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Conflict associated with multifold risk for depression and anxiety
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Recommendation # 1: Strengthen evidence-base

Psychosodial intervention  Walting list Wesght SMDN, random
Mean (50) Totd  Men@D) T (%) effect (35% () ;
PTSD symptoms
Gorden etal (2008)° 0053(0358) 3B 0296(0324) 40 81— -1011.49 to-0-54)
Tol et al (2008)" 0518(0776) 1B1  002(07I5) 209 37 2 — -071{-0.9110-050)
Jordars etal (2010)° 0133 (0F7) 162  0280(0540) 161 134 — -032 £053t0-010)
Betancourt et al (2014)° 0505(0874) 126  -0IS7(0754) 17 126 —_— 030 (056 to-0.05)
O Calaghan et al 2014) 0096(0543) 76  OO;3(07E) 77 12 P — -0.26 (0580 0.05)
Purarnaki etal 2014y 0.gS(0891) 242  0620(0944) 240 142 — 016 £034100.02)
Tol et al 2014)* 0381141 n8 055 169 130 — -0.15 (-039t0 0.08)
Tol etal (20127 -0765(0906) 199  -0747(0B10) 200 139 —_— 002 (022t0018)
Subtotal (35% Cl) 1 1213 1000 et -033(-0-52t0-0-14)
Heterogeneity: v'~0-06; r'=35.52; df=7 (p<0-0001);/%80%
Test for overall effect:7-3 43 (p~0-0006)
Depressive symptoms
Tol et al (2008 0261(0479) 1B1  -0061(0413) 208 1s — = -045 &062:0_02?’ g .
Betancourt e¢ al (2014)° 0210(0918) 126  0498(0B24) 1y 103 R — 033 £058t0-00 :
Botonetd 0o Smpuh) % omtone w3 — | 253t0stn-oat There is a need for more
Tol et al (2012) 0941(0753) 199 -08;2(0753) 200 17 — -0.09 (0290 0.1 : . . .
OCthgi(:'nt)al @014y _0649g633; 76 43.59820735; /4 B9 _ al -007((:039&::0.2?} ] evidence for interventions
Purarnaki etal 2014) 0821(0429) 242  0B52(0443) 240 121 — - 007 (025t0011) soeeens .
Tol etal (2014)* -0778(0718) 18 -0734(0709) 169 108 —_— 002 ¢021t0026) H fo r Ch | Id ren a nd
Joedars etal (2010)° o8z (67) 162 0805(0220) 161 12 - 007 (015 t00.29) :
Unterhitzenberger etal (2014} 0770 (23 &% 01930133 3 56 » 042(009t0 09 :
Bowbadgngs || omtony B otbeme o ik - vt ; adolescents (beyond
Subtotal (95% Cl) 1313 1359 1000 . -0.06 (-0-21t0 0.09) F
Heterogeneity: '=0.04; '=32.96; df-5 (p-0.0001) F73% : PTSD )
Test for overall effect:7-0.77 (p-0-44) :
Arxlety symptoms
Betancourt et al (2014)° 0051(2018) 126  0330(0928) 1y 140 —_— -029 £05410-0.03)
Bolton et 3 (2007)° -0052(0898) 90  019B(0BE0) 94 127 — -028 (057 to00T)
Tol et al (2008)" 0074 (0674) 1B1  oyo(OEY) 209 160 — e 014 {03410 0.06)
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Early Adolescent Skills for Emotions (EASE)

* Designed for young adolescents (10-14 years old)

experiencing adversity, and impaired by distress
e Delivered in groups (around 8 adolescents)
e 7 Sessions for children, 3 for parents
* Non-specialist psychosocial support providers
receiving a 8-10 day training

* Content:
- ldentifying feelings
- Stress management
- Behavioral activation

- Problem solving

World Health
Organization



EASE trials

* Design

b |nd|V|d Ua”y ra ndomized Child Symptoms Pediatric Symptom Checklist 17
group treatment trial res
a_-Pﬁima'rY"__ --__-_-—~~
° Sa m p I e Q__ Child-reported child psychological distress _:l Pediatric Symptom Checklist— youth version (Y-PSC) 35
secondary -
e N=445 lLe ba non Caregiver-reported child psychological distress Pediatric Symptom Checklist— caregiver version (PSC) 35
Depression Patient Health Questionnaire - adolescents (PHQ-9) 9
o =
N=471 Jordan Posttraumatic stress Children’s Impact of Events Scale (CRIES-13) 13
e N=566 Pa kistan General functioning Impairment in daily functioning 9

Well-being Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS) 14
Caregiver

General psychological distress Kessler 6 (K6) 6
Parenting Alabama Parenting Scale 42
Exposure to traumatic events (moderator) Adapted from: Harvard Trauma Questionnaire (HTQ) 27
Strategy use (mediator) Strategy Use Questionnaire (child & caregiver) 7,8

Service use and barriers

CSRI and AHCS

Hamdani et al, 2025; Bryant et al, 2022; Jordans et al, 2023

SCALING UP PSYCHOLOGICAL
INTERVENTIONS WITH
SYRIAN REFUGEES

STRENGTHS




Results pooled analyses (n=1482)

PSC Total Score =

PSC Internalizing score =
PSC Externalizing score =
PSC Attentional Score =
PHQ Total Score ™

S-WEMWBS -

Outcomes

APQ Involvement =

APQ Positive Parenting -

APQ Corporal Punishment=

APQ Inconsistent Discipline =

APQ Poor Supervision -

Change in Outcomes from TO to T1 in Pooled Sample

-4

T T
-2 0 2

Estimated Mean Difference & 95% Cls

Hamdani et al, 2025; Bryant et al, 2022; Jordans et al, 2023
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Recommendation # 2: mental health prevention and
promotion
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TeamUp: a mental health promotion intervention

8 CONFLICT
* TeamUp is a structured movement- and Arting o - e s can @ S t——
activity- based, mainly non-verbal,
psychosocial intervention (children 6-11; 12- (f ,7;/\] et v for youract @ @ Accopting evtheriy
17) \—/
L . Tahe & e ot el s S
* Offers safety, structure and social interaction &') ! -

in order to improve wellbeing, social

STRESS AND TENSION FRIENDSHIF AND FRIENDS
connectedness, activation, self-regulation @ S andhovelon Nelping and cooperating with other



How is TeamUp implemented?

1. Group organisation 3. Demonstration
2,

Build-up 4. Flow

2. Group
1. Preparation 3. Demonstration 5. Evaluation
4. Play/adapt

Rules | Space | Material | Movement | Roles | Time | Group

8 THEMES BEHAVIOUR SKILLS OBSERVABLE SKILLS

e Structured with opening, warm-up, main
activities, cooling-down and closing routine

* 45-60-minute group sessions

* 20-40 children per group

* Aged6-11/10-15/12-17

* Team of 2-3 trained facilitators per group

MENTORING
MONITORING, « On the job-
EVALUATION AND € Job-support CHILD PROTECTION
RESEARCH « Reflective supervision AND CHILD

« Evaluation SAFEGUARDING



Quasi-experimental study amongst refugees (n=549)

Uganda
Age: 10-15

12 sessions

TeamUp arm

ﬁ\'(f(ﬁ - HLTeam

ﬁ B226108 | ime a3 in Tu group - oA /

284 children 260 children

Control arm




Results

Mean (SD) Estimated Treatment Effect
Time Total Control TeamUp Mean Difference*
Outcome measures construct point  (n=549) (n=284) (n=265) (95% Cl) Cohen’s d significance
Primary outcomes
SCWBS Emotional T0 30.50 (7.7) 30.89 (7.4) 30.09 (8.1) -1.49 0.22 .012
and psychological T 30.49 (6.7) 29.83 (6.5) 31.18 (6.9) (—2.65;-0.33)
wellbeing
Positive outlook Positive outlook To 14.88 (4.5)  15.25(44) 1448 (47) —0.44(-1.14,0.26) 0.10 222
T 14.84 (4.1) 1469 (3.9) 1501 (4.2)
Emotional state Emotional state To 15.62 (4.1)  15.64(3.8)  15.60 (4.3) -1.02 0.29 .001
T 15.64 (3.5) 15.15 (3.4) 16.17 (3.5) (-1.63;-0.42)
MSLSS Friends Friendships To 25.12(5.9) 2488 (6.0) 2539(59) —0.74(-1.70;0.22) 0.13 .085
T 2498 (5.6) 24.57(5.6)  25.42(5.5)
MSLSS School - Satisfaction with and To 17.15(26) 1718 (24) 17.12(2.8) —0.57(-0.97;-0.18) 0.24 .004
positive items only attitude toward school T 17.21 (24) 16.94 (24)  17.51 (2.3)

Bleile et al, 2025

Benefits on secondary
outcomes

Traumatic
stress (d=0.29)

Quality of Life
(d=.30)

Irritability and
anger
management
(d=.25)

Small effects - in line
with mental health
promotion intervention



Mediation

TeamUp vs

Social
connectedness
at endline

Agency at
endline

¢ =161
(95% CI: 0.43,2.91; p=.009)

i oF (o 0D & A Py ey
2025, VOL. 54, NO. 5, 592-60
httpsyAdolorg/1o. SR

Routledge

Taylor &Francs Group.

THERAPY ACCESS, PROCESS, AND OUTCOMES

Refugee Chlldren in Uganda: A Quasi-Experimental Study

Alexandra C. E. Bleile(®*®, Gabriela V. Koppenol-Gonzalez (3%, Bruce Orech?, Katia Verreault @r,

and Mark J. D. Jordans®**

B OPEN ACCESS [T chuek s |

Based Mental Health Promotion Intervention for

h War Child; I Social Science Research, University of Amsterdam; ‘intemational

Programmes Department, War Child

Objective: Mental health prome evz
tings and low- and mlddlem(ome comexts (l.Mle) yEl jence on eﬁecllvs\ess is scarce ind
mixed. This study evaluated the movement-based mental health promotion intervention
'YewnUp' in B;drb;du refugee settlement, in Northern Ugan

asi-experimental study including four schools (two per arm) assessed the outcomes
of 10- to Isysvcld South Sudanese and Ugandan children (n = 549). Randomly allocated, they
el\he' participated in up to 11 TeamUp sessions (n=265) ptovnded by trained facilators; of

longed
psy:hosoml wellbeing, friendships and attitu utcomes included trau-
. ressive symptoms, qualnyoflﬁe po'yml health, bu'Yr,mg interoceptive aware-
ty. Data were collected at baseline and endline.
TeamUp, showed

emotional and psychosocial wellbeing (Mas = 449 SE=06, p=.01), satisfaction with and
Seitude toward school (~0.57, SE=0.2, p=004); and secondary outcomes: traumatic stress (2.64,
SE=08, p<.001), health-related quality of life (-|56 SE=04, p=001), physical health (-0.78,
SE=03,p=.014) and the TeamUp mechanisms of action scale (-3.34, SE= 09, p < .001), specifically
the subscales social connectedness (-0.74, SE=03, 7) and sense of agency (-0.91,
_m5), compared to the control group. No significant differences were found on
teroceptive awareness, irritability and depressive symptoms.

Iuslon The results are promising for TeamUp as a mental health promotion intervention for

children affected by armed-conflict, displacement and on-going adversity. Further research will

need to assess the intervention’s effectiveness.

Introduction

Psych: ial i i are widely i in

etal, 2022), conducted in LMICs are needed (Uppendahl
et al, 2020; Venturo-Conerly et al,, 2022). The Lancet

humanitarian settings, aiming to strengthen individuals
psychosocial wellbeing and resources. There has been an
increase in e\m.lununns of mental health and psychosocial
in recent
years. Psychosodial interventions have shown to effectively
reduce disruptive behavior problems (Burkey et al, 2018),
and anxiety, depression and post-traumatic stress disorder
(PTSD) (Barbui et al, 2020; Klasen & Crombag, 2013;
; Uppendahl et al, 2020). However,

s and hatarnaanne far mantal haalth

Wellbeing at

Control

Jordans et al, 2025

c=1.96
(95% C1:0.75,3.20; p=.001)

follow-up

C it for Global Mental Health and Sustainable
Development has called for an increased attention to
mental health promotion and prevention, as treatments
alone cannot reduce the overall burden of mental health
problems (Patel et al., 2018; Tol, 2015).

Improving the mental health and wellbeing of young
people is especially important, given that the majority of
adult mental illness has its onset in childhood and
adolescence (Kessler et al., 2007, 2009). The neuroplas-

ucl(y in the first two decades of life provides for an
a SCP

16



Recommendation # 3: going beyond effectiveness studies towards
implementation science

* Implementation science research
Training and supervision
Delivery format
Delivery agent

Dosage <:I



Setting: Burundi - history of conflict and migration
& (M) UNHCR

% The UN Refugee Agency

UGANDA

N

> 320,670

Lake REFUGEES AND ASYLUM-SEEKERS
IN NEIGHBOURING COUNTRIES

o!
oo |
DEMOCRATIC EWANDA 7 z.-) 87,088
REPUBLIC oy ' REFUGEES AND ASYLUM-SEEKERS
OF THE CONGO ¢ / HOSTED IN BURUNDI
Cha //

v ¢ /

Q 2

refugees

22> 204,301

REFUGEE RETURNEES SINCE 2017
UNITED REPUBLIC

OF TANZANIA 18’528

REFUGEE RETURNEES IN 2022

2> 84,791

Assisted Burundian
refugee returnees

Refugee camp

Ve
/ 4
Refugee crossing /A/ /i

4>O(

/
INTERNALLY DISPLACED IN
' / - / BURUNDI
Refugee locations P,
—~  Assisted returns 5 //
A A ’
The boundarias and names shown and the designalions Lsed on this map do not imply official endorsemant or acceptance by the United Naticns. b 255,821 represents e total # of Surungl RefAs hosiad in the DRC, Uganda,
Date: 31 August 2022 | Source: UNHCR, Government | Feedback: minuto@unhcr.org Awanda and Tanzania a5 cf 31 March 2022.

UNHCR 2022: https://data.unhcr.org/en/dataviz/57?sv=13&geo=0



https://data.unhcr.org/en/dataviz/57?sv=13&geo=0

Cluster RCT

6-months 6-months
Baseline 12-weeks 24-weeks Follow-up Follow-up

Control  |&/ v/ v v

T Up12 V %ostmtemennon V
cam=P | anmEEEEEEEEE
TeamUp24 V V WOst‘mtewention V

B Sessions v/ Assessments



Study flowchart

N=2428

N=730/ N=727/ N=718

Figure 2: CONSORT Flowchart

Assessed for eligibility
n=99 schaols

Included n=42
Random selection of 36 out of 42

- with £ wervine e natential reosruse

Randomized (n= 36 schools, n= 2428 children|

Excluded (n= 57 schools)
- Not meeting inclusion criteria
n=19 remateness/accessbility
n=21 minimum distance between
schooks (>1.45km)

n=11 Insufficient children in year 3
{»=48 children)

n=6 unsultable playgrounds

3

| Allocation 1

+

¥

Allocated to 12 TeamUp sessions (n= 822
children)
Enralled in study, n=730 children
Not enrolled, n=92 children
n=17 careglver absent/not avallable
n=6 caregiver refused cansent
n=26 admin errors In school lsts
n=17 child charged school
n=12 child dropped out/left schacl,
n=3 child not elgible due to age
n=5 unknown reasons
Received allocated intervention, n=724
children
Did nat receive allccated Intervention, n=3

Unknown if received allocated intervention, n=3

Allocated to 24 TeamUp sessions (n=790
children)
Enralled in study, n=727 children
Not enrolled, n=63 children
n=12 caregiver absent/not avallable
n=4 caregiver refused cansent
n=24 admin errors in school lsts
n=5 child changec school
n=15 child dropped out/left schacl,
n=2 child net elgible due to age
n=1 unknown reasons
Received allocated intervention, n=721
children
Did nat receive allccated Intervention, ns2
Unknown if received allocated intervention, n=é

Allocated to contral group: activities as

usual (n= 816 children)

Enralled in study, n=718 children

Not enrollec, =S8 children

n=45 caregiver absent/not avallable
n=0 caregiver refused cansent
n=15 admin errors in school lsts
n=6 child changec schocl
n=23 child dropped out/left schaol,
n=6 child not eligible due to age
n=3 unknown reasons

Received allocated condition, n=718

children

I Baseline I

Interviewed (n=725 children)
- Not interviewed {n=5)
n=5 absent with unknawn reasons

Interviewed (n=723 children)
- Not interviewed {n=4)
n=3 absent cue to lliness
n=1 absent with unknawn reason

Interviewed (n=714 children)
- Not interviewed {n=4)
n=2 absent due to lliness
n=2 absent with unknawn reason

I 12-week

Post-intervention: Interviewed {n=690
children)
- Lost to follow-up (n=40 children)

n=25 dropped cut of fleft school

n=7 changed schoal, n=2 diness

n=2 moved away, n=4 unknown reasans

Mid-intervention: Interviewed (n=691
children)
- Lost to follow-up (=36 children)

n=27 dropped cut offleft school
naS chanoad cohnnl nel dinece

Interviewed (n=686 children)

- Lost to follaw-up {n=32 children)
n=22 dropped cut offleft school
n=5 changed school, n=3 iiness
n=2 unknown reasons

¥

v

Nat collected

Post-intervention: Interviewed (n=667
children)

- Lost to follow-up {(n=60 children)
n=53 dropped cut of fleft schocl
n=3 changed schoal, n=1 diness

Interviewed (n=656 children)
- Lost to fallow-up (n=62 children)
n=43 dropped out of fleft school
n=8 changed schoal, n=6 iness
n=2 moved awary, n=3 unknown reasons

l Follow-up |

Follow-up: Interviewed (n=649 children)
- Lost to follow-up {n=81 children)

n=39 dropped out offleft school

n=24 changed schoal, n=4 diness

n=5 moved yway, n=8 unkncwn reasans

Fallow-up: Interviewed (n=672 children)

- Lost to follow-up (n=55 children)
n=27 dropped cut of fleft school
n=14 changed school, n=1 diness, n=1 died,
n=7 moved away, n=5 unknown reasans

Fallow-up:

Interviewed (n=662 children)

- Lost to follow-up {n=56 children)
n=32 dropped cut of fleft school
n=10 changed schoal, n=1 diness

Analysis

| Analvsed in= 730 children)

Analvsed (n= 727 children)

Analvsed n= 718 children)




Results on primary outcome (wellbeing)

Raw Mean Changes in Wellbeing Over Time

Baseline to Endline

Control :
TU12 | ———
TU24 ! ———
TU Combined : ——
Baseline to Follow-up
a Control :
z TU12 | —0——
S TU24 ! N —
TU Combined : ——
Baseline to Midline
I
Control I
TU12 : —C——
TU24 : ——t
0.0 25 5.0 75 10.0 12.5

Raw Mean Change Score
Values represent improvement from baseline. Error bars = 95% Cls.

Note: Control group shows significant improvements



Results

TU12

TU24

Endline

Wellbeing

Traumatic stress

School attitudes

Friendships

Quality of Life

Hope

Depression

Social connected

Physical health

Emotion regulation

Follow Up

Endline

Follow Up

« TeamUp is effective

TU12+24 > control

TeamUp effects are
compatible with other
mental health promotion

intervention (Purgato et al,
2020)

* Dosage matters

TU24 > TU12 (at endline
and follow-up)

TU12 > control (time-
matched)

TU effects are larger and
more outcomes



Recommendation # 4: address demand-side barriers

Improve detection of

children in need of
mental health care
services by key
gatekeepers

Prevalence

Identification

Help-seeking
barriers

Children and adolescents in need of mental healthcare
receive adequate support

Promote help-seeking

among children and
adolescents in need



REACHNOW




Detection tool

DO YOU KNOW OR HAVE YOU HEARD ABOUT A CHILD Now
OR ADOLESCENT WHO HAS SOME OR MANY SIMILAR 1 o et
PROBLEMS TO THESE?

Arash is a 12-years old boy. He lives with his parents and four siblings and fled his home country with them

teachers or parent: im about his behaviour, Arash doesn't listen and i
Arash expresses that he doesn't care about anything they say and that he wants to quit school.

D d
Do you know or have you heard about a child or adolescent (6-18 years old)
wiho has the above?

‘many similar

YES YES
I know a child with SOME

I know a child who has
of these problems MANY of these problems
Do you think that these
problems have been
seriously affecting the
Stop ‘ NO child'sdailyfunctioning YES } Encoursgs
over the past month? P o

(e.g. at school, in their
family, or with friends?)

 Community Child Detection Tool (CCDT) developed
aiming to increase helpseeking through pro-active

case detection by community gatekeepers

* QOvercoming demand-side barriers
* Prototype matching
e Simple decision algorithm

* Encouragement to seek help



Accuracy studies

How accurate are community gatekeepers in identifying children in need of

mental health care (when compared to clinical interview)?

* In Palestine: 3 out of 4 children were correctly detected by teachers

* In Sri Lanka: 2 out of 3 children were correctly detected by community members

JOURNAL OF
ADOLESCENT
HEALTH

C
www.jahonline.org

Original article
Accuracy of a Proactive Case Detection Tool for Internalizing and
Externalizing Problems Among Children and Adolescents

Myrthe van den Broek, M.Sc.*"”, Lina Hegazi®, Nisreen Ghazal, M.P.H.¢, Layaly Hamayel, M.Sc.¢,
Anna Barrett, MPsych, Ph.D.€, Brandon A. Kohrt, M.D., Ph.D.¢, and Mark J. D. Jordans, Ph.D.*"

* Research and Development Department, War Child Holland, Amsterdam, The Netherlands
 Amsterdam Institute of Social Science Research, University of Amsterdam, The Netherlands

© War Child Holland, Jerusalem, Occupied Palestinian Territory

4 Clinical Unit, Pale ian C ling Center, | lem, Occupied Palestinian Territory

€ Department of Psychiatry and Behavioral Sciences, The George i University, i , DC

Article history: Received September 24, 2020; Accepted March 15, 2021
Keywords: Children; Adolescents; Detection; Mental health; Gatekeepers; Help-seeking; Occupied Palestinian territory




Effectiveness research

How effective is the use of the case detection strategy in improving help-seeking,

when compared to available outreach methods?

 Stepped-Wedge Trial in Uganda, 28 clusters

 Time-averaged 17.69 fold (8.44, 37.11) increase in the utilization rate

o |
<

30
|

(count) neweventid
20

10
|

1 I I T 1
0 2 4 6 8
Steps after baseline

0
Van den Broek et al, 2024 ——— Ib/ub

T
10

27



Recommendation # 5: beyond singular or siloed interventions

GENETIC DEMOGRAPHIC

PERSONAL
TRAITS
ABUSE
TRAUMATIC N CHILDREN'S
o EXPOSURE DISTRESS
VIOLENCE '

DAILY
STRESSORS

FAMILY
DISFUNCTIONS

STIGMA DISRUPTED LOSS OF MORAL
SOCIAL SYSTEMS CONNECTEDNESS BREAKDOWN

PARENTAL
MENTAL HEALTH

Thereis a need to go
beyond single
intervention approaches
to improving mental
health

28



OUR CARE SYSTEM

‘**&

IMPROVED
PSYCHOSOCIAL

« |s soclo-ecological, taking into account the social environment
surrounding each child, and supports not only children themselves
but their peers, families, educators and communities as well.

o Is multi-disciplinary, acknowledging the e \
vast roles that various disciplines have to
offer to children’s wellbeing. War Child’s
strength lies in integrating education,
child-protection, (youth) empowerment and
mental health and psychosocial support. \

» Is multi-levelled, recognizing that conflict affects children and the
people around them in different ways and they requires different kinds
of supports. A multi-levelled approach refers to a layered system of
complementary support that meets the needs of different groups,
along a spectrum of severity.

Key features of a Care System

approach include combining a set of
interconnected methodologies to respond
to multiple needs as opposed to a singular
focus, addressing barriers to care,

and ensuring the quality of care.




Pamoja: mental health care system for children

———————————————————

:' Case i
I
i Management & '«
! |
' Referrals :
ReachNow - EASE (Tt T )
. > A »  Supervision
community ~ Ne_____ oy )
A '
ReachNow —
TeamUp B -
o ) _—
| Enrolment -
‘ /
I, S
! School and ¥ :
| . i | Community
i community >
L . . i | Tales
. information sessions

BeThefe
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Pamoja a cluster RCT to evaluate population-level outcomes

D+X4+C+X3 (etc.) l

Figure 1. Designs for assessing multilevel interventions.
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[RQ] What is the effectiveness of a
multi-level multi-component care
system on reducing population
level depression, anxiety and
externalizing symptoms amongst
adolescents, aged 11-16 years?

A X1

No interventions N
TeamUp » A X2
BeThere — A X3
EASE — » A X4
ReachNow | » A X5

_____________________________

31






Recommendation # 6: Addressing social determinants and

contextual factors

health lreport

Transforming mental
health for all

“Mental health is determined by a
complex interplay of individual, family
and community, and structural
factors.”

SOCIAL DETERMINANTS
OF MENTAL HEALTH

@ FORERED (@) World Health
GULBENKIAN *,__J Organization
A

“Certain population subgroups are at
higher risk of mental disorders because of
greater exposure and vulnerability to
unfavorable social, economic, and
environmental circumstances,
interrelated with gender.”

Demographic

Economic

Distal factors

Neighbourhood

nnnnn Proximal factors

Infrastructure
Neighbourhood
deprivation

Built environment
Setting

Environmental
events

Natural disasters
Industrial disasters
War or conflict
Climate change
Forced migration

Co'!\munity social
ialand i " o
pariird (1] Socil ity

Evidence for proximal and distal social
determinants of mental health (Lund
etal, 2018)



* Beyond bio-medical
* Beyond treatment

Integrated, intersectoral intervention + Beyond scientific reductionism

ADDITIVE MAINSTREAMING COMBINED
E.g., in the same community: E.g., providing family-based E.g., a single intervention that
community mobilization to livelihoods interventions with combines stress management
address gender norms and principles of stress with poverty reduction
scaled-up provision of stress management embedded in components
management interventions every facet of delivery
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90% of the world's 1.2 billion adolescents live in low
and middle-income countries

Almost one third (30.5%) are multidimensionally poor,
constituting a major risk for mental health conditions

Depression and anxiety account for over a third (34.8%)
of years lived with disability

How can we prevent depression and anxiety among
adolescents living in urban poverty in diverse low- and
middle-income countries?

Introduction to ALIVE
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Footnote to Figure: Multidimensional poverty increases the risk of depression and anxiety among adolescents (c), and this
association is mediated through the impact of poverty on self-regulation (a), and the association between self-regulation and
depression and anxiety (b). The ALIVE intervention includes self-regulation modules (%) and anti-poverty modules (IP); the
combined effects of these interventions then reduce the risk of depression and anxiety among adolescents (b and c).
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Design

e Parallel 4-arm cluster Randomized Controlled Trial

Eligibility of schools based Eligibility of Adolescents for Delivery of Selective Prevention
on areas of poverty Selective Prevention intervention interventions and measurement of Measurement of
A ) hypothesized mechanisms of action Outcomes

[ 1 Adolescents with high risk due to poverty and | 1
high score IDEA and below thresholds on )
depression and anxiety are included and Arm 1. Economic 0..0..0..0
randomized to Selective Prevention arms or intervention £ 2

- Control group arm.

Arm 2. Self-
regulation Q
gul: 0,.9,.9,.\9,.
intervention Cumulative
. incidence of
depression or

Arm 3. Combined anxiety

intervention £Q \iﬁﬁﬁ‘
Arm 4. Control ﬁfi *

g ¥ WS
vr ¥y XX
S

O

O
Adolescents with
depression or anxiety
(above validated cut-off)

are excluded from the
prevention study and
referred for treatment.

Randomization

@, Adolescent with ®, Adolescent at high risk Adolescent at low risk
w depression or anxiety F without depression or without depression or
above clinical threshold anxiety. anxiety

Primary Outcome:

4-wave data collection
Baseline (TO)

Post-intervention (T1, 6
months)

Follow-up (T2, 12
—months)

Endline (T3, 18
months).
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Recommendation # 7: quality of mental health care delivery

: QUALITY 7
& MENTAL S 3
= HEALTH CARE 3
2 TOMEIS... 5

WHO QualityRights

Act, unite and empower for mental health

RECOVERY-
ORIENTED

QualityRights emphasizes agency,
voice, and non-pathologizing
approaches

The Quality Mental Health Care
Framework, Canada



Roadmap to Impact
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QUALITY OF CARE

Measuring and maintaining the quality of interventions
implemented at scale remains a challenge in the
humanitarian sector. War Child has recognized this sector-
wide issue and developed a Quality of Care framework that
can provide a solution - using three simple-to-use indicators.

OBJECTIVE

quality a
QUALITY OF CARE aesessing
INDICATORS

Attendance: measuring the number of sessions attended
by participants using the attendance app.

® & 0 0 0 0 0 0 0 0 0 0 0o

QUALITY

Fidelity: evaluating the degree to which a methodology is
implemented as designed.

* * Competency: assessing the competencies of
* community-level service providers, using the WeACT
* @ * and ENACT tools.

® 0 0 0 0 0 0 0 0 0 0 0 0

QUALITY OF CARE DATABASE
AND DASHBOARD

Quality of Care database and dashboard are in development.

The database will store indicator data from War Child and our partners.
The dashboard will summarize and visualize the data, to allow

for data-driven supervision and quality assurance support.

ATTENDANCE APP

The attendance app is currently in development. The app can be used
to register and monitor the attendance of children, youth, caregivers,
teachers and community members. Using data from the attendance
app, War Child can calculate reach.

* Jordans, M. J., & Kohrt, B. A. (2020). Scaling up mental health care and psychosocial support in low-resource settings: a roadmap
to impact. Epidemiology and Psychiatric Sciences, 29, e189.



Quality of Care Framework

Validated quality-of-care
indicators (competency,
attendance, fidelity)

Routine data collection
of quality-of-care
indicators

Data-driven training and
supervision

Dashboard to visualize
quality-of-care indicator
data




Validated quality-of-care

eatars rampetency Validated instruments

attendance, adherence)

Data-driven training and o R = Dekbosd L Huiat@cmall gws.cle

. of quality-of-care
supervision

indicators e ENACT |DEMO SELECTACTOR ~

ENACT/POST-TRAINING / VIGNETTE #1

-
Trainee demo W Onlinemode  Saved tothe device 1/15 Competencies Completed
Dashboard to visualize
. . . Select the level and attributes observed for this competency
quality-of-care indicator « 1 Non-verbal communication
data ANY HARMFUL BEHAVIOUR ANY OR NONE ALLBASICSKILLS ANY ADVANCED SKILLS
LEVEL1 LEVEL2 LEVEL3 LEVEL4
2. Verbal communication © O O O
RISK OF HARM BASIC HELPING SKILLS ADVANCED HELPING SKILLS
3. Explain and promote confidentiality O Engages in other activities (eg, answers mobile, Allows for silences Varies body language throughout session to
completes paperwork) match client’s content and expression
4. Rapport building and self-disclosure Laughs at client O Maintains appropriate eye contact
5. Exploration & normalisation of feelings [ Usesinappropriate facial expressions Maintains open posture (body toward client)
6. Demonstrate empathy, warmth & genuineness O Inappropriate physical contact O g\:ﬂmﬂ::?ﬁ;tm‘é:: :ﬁ;’ language
7. Assessment of harm & developing response plan
8. Connect to social functioning & impact on life H

EQUIP:[ ¢4

Ensuring Quality in
Psychological Support
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Competency
Observable skills in controlled settings
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MEASURING TRAINEE KNOWLEDGE, SKILLS, (e.g., in training or supervision sessions) —
& RELATED FACTORS evaluated with role plays

Ottman, Kohrt, et al. 2020. Use of role plays to assess therapist competency. Behaviour Research & Therapy
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%

Non-specialist workers selected Pre-training role-play
for psychological treatment competency assessment

Role-play assessment, after seeing persons,
under continued supervision

Mid and post-training role-play _ .
competency assessments Practice and supervision




Validated quality-of-care

indicators (competency,

attendance, adherence) D ata CO | | e Ct i O n
. . Routine data collection . .
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Validated quality-of-care

indicators (competency,
attendance, adherence)

tine data collection
of quality-of-care
indicators

Data-driven training and
supervision

Dashboard to visualize

quality-of-care indicator
data

Visualization
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Validated quality-of-care

indicators (competency,
attendance, adherence)

Routine data collection
of quality-of-care
indicators

Data-driven training and
supervision

Dashboard to visualize

quality-of-care indicator
data

Data-driven quality improvement
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M Pre-training competency M Increase in competency from pre- to post-training

Jordans et al, Evaluation of competency driven training for facilitators
delivering psychosocial care in Lebanon, EPS, 2022



Mechanism of Action (MoA):
CSI Skills Use

CSl session by participants
attendance |
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