attending meetings each week for 12 to 15 weeks. Each group uses the Alcoholics Anonymous (AA) Big Book, which outlines the basic tenets of AA, including the power of admission and recognition and the importance of peer group support. Groups are led by a substance user and a supervisor who both participated in the training that was held in August 2017 and was detailed in the Q10 quarterly report. We conducted a baseline measure of the Multidimensional Scale of Perceived Social Support (MSPSS) in Q13. A follow-up assessment was carry-out at the close of the project for 128 participants in 7 recovery groups  using the MSPSS, with the number of participants per group ranging from 14 to 25, and most groups having 16 participants. The average scale was 4.36 out of 7 on the total scale compared to the baseline average scale of 4.17 out of 7 on the total scale,  4.33 on the friends scale out of 7 on the “friends scale compared to baseline scale of 4.07 out of 7 on the “friends” sub-scale, 4.57 on the significant other out of seven on the significant other scale compare to baseline scale 4.43 out of 7 on the “significant other” sub-scale, and 4.18 on the family scale of 7 compared to the baseline scale of 4.01 out of 7 on the “family” sub-scale.  
Using the scale’s mid-point of 4 as the cut-off, seventy-seven percent (77%, n=99) of participants scored 4 or greater on the total scale, 69% (n=89) scored 4 or greater on the “friends” sub-scale, 90% (n=116) scored a 4 or greater on the “significant other” sub-scale, and 68% (n=88) scored 4 or greater on the “family” sub-scale.  There was a statistically significant mean difference from baseline to follow-up average of 0.19 which indicates higher level of support. 

(b) Training and capacity-building to strengthen skills to respond to the psychosocial impact of EVD for specific cadres of health workers.

Clinical supervision was conducted for 29 of the 45 mhGAP-trained facilities in Montserrado and Margibi counties. For these supervision visits, trained MHCs visit several clinics that they have not been supervising and conduct on-site supervision with the mhGAP-trained healthcare workers (HCWs). This provides the HCWs with the opportunity to receive feedback from someone other than their regular supervisor, as well as providing the supervising MHCs with the opportunity to receive feedback on their supervision from their peers. The clinical supervision serves as a quality assurance measure for the project, and enabled us to identify gaps and areas of concern. 

 (c) Implementation of a set of psychosocial interventions that respond to the psychosocial impact of EVD at the individual and community levels.
During the first two years of the project, the Carter Center focused on building out the component 1 activities, including helping to create and support psychosocial interventions. This included the Community Healing Dialogues, which were finalized in Quarter 7, as well as building capacity and supporting peer support groups, individual counselling, and group counselling. Our budget is activity-based, and through these activities we have spent down the budget for these activities. However, many of the activities continued until the project’s end in December 2018, despite decreased direct financial and technical assistance. For example, many of the peer support groups continued beyond the time period in which TCC funded and supported them, and the members have raised their own funds to continue meeting. Furthermore, MHCs who were trained to provide group and individual counseling have continued to provide these services in the counties. 

During the reporting period, individual counseling was carried out in Margibi and Montserrado counties, with a total of 401 people (43% male, 57% female). Of the total participants, 374 (93%) were returning participants who had received group and/or individual counseling in prior quarters, and 27 (7%) were new participants. There were 32 peer support groups activities this quarter.  Cumulatively, 1,450 (86% female, n= 1,250) people have been reached through individual and group counseling or peer support groups.  

(d) Identification, referral, and treatment of seriously mentally ill. 
During Quarter 15, 4, 145 patient encounters were reported, including 833 (20%) new visits and 3,111 (75%) follow-up cases, 105 (3%) were referred, while 96 cases (2%) were unidentified. Of 4,145 patient encounters reported, 1,886 (46%) were males and 2,225 (53%) were females, with the remaining 34 (1%) unidentified. 

Cumulatively, there have been a total of 33,402 patient encounters, with a total of 7,091 new individuals and 24,856 follow-up cases, and the remaining 1,350 (4%) unidentified. Of the 33,402 total patient encounters, 16,249 (49%) were female and 13,113 (39%) were male, with the remaining 4,040 (12%) unidentified. Please note that 33,402 patient encounters does not mean 33,402 individual patients, but rather patient visits, which can include patients who visit the facilities more than once. The total number of individuals is 7,091.

The cumulative number of health cases managed includes: epilepsy- 13,491; depression-5,810; psychosis- 3,430; developmental disorder- 1,864; bipolar disorder- 2,001; self-harm/suicide- 323; drug use disorder- 587; alcohol disorder- 466; behavioral disorder- 187; dementia- 129; post-traumatic stress disorder- 20; other mental, neurological, substance abuse (MNS) cases- 1,481, unidentified-3,613. Please note that the cumulative cases do not indicate individual patients, but rather the diagnoses associated with patient visits, which can include patients who visit the facilities more than once and who have more than one diagnosis. The total number of individuals is 7,091 as indicated above. 

In order to support service delivery, monthly case consultation meetings were held with service providers in each of the two counties. The case consultation meetings give the opportunity for providers to come together and discuss challenging cases that they have encountered. This enables them to learn from each other and improve their skills. It also provides an opportunity for continuing education, as the program will sometimes use a part of this meeting to review important topics.  Meetings were held on the last Saturday of each month with MHC supervisors and mhGAP-trained HCWs. This quarter, the topic for case consultations included Substance use and depression in adolescents. 

During this reporting period, October and November case consultations focused on two cases of Substance Abuse. Several of the mhGAP trained officers in charged observed they had seen more patients with substance abuse issues during this period. A Child and Adolescent Clinician who is also an addiction specialist facilitated the two meetings. Different conditions were discussed. Intervention resources for further help in each county were also mapped to improve referrals.   

In December, the meeting focused on final review and closing. It was the last formal gathering under the project. However, as a sustainability plan, the Carter Center is finalizing conversation with Community Health Teams ( CHTs) to continue monthly clinical support meetings. 

Component 2:  Support to Build Long-Term Psychosocial Health and Resilience at the Individual and Community Level:

(a) Training, capacity building on resilience for select cadres of providers
The training on resilience for providers was completed in Quarters 8 and 9: 11 health care workers participated in a Training of Trainers, and following this, the training was rolled out to 80 gCHVs, 45 mid-level health care workers, 20 Mental Health Clinicians and 20 Social Workers, completing the goal of training 165 health care workers in resilience. The resilience training is a 40-hour training conducted over 5 days and incorporates evidence-based practices in resiliency and lessons learned throughout TCC’s work in Liberia. The curriculum covers a variety of topics that will help providers to support caregivers and individuals with mental illness, as well as supporting other health care providers and themselves by encouraging and implementing effective self-care strategies. 

        Topics include:
· Vicarious trauma, compassion fatigue, and stress and professional burnout
· Background in the research on resilience
· The importance of self-care and self-care strategies
· Emotional self-regulation skills 
· Behavior change and stages of change
· Motivational interviewing
· Cognitive behavioral therapy
· Strategies for cognitive restructuring and anxiety reduction
· Strategies for learning and teaching new behaviors 
· Relaxation techniques

In addition to didactic portions, the course provides space for self-reflection on stress indicators and self-care strategies, discussion about each of the topics, and opportunities for skills practice. 

(b) Development of new cadre of providers for children and adolescents (CAMHCs) 
The fifth cohort of Child and Adolescent Mental Health Clinicians (CAMHCs) finished their course in Quarter 14 and graduated at the beginning of Quarter 15, on October 5, 2018. Prior to their graduation, and as a major component of the CAMHCs’ learning process, students undertake clinical training three days a week (Thursday to Saturday). During the reporting period, there were 7 clinical sites where CAMHC students trained, including:
· W.V.S Tubman High School 
· Redemption Hospital
· B.W. Payne School
· Duport Road Health Center
· SOS Children’s Villages Liberia
· John F. Kennedy Memorial Medical Hospital 
· E S Grant Mental Health Hospital 

The clinical experience ensured that students learn the practical application of the classroom material under supervision from the classroom instructors.  They practiced assessments (using general and disorder specific assessment tools adapted for the Liberian context where available), history taking, prescribing psychotropic drugs, educating on the sides effects and following up or referring for further management.  In addition, students were required to blog one or two cases they managed during their clinical rotation.  The skills of assessment and management were assessed both in practice and the reports on the classroom clinical blogs. Students were also able to read and learn from each other’s blogs. The Carter Center has utilized this technique for 7 years and the students have found it incredibly useful; even after the training, many students continued to use this method when they have a difficult case. As with all nursing notes, no identifying information is included. There are cohort specific blogs for training that are seen only by fellow students and faculty, and then there are graduate blogs specific to each cohort as well as one for all graduates of the course.  

(a) Deployment of CAMHCs to schools and to selected communities.
The 83 trained and accredited CAMHCs from the five past cohorts are currently working in hospitals, clinics, and schools across Liberia.  In total, 19 CAMHCs are supporting 24 schools. The remaining 64 CAMHCS are working in health facilities- whether hospitals or clinics. An updated list of all the health facilities where the CAMHCs work can be found in Annex 2.

Four of the CAMHCs from cohort 1 are working in the four World Bank-funded school-based clinics (SBCs). These include Lango Lippaye SBC and Demonstration KRTTI SBC in Margibi county and Tubman SBC and B.W. Payne SBC in Montserrado county. Three CAMHCs from Cohort 1, 2 and 3 work in the four school-based clinics funded through another grant: Liberian Market Association (LMA) SBC and Paynesville Community School (PCS) in Montserrado and RF Caulfield SBC in Margibi. Five CAMHCs from cohort 1 provide regular support to local schools, reaching 8 additional schools. Six of the CAMHCs from cohort 2 provide support to 8 different schools, and two CAMHCs from cohort 3 support an additional 2 schools.  One CAMHC from Cohort 4 is working in a local school.  
In Quarter 15, the program concluded final edits on the adaptation of the WHO EMRO Manual for School Mental Health for use in Liberia. The Manual for School Mental Health is an evidence-based training developed by the WHO’s Eastern Mediterranean Regional Office that has been used in other LMICs and covers a range of topics related to school-based mental health, including social-emotional childhood development, behavioral management strategies for use in the classroom, life skills education, and identification of students who need referral for additional help. Because the manual was developed in and written for a very different part of the world, an adaptation and validation workshop was conducted in Q11 Q12 to make necessary changes to the curriculum to ensure that it is appropriate for the culture and context for school-based mental health in Liberia.  This represents the first adaptation of the EMRO Manual of School Mental Health on the African continent, and as such we are hoping the curriculum could be used in other countries in the region.
During the reporting period, an additional 125 teachers were trained in Liberia adopted School Mental Health Manual. The trainings were facilitated by Child and Adolescence Mental Health clinicians and school administrator who participated in the training of trainers. 

The training forms part of a wider study that seeks to:
· Compare teachers’ job-related feelings before and after gaining school mental health knowledge as measured through sense of personal accomplishments, emotional exhaustion and de-personalization.
· Document the differences in school environment that contribute to implementation of the School Mental Health Manual 
· Analyze the impact of the different offerings and settings to support school mental health (availability of MHC or CAMHC, teacher trainer in school, type of school etc.)  

Similarly, the study seeks to engage school personnel directly responsible for instruction and/or administration (mostly educators’ types, children and adolescents under the tutelage of primary subjects i.e. educators trained for implementing School Mental Health manual).   Training for all the 180 teachers as well as primary baseline data collection was completed during the reporting period. We will collect secondary baseline data in the month of March and by August, we might hopefully complete analysis of the secondary baseline data. We might also need to carry out an end line assessment of both trained teachers and students by Dec. 2019 and do a complete analysis by early 2020 to measure teachers job-related feelings before and after gaining school mental health knowledge. 

(b) Identification, referral, and treatment of seriously mentally ill vulnerable groups. 
During the reporting period, 1,118 students received care at seven school-based clinics: Tubman High School, B.W Payne, LMA and PCS in Montserrado county and KRTTI Demonstration School, Lango Lippaye and R.S. Cauldfield in Margibi.  Of these, 522 (47%%) were new visits from students who had not receive care in previous quarters, and 596 (53%) were returning students. Of the 1,118 students, 740 (66%) were female and 378 (34%) were male. Three hundred and ninety-seven (397, 36%) were treated directly for mental health or behavioral problems, including emotional abuse, anxiety, epilepsy, depression physical assault, PTSD, and acute stress disorder.  The remaining 721 students (64%) were treated for other medical conditions including malaria, headache, pneumonia, sexually transmitted infections, family planning, etc. SBCs treat students with a variety of issues include urgent and routine health problems, reproductive health, and mental health since CAMHCs are generalists as well as mental health specialists. 

Cumulatively, there have been a total of 7,824 students who have received care at the seven school-based clinics. Of these, 52% (n=4,055) were female and 47% (n=3,704) were male with the remaining 1% (n=65) unidentified.
A total of 2,327 students were treated for mental health conditions and 5,497 were non-mental health conditions.
The table and graphs below describe how many students received care at each of the seven clinics.




 Table 2: Number of students receiving care in Quarter 15 by school

	School
	Q15 Mental Health Cases
	Q15 Non-Mental Health Cases
	Q15 Total students
	Cumulative Mental Health Cases
	Cumulative Non-Mental Health Cases

	Tubman High
	34
	84
	118
	765
	1,196

	BW Payne Elementary
	29
	57
	86
	491
	818

	KRTTI
	89
	101
	190
	1.242
	1,383

	LMA
	28
	75
	103
	510
	581

	Lango Lappaye
	99
	120
	219
	1,617
	2,098

	R.S Cauldfield
	62
	98
	160
	544
	807

	PCS
	87
	155
	242
	87
	155

	Total
	428
	690
	1,118
	5,256
	7,038




Graph 1: Number of students receiving care in Quarter 15 by school

	




























Table 3: Students receiving care in SBCs by
gender in Quarter 15

	School
	Female
	Male
	Total

	Tubman High
	61
	57
	118

	BW Payne Elementary
	49
	37
	86

	KRTTI
	101
	89
	190

	LMA
	55
	48
	103

	Lango Lappaye
	101
	118
	219

	R.S Caulfield
	89
	71
	160

	PCS
	133
	109
	242

	Total
	589
	529
	1,118



	



















		School 
	Male
	Female
	Total

	Tubman High
	456
	556
	1012

	BW Payne Elementary
	524
	456
	980

	KRTTI
	865
	985
	1850

	LMA
	310
	269
	579

	Lango Lappaye
	985
	1101
	2086

	R.S Caulfield
	577
	498
	1075

	PCS
	133
	109
	242

	Total
	3850
	3974
	7,824



	

	
	


The schools with SBCs have a Health Assistant and CAMHC who also conduct classroom-based interventions to reach a broader population who may not seek services at the clinic. During the reporting period, 1,583 students participated in classroom-based activities in the seven school-based clinics. Of these, 642 (41%) were boys and 941 (59%) were girls. Topics discussed included depression/stress reduction, STIs and family planning, emotional abuse, anger management behavior pattern of students, and the effects of anger on others. The below table and graph depict the number of students who participated in classroom interventions in the 7 schools. 

Table 4: Students participating in classroom-based interventions in by school and gender, October 1 to December 31, 2018 
	School
	Boys
	Girls
	Total

	RS Caulfield 
	69
	121
	190

	Tubman High
	112
	125
	237

	BW Payne
	87
	98
	185

	KRTTI
	123
	143
	266

	LMA
	54
	85
	139

	Lango Lappaye
	210
	186
	396

	PCS
	65
	105
	170

	Total
	720
	863
	1,583



Cumulative Students participating in classroom-based interventions in by school and gender
	School
	Boys
	Girls
	Total

	RS Caulfield 
	367
	463
	830

	Tubman High
	456
	342
	798

	BW Payne
	332
	542
	874

	KRTTI
	554
	653
	1207

	LMA
	267
	301
	568

	Lango Lappaye
	843
	956
	1799

	PCS
	234
	389
	623

	Total
	3,053
	3,646
	6,699








Graph 2: Students participating in classroom-based interventions by school and gender (Quarter 15)



To support the activities of the school-based clinics, Parent Advisory Groups (PAG) have been established at each of the 4 schools created under this project, as well as the three schools created under another grant but staffed by CAMHCs trained under this project. The PAGs were created with the recognition that parent or caregiver involvement is needed in order to improve students’ mental health and support their academic success. The members of the PAGs discuss issues in the schools and the school-based clinics and how to improve the relationship between teachers, students, and parents in order to address these issues. PAG meetings took place in the following 5 school-based clinics this quarter: KRTTI, B.W. Payne, Lango Lappaye, R.S. Caulfield, and Tubman High. 
2) Progress to date of the achievements of the milestones indicating the outputs in quality and quantity:
A narrative description appears below and Annex 1: “Results Framework and Monitoring Results Framework” contains detailed information on current and cumulative results.    

Project Development Objective Indicators:
a) Level of competence, skills and confidence among providers
The ENACT (Enhancing Assessment of Common Therapeutic factors) is an evaluation tool that measures competency and assesses practical skills. The tool can be employed at various stages of training, trials, and dissemination. It involves a qualified clinician observing the provider and rating their performance on 18 different items, scoring the individual from 1 (lowest score) to 3 (highest score) on each item. The scores range from 18 to 54, with a higher score indicating a higher level of clinical competence. The program uses a target score of 37 or above to indicate adequate clinical competency. 

ENACT evaluations have previously been conducted with cohorts 1 through 4. In cohort 1, 31.58% of students scored at or above 37, 100% for cohort 2, 38.1% for cohort 3, 100% for cohort 4.

There was no ENACT conducted during the reporting period however, during Quarter 14, ENACT assessments were conducted with the CAMHCs in cohort 5. 68.42% (n=13) of the 19 students score at or above 37. The mean score on the pre-test was 30.47 (SD: 2.97) while the mean score on the post-test was 38.16 (SD: 3.34). There was a statistically significant mean difference from pre- to post-test of 7.68 (p<.00001).   

Cumulatively, 67.7% of CAMHCs (67 out of 99 with completed ENACT) have demonstrated clinical competency by the end of the program with an ENACT score at or above 37. 

b) Depression, post-traumatic stress disorder (PTSD) and disability among project beneficiaries
Over the course of Quarters 10 and 11, we worked with supervisors through our case consultation process to implement an outcome tracking template. The facilities were not able to successfully implement the template during Quarter 10 but were able to use the template during Quarter 11 and track outcomes for the first time.

During Quarter 15, 146 individuals were tracked through the Patient Health Questionnaire (PHQ-9), which screens for depression. Follow up scores were included for 27(18.4%). Of the individuals with follow up scores, 62% (n=13) demonstrated improvement from baseline to follow up. 

Cumulatively, of the 1,021 individuals with baseline scores, 100 (11.4%) had follow-up PHQ-9 scores. Of these 100 individuals, 66% (n=66) demonstrated improvement in symptoms of depression from baseline to follow up. 

As shown in the results framework in Annex 1, 66% improvement exceeds our target of 40% improvement in symptoms of depression. 

During the reporting period, the health facilities also reported the number of individuals treated for or diagnosed with various mental health conditions. The below table and graph depict the numbers and percentages of cases by condition. 


Table 5: Mental health conditions diagnosed and treated in health facilities in Margibi and Montserrado counties from October 1 to December 31, 2018
	Condition
	# Reported
	% Reported

	Depression
	833
	20.10%

	Psychosis
	512
	12.35%

	Bipolar Disorder
	129
	3.11%

	Epilepsy/Seizure
	2,147
	51.80%

	Development Disorder
	142
	3.43%

	Behavioral Disorder
	21
	0.51%

	Dementia
	7
	0.17%

	Alcohol Use Disorder
	78
	1.88%

	Drug Use Disorder
	96
	2.32%

	Self-harm/Suicide
	2
	0.05%

	Post Traumatic Stress Disorder
	7
	0.17%

	Other/unidentified
	171
	4.13%

	TOTAL
	4,145
	100%








Table 6:  Mental health conditions diagnosed and treated in health facilities in Margibi and Montserrado counties from January 1, 2016 to December 31, 2018
	Condition
	# Reported
	% Reported

	Depression
	5,810
	19.96%

	Psychosis
	3,430
	11.78%

	Bipolar Disorder
	1,326
	4.55%

	Epilepsy/Seizure
	13,491
	46.34%

	Development Disorder
	1,864
	6.40%

	Behavioral Disorder
	187
	0.64%

	Dementia
	129
	0.44%

	Alcohol Use Disorder
	466
	1.60%

	Drug Use Disorder
	587
	2.02%

	Self-harm/Suicide
	323
	1.11%

	Post Traumatic Stress Disorder
	20
	0.07%

	Other/unidentified
	1,481
	5.09%

	TOTAL
	29,114
	100.00%



Graph 3: Frequency of conditions out of total cases reported for Quarter 15




















c) Clinician stigma against individuals with mental illness

The Social Distance Scale measures stigma towards people with mental illness based on the individual’s willingness to associate with people with mental illness in various contexts. It is a 10-item scale with responses on a 4-point Likert scale, with scores ranging from 10 (least stigmatizing attitude) to 40 (most stigmatizing attitude). Because a score of 10-20 is considered to represent low levels of stigma, the cut-off point for “acceptable” levels of stigma is an average item score of 1.9, or an overall score of 19 or less.

No Social Distance scales were administered during the reporting period. The percentage whose stigma level fell at or above the target, thereby demonstrating stigma against people with mental illness, was 43.18% at baseline,  11.11% in Year 1 and 17.02% in Year 2. These scores represent different cohorts of individuals trained, rather than one group followed over time, although some of the individuals assessed in Year 2 were also assessed in Year 1. 64.29% of participants in Year 1 showed improvement in their scores from pre-test to post-test and overall there was a statistically significant mean difference in the Year 1 scores of -3.29 (Median: -2.5, SD: 6.15, p=.0013). For Year 2, 50% of individuals had an improved score from pre- to post-test, and there was a statistically significant mean difference from pre- to post- of -1.57 (Median: -.5, SD: 4.85, p=.0339). 

d) Community stigma against Ebola-affected individual/households
This indicator was assessed upon completion of the Community Healing Dialogues (CHDs) in Quarter 7. In order to evaluate the impact of the CHDs on a variety of indicators, including community stigma against Ebola-affected individuals/households, the program created a matched comparison study. Communities with similar characteristics to those that received the Community Healing Dialogues were selected as a comparison against the intervention communities. This study serves as a proxy for a real-time comparison. A sample of individuals from each of the CHD communities and the comparison communities completed a survey in October 2016. Results were analyzed in order to determine the effect of the CHDs on the communities’ levels of stigma against Ebola-affected individuals/households. 

The community stigma scale from the CHD study ranged from 0 to 12, with higher numbers representing lower levels of stigma. The mean score in the intervention communities was 7.67, or 63.92% (median: 8, standard deviation: 2.51) while the mean score in the comparison communities was 6.96 or 58% (Median: 7, Standard deviation: 2.17). There was a statistically significant difference of .71 (5.92%) (p=.0054). This indicates that communities that participated in the Community Healing Dialogues had lower levels of stigma than the comparable communities who did not receive this intervention. 

e) Levels of trust at the community level
As described in the previous indicator, this indicator was assessed upon completion of the Community Healing Dialogues in Quarter 7. Community members in the CHD completed a survey that included a trust scale, among other indicators. This survey has also been administered to comparison communities who did not participate in the project in order to evaluate the effect of program activities, and Community Healing Dialogues in particular, on the levels of trust at the community level. The surveys were administered in October 2016. 

The community trust scale ranges from 0 to 16, with higher scores indicating higher levels of trust at the community level. The average score for the intervention communities was 10.57 or 66.09% (median: 11, standard deviation: 2.64) while the average score for the comparison communities was 9.95 or 62.21% (median: 10, SD: 2.06). There was a statistically significant mean difference of 0.62 or 3.88% (p=.0164). This indicates that the communities that participated in the Community Healing Dialogues had slightly higher levels of community trust than the communities who did not receive the intervention. 

Intermediate Results Indicators
a) Levels of stress and burnout among health workers (including first responders)

[bookmark: _Hlk497665365]The Maslach Burnout Inventory (MBI) address three general scales related to burnout: emotional exhaustion (measures feelings of being emotionally overextended and exhausted by one's work), depersonalization (measures an unfeeling and impersonal response toward recipients of one's service, care treatment, or instruction), and personal accomplishment (measures feelings of competence and successful achievement in one's work). For this measure, health workers are considered to have a high score if they have at least one of the following: high emotional exhaustion, high depersonalization, or low personal accomplishment.

The values for each year represent different cohorts of individuals rather than following one group of individuals over multiple years. As a lesson learned from this project, this indicator did not appropriately capture the impact of the self-care and stress relief training for first responders. The training was delivered over two days and the baseline was taken at the beginning of the first day and the follow up score was taken at the end of the second day, which did not provide sufficient time to analyze how the levels of stress and burnout changed once the first responders implemented the strategies they learned during the training. Due to the transitory nature of many of the first responders, we were not able to conduct a follow up assessment several months later to assess the true impact of the techniques they learned. A qualitative assessment might more fully demonstrate the impact of this intervention

Cumulatively, of the 85 MHCs, SWs, mid-level health care workers and 369 first responders who completed MBI assessments, 86.71% on average demonstrated high levels of stress and burnout. Fifty-four percent (54.3%) had a high-risk score in one of the three domains, 22.8% had a high-risk score in two of the domains, and 9.61% had a high-risk score in all three domains. It is important to note that these are different respondents than those indicated in the baseline score (84.21%). Some of the first responders were engaged in the recovery groups and the program was able to follow their scores over time as they attended the groups. The 369 first responders in the program received a two-day training in self-care and stress management. Those who demonstrated high risk and were interested in further support had the option of participating in the recovery groups. 

b) Levels of reported high risk health behaviors among responders:
[bookmark: _Hlk497665335]The CAGE screening tool was used to screen for alcoholism. It is a 4-item scale, and a score of 2 or higher indicates risk for alcoholism. 

No CAGE scales were administered during this reporting period.  Cumulatively, of the 369 first responders who received self-care training during the project implementation, 107 completed CAGE assessments, and 59.8% (n=64) scored high risk on all CAGE assessments. 


c) Levels of perceived social support
The baseline measurement of perceived social support was conducted during Quarter 11 using the Multidimensional Scale of Perceived Social Support.  The Multidimensional Scale of Perceived Social Support is a 12-item scale that measures how much support an individual feels they are getting from family, friends, and significant others. Each of the 12 items is answered on a 7-point Likert scale, with answers ranging from “Very Strongly Disagree” to “Very Strongly Agree”. Mean total scores range from 1 to 7, with higher scores indicating a higher level of perceived social support. The scale can be calculated using the Friends, Family, or Significant Other subscales, or summed to produce a total score.

	The baseline level of perceived social support was 71%. This baseline exceeded our initial end target of 60%, so we  adjusted our target to 78%, which was 10% improvement from baseline to follow up. This revised target was added to the results framework. During the reporting period, a follow up assessment was conducted with level of perceived social support at 85% indicating achievement on this indicator which is 7% above our adjusted target. 

d) Completed referrals from gCHVs to SWs to MHCs:

Health care workers at the facilities that provided data for the quarter received 365 referrals, with 62% (n=226) from gCHVs, and the remainder from health care workers (29%, n=107) and social workers (9%, n=32). Gender data was available for 32 patients, and of these there were 19 female patients (59%) and 13 males (41%) and ages ranged from 8 to 53 with a mean of 28 years.

Overall, 2,583 referrals have been reported over the course of the project, and of these 65.7% (n=1,699) are completed referrals from gCHVs to SWs to MHCs. Three key factors prevented the achievement of targets and are mentioned below.

1. Lack of incentive – The lack of incentive in Q3 and Q4 caused staff to be demotivated. Consequently, leading to reduction in data collection and reluctance in service delivery by CHT staff. 
2. Rainy season – Evidenced by their report, one major challenge mentioned by gCHVs is their inability to work in the communities and make referrals during the rainy season.
3. Change of national government – The change of national government led to transitions at multiple levels, trickling down to the County Health Team level and affecting many supervisors of gCHVs. 


e) Increased supervision and support of MHCs and CAMHCs:

[bookmark: _Hlk4086099]There were 96 supervision visits to 29 of the 45 mhGAP-trained health facilities in Margibi and Montserrado counties during Quarter 15. Each facility received about 3 visits on average, and 61% of the 45 facilities received at least the recommended 2 visits per quarter. With 62% in Quarter 13, and 52% in Quarter 14 and 61% in quarter 15, our average for the quarters of Year 4 is 58.3%. Our Year 3 average was 69.3% of facilities receiving the recommended 2 visits per Quarter. These are significant improvements from supervision rates in Years 1 and 2. However, the 80% target for either of the indicators could not be reached due to several challenges. One of the main challenges, as mentioned previously, was the change in leadership at the county level. All of the supervisors of County Health Team were replaced, including the Community Health Director. This made it difficult to have consistent supervision and support for the provision and documentation of referrals. Other challenges included, bad road conditions, lack of vehicle, lack of transportation allowance, or lack of fuel for vehicles. These challenges led to many of the facilities being short-staffed.

During supervision visits, supervisors examine overall strengths and weakness of the facilities and health care workers, as well as observing patient encounters to provide feedback on how mhGAP-trained health care workers interact with, diagnose, and treat patients. During Quarter 15, 121 patient encounters were observed at 25 of the 28 health centers that received visits. The following tables show the frequency of most commonly reported clinical and administrative strengths and weaknesses, and the results of assessments of patient encounters:


Table 7: Strengths and weaknesses reported during supervision visits in Quarter 15

	Top 5 Administrative Strengths Reported
	Top 5 Administrative Points of Improvement Reported 
	Top 5 Clinical Strengths Reported
	Top 5 Clinical Points of Improvement Reported

	Materials and Equipment (n=12)
	Drug Supply (n=42)
	Assessment (n=19)
	Health Education (n=18)

	Planning and Organization (n=21)
	Quantity of Materials and Supplies (n=18)
	Good Communication and Listening Skills (n=31)
	Drug Availability/Management (n=31)

	Drug Supply (n=6)
	Need of Refresher Course for All Facilities (n=5)
	Treatment (n=29)
	Assessment/Diagnosis 
(n=6)

	Facility Maintenance (n=14)
	Insufficient Screening Space (n=17)
	Taking Patient History (n=15)
	Prescribing Medication/Dosages 
(n=16)

	Staff Working Relationships (n=19)
	Community Outreach (n=14)/Working Hours and Appointment Times (n=5)/Quality of Health Education and Activities for Patients (n=2)
	Privacy and Confidentiality (n=16)
	Patient Privacy 
During Screening or 
Need for Screening 
Room (n=22)/
Record Keeping (n=19)



	Table 8: Clinical Support and Supervision       
 Form, Patient Encounter Observation: 
 n (row%) (in Quarter 15)
	



	Action Performed Correctly?
	Yes
	No

	Assessment
	115(98%)
	2(2%)

	Classification
	109 (94%)
	7(6%)

	Treatment
	108 (93%)
	7(7%)

	Education and Treatment
	109(94%)
	7 (6%)

	Record Keeping
	113(98%)
	3(2%)





f) Increased number of communities receiving community-level interventions:

Of the 131 identified communities under the project, 32 communities were receiving at least one intervention (including community healing dialogues, peer support groups, group counseling, and individual counseling) by the end of Year 1 (September 2015 to March 31, 2016), with 24.43% of the target communities reached. An additional 26 communities received intervention over the course of Year 2 (April 1, 2016 to March 31, 2017), with 44.27% coverage by the end of Quarter 8.

During the first three quarters of Year 3 (Q9, Q10, Q11), 82 additional communities were reached, bringing the total to 131 communities reached, exceeding our target of 98 communities. There were no additional communities reached in between Quarter 12 and 15. 

g) Individuals receiving direct support (peer groups and individual/group counseling):

401 (27 new) individuals received direct support through individual counselling. There were 32 peer support activities carried out this quarter. Overall, 1,450 (86% female, n=1,250) individuals have received support through peer groups, individual counseling, or group counseling. 

h) Students receiving weekly support from CAMHCs:

To support the current training, 4 school-based clinics have been developed under the World Bank grant, and three school-based clinics funded by another grant are each staffed by a CAMHC trained through this project. These include Lango Lippaye SBC, Demonstration KRTTI SBC, and R.F. Cauldfield SBC in Margibi County and Tubman SBC, B.W. Payne SBC, LMA and PCS SBC in Montserrado. Each clinic is staffed by a CAMHC (supported by the county) and a health assistant (supported by the project) and a nurse (supported by the county), and two days per week the CAMHCs-in-training, under supervision from classroom instructors, provide health and mental health services.  As mentioned previously, 1,118 students received care during the reporting period at 7 school-based clinics, and 522 of these were new students. Cumulatively, 7,824 students have received care in the SBCs through this project. Additionally, 1,583 students participated in classroom-based interventions at the 7 schools during this quarter, and 1,253 in the previous quarter. There is considerable overlap between students who received care in the clinic and students who participated in classroom-based interventions, so 7,824 is the best estimate of the total number of students who have received support through this project. This far exceeds our original target of 500 students. 

i) Increased % women effectively using distributed women’s health toolkits:

During Q14, Harvard Program in Refugee Trauma (HPRT) worked to consolidate all of the project deliverables. Namely, “The Liberian Women’s Health Promotion Project: Scientific Manual”, the “Summary of the Statistical Analysis of the Project with Key Findings”, the Women Health Toolkit Project Implemented by LAPS, and the Community Health Care Initiative Summary. 

The “Summary of the Statistical Analysis of the Project with Key Findings” reported preliminary results, including: the Liberian women were extremely enthusiastic about the training, there was a significant transfer of health promotion knowledge to the women, the impact of the training on self-efficacy and agency for the women was high, and the women trainers (N=60) were able to successfully train and provide toolkits to four women each (N=240).

The Women’s Health Toolkit Project submitted a final report including findings that showed that the participants improved in health promotion knowledge in all 8 domains, were successfully able to train other women, showed a reduction in symptoms of depression and PTSD, disseminated knowledge about menopause, menstruation, personal hygiene, STI’s and the use of a condom to their spouses and daughters, and wanted to be supported in building health promotion related small business activities.  

More information can be found in the HPRT Progress Report in Annex 3. 

Final Report Overview of The Liberian Women’s Toolkit Health Promotion Project can be found in Annex 4.

j) Direct project beneficiaries (of which % female) 

The total direct beneficiaries for this quarter is 1,378. This includes 833 new patients receiving care (of the 4,145 patient encounters this quarter, 53% female), 1,118 (522 new, 66% female) students served at the SBCs, and 397 (23 new, est. 60% female) individuals participating in group and individual counselling. 


Cumulatively, the total number of beneficiaries is 22,334 (est. 54.48% female). This includes 7,091 (est. 49% female) individuals treated at facilities for mental illness, 463 (61.8% female) participants in the Community Healing Dialogues, 2,800 (est. 51% female) individuals participating in World Mental Health Day 2016 activities in the communities, 369 (42% female) first responders trained, 1,446 (est. 72% female) people receiving group/individual counseling or participating in peer support groups, 7,824 (58% female) students receiving care at the SBCs, 819 (52.63% female) personnel trained, 865 (54% female) individuals reached through the facility-based anti-stigma training, 300 (100% female) women reached through the HPRT and LAPS training in the women’s health toolkit, and 357 (est. 51% female) people reached through World Mental Health Day 2017 work place activities. 

k) Health Personnel receiving training

The total number of personnel trained to date is 996, which includes 80 gCHVs, 71 MHCs, 158 SWs, 12 PSS, 55 OICs, 45 HCWs, 102 CAMHCs, 93 service users, 180 teachers, and 200 religious and traditional leaders. This exceeds our end target of 750 individuals trained. Many of these individuals have received more than one training through the project. Our goal was  to provide training for the same health care workers to develop a core set of skills in identification, treatment and referral as opposed to providing one-off trainings for a larger group of workers.  At the same time, we worked to develop skills in identification, community support, referral and peer support for para-professionals, users, and community leaders.  See Annex 5 for a table of trainings. 

3) [bookmark: _Hlk1038799]Any issues encountered in achieving the objectives? The outputs? With a brief description of the reasons, the actions taken to resolve these issues, and the impact of the current level of progress on the achievement of the project objectives per the Results Framework and Monitoring plan. 

[bookmark: _Hlk1038573]There were a few delays with the roll out of the Manual of School Mental Health for teachers, which we had hoped to complete by the end of October 2018. Given delays in coordination with the Ministry of Education and with the Institutional Reviews Boards in both Liberia and the U.S., the trainings were however completed by the end of November 2018. 

During the reporting period, we have completed the training of all 280 teachers and similarly collected primary baseline data which includes school assessment and teacher’s assessment. The next step will be to complete the secondary baseline data. we hope to complete this at the end of March 2019. Primary baseline data will be analyzed before end of March 2019. After 6 months we intend to go back to the interview teachers and the 1,500 students to measure teacher’s ability to handle stress, job-related feelings before and after gaining school mental health knowledge and etc. 
  
[bookmark: _Hlk1038607]Additionally, we recognized at this point that it was not possible to achieve two of the target indicators:  completed referrals from gCHVs to SWs to MHCs, with a target of 80% of the referrals being completed by gCHVs, and increased supervision and support, with a target of 80% of the 45 facilities under the project receiving at least two supervision visits per quarter. We are pleased to see that there were 1,699 referrals from gCHVs who were trained under the project and that more than half of the health facilities are receiving at least two supervision visits per quarter. However, we were not able to reach the target of 80% for either of these indicators. A number of challenges impeded progress in these areas. One of the main challenges was the change in leadership at the county level.  All of the supervisors in community health were replaced, including the Community Health Director. This made it difficult to have consistent supervision and to have support for the provision and documentation of referrals. Additionally, challenges including road conditions and lack of vehicle, transportation, or gasoline have resulted in many of the facilities being short-staffed.

4) A description of any other risks to the achievement of the project objectives per the plan and how the recipient plans to mitigate for these risks and by when.  

N/A

5)  Any proposed changes to the project implementation plan and why?

N/A


	FINANCIAL REPORTING 

	Quarter 15 costs per component, as indicated in IUFR for the reporting period, include:
· Component 1 : $ 1,423.63
· Component 2 : $ 86,900.49
· Component 3: $ 40,570.05
· Total Use of Funds in Quarter 15: $ 128,894.17



	PROCUREMENT REPORTS (2/3)

	An updated procurement plan was approved on December 18, 2017 and is included below in place of the previous procurement plan.  





Supporting Psychosocial Health and Resilience in Liberia
The Carter Center Procurement Plan 
Updated: December 18, 2017


I. General

Project information:  
P146591
Investment Project Financing
Rianna Mohammed-Roberts
Liberia
The Carter Center

Period covered by this procurement plan: March 2015 – December 2018


II. Goods and Works and non-consulting services.

Procurement Packages with Methods and Time Schedule 

	1
	2
	3
	4
	5
	6
	7
	8

	
Ref. No.
	
Description/ Project Component Supported
	
Estimated
Cost (USD)
	
Procurement
Method
	
Review
by Bank
(Prior / Post)
	
Expected Bid Submission
	
Expected Date of Contract
	
Comments

	1
	Laptops for graduates of Post-Basic Child and Adolescent Mental Health Clinician Training, Cohort 4/2b,c
New activity
	30,000

	Shopping/RFQ
	Post
	2/15/18
	3/1/18
	HQ

	2
	Laptops for graduates of Post-Basic Child and Adolescent Mental Health Clinician Training, Cohort 5/2b, c
New activity
	30,000
	Shopping/RFQ
	Post
	7/15/18
	8/1/18
	HQ





III. Selection of Consultants

Prior Review Threshold: Selection decisions subject to Prior Review by Bank as stated in Appendix 1 to the Guidelines Selection and Employment of Consultants:

	
	Selection Method
	Prior Review Threshold
	Comments

	1.
	Competitive Methods (Firms) 
	$100,000
	First 2 contracts by TCC Atlanta and first 3 contracts by TCC Monrovia

	2.
	Single Source (Firms)
	All contracts
	

	3.
	Individual Consultants
	$100,000
	

	4.
	SSS of Individual Consultants
	$50,000
	




	Consultancy Assignments with Selection Methods and Time Schedule

	1
	2
	3
	4
	5
	6
	7
	8

	
Ref. No.

	
Description / Components Fulfilled

	
Estimated
Cost (USD)
	
Selection 
Method
	
Review
by Bank
(Prior / Post)
	
Expected
Proposals Submission
Date
	Date of Contract Signature
	
Comments

	3
	Psychiatric Consultant* to conduct refresher training on School-based Mental Health Curriculum/ 1a,2b 
New activity
	5,000
	SSS/CDS
	Post
	1/15/18
	1/15/18
	HQ

	4
	Psychiatric Consultant to lead training on Children’s Accelerated Trauma Technique/ 1a, 2b
New activity
	4,800
	SSS/CDS
	Post
	1/15/18
	1/15/18
	HQ

	5

	Psychiatric Consultant to provide training and mentoring to Child and Adolescent Mental Health Clinicians on therapeutic skills/ 1a, 2b
New activity
	15,000
	SSS/CDS
	Post
	4/1/18
	5/1/18
	HQ

	6
	Lead Monitoring and Evaluation Expert, 2018 Contract/ 3c
New activity
	35,226
	IC/shortlist/INDV
	Post
	1/1/18
	1/1/18
	HQ

	7
	Behavioral Health, Monitoring and Evaluation Consultant/ 1c, 2c,3b
Contract signed in April 2017 through Feb. 2018
	17,248, reduced to $14,168 and extended through Dec. 2018
	IC/shortlist/INDV
	Post
	11/04/16
	4/17/17
	HQ

	8
	Behavioral Health Consultant to advise on clinical standards and the Child and Adolescent Mental Health Clinician credentialing exam for Cohort 4/ 1c,2c,3b
New activity
	1,500
	SSS/CDS
	Post
	2/1/18
	2/1/18
	HQ

	9
	Behavioral Health Consultant to advise on clinical standards and the Child and Adolescent Mental Health Clinician credentialing exam for Cohort 5/ 1c,2c,3b
New activity
	1,500
	SSS/CDS
	Post
	8/1/18
	8/1/18
	HQ

	10
	Project Coordinator*, 2018 Contract
New activity
	25,000
	SSS/CDS
	Prior
	1/1/18
	1/1/18
	Monrovia

	11
	Individual Consultant for Impact Evaluation and Implementation Completion Report/3a
New activity
	12,500

	IC/open/
INDV
	Post
	8/1/18


	9/15/18

	HQ




NOTES: 
1. *Denotes Consultants in Training Plan. As agreed in the Project Paper, TCC MHP Liberia program will identify the total cost of required training and prepare and submit to the Bank, for its prior review, a detailed training program. The training program will identify: (i) the training envisaged; (ii) the justification for the training, how it will lead to effective performance and implementation of the project (iii) the personnel to be trained; (iv) the selection methods of institutions or individuals conducting such training; (v) the institutions which will conduct training, if already selected; (vi) the cost estimate or specified cost of the training. Preparation and submission of a report, including to the Bank by the trainer upon completion of training would be mandatory.
2. Planned contract reference #3 (Research Assistant), 8 (GCHV), 14 (Local Faculty), & 16 (Training Supervisors) previously in the procurement plan were removed in the Procurement Plan submitted with the Q1 report, since they are comprised of a number of different consultants under each body of work. These contracts will be managed in line with TCC standard procurement process and when below the organizational threshold of $2,000, contracting will be managed directly by the field office in Liberia. Contract reference #7 was removed in Q4 for the same reason.
3. Planned contract reference #4 (Associate Director), 5 (Program Associate), 10 (Financial Analyst), and 13 (Project Lead) have been removed in this Q2 report, following approval by the Government of Japan to increase percentage of operating costs covered by the grant, which will allow Carter Center to pay percentages of salary of permanent staff- including the four aforementioned positions. The related rebudget request if forthcoming to the Bank.
4. Estimated costs in revised procurement plan match the final approved budget, though may differ from earlier submitted procurement plans.
5. Operating costs: As agreed in the Project Paper, for this project, the Bank has agreed with The Carter Center that the payments made for “Operating costs” arising from the implementation of the project will not be considered as procurement contracts and will not be part of the project procurement plan. The Bank has assessed the Carter Center’s own procurement and administrative procedures for these expenditures (during appraisal) and agrees that these procedures are adequate for procuring items for operating costs. The operating costs constitute recurrent costs (excluding purchase of motor vehicles, computers etc.) and typically include equipment rental and maintenance, vehicle operating costs, maintenance and repair, office rental and maintenance, office materials and supplies, utility costs (including electricity, water and gas) communications (including telephone and internet charges) equipment rent, operation and maintenance and cost of banking services (bank charges), travel cost and transport of the staff associated with project implementation per diem, supervision overhead costs, and management costs. The Project Paper and the Financing Agreement (FA) included a list of these eligible items to be covered under the project. These items will be procured using the Carter Center’s procurement and administrative procedures provided in the Project Implementation manual (PIM) or the Carter Center’s equivalent administrative manuals, which have been reviewed and found acceptable by the Bank. Contracts for these items should not be included in the procurement plan and will not be reviewed when the Bank carries out the Procurement Post Reviews. They will be covered by regular audits.


	
	List of forthcoming signed contracts, updated on: 8 February 2019

	Contract Number /Reference to Procurement Plan
	Name of Contractor/Supplier/
Consultant
	Contract Amount
	Contract date
	Contract completion date (as in signed contract)
	Status of completion on the date of the report

	 NONE
	 

	 
	 
	
	



	
	FOR INTERIM FINANCIAL AND PROCUREMENT REPORTS - MITIGATING ACTIONS (3/3)

	FM action required
	
	Status of implementation

	
	
	

	
	
	

	PR action required
	
	

	
	
	

	
	
	





REPORTING DEADLINES 
Project and Financial Reporting
Note: quarterly reimbursement request s will be submitted in tandem with these report submissions

	Type of report
	Report Period Dates
	TCC Deadline to WB 

	Project Report & IUFR  #1
	May 8 – June 30, 2015
	August 14, 2015

	Project Report & IUFR #2
	July 1 – September 30, 2015
	November 14, 2015

	Project Report & IUFR #3
	October 1 – December 31, 2015
	February 14, 2016

	Project Report & IUFR #4
	Jan. 1- March 31, 2016
	May 15, 2016

	Project Report & IUFR  #5
	April 1 – June 30, 2016
	August 14, 2016

	Project Report & IUFR #6
	July 1 – September 30, 2016
	November 14, 2016

	Project Report & IUFR #7
	October 1 – December 31, 2016
	February 14, 2017

	Project Report & IUFR #8
	Jan. 1- March 31, 2017
	May 15, 2017

	Project Report & IUFR  #9
	April 1 – June 30, 2017
	August 14, 2017

	Project Report & IUFR #10
	July 1 – September 30, 2017
	November 14, 2017

	Project Report & IUFR #11
	October 1 – December 31, 2017
	February 14, 2018

	Project Report & IUFR #12
	Jan. 1- March 31, 2018
	May 15, 2018



	Project Report & IUFR #13
	April 1- June 30, 2018
	August 14, 2018


	
Project Report & IUFR #14
	
July 1- September 30, 2018
	
November 14, 2018


	
Project Report & IUFR #15
	
October 1- December 31, 2018
	
February 14, 2019
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	[bookmark: _Hlk529792614]
	
	



Annex 1: Results Framework and Monitoring Results Framework (revised March 2017, December 2018)

	
	
	Project Development Objective: to respond to intermediate psychosocial/mental health impacts of the Ebola crisis and to build long-term psychosocial health and resilience at the individual and community level in project target areas.

	Project Development Objective Indicators

	Indicator Name
	Unit of Measure
	Baseline
	Cumulative Target Values
	Frequency
	Data Source/
Methodology

	
	
	
	YR1
	YR2
	YR3
	
YR4
	End Target
	
	

	Level of competence, skills and confidence among providers
	%
	
15%
	
N/A

	68.29
	
58.06
	
67.7
	66
	Pre-training, post-training

	ENACT (formerly named TASC-R)

	
	NOTES: The baseline represents the total percent of all tested CAMHCs who scored at or below 37 (cut off score on the ENACT for adequate clinical competence) on their pre-test, while the YRs 2 – 4 values represent the total percent of CAMHCs trained as of that point (Year 2 represents total percent of CAMHCs in cohorts 1 and 2 who scored at or above 37, Year 3 includes total percent of CAMHCs in cohorts 1 – 4, and year 4 includes total percent of CAMHCs in cohorts 1 – 5). This indicator demonstrates a challenge we experienced with the format of the results framework – the values for each of the year do not represent one cohort of individuals improving or worsening over time, but rather an accumulation of scores of different cohorts. Therefore, it is useful to compare the baseline of 15% to the final value of 67.7%, but it is not useful to compare the years against one another. 

	Improvement in depression among project beneficiaries
	%
	0
	N/A
	N/A
	

66.2
	
66
	40
	First visit, follow up visit
	PHQ-9
PHQ-A 


	
	NOTES: There are no scores in years 1 and 2 as we had difficulty working with the facilities to create a system they could use to effectively track patients’ scores on the PHQ9 and PHQ9A (measures of depression) over time. We had initially intended to implement scales to track PTSD and disability as well, but given the difficulties the facilities had in tracking patient scores we focused on the PHQ9. We worked with supervisors through our case consultation process to implement an outcome tracking template, and the facilities we are to successfully use the template beginning in Quarter 11. The scores here represent the number of patients who demonstrated improvement in symptoms of depression, as represented by a drop in their PHQ9/PHQ9A score from baseline to follow up. Similar to the above indicator, it is not useful to compare years against one another as there was not one set of individuals improving over time. Rather, additional patients were added each quarter as they were treated at the facilities.     

	Clinician stigma against individuals with mental illness
	%
	43.18
	
11.11
	
17.02
	
-
	-
	50
	Pre-training, post-training
	Social Distance Scale 

	
	NOTES: Unlike the other scales, a lower score here is desirable, as a lower score indicates lower levels of stigma. The end target here should have been adjusted after the baseline was measured to set a new goal when the levels of stigma were lower than anticipated. Given the baseline of 43.18%, a more reasonable target would have been to have stigma levels at or below 25%. 
As with the above indicators, we were not able to track one group for the whole project. There are only scores in years 1 and 2 because the anti-stigma training was carried out early in the project, and we were not able to collect an additional follow up score with the trained individuals. 


	Intermediate Results Indicators

	Indicator Name
	Unit of Measure
	Baseline
	Cumulative Target Values
	Frequency
	Data Source/
Methodology

	
	
	
	YR1
	YR2
	YR3
	
YR4
	End Target
	
	

	Levels of stress and burnout among health workers (including first responders)
	%
	
84.21

	N/A
	93.18
	
84.48
	 
82.48
	60
	
Pre-training, post-training
	Maslach Burnout Inventory (MBI)

	
	NOTES: As with the above indicators, the values for each year represent different cohorts of individuals rather than following one group of individuals over multiple years. As a lesson learned from this project, this indicator did not appropriately capture the impact of the self-care and stress relief training for first responders. The training was delivered over two days and the baseline was taken at the beginning of the first day and the follow up score was taken at the end of the second day, which did not provide sufficient time to analyze how the levels of stress and burnout changed once the first responders implemented the strategies they learned during the training. Due to the transitory nature of many of the first responders, we were not able to conduct a follow up assessment several months later to assess the true impact of the techniques they learned. A qualitative assessment might more fully demonstrate the impact of this intervention. 

	Levels of reported high risk health behaviors among responders
	%
	
 67.2

	N/A
	75
	
52.38
	
59.8
	50
	Pre-training, post-training
	CAGE

	
	NOTES: This indicator, as with the above, was used to assess the impact of the self-care and stress relief training for first responders and may not have fully captured the impact of the training. 

	Levels of perceived social support
	%
	71
	N/A
	N/A
	

N/A
	
85
	78
	Beginning of groups, end of groups
	Multidimensional Scale of Perceived Social Support (MSPSS) 

	
	NOTES: There are no values for years 1 – 3 for this indicator as it was introduced later in the project to assess the impact of the recovery groups (Alcoholics Anonymous and Narcotics Anonymous) on the participant’s perceived social support. The baseline was taken at the beginning of the groups and the follow up score was taken at the close of the project. The values represent the percent of individuals who demonstrated high levels of social support using the Multidimensional Scale of Perceived Social Support (MSPSS). 

	Completed referrals from gCHVs to SWs to MHCs
	%
	0
	N/A
	67.33
	
70
	
65.7

	80
	Quarterly
	Referral forms/data 

	
	NOTES: The baseline for this indicator, which measures the percentage of total referrals that were completed referrals from a gCHV to MHCs, is zero because there was no inclusion of gCHVs in the referral process prior to this project. It is important to note that this percentage only includes the referrals coming from gCHVs, and thus is not capturing referrals from traditional and religious leaders or peer referrals. 
As of Q15, 2,583 referrals have been reported over the course of the project, and of these 64.0% (n=1,699) are completed referrals from gCHVs to SWs to MHCs. While we have not been able to meet the target 80% due to the challenges discussed in the report, we are pleased to see that the training of gCHVs has greatly increased the number of people successfully referred into care. 

	Increased supervision and support of MHCs and CHMCs 
	%
	0
	36.92
	40.43
	
71.1
	
57
	80
	Quarterly
	Supervision checklist 

	
	NOTES: This indicator, which measures the percentage of the 45 project facilities receiving at least two supervision visits per quarter, has a baseline of zero because at the time that we started the project, there was no role of senior MHCs and CAMHCs who were conducting supervision at facilities providing mental health services. As with the above indicator, we have not been able to reach the target due to multiple infrastructure and resource challenges (further detailed in the report), but are proud of the system of supervision and support that did not previously exist and which this project has created. 

	Communities receiving community-level interventions
	%
(num)
	0
	24.43
(32)
	44.27
(58)
	106.9
(140)
	106.9
(140)
	75
(98)
	Quarterly
	Project reports

	
	NOTES: This indicator measures the percent of the target communities and the total number of communities reached through the project. At the outset of the project, 131 communities in Montserrado and Margibi counties were identified as target counties for community-level interventions, with the aim of reaching 75% (98) of these communities. The project achieved more than 100% of this target as we not only reached all of the 131 communities, but we reached an additional 9 communities for a total of 140, or 106.9% of the target communities. 

	Individuals receiving direct support (peer groups and individual/group counseling)
	num
	0
	N/A
	269
	
1,347
	
1,450
	400
	Quarterly
	Project reports

	
	NOTES: This indicator measures the number of individuals in the project communities receiving direct support through peer groups or individual/group counseling. The baseline is zero as the peer groups and the counselling outreach in these communities began with this project.

	Students receiving weekly support from CAMHCs
	num
	0
	145
	433
	
2,697
	
7,824
	500
	Semi-annually
	Project reports/
Board Certification lists

	
	NOTES: This indicator tracks the number of students receiving care in the school-based clinics (SBCs), including 4 clinics directly funded through this project and 3 clinics funded through another grant but staffed by CAMHCs trained under this project. This indicator only captures the students receiving support in the 7 SBCs in Montserrado and Margibi counties, so it is not capturing the students supported by CAMHCs trained under this project but working in the other 13 counties. 

It is important to note that the number of students reached here includes students who came to the SBCs for physical health as well as mental health concerns. This is because the SBCs function under an integrated care model, whereby mental and physical health care is offered concurrently, without a distinction made between students receiving mental health or physical health care. Students who arrive for physical care are still assessed for psychosocial issues, and vice versa. This model ensures that students are able to access health care in a non-stigmatizing environment, and that the full range of their health needs can be addressed. 

	[bookmark: _Hlk534289266]Percentage of trainers whose trainees demonstrate improvement in their competence/knowledge of women’s health
	%
	0
	0
	0
	
100%
	
100%
	50
	Semi-annually
	Knowledge pre and posttests

	
	NOTES: This indicator relates to the Women’s Health Toolkit project implemented by the Harvard Program in Refugee Trauma (HPRT) and the Liberian Association and Psychological Services (LAPS). It tracks the percentage of the women trainers (total of 60 women trained as trainers) whose trainees demonstrate improvement in their competence/knowledge of women’s health.

	Direct project beneficiaries 
	num
	0
	461 
	7,615
	
14,870
	
22,334
	18,903
	Quarterly
	Project reports

	
	NOTES: This indicator tracks the total number of project beneficiaries reached. The total reached by the end of Q15 (22,334) includes individuals treated at facilities for mental illness (7,091), participants in Community Healing Dialogues (463), community participants in World Mental Health Day 2016 and 2017 (3,157), trained first responders (369), people reached through group/individual counseling and peer support (1,446), students receiving care at the SBCs (7,824), personnel trained in mental health (819), individuals reached through facility-based anti-stigma training (865), and women reached through the women’s health toolkit (300). 

	Health Personnel receiving training  
	num
	0
	344
	522
	
819
	
819
	750
	Quarterly
	Project reports

	
	NOTES: This indicator tracks the total personnel receiving training under the project. Many of the 819 people trained by the end of Q15 had received more than one training from the project, as we sought to build a strong cadre of health care workers with deep experience in mental health. The specific types of trainings and types of personnel reached can be found in Annex 6 to this report. 





	


TABLE 1.2. INDICATOR DEFINITIONS

	Indicator
	Indicator Definition
(incl. numerator and denominator)
	Data Source/ Instrument Description

	


Level of competence, skills and confidence among providers
	CAMHCs showing improved competence and skills after receiving training. This measure is conducted 4 times for each clinician: the first ENACT is at the beginning of the CAMHC training, the second is at the end of the training, the third is at the beginning of the refresher course several months to a year later, and the fourth is at the end of the refresher course. 

The indicator will be measured as the percent of clinicians who meet the target score after the training. 

Numerator: Number of clinicians who meet the target score after training
Denominator: Total number of clinicians who received training
	The ENACT is an evaluation tool that measures competency and assesses practical skills. The tool can be employed at various stages of training, trials, and dissemination, and it has been used in similar interventions in Uganda, Nepal, and previously in Liberia. It involves a qualified clinician observing the provider and rating their performance on 18 different items. The items are ranked from 1-3, so the lowest possible score is 18 (indicating the least clinical competency) and the highest possible is 54 (indicating the highest level of clinical competency).

	

Improvement in depression, PTSD, and disability among project beneficiaries
	Improved levels of depression, PTSD, and other mental illnesses in project beneficiaries.  

Facilities associated with the project in Margibi and Montserrado counties will report the scores on the appropriate scale for each specific diagnosis. 

Numerator: Number of individuals with improved scores 
Denominator: Total number of individuals with scores reported*

*We cannot do this over the total number of people treated, as we recognize that it may be difficult to collect this data, and not all clinicians will report patients’ scores. 
	· The Patient Health Questionnaire-9 (PHQ-9) is a multipurpose instrument for screening, diagnosing, monitoring and measuring the severity of depression. 
· The Patient Health Questionnaire- Adolescent (PHQ-A) is a 9- item measure that assesses the severity of depressive disorders and episodes (or clinically significant symptoms of depressive disorders and episodes) in children ages 11–17. 
· The PTSD Checklist for DSM-5 (PCL-5) self-report measure that assesses the symptoms of PTSD. 
· The GAD is the Generalized Anxiety Disorder scale, a 7-item measure for anxiety. 
· The WHO-DAS is the World Health Organization Disability Assessment Scale, a 12-item measure which captures levels of functioning in six domains: cognition, mobility, self-care, getting along, life activities, and participation. 

	Clinician stigma against individuals with mental illness

	Percentage of clinicians showing stigma against individuals with mental illness

Numerator: Number of clinicians who have met or are above a target score after receiving training
Denominator: Total number of clinicians receiving training 
	The Social Distance Scale measures stigma towards people with mental illness based on the individual’s willingness to associate with people with mental illness in various contexts. It is a 10-item scale with responses on a 4-point Likert scale, with scores ranging from 10 (least stigmatizing attitude) to 40 (most stigmatizing attitude). The cut-off point for “high” levels of stigma is an average item score of 2.6, or an overall score of 26 or greater. 

	Levels of stress and burnout among health workers (first responders)

	Percentage of (“first responder”) health workers with high levels of stress and burnout.

Numerator: number of first responders with high scores on the MBI (high emotional exhaustion, high depersonalization, or low personal accomplishment)

Denominator: Total number of (“first responder”) health workers receiving psychosocial support*

*“First responder” participants are already composed of different cadres, from burial workers to nurses. It is difficult to track these participants over time and, from a clinical perspective, it is actually better if the participants do “drop out” because it means that they are experiencing less burnout (i.e., their “attrition” indicates better mental health). As such, this indicator will reflect a subset of the baseline participants, who are attending peer support groups and have higher levels of stress. This will allow for a more longitudinal measurement. The reported data will be an aggregate of first responders, whose stress/burnout levels are at or above a target level that indicates distress. 

 
	The Maslach Burnout Inventory (MBI) address three general scales related to burnout: emotional exhaustion (measures feelings of being emotionally overextended and exhausted by one's work), depersonalization (measures an unfeeling and impersonal response toward recipients of one's service, care treatment, or instruction), and personal accomplishment (measures feelings of competence and successful achievement in one's work). 

For this measure, health workers will be considered to have a high score if they have at least one of the following: high emotional exhaustion, high depersonalization, or low personal accomplishment. 

Two versions of the MBI were utilized with first responders, depending on their profession: the general survey and the human services survey. The general survey has 16 items ranked 0-6: high exhaustion is a score of 16 or higher on the exhaustion subscale, high cynicism is a score of 11 or higher on the cynicism subscale, and low professional efficacy is a score of 23 or less on the PE subscale, 

The human services survey has 22 items ranked 0-6: high emotional exhaustion is a score of 27 or higher on the EE subscale, high depersonalization is a score of 13 or higher on the depersonalization subscale, and low professional accomplishment is a score of 31 or lower on the PA subscale.

	Levels of reported negative coping mechanisms among responders
	Percentage of (“first responder”) health workers with high scores on the CAGE assessment.

Numerator: number with high CAGE score
Denominator: Total number of (“first responder”) health workers receiving psychosocial support*

*“First responder” participants are already composed of different cadres, from burial workers to nurses. It is difficult to track these participants over time and, from a clinical perspective, it is actually better if the participants do “drop out” because it means that they are experiencing less burnout (i.e., their “attrition” indicates better mental health). As such, this indicator will reflect a subset of the baseline participants, who are attending peer support groups and have higher levels of stress. This will allow for a more longitudinal measurement. The reported data will be an aggregate of first responders, whose stress/burnout levels are at or above a target level that indicates distress. 
	The CAGE is a 4-item tool used to screen for alcoholism, and has been used by the implementing agency in similar interventions in Liberia. Of the 4 items, if participant answers “Yes” to more than 1 item, they are considered to have a high CAGE score.

	Levels of Perceived Social Support
	Percentage of group participants, including “first responders” with high levels of perceived social support.

Numerator: Number of group participants with high levels of perceived social support.
Denominator: Total number of group participants
	The Multidimensional Scale of Perceived Social Support is a 12-item scale that measures how much support an individual feels they are getting from family, friends, and significant others. Each of the 12 items is answered on a 7-point Likert scale, with answers ranging from “Very Strongly Disagree” to “Very Strongly Agree”. The scale can be calculated using the Friends, Family, or Significant Other subscales, or summed to produce a total score. 

Any individual having a mean total score of 4.0 or higher will be considered to have high levels of perceived social support

	Completed referrals from gCHVs to SWs to MHCs based on appropriate protocols
	Percentage of completed referrals made following the appropriate referral chain. A “completed referral” means that the individual was referred by gCHVs in the community and actually accessed mental health treatment.

Numerator: (Referrals from gCHVs to SWs to MHCs based on appropriate protocols). 
Denominator: Total number of referrals.
	Project reports. The baseline for this indicator is 0, as there was no previous systematic referral system in place prior to project start. 


	Increased supervision and support 
of MHCs and CAHMCs
	Percentage of mhGAP-trained health workers and social workers receiving supervision visits from MCHs and CAMCHs 

Numerator: number of mhGAP-trained health workers and social workers receiving at least two supervision visits per quarter
Denominator: Total number of mh-GAP-trained health workers and social workers. 
	 Supervision checklist

Will compare supervision against total, which includes 45 mid-level health care workers and 20 social workers (65 total)

The baseline for this indicator is 0, as there was no previous formal system of supervision and support. 

	Communities receiving community-level interventions.
	Percentage of identified communities (highly affected by EVD) receiving some type of intervention through the project.

Numerator: number of communities receiving some type of intervention
Denominator: total number of communities in Margibi and Montserrado counties identified under the project as highly affected by EVD (131 – 21 in Margibi and 110 in Montserrado)
	Project reports

The baseline for this indicator is 0, as these interventions began at the start of the project. 

	Individuals receiving direct support (peer groups and individual/group counseling)
	Number of individuals receiving direct support via peer support groups and individual/group counseling.

	 Project reports

The baseline for this indicator is 0, as these interventions began at the start of the project.

	Students receiving support from CAMHCs

	This indicator reflects the number of students receiving support from the school-based Child and Adolescent Mental Health Clinicians (CAMCH).
	Project reports

The baseline for this indicator is 0, as these interventions began at the start of the project.

	Percentage of women’s health trainers whose trainees demonstrate improvement in their  knowledge/competence of women’s health topics. 
	This indicator reflects the percentage of women’s health trainerswhose trainees have increased knowledge of women’s health. 

Numerator: Number of women’s health trainers whose trainees have increased knowledge as demonstrated by improvement from pre- to post-test
Denominator: Total number of trainers (60 women) 

 
	HPRT project reports 

Knowledge of the key topic domains will be assessed through a quantitative pre-training and post-training questionnaire.  Each domain will have 3-5 questions. The pre-evaluation for the initial 60 women will take place before the 4-day training commences and the post-evaluation will occur after the training is complete. These women will then provide the contact number for the 4 women that they selected to train in their communities. Prior to being trained by their community member, LAPS will conduct the pre-evaluation with these newly recruited women. After they have been trained, LAPS will return to the community office to conduct the post-evaluation. HPRT will then evaluate how many of these women have change scores above a specified threshold, and the trainer will be evaluated based on the percentage of her trainees that show improvement. 

	Direct Project beneficiaries (of which % female)
	This indicator aggregates: (a) individuals receiving or participating in psychosocial interventions (18,197); (b) individuals receiving training under the project (706); The % of female beneficiaries will be determined. The end target is 18,903.
	Project Reports

The baseline for this indicator is 0, as these interventions began at the start of the project.

	Health Personnel receiving training

	This indicator aggregates the training of: existing cadres of health personnel, including: (a) MHCs; (b) gCHVs; (c) mid-level cadres (RM, CM, RN, PA). 
	Project Reports

The baseline for this indicator is 0, as these trainings began at the start of the project.
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Cohort 1
	Name
	Credential
	Work Place
	SBC/school outreach

	D. Alfred Saaquoi, Jr
	PA, BA
	Redemption Hospital, Pediatric Ward, Montserrado County
	D. Tweh High School

	Noami F. Golijikaye
	RN
	Larkata clinic, Margibi County
	Outreach to communities for children with development disabilities and substance use disorder

	Yammah Tokpa
	BSN
	KRTTI Demonstration School SBC, Margibi County
	KRTTI Demonstration School SBC, Developmental Disorder Special Training

	Lorpu M. Gayflor
	BSN
	Liberia Government Hospital, Grand Bassa County
	EMRO Trainer

	Leah D. Thomas Sorboh
	BSN
	WVS Tubman High SBC, Montserrado County
	Tubman High SBC, EMRO Trainer

	Hawa P. Kengo Matallay
	RN
	St Francis Hospital, Rivercess County
	

	Alexander Yallah, Jr
	BSN
	Mental Health Supervisor, Careysburg District,
LMA SBC Supervisor
	Child Henry Public School and Friend E. Tobert Public School, LMA SBC

	Roland D. Siafa
	RN
	Vahun Health Center, Lofa County
	Vahun Public School

	Gbolu Zaza
	BSN
	Than Gola Konneh Clinic, Grand Cape Mount County
	

	Z. Daniel Keymah
	PA
	Telewoyan Hospital, Lofa County
	Voinjama Public School and Voinjama Multilateral High School

	Tina J. Tarpeh
	PA
	F.J. Grante Memorial Hospital, Sinoe County
	

	Weedor G. Forkpa
	RN
	B. W. Payne SBC, Bromley Clinic, Montserrado County
	B.W. Payne SBC

	Florence T. Warkie
	BSN
	Liberia Government Hospital, HIV/AIDS Counselling Room, Grand Bassa County
	

	Alexander Garpehn
	PA, BA
	Liberia Government Hospital, Bomi County
	C.H. Deway Senior High School

	Cynthia Nyanzee
	RN
	J.W. Harley Hospital, Nimba County
	

	Lovetta Gbatea Barkon
	RN
	LAC Hospital, Grand Bassa County
	St. Joseph High School and St. Marcus Elementary & Junior High School

	Planseh P. Wingbah
	RN
	Martha Tubman Memorial Hospital, Mental Health Unit, Grand Gedeh County
	Recently reassigned to work with schools

	Edwina Z. Volawuo
	RM
	Fish Town Hospital, Rivergee County
	Maternity Department

	Morris J. Walkpolo
	PA
	Rock Town Kunokudi Clinic, Maryland County
	

	Kemah Kamara
	RN
	Lango Lippaye High SBC, Margibi County
	Lango Lippaye High School

	Leona  M. Togbah
	BSN
	R.F. Caulfield Junior and High School SBC, Margibi County
	R. F. Caulfield Junior & High School



Cohort 2
	Name 
	Credential
	Work Place
	SBC/school outreach

	Solomon Thomas Rennie
	RN
	Worhn Clinic, Margibi County
	Gibi Public School, Worhn & Kalako Elementary School

	D. Musulyn Massquoi
	RN
	C.H. Rennie Hospital, Margibi County
	

	Margaret V. Carmue
	RN
	C. H. Rennie Hospital, Triage, Margibi County
	EMRO Trainer

	Kadiatu Kennedy 
	RN
	J. W. Harley Hospital, Maternity, Nimba County
	OB Ward

	Charlene Wonkehmie Buyoe
	RN
	Jackson F. Doe Hospital, Tappita, Nimba County
	Pediatric Ward

	James K. Vesselee 
	PA
	Redemption Hospital, Montserrado County
	Pediatric Ward

	Victoria McGill Pabai
	RN
	LAC Hospital, Grand Bassa County
	St. Joseph High School & St. Marcus Elementary and Junior High School

	Korto S. Juasemai
	RN, BSN
	Liberia Government Hospital, SGBV Unit, Bomi County
	

	Tunapu Kpolleh
	RN
	Pediatrics Ward, Martha Tubman Hospital, Grand Gedeh County
	Pediatric Ward (recently transferred to the ER)

	Helena E. Samula
	RN
	Gbarzon Health Center, Grand Gedeh County
	EMRO Trainer

	Yassah Gayflor 
	RN
	Kolahun District Hospital, Lofa County
	Pediatric Ward

	S. Isaac David, Jr.
	PA
	Pleebo Health Center, Maryland County
	Gbaiso Community Elementary School
EMRO Trainer

	Joseph T. Blamoh
	RN
	J.J Dossen Hospital, Maryland County
	

	John Barkolleh
	RN
	Grand Kru County Health Team, Grand Kru County
	PG Worlo High School, Wellness Unit (sees all child and adolescent patients)

	Moses G. Suah 
	RN
	Grand Kru County Health Team, Grand Kru County
	Buah Central High School

	Maria K. Gaye
	RN
	Bambuta Clinic, Gbarpolu County
	

	Wleyoh Teh-Browne
	RN
	Damballa Health Center, Grand Cape Mount County
	

	Beatrice D. S. Hney
	RN
	St Francis Hospital, Rivercess County
	

	Ophelia Tete Nimley 
	RN
	Fish Town Hospital, Rivercess County
	

	Amos F. Saah
	RN
	Foyiah Boima Hospital, Lofa County
	Foyiah Boima Public School

	Theophilus  A. Joe
	PA
	J. W. Harley Hospital, Margibi County
	Saniquellie Central High School, EMRO Trainer








Cohort 3
	Name
	Credential
	Work Place
	SBC/School Outreach

	Renee George Ballity
	RN, BSN
	Damballa Health Center, Grand Cape Mount County
	

	Magdalene B.K. Boeyah
	RN, BSN
	Temporarily not working
	

	James Vesselle
	PA
	Gbarpolu County Health Team, Gbarpolua County
	

	Rebecca K.G. Varney
	RN, BSN
	Liberia School for the Blind, Montserrado County
	PCS SBC Montserrado

	B. Hilton Korvah
	PA
	St. Timothy Government Hospital, Grand Cape Mount County
	

	Lucia Teah
	RN
	Fish Town Hospital, River Gee County
	

	Decontee S. Williams
	RM
	Jenneh #3, Mother to Child Department, Bomi County
	

	Massa J. Alpha
	RN
	Suehn Clinic, Bomi County
	

	Lydia O. Bracwell
	RN
	C.H. Rennie Hospital, Margibi County
	

	Georgetta E. Zota
	RN
	Redemption Hospital, Montserrado County
	

	Emmanual M.K. Boley
	RN, BSN
	Marshall Health Center, Margibi County
	

	Cellian Fahncole
	RN
	Well Baby Clinic, Margibi County
	

	Vivian J. Kpeh
	PA, BA
	Gardnerville Clinic, Montserrado County
	

	Theresa E.P. Fumbah
	RN, BSN
	Slipway Clinic, Montserrado County
	

	Edwina Yeah Gbeanquoi
	RN
	Massaquoi Town Health Center, Margibi County
	

	Korpo P. Senwah
	RN, BSN
	Redemption Hospital, Montserrado County
	

	Memba Y. Denia
	RN
	St. Francis Hospital, Rivercess County
	

	D. Effice K. Sonkarlay
	RN, BSN
	Ganta United Methodist Hospital, Pediatric Ward, Nimba County
	Ganta Methodist High School

	P. David Kpaingba
	RN
	Jimmyville Clinic, River Gee County
	

	Joseph G. Teah, Sr. 
	RN, BSN
	Ministry of Health, Montserrado County
	

	Dormorwa J. N’debewillie
	RN, BSN
	James N. Davis, Jr Memorial Hospital, Montserrado County
	

	Nowue Zubah
	BSN
	BWI School, Margibi
	BWI School






Cohort 4
	Name
	Credential
	Work Place
	SBC/School Outreach

	Janice Maximore
	RN, BSN
	BWI Clinic, Margibi County
	

	Krubo Boigie Massah
	RN, BSN
	Gardnesville Community Clinic, Montserrado County
	

	Eunice Y. Nyemah
	RN, BSN
	Fish Town Hospital, River Gee County
	

	Sonpon T. Rebecca
	RM
	Old Soloken Clinic, Maryland County
	

	Peter C. Dossen
	RN, BSN
	Rocktown Kunakudi Clinic, Maryland County
	

	Mary N.M. Kamara
	RN
	Jimmyville Clinic, River Gee County
	

	Helena Sackie Kamuyeah
	RN, BSN
	Artington Clinic, Montserrado County
	

	Jestina Kpoh Dennis
	RN
	Zordee Clinic, Clay District, Bomi County
	

	Terlee G. Joe
	RM
	Ganta Methodist Hospital, Nimba County
	

	Helena D. Sayuoh
	RN
	C.H. Rennie Hospital, Margibi County
	

	Beatrice W. King
	RN, BSN
	Vortor Clinic, Dewion District, Bomi County
	

	Isaac F. Kpayeh
	RN
	Liberian Government Hospital, Tubmanburg, Bomi County
	

	Mercy G. Harvey
	RN
	Chief Jallahlon Hospital, Gbarpolu County
	

	Patrick P. Sikloh
	RM
	Dweken Clinic, Grand Kru County
	

	Mayumi T Yark
	RN, BSN
	Damala Health Center, Grand Cape Mount County
	

	Philimena P. Junius
	RN, BSN
	PCS School-Based Clinic, Montserrado County
	PCS School-Based Clinic

	Lucita V. Gaygay
	RN
	Dr. Agnes Varis Health Center, Montserrado County
	

	Sam Vessele
	RN
	E.S. Grant, Montserrado County
	

	Violette Genegbanyan
	RN, BSN
	Paiyan Town Community Clinic, Montserrado County
	



Cohort 5
	Name
	Credential
	Work Place
	SBC/School Outreach

	Hannah G. Wilson
	RN/BSN
	Charlesville Clinic, Margibi County
	

	Louise L. Paye
	RN/BSN
	Malama Clinic, Bomi County
	

	Sando M. S. Cole
	RM/BSM
	Suen Community  Clinic, Bomi County
	

	Angeline P. Menyon
	RN
	C. H. Rennie, Margibi County
	

	Theresa K. Baysawala
	RN
	Weala Community Clinic, Margibi County 
	

	Ernestine Y. Harris
	RN/BSN
	Gbartala Clinic, Bong County
	

	Lydia Gahwo
	RN/BSN
	C. H. Rennie, Margibi County
	

	Roseling K. Siafa
	RN/BSN
	Cotton Tree, Margibi County
	

	Maima R. Potter
	RN/BSN
	Buchanan, Grand Bassa County
	

	Makagbeh Donzo 
	RN/BSN
	[bookmark: RANGE!D10]Kulangor Community Clinic, Grand Cape Mount County
	

	Stephen W. Picka 
	RN/BSN
	Old Sodoken Clinic, Maryland County
	

	Alice N. Harris
	RN/BSN
	Sinje Health Center, Cape Mount County
	

	Miliett K. Kangar
	RN/BSN
	E. S. Grant, Monterrado County
	

	Nyanquellah. S. Livingstone
	RN/BSN
	Salala Health Center, Bong County
	

	Theresa S. Benjamin
	RN
	Sasstown Clinic, Grand Kru County  
	

	Kerleah Gbangbain
	RN
	Buah Health Center, Grand Kru County
	

	Doris N. Dokie
	RN/BSN
	Bong Mine Hospital, Bong County
	

	Sedia Kermokai
	RN
	E. S. Grant/JFK, Montserrado County
	

	Korpo M. Moininah
	RN/BSN
	Soniwhein Health Center, Montserrado County
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Women Health toolkit project implemented by Liberia Association of Psychosocial Services (LAPS) in collaboration with the Harvard Program in Refugee Trauma (HPRT) and Community Health Initiative (CHI)

Quarterly Report to The Carter Center: July – September

Report Overview

The Liberian Wellness for Women Health Promotion Project in collaboration with The Carter Center (TCC), has used this past quarter to consolidate all the deliverables in September (July 2018 to September 2018). Namely, the following four elements which are the foundation of this report: 
1. The Liberian Women’s Health Promotion Project: Scientific Manual 
2. Summary of the statistical analysis of the project with key findings 
3. Latest Report entitled, “Women’s Health Toolkit Project “implemented by Liberian Association of Psychosocial Services (LAPS) in collaboration with HPRT 
4. Community Health Care Initiative summary by Naomi Tulay- Solanke, R.N., founder and executive director

1. The Liberian Women’s Health Promotion Project: Scientific Manual

This manual contains extensive information on selected topics that publicize the most common health and mental health issues affecting Liberian women (Flomo,Forward). These domains include:     
· Menstruation     
· General Hygiene     
· Foot Care     
· Menopause     
· Sexually Transmitted Disease (STD)     
· Family Planning     
· Depression     
· Post-Traumatic Stress Disorder (PTSD) 
This manual was started before the “official” beginning of the project by HPRT’s team, in order to achieve a framework of clarity and evidence-based interventions that contribute to the common “mental and physical health problems and offers tools and strategies for self-care” (Mohammed- to HPRTs prologue). From this scientific foundation all reported activities of the Women’s Health Promotion Project evolved and were implemented. The center piece of these activities was the health promotion tool kit which contributed to the resilience and psychosocial health of 300 Liberian women who participated in the project. (See attachment for a copy of the Scientific Manual).  

2. Summary of the Statistical Analysis of the Project with Key Findings

The forthcoming results of the research will be published in a peer reviewed journal. Initial evaluation results reveal the following preliminary results:  
· The Liberian women were extremely enthusiastic about the training; no woman dropped out of the training     
· There was a significant transfer of health promotion knowledge to the women
· The impact of the training on self-efficacy and agency for the women’s healthy life style was high  
· The women trainers (N=60) were able to successfully train four women each, as well as providing them with a health promotion toolkit (N=240) 
The measures showed improvement from pre-evaluation to post-evaluation among the 60 women who were trainers and the 240 women who were their trainees. Not all differences could be tested for statistical significance, due to the small cell size (mostly due to 100% having moved in the correct direction). (See attachment for summary of statistical analysis).

3. Women Health Toolkit Project Implemented by LAPS in Collaboration with HPRT

Project activities that dominated the reporting period include: Formulation of clients follow up interview questionnaires; conducting follow-up post training interviews with 40 trainers/trainees; planning project implementation collaboration with the Community Health Initiative (CHI); attending World Bank and regular coordination meetings; making referrals as well as following up with the Liberian stakeholders for input on the draft scientific manual. All interviewees acknowledged the importance of the content of the total project including the toolkit along with the training course. It motivated and inspired them to complete the full training sessions. These women in the role of “trainers’ readily admitted that by training four additional women their minds were refreshed, and this made their training facilitation much easier. In addition, the majority of the interviewees expressed and showed evidence of continued use of the Toolkit even after the training session came to an end. Also, interviewees recounted that the topic of “menopause” helped them to know that at the age of 45-55 the menstrual cycle will cease, the menopause stage will start, and that a woman is still valuable to their family and community during this time. Topics such as personal hygiene has resulted in reports that the women are preventing and minimizing cases of common diseases. Foot care combined with foot massage was another topic that helped them relieve pain, resulting in less funds spent on medications and preventing corns and calluses. Many of the woman reported ongoing door-to-door “informal” training, reaching out to many women and men within their communities. More than 50% revealed that they taught their spouses/husbands about sexually transmitted infections (STIs), use of condoms and family planning. Three out of four women explained that they have oriented their daughters on how to use the reusable sanitary pads during menstruation, personal hygiene, STI’s, and the use of a condom. Almost half of the interviewed women admitted using the bucket and tree analogy in responding to trauma related invents in both the recent and distant past that caused depressed and/ or PTSD symptoms.

4. Community Health Care Initiative (CHI) Summary of Naomi Tulay -Solanke R.N., founder and executive director

This follow-up training was developed in order to test the feasibility of teaching 10 of the 300 women in a micro-enterprise activity. In this example, women are making reusable and affordable sanitary pads for teens and young women. The Pad4Girls production training focuses on three major topics to include: tailoring skills (pads production), menstrual hygiene management, and marketing strategy for sustainability. During each training session participants were given sufficient time and space to share their experiences with the group, on each of the three topics. The ten women selected for this intensive training had no prior knowledge of the sewing/tailoring and were able to adapt. This new skill to produce self- sanitary pads experiment was most successful in demonstrating HPRT/LAP’s hypothesis that part two of the Liberian Wellness for Women Health Promotion Project i.e. Lifting women, children, and families out of poverty through health promotion work and education, is an extremely reasonable next step in Liberia.
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James Lavelle LICSW
Co-founder, Harvard Program in Refugee Trauma
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HPRT Final Report to The Carter Center: 

Report Overview: The Liberian Women’s Toolkit Health Promotion Project

The Liberian Women’s Health Promotion Project was planned and implemented by the Harvard Program in Refugee Trauma (HPRT) and the Liberian Association of Psychosocial Services (LAPS) through The Carter Center funded by the World Bank through the Japanese Social Development Fund. This Project was born out of the recent Ebola crisis in Liberia. 

Liberian Women have suffered greatly through the recent civil war (high rates of genderbased violence), poverty, the recent Ebola crisis, and a general overall lack of primary health care. Infant mortality and post-natal deaths of mothers is one of the highest in the world, the Government of Liberia (GOL) and its Ministry of Health (MOH) has put a premium on improving reproductive health for Liberian women and children.

In addition to high rates of gender-based violence, Liberian women continue to experience domestic violence and the majority have been exposed to Female Genital Mutilation (FGM). All community-based studies have received high rates of depression and post-traumatic stress disorder in Liberian women. While The Carter Center’s overall grant focused on psychosocial training, the HPRT subcontract focused on a mental health program directed at improving the health and mental health of Liberian women directly from a comprehensive health promotion project. All of the background studies related to Women’s Health are presented in HPRT’s Manual. 

I. INTRODUCTORY 

HPRT/LAPS used a culturally valid/scientific approach to assess the Liberian Women’s health and mental health needs in 2 Liberian communities – i.e. Margibi and Monteserrado County. An initial “needs assessment” was conducted in these 2 communities by HPRT/LAPS. Results of the “needs assessment” were translated into a Health Promotion Training Project. The Health Promotion Training Project included the development of an innovative toolkit and training curriculum. The latter were implemented by HPRT and trained LAPS staff in Margibi and Monteserrado County.  Groups of women (N=30) from each county were selected based upon motivation to learn and expressed interest in starting a small business. The N= 60 Liberian women received extensive training in Health Promotion and in use of the Toolkit. These Liberian women were then trained to select 4 women each in their local communities, for a total of N=240 newly trained women. Each of the N=240 women were given a Toolkit by the 60 trainers and taught how to use the Toolkit and the basic concepts of health promotion. All 300 women were evaluated pre and post training.


II. MAJOR INSTRUMENTS 
A. Scientific Manual:  
A major culturally sensitive and science-based manual was developed and informed all aspects of this Project. [See Attachment] The entire Project is described extensively in this Manual. The Manual is available digitally and can now be widely disseminated throughout Liberia and West Africa. 
B. The Women’s Health Promotion Toolkit 
Teaches in graphic form the following health promotion areas determined by the “needs assessment”: 
• Menstruation 
• General Hygiene 
• Foot Care 
• Menopause 
• Sexually Transmitted Infections (STI) 
• Family Planning 
• Depression 
• Post- Traumatic Stress Disorder (PTSD) 
The Toolkit included visual aides. All topics were voice- recorded on an MP-3 player. The MP-3 player was a major innovation. It was solar powered and could be played over and over again. Each topic area was read out loud in Liberian English. Special music accompanied each health domain. Comic skits by famous Liberian radio personalities were recorded playing out some of the major barriers to each health promotion area. The Toolkit with its MP-3 player is available upon request. 

III. MICRO ENTERPRISE TRAINING   

During the training, the Liberian women showed considerable interest in developing health promotion combined with micro-enterprise activities.  

A follow-up training was developed in order to test the feasibility of teaching 10 of the 300 women in a micro-enterprise activity. In this example, women are making reusable and affordable sanitary pads for teens and young women. The Pad4Girls production training focuses on three major topics to include: tailoring skills (pads production), menstrual hygiene management, and marketing strategy for sustainability. During each training session participants were given sufficient time and space to share their experiences with the group, on each of the three topics. The ten women selected for this intensive training had no prior knowledge of the sewing/tailoring and were able to adapt this new skill to produce self- sanitary pads. This experiment was most successful in demonstrating HPRT/LAP’s hypothesis that Part Two of the Liberian Wellness for Women Health Promotion Project i.e. lifting women, children, and families out of poverty through health promotion work and education, is an extremely reasonable next step in Liberia. The menstrual pad activity of Naomi- Tulay Solanke R.N. is an excellent example of a Micro-enterprise spin off from this Project.

IV. EVALUATION

Rigorous scientific evaluation of the Project was a challenge since most women didn’t read or write Liberian English. A special survey was created and was administered directly to each woman by trained LAPS Staff. Quality assurance was high and 100% of women completed the pre/post evaluation with no missing data. The latter was a remarkable achievement in data collection.

LAPS also collected a number of ongoing qualitative interviews

V. FINDINGS  

The evaluation findings revealed extraordinary results. The Liberian Women as an entire group: 
1. Gained pragmatic improvement in Health Promotion knowledge areas in all 8 domains 
2. Gained through the training, reduction in depression and PTSD symptoms 
3. Major Improvement in perceived health status 
4. Major Improvement in self- efficiency 
5. Women were enthusiastic about the MP3- player and shared with family and friends. 
6. Extremely successful as “train the trainers” 
7. Wanted to be supported in building, health promotion related small business activities. 
N.B. PLEASE SEE QUANTITATIVE EVALUATION IN ATTACHMENT 

Qualitative results also revealed significant improvement in health and wellness. 

All interviewees acknowledged the importance of the content of the total project including the toolkit along with the training course. It motivated and inspired them to complete the full training sessions. These women in the role of “trainers’ readily admitted that by training four additional women their minds were refreshed, and this made their training facilitation much easier. In addition, the majority of the interviewees expressed and showed evidence of continued use of the Toolkit even after the training session came to an end. Also, interviewees recounted that the topic of “menopause” helped them to know that at the age of 45-55 the menstrual cycle will cease, the menopause stage will start, and that a woman is still valuable to their family and community during this time. Topics such as personal hygiene has resulted in reports that the women are preventing and minimizing cases of common diseases. Foot care combined with foot massage was another topic that helped them relieve pain, resulting in less funds spent on medications and preventing corns and calluses. Many of the woman reported ongoing door-to-door “informal” training, reaching out to many women and men within their communities. More than 50% revealed that they taught their spouses/husbands about sexually transmitted infections (STIs), use of condoms and family planning. Three out of four women explained that they have oriented their daughters on how to use the reusable sanitary pads during menstruation, personal hygiene, STI’s, and the use of a condom. Almost half of the interviewed women admitted using the bucket and tree analogy in responding to trauma related invents in both the recent and distant past that caused depressed and/ or PTSD symptoms.

VI. CONCLUSIONS  

The rigorous scientific evaluation of this Project (see attached) reveal that progress of this Project were significantly achieved.  

The Project demonstrated that poor Liberian women who suffered greatly can be recruited and trained as successful mental health trainers in their families and in their communities.  

Results reveal that Health Promotion Training and education had significant impact on wellness including increase in self-efficiency, reduction in depression and PTSD symptoms, and increase in-self-perception of improved health status.   

The fact that the Liberian Women continued using and sharing in their communities the MP3 - player and the Toolkit was a remarkable finding.  

Also, all of these Liberian Women are looking towards LAPS/HPRT for the next steps. They all want to continue their health promotion training and continue to share it with family and neighbors. Most impressively they want to develop health promotion businesses based upon menstruation, dental hygiene, and foot care. If each family could bring in additional revenue through small business linked to health promotion, this would be remarkable new model for lifting, women and their children and families out of poverty.  

Phase II of this Project will include linking health promotion and education to microenterprise. In countries where primary health care is extremely limited, this will be an invaluable and important next phase of this Project. 
 
VII. ATTACHMENTS (see attachments) 
A. Manual 
B. Evaluation Results 
 
If you have any questions regarding this final report, please contact my office. It’s been a pleasure working with The Carter Center Team throughout this phase of this project.
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Richard F. Mollica MD, MAR  
Professor of Psychiatry, Harvard Medical School  
Director, Harvard Program in Refugee Trauma  
Massachusetts General Hospital























Annex 5: HPRT Final Evaluation

July 14, 2018
Statistical Analysis:
We obtained summary statistics (e.g., proportions, mean, median, standard deviations) for all variables from the surveys administered to the groups of 60 and 240 women. We compared the distributions of : (i) pre-evaluation variables between the group of 60 and 240 women; (ii) pre-evaluation and post-training among the 60 women; (iii) pre-evaluation and post-evaluation among the 60 women; and (iv) pre-evaluation and post-evaluation among the 240 women.
As appropriate we tested the significance of the differences in the distributions of variables between the groups of women with Chi-square test (categorical variables) and ANOVA (continuous variables). Differences in the distribution of measures between pre-evaluation and post-training, and pre-evaluation and post-evaluation among the 60 women was tested with the McNemar’s test. Generalized Linear Mixed Models were used to compare the differences in the distribution of measures between pre-evaluation and post-evaluation among the 240 women. These models adjusted for the clustering of the women by the trainers since each of the 60 women trained four women. 
All analysis were conducted in SAS 9.4. We consider a two-sided p-value<0.05 to be significant.

Summary of the results:
Table 1:
1. Compared with the 240 women, the group of 60 women:
0. On average had higher education (mean (sd): 10.0 (1.9) vs 4.7 (4.2); p<=0.0001); 56.7% had >=10th grade of education compared to 17.5% of the 240 women.
0. On average had more number of hours doing housework (2.5 (1.4) vs 1.9 (1.0); p<0.001), working at childcare (2.2 (2.1) vs 1.3 (2.0); p<0.01), and at leisure (1.2 (0.8) vs 1.0 (0.6); p=0.03).
0. Lower proportion were single (18.3% vs 35.0%; p<=0.0001) and managed their own money (55.0% vs 89.2%; p<0.0001).
0. Higher proportion had participated in training (51.7% vs 35.4%; p=0.03), saved their money in the bank (26.7% vs 16.3%; p=0.09), and had <=7 hours of sleep at night (46.7% vs 31.1%; p=0.03).
0. Were more likely to believe people should help those in suffering (98.3% vs 92.0%; p=0.09).
0. Were more likely to think about how much time to put in-between borning children (91.7% vs 78.1%; p=0.02), usually use a condom so don’t get sick from doing man and woman business (51.7% vs 32.5%; p=0.01), think happy memories when heart feel spoiled (80.0% vs 60.9%; p=0.01), and do deep breathing when feeling anxious, worried or have open mole (36.7% vs 22.3%; p=0.03), and know who to contact and where to go when heart spoiled or are having bad bad dreams (76.7% vs 57.6%; p=0.01).
0. Higher proportion think the best time to talk to a girl about her period is before she gets it for the first time (85.0% vs 69.7%; p=0.02), most people who have heart spoiled sickness are lazy (43.4% vs 12.6%; p<=0.000), if heart spoiled, thinking of life as a bucket that you can fill with happy memories may help you not to feel bad too much (71.7% vs 33.8%; p<=0.0001), if period stop coming while on certain borning control medicines, you may not be able to have children again (35.0% vs 20.7%; p=0.03), brush teeth two times a day to prevent tooth pain and swollen gums (93.3% vs 76.5%; p<0.01), condoms are the only form of borning control that prevent the spread of sickness from doing ‘man and woman business’ (83.3% vs 64.8%; p<0.01), thinking of life as a tree can help see that you have a meaningful life even if bad things happened in the past (86.7% vs 37.0%; p<=0.0001), if heart is spoiled too much, you cannot work or you want to kill yourself, make sure you go to an emergency clinic immediately or contact LAPS (81.7% vs 65.5%; p=0.02), and if sleeping less than 4 hours a night or having nightmares 2-3 times a week, you should contact a mental health clinician or counselor (78.3% vs 53.8%; p<0.001).
1. All measures showed improvement from pre-evaluation to post-training and post-evaluation among the 60 women and from pre-evaluation to post-evaluation in among the 240 women. Not all differences could be tested for statistical significance due to small cell sizes (mostly due to 100% having moved in the correct direction).





Annex 6: Trainings by type of worker and by quarter
Table 1: Trainings Completed by Type of Worker
	Type of Worker
	Trainings Received
	Total number of individuals trained

	General Community Health Volunteers (gCHVs)
	Anti-stigma, Community Informant Detection Tool (CIDT), Psychological First Aid (PFA), Resilience training
	80

	Mental Health Clinicians (MHCs)
	Counselling and listening skills, Facilitating Community Healing Dialogues (CHDs), Interpersonal group therapy, Facilitating support groups, Substance Use Disorder training, Resilience training
	71

	Social Workers (SWs)
	Family Psychoeducation (FPEM) and counselling and listening skills, Facilitating support groups, Resilience training, EMRO Manual of School Mental Health Training of Trainers
	158

	Psychosocial Workers (PSS)
	Family Psychoeducation (FPEM) and counselling and listening skills
	12

	Officer in Charge (OICs)
	mhGAP
	55

	Mid-level Health Care Workers (HCWs)
	mhGAP, Resilience training
	45

	Child and Adolescent Mental Health Clinicians (CAMHCs)
	Post-Basic C&A MH course, EMRO Manual of School Mental Health Training of Trainers, Children’s Accelerated Trauma Therapy (CATT)
	102

	Service Users (Peer workers)
	Facilitating peer support groups
	93

	Teachers
	Family Psychoeducation (FPEM), EMRO Manual of School Mental Health Training of Trainers
	180

	Religious and Traditional Leaders
	Acute stress identification, anti-stigma, collaborative care, and referral pathways
	200

	Total
	
	996





Table 2: Trainings Completed by Quarter and Type of Training
	Quarter
	Type of Training
	Total Number Trained
	Number of New Trainees Reached

	2
	Anti-stigma, Community Informant Detection Tool (CIDT), Psychological First Aid (PFA)
	62 gCHVs
	62 gCHVs

	2
	Counselling and listening skills
	24 MHCs
25 SWs
	24 MHCs
25 SWs

	2
	Facilitating Community Healing Dialogues (CHDs)
	12 MHCs
12 SWs
	12 MHCs
12 SWs

	2
	mhGAP
	20 HCWs
	20 HCWs

	3
	Anti-stigma, CIDT, PFA
	18 gCHVs
	18 gCHVs

	3
	Family Psychoeducation (FPEM) and counselling and listening skills
	46 SWs
6 PSS
	46 SWs
6 PSS

	3
	Facilitating peer support groups
	14 service users
	14 service users

	3
	mhGAP
	25 HCWs
	25 HCWs

	4
	Facilitating support groups
	3 MHCs
3 SWs
15 service users
	----
----
15 service users

	4
	mhGAP
	22OIC
22 gCHV
6 SW
4 MHC
	22 OIC
----
6 SW
4 MHC

	4
	Interpersonal group therapy
	24 MHCs
	9 MHCs

	4
	FPEM and counselling and listening skills
	18 SW
6 PSS
	18 SW
6 PSS

	5
	Peer support refresher
	15 service users
	----

	5
	Facilitating support groups
	3 SWs
	3 SWs

	5
	Substance Use Disorder training
	22 MHCs
	22 MHCs

	5
	Acute stress identification, anti-stigma, collaborative care, and referral pathways
	148 traditional and religious leaders
	148 traditional and religious leaders

	6
	Peer support
	18 service users
	18 service users

	6
	Post-Basic C&A MH course
	21 CAMHCs
	21 CAMHCs

	6
	Acute stress identification, anti-stigma, collaborative care, and referral pathways
	52 traditional and religious leaders
	52 traditional and religious leaders

	7
	Refresher training
	80 gCHVs
	----

	8
	Peer support
	22 service users
	22 service users

	8
	FPEM
	48 SWs
23 teachers
	48 SWs
23 teachers

	8
	Post-basic C&A MH course
	21 CAMHCs
	21 CAMHCs

	8
	Resilience training
	11 MHCs
80 gCHVs
	----
----

	9
	FPEM
	24 SWs
	----

	9
	Peer support
	24 service users
	24 service users

	9
	Resilience training
	45 HCWs
20 MHCs
20 SWs
	----
----
----

	10
	mhGAP training
	10 OICs
	10 OICs

	10
	Post-Basic C&A MH Course
	22 CAMHCs
	22 CAMHCs

	10
	EMRO Manual of School Mental Health Training of Trainers
	4 CAMHCs
2 SWs
22 teachers and school administrators
	----
----
22 teachers and school administrators

	12
	Post-basic C&A MH Course
	19 CAMHCs
	19 CAMHCs

	12
	Children’s Accelerated Trauma Therapy (CATT)
	15 CAMHCs
	-----

	Total number of individuals trained to date
	996



Breakdown per school of Students Receiving Care

Mental Health Cases	
 Tubman High	BW Payne Elementary	KRTTI	LMA	Lango Lappaye	R.S Cauldfield	PCS	34	29	89	28	99	62	87	Non-mental Health Cases	
 Tubman High	BW Payne Elementary	KRTTI	LMA	Lango Lappaye	R.S Cauldfield	PCS	84	57	101	75	120	98	155	



Cumulative Breakdown of Students Receiving Care per School 

Mental Health Cases	
RS Caulfield 	Tubman High	BW Payne	KRTTI	LMA	Lango Lappaye	PCS	298	406	298	468	167	592	98	Non-mental Health cases	
RS Caulfield 	Tubman High	BW Payne	KRTTI	LMA	Lango Lappaye	PCS	597	868	653	1232	549	1454	144	
RS Caulfield 	Tubman High	BW Payne	KRTTI	LMA	Lango Lappaye	PCS	895	1274	951	1700	716	2046	242	



Gender Distribution of Students Participating in Classroom based Intervention by School and Gender 

Boys	
RS Calfield 	Tubman High	BW Payne	KRTTI	LMA	PCS 	L.Lappaye	69	112	87	123	54	65	210	Girls 	
RS Calfield 	Tubman High	BW Payne	KRTTI	LMA	PCS 	L.Lappaye	121	125	98	143	85	105	186	



Frequency of Visit per MH Condition


Epilepsy/Seizure	Depression	Psychosis	Other MNS Condition	Dev. Disorder	Bipolar Disorder	Drug use Disorder	Alch. Use Disorder	Beh. Disorder	Dementia	Self-harm/ Suicide	PTSD	2147	833	512	171	142	129	96	78	21	7	7	2	
Epilepsy/Seizure	Depression	Psychosis	Other MNS Condition	Dev. Disorder	Bipolar Disorder	Drug use Disorder	Alch. Use Disorder	Beh. Disorder	Dementia	Self-harm/ Suicide	PTSD	
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