Annex A:  Characteristics of Syrian refugees and their health care entitlements in the study countries

	
	Turkey
	The Netherlands
	Lebanon

	Number of Syrian refugees/asylum seekers
	3.587.566 registered with the Turkish government.
	Between April 2011 and June 2017, 33,897 Syrians sought asylum in the Netherlands.
	914,648 registered with the UNHCR, 1,500,000 estimate

	Gender (%) and mean age
	54% male;
44% aged under 18
	Of the 27,971 Syrian nationals given a residence permit in 2016: 61% were male and 36% aged under 18
	48% male;
56% aged under 18

	Settlement types
	Predominantly urban (2% living in government camps)
	Urban
	Most live in urban centres, villages and informal settlements.

	Legal status 
	Syrians are entitled to residency once they register for temporary protection with the Provincial Directorate of Migration Management.
	Refugees are given a temporary residence permit for five years. After which, if they still require protection and complete a Dutch integration exam, they can be given permanent residency.
	Limited legal status. Only 22% of Syrians aged over 15 years of age have legal residency in Lebanon.

	Lead health agencies and service providers 
	Ministry of Health, municipal government, NGOs
	Ministry of Health (VWS), Central Agency for the Reception of Asylum Seekers (COA), municipal government, NGOs
	Ministry of Public Health, UNHCR, UNICEF, NGOs

	Health care entitlements 
	Registration for temporary protection affords Syrians legal access to health services. 
	Syrians with a residence permit are entitled to the same health care as Dutch citizens
	Registered Syrians can access primary care, dispensaries and hospitals – but may need to pay for consultations and prescriptions.



Source: UNHCR (2019) Vulnerability Assessment of Syrian Refugees in Lebanon 2019; UNHCR (2020). Syria Regional Refugee Response. https://data2.unhcr.org/en/situations/syria; World Food Programme 2019. Comprehensive Vulnerability Monitoring Exercise Round 3
Annex B: Cross-country ToC map and legends
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[image: ]Note: We did not assign indicators for intermediate outcomes as the cross-country ToC map is not yet intended to monitor or measure success of the scaling up pathways; to exemplify the use of indicators we have developed indicators for long-term outcomes only.  In routine monitoring, these would need to be specified further by assigning them with a time-frame of when success would be expected. 
Annex C: ToC map and legends for Turkey
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Note: We did not assign indicators for intermediate outcomes as the cross-country ToC map is not yet intended to monitor or measure success of the scaling up pathways; to exemplify the use of indicators we have developed indicators for long-term outcomes only.  In routine monitoring, these would need to be specified further by assigning them with a time-frame of when success would be expected.
Annex D: ToC map and legends for the Netherlands 
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Note: We did not assign indicators for intermediate outcomes as the cross-country ToC map is not yet intended to monitor or measure success of the scaling up pathways; to exemplify the use of indicators we have developed indicators for long-term outcomes only.  In routine monitoring, these would need to be specified further by assigning them with a time-frame of when success would be expected. 
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Annex E: ToC map and legends for Lebanon
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Note: We did not assign indicators for intermediate outcomes as the cross-country ToC map is not yet intended to monitor or measure success of the scaling up pathways; to exemplify the use of indicators we have developed indicators for long-term outcomes only.  In routine monitoring, these would need to be specified further by assigning them with a time-frame of when success would be expected. 
Annex F: Main differences of individual ToC maps 

Country-specific ToC maps were largely similar to each other (see annexes B-D), identifying overlapping pathways of scaling up, assumptions and interventions. One area of difference was related to the agency taking a lead in organising services and scale up (also highlighted in Table 1). For example, in the Netherlands, scaling up psychological interventions may be the responsibility of different stakeholders such as the national or local governments, health insurers or municipalities. In Lebanon, scale up in urban areas may involve both government and humanitarian agencies. However, humanitarian NGOs may predominantly take the lead in scaling up services in selected geographical areas (with their own funding leaving other areas underserved). In Turkey, the majority of Syrian refugees live in urban areas, and there are a few camps only. Humanitarian agency may be less involved in scale up services in Turkey, with the government taking a leading role there. Another difference may relate to health insurance and coverage of costs during scale up in our study countries. Syrian refugees receive free health insurance in the Netherlands; however, health insurance may not pay for psychological treatment if it is provided by a lay health care provider, and if no psychiatric diagnosis is made in advance of treatment. This may hamper scale up, and expansion of a collaborative stepped-care system in the Netherlands.
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Stakeholders organisethemselves and one organisation takes the lead in setting up National Resource and Knowledge Centre. NationalResource and
Knowledge Centre s represented by different stakeholders such as academics, health professionals, paraprofessionals and policy makers.

Health care and insurance policies are changed allowingthe delivery of psychological intervention by paraprofessionals (who do not have a specialized
workingknowledge/background in mental heafth).

Governmentinitiates changes at legal, institutional and political levelto ensure that the necessary and additional financial resources are leveraged, and
scale up supported through systems change.

National Resource and Knowledge Center continuously strengthens implementation capacity of lead implementing organisation (.g. through provision of
skillstraining, personnel, logistics, supplies) to deliver innovation.

National Resource and Knowledge Center monitors quality and accountability through employinga monitoring and evaluation plan over the duration of
scale upand beyond.

National Resource and Knowledge Center sets up a digital resource (website) for intervention which provides an additional resource for health
professionals, and paraprofessionals during intervention delivery.

National Resource and Knowledge Center provides supervision to paraprofessionals (via psychiatrists workingin National Resource and Knowledge Center).
Model of collaborative care needs to be implemented in which there is  clear referral pathway allowing paraprofessionals, mental health professionals and
other social health workers toworkiin a collaborative care model.

Quality standards are employed by NationalResource and Knowledge Center (e.g. fidelity checks, how sessionsare delivered) through regular inspections
ofthe implementing organisation and by instructing/training supervisors to monitor treatment fidelity.

Psychological intervention is being incorporated in national or international mental health guidelines so that it formally can be used by paraprofessionals
butalso other mental health professionals.

Patient groups and mental health professionals campaign on mental health, and disseminateinformation about intervention through different channels
(social media, leaflets distributed in community, schools, primary health care).

Keyactors in community such as primary health care providers or social workers who are in close contact with the targetaudience receive ashort training
on mental health symptoms nd the use of the community case detection toolto identify cases.

Multiplication of delivery platforms: Toyield wider impact 8P is going to be delivered across different levels of the health and social care system. This may
imply further adaptation of 891 to new delivery platform.
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Interventions have the best chance of being scaled up when they are aligned with policy priorities and based on policies which support systen's change (Centre for Epidemiology and Evidence,
2014).
Potential funding sources need to be identified and funding secured before scaleup can proceed (Centre for Epidemiology and Evidence, 2014). Phased scaling up is recommended for several
reasons:Itallows learning and modification to the intervention before expanding the intervention in severalareas/regions; and it allows time for new funding mechanisms to be sought. Phased
scaling upis a requirement for horizontalscaling up (WHO, Expandnet, 2010).
The establishment of aNational Resource and Knowledge Centreintroducesa system of self-regulation through the delivery of accredited training and supervision thereby preventing
unregulated “mushrooming” of the intervention. A different mixof stakeholders should represent the National Resource and Knowledge Centre. This may involve mental health professionals
(e.g. mastertrainers of the intervention), academics who developed and implemented the intervention, community health care workers, policy makers and service users (view of key
stakeholdersinToC workshops).
Initial fundingby donors or government funds might not be sufficient nor sustainable for full-scaleup. This may also include financing of anew cadre of paraprofessionalwho deliver 8p1
specifically (view of key stakeholders in ToC workshops).
Sustainablescale up of BPI requires the establishment ofa new cadre of paraprofessionals. This may require a policy change on accreditation and licensing in some countries (view of key.
stakeholdersinToCworkshops).
The National Resource and Knowledge Centre needs to maintains quality control over the delivery and implementation of 89, thereby also preventing the unregulated delivery of BPI (view of
key stakeholdersin ToCworkshops).
The implementing organisation is a key element of scaling up according to the WHO/Expandnet framework of scaling up (WHO, Expandnet, 2010). The implementing organisation (called user
organisation) leads the scale up together with the National Resource and Knowledge Centre. Leadership is important and strong leadership has been reported to facilttate the scale up of a
publichealth intervention (Yamey, 2012).
Prospective service users need to be screened to determine suitability of 8P BPI targets mild ormoderate cases of mental disorders, and might not be suitablefor patients with amore severe
mental health problem (Chapter s, NICE guidelines, British Psychological Society, 2011).
Patients need toreceivefulldose of 891 in order to fully benefit from it. Paraprofessionals need to be supervised by National Resource and Knowledge Centreto ensure that 8Pl is delivered
accordingto manual. tisimportant that BP! is delivered ina platform of care which is most convenient and accessible to patients; this i to decrease structural barriers to accessingtreatment
suchas transport problems (view of key stakeholders in ToC workshops).
BPIoften build and rely on a stepped care system in which patients who need furtherintense treatment are referred to additional care (or higher intensity treatment) (Chapter s, NICE
guidelines, British Psychological Society, 2011; view of key stakeholdersin ToCworkshops).
Caseswho recovered and whose symptoms have improved are discharged into the communty (view of key stakeholders in ToC workshops).
Targeted advocacy and awareness raising activities are important toinform policy makers, and the public about the potential benefits of BPI. Awareness raising activitiesin the community may.
also increase treatment demand and help-seeking, and may reduce stigma around mental health in the community (view of key stakeholders in ToC workshops).

. Potential recipients may need to be identified in the community (primary health care, schools, community centres) as initial help-seeking might be low. Proactive community case finding has
been found tofacilitate help seeking for mental health problems (Jordans, 2017)
A more gradual, phased process toscaling up allows learning about how sustainable expansion ofall aspects of the interverntion can be attained (WHO, Expandnet, 2010).
Health system outcomes: (i) Key stakeholders and mental health professionals i partner countries deemed it necessary to establish a new cadre of paraprofessionals who are trained in 891
specifically. This was seen important for a sustainable scale up in all partner countries. (i) Scaling up of 81 will provide greater access to evidence-based psychological care in the community,
and willimproveeffectiveness coverage Chapter 6, NICE guidelines, British Psychological Society, 2011; DeSilva etal, 2014). (iii) There is good evidence to suggest that 8Pl are usually cost
savings for health system (Chapter 6, NICE guidelines, British Psychological Society). Service user outcomes: (iv) and (v) Studies have shown that BI can improve symptoms of mental disorders,
and can improve psychosocial functioning of the patient (Chapter 6, NICE guidelines, British Psychological Society, 2011; Rehman et al., 2016; Fuhr etal., 2019; Chibanda etal., 2016)
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Example indicatorsfor long-term outcomes (i)

U]

U]
(i)
(v}

)

New cadre of paraprofessionals established, and certain number of
paraprofessionalstrained. Numbertrained should correspond tothe anticipated
population inneed of service.

significant increase in effectiveness coverage in region where briefpsychological
intervention is being scaled up.

Cost-saving for health system (measured by using validated tools such asthe
Clientservice Receipt Inventory).

significant improvementin psychological distress and mental health symptoms
(measured by usingvalidated tools such asthe Post-traumatic tress Disorder
Checklist for DSM-5 (PCL-5) or the Hopkins Symptoms Checklist, HSCL-25)
significant improvementin psychosocial functioning (measured by using validated
tools such as WHO Disability Score Schedule, WHO-DAS).
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A Assumptions

1) Resourceteam (RT) nominates user organisation (UO) (=refugee health centers, RHCs). RT
‘works with selected RHCs (who implement PM+ina specificregion/site) ina collaborative
mannerwhich createsa sense of ownership in RHCs.

2) R strengthensimplementation capacity of RHCs/UO (provision of skills training;
personnel,logistics, supplies) to deliverinnovation, and trains the trainers of PN+,
Government supplies RHCs/UO with continued funding or seeks additional funding for
RHCs.

3) RTand RHCs/UO disseminate information about PM+and nominate achampion who
advocatesfor change before and during scaling up.

4) T and RHCs/UO monitor quality and accountabiltty, and follow thorough monitoringand
evaluation plan over duration of scale up and beyond.

5) Governmenttoinitiate changesat legal, institutional and political levelsto ensure
necessary/additional financial resources are leveraged, and scale up supported through
systemschange.

6) RHC work through community leaders and other NGOsto identify appropriate/ suitable
lay health care providersfor treatment delivery

7) Experttrainers from T train PM+ master trainer in RHC accordingtomanual.

8] Lay health care providers follow treatment protocol which indicates when patient needsto
be referred o higher intensity treatment and other social care in case of clinical worsening
or occurrence of other severe dlinical conditions.

9) Mental health specialists provide supervision to lay health care providers according to
manual.

10) RHCS/UO seek to create positive attitudes and trust towards non-specialized health care
amongsyrian refugees inthe community. Thisis toincrease help-seeking and treatment
demand.

11) Community awareness strategy: RHCs/UO disseminate information about PM+ and raise
awareness about mental disorders to reduce stigma.

12) RHCS/UO work closely with staff from the publichealth care system such as PHCstaff and
tertiary care providers, andrefer patients ifneeded.

13) Gradual scale up: PM+ is scaled up to other refugee sitesin Turkey once scale-upin
vanguardsite has been successful. Gradual scale up builds on lasting institutional capacities
invanguard site, and close collaboration between RTand RHCs/UO.

Innovationis supported by highest government officials, and there is a champion within the
‘governmentwhich advocates for change.

There are no bureaucratic structuresin RT and RHCs/UO so that changesthat can be quickly
implemented.

Researcherswho led study in Turkey form part of the RT.

Onelead member of RHC has been appointed that willtake overallresponsibility for
managingscalingup in site, and reportsregularly toRT.

RHCS/UO understand the need of innovation, and consider ita health care priority.

There isa good working relationship in place between RT and RHCs/UO which is characterised
by mutual respectandtrust.

. Structured referral mechanism in place.
. sufficient beds are available in tertiary care/community for treating severe cases and other

mental disorders such as bipolar disorders/psychosi

Health professionalsin primary care, community care and tertiary care work together with
RHCs ina collaborative care model .

Translators are available at tertiary care level/ other care institutions in community to help
syriansfollow treatment.

There are no further modifications needed to implement P+ (adapted for refugees) in RHCs
or other community settings (e.g. faith-based organisations).

P+ is delivered to Syrian refugees in RHCs according to manual.

. Afterscreening, Syrian refugees are referred in atimely manner to group PM+ in RHCS or

otheralternative spaces (e.g. other community settings or faith-based organisations). PHC
staffknow about P+ in RHCs and refer Syrian patientstointervention.

. RHCS/UO base scale up on published policy document which supports shift towards

community-based care and understands PM+as first step ina collaborative care model.

. RHCS/UO has sufficient capacity to deliver innovation so that delivery of existing services are

not diminished.
Lay health care providers deliver intervention asintended, and receive supervision from
mental health experts.

. Sufficient number of supervisors are available to provide supervision to lay health care

‘workers in RHCS/UO.

Syrian refugeesfind a service which is “free of charge” useful and committo PM+ for duration
oftreatment.

Lay Syrian refugee providers are legally allowed to workin Turkey and get some form of
reimbursement for their work i.e to deliver PM+in RHCs/UO).
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(=) rationale (i) indicators
a) RT, UOs and the innovation are key elements of scaling up according to the WHO/Expandnet framework of (i)~ Significant improvement in post-traumaticstress symptoms
scaling up (WHO, Expandnet, 2010). (measured withthe PTSD Checklist for DSM-5 (PCL-5)) and
b) Lack of leadership has been reported as one of the barriersto scalingup publichealth interventions (Yamey, psychologicaldistress (Hopkins Symptoms Checklist, HSCL-25)
2012). among Syrian refugeesafter intervention delivery.
) Potential funding sources need to be identified and funding secured before scaleup can proceed (Centre for (i) significantimprovement in psychosocial functioning
Epidemiology and Evidence, 2014). (measured with WHO Disability Score Schedule, WHO-DAS)
d) Interventions have the best chance of beingscaled up when they are aligned with policy priorities (Centre for among Syrian refugeesafter intervention delivery.
Epidemiology and Evidence, 2014). significantly reduced acculturation stress (using the
e) Scalability of an intervention (effectiveness, reach and adoption) needs to be assessed before scaling up (Milat Acculturative Stress scale) among Syrian refugees after
etal, 2014). intervention delivery
f) Healthsystems in resource constraint settingsare often fragmented, and need to be strengthened (supply of (i) significantincrease in health serviceuse and effectiveness
funding, staff, training) to take on new organisationalarrangements like collaborative care models (view of coverage by the end of the scaling up phase.
provider, ToC workshop). (v) Significantincrease in number of lay health care providersin
£ PM+ was developed for implementation in the community in Turkey. Syrian refugees can be screened in RHCs regioninwhich PM+ is being scaled up.
or inthe publichealth system (e.g PHC), and can then receive PM+in RHCs by trained Syrian providers views
ofmental health professionals and key stakeholders in Turkey, ToC workshop).
h) Implementation capacity of UOsis pre-requisite for scaling up (WHO, Expandnet, 2010).
i) Community leaders are mostknowledgeable about peopleliving in their communities, and can easily identify.
potential community members (Syrians) who can deliver and betrained in PM+. Diversification of delivery
agents (other than peer-Syrian refugees themselves) may increase the number of delivery agents who can be
trained which would facilitate horizontal scale up (view of lead researcher inTurkey, ToC workshop).
J) Long-term outcome 1 and 2: Reduced symptom severity (PTSD and psychological distress) and improvement in
psychosocial functioning are primary and secondary outcomes of the PM+ trial (SijbrandijM et al). Long-term
outcome 3: People without mentalhealth problems may find it easier to take part in ivelihood interventions
and take up employment which facilitates community integration (view of provider, ToCworkshop). Long-
term outcome 4: Scaling up an evidence-based intervention will increase effectiveness coverage (Desilvastal,
2014). Long-term outcomes: Scaling up PM:+ will strengthen the mental health system by providing training
and capacity building thereby increasing the number of trained lay health care providers (view of government
official, ToCworkshop).
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A\ rssumptions

1. Health professionals engage in policy dialogue and seek opportunities to network with policy
makers.

2. Syrian refugees and NGO providers campaign on mental health and P+, and disseminate
information (on mental health and PM+) through different communication channels (social
media, leaflets distributed in language schools and asylum centers)

3. Dutch health care policies are changed toallow delivery of psychological counselling by lay.
health care providers (e.g.no clinical diagnosis needed prior of delivery of psychological
intervention)

4. Case manageridentifies Syrian refugees inneed of PM+in the community (e.g. languages
centers, primary health care practices)

5. Digital resource on PMi+is setup serving as main resource for health professionals, lay
health care providers and Syrian refugees

6. Knowledge center providestraining on PN+ to main user organization (ipsy), and trainsthe
trainers

7. Knowledge center (master trainers) also train supervisors of lay health care providers at -
psy, and provide supportto supervisorsin times of need

8. Knowledge centerreaches outto policy makers, and invites Ministry of Justice, Security and
Defense/Ministry of Health, Welfare and Sport to be part of knowledge center

9. PM# isbeingincorporated innational mental health and psycho-social support guidelines so
that it can be used by all professionals and non-professionals delivering psycho-social
interventions to refugees and asylum seekers (including generalpractitioners, community
health workers/POH GGZand local organisations)

10. Knowledge centre supports implementation of PM+in other centres and organisations
thoughtraining of P+ (training the trainers, and training of supervisors)

. stakeholders organisethemselves and one organisation takes the lead in setting up Dutch

knowledgecentre (=resource team)
There are enough Syrian refugees with the required characteristics who can be trained to
deliverPM+

There are a sufficient number of (Arabic-speaking) psychologists/psychiatrists who can serve
as supervisors to lay health care providers

Community representatives such as the COA (Centraal Orgaan Asielzoekersopvang who are
responsible for all asylum centres), and municipalities (responsible for organising mental
health care for people with a refugee status) form part of the knowledgecentre
Community members (such as language teachers in language centers) are briefed on mental
health needs of syrian refugees (and know of possible mental health symptoms), thereby
supportingthe case manager toidentify cases

P+ has been provento be effective and cost-effectivein the Netherlands througha
randomised controlled trial

. Syrian refugees know about Dutch mental health service structure and are willingto be

screened, and to attend PM+

. Syrianrefugees perceivePM+and referral process notto be stigmatising

Syrian refugees know about P+ (through social media, community campaigns and digital
resource], and know how toself-refer to mental health treatment. There are no language
barriers hindering the self-referral process.

Health insurance companies and/or municipality pays lay health care providers for P+
deliveryand PM+supervisorsfor their supervisory time

Syrian refugees are referred to more specialised treatmert (in case of cli
treatmentresponse)

There isa sufficient number of psychologists/psychiatrists available (secondary care) who are
culturally trained and who can deliver more specialised psychologicalinterventionsin Arabic

cal worsening orno

. Case manager/client manger supports discharge process and monitors patientafter discharge

for a few weeks/months

. Case manager/client manger overseesreferral to secondary care
. Government supports phased scale up and ensures that fundingis extended to other health

care delivery platformsand social services inthe Netherlands
scalingupthrough -psy is successfuland there is knowledgeon the size of the population in
need to project future demand of PMi+

. Government seeks newfunding for PM, and /or shifts funding from different health care

budgetlinestomental health
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There isa needto mobilizethe community, health professionals and policy makersin the Netherlands, and to
create awareness about mental health of conflict-affected populations and PM+ (view of ToC workshop
participants)

The resource team, the user organisation and the innovation (PM+) are key elements of scaling up
(WHO/Expandnet framework of scaling up; WHO, Expandnet, 2010).

I-psy isinvolved in the evaluation of PM+in the Netherlands, and could serve as first user organisation
responsible forimplementing PM+at a larger scale in Amsterdam (view of ToC workshop participant)
Interventions have the best chance of being scaled up when they are aligned with policy priorities (Centre for
Epidemiology and Evidence, 2014).

There needs tobea change in Dutch health care policy toallow lay health care providersto delivera
psychologicalintervention, andto get paid for it. Currently, insurance companies only pay interventions in
specialised mental health care for patients with a clinical diagnosis. Formally diagnosing before delivering PM+
‘would be necessary (view of NGO provider, ToCworkshop)

Potential funding sources need to be identified and funding secured before scaleup can proceed (Centre for
Epidemiology and Evidence, 2014).

Syrian refugees in need of mental health treatment may not seek treatment on their own, and may need to be
identified inthe community (view of psychologist, ToCworkshop)

Phased scaling up is recommended for several reasons: Itallows learning and modification to the innovation
before expanding the innovation in several areas/regions; and itallowstime for new funding mechanisms to be
sought. Phased scaling up isa requirement for horizontal scaling up. (WHO, Expandnet, 2010).

Long-term outcomes: i &i: Reduced symptom severity (PTSD and psychological distress) and improvementin
psychosocial functioningare primary and secondary outcomes of the PM:+ trial in the Netherlands (Graaf, etal,
2019). iii: Refugees with mental disorders often present with somatoform disorders, and common mental
disorders tend to cluster (Satinsky etal, 2019; and view of psychologist participating in ToC workshop)
Refugees may learn techniques from PM+which they can employ themselves in times of (future) psychological
distress. This may strengthen their resilience (view of provider, ToC workshop). v: Lay health care providers feel
empowered after delivery of successful PM+ sessions. The training equips them with new skills and provides
themwitha new “outlook” in ife (results of qualitativeresearch on PM+in the Netherlands). vi
psychologicalintervention such as P+ may improve attitudes on mental health among participants inthe
community and may reduce stigmaif provided alongside (mental health) community awareness activities
(Thornicroft etal, 2016). vii: Animprovement in mental health symptoms may lead to Syrian refugees being
moreactive inthe community (view of NGO provider, ToCworkshop). viii: Scaling up an evidence-based
intervention willincrease effectiveness coverage (DeSilva etal, 2014). ix: PM+ will provideopportunities for
Syrian refugeesto see a counselor/psychological providermore quickly thereby reducing the waiting time for
psychologicaltreatment (view of provider, ToC workshop)

(i) significantimprovementin psychological distress and post-
traumaticstress symptoms (measured with the PTSD
Checklist for DSM-5 (PCL-5) and the Hopkins Symptoms
ChecklistHSCL-25)

(i)} significantimprovementin psychosocial functioning

(measured with WHO Disability Score Schedule, WHO-DAS)

and quality of life (e.g. Quality of Life Scale, QOLS)

Reduced somatoform symptoms and significant improvement

of co-morbid symptoms (e.g. harmful use of alcohol)

(iv) Improved resilience of Syrian refugees (e.g. measured with
the Connor-Davidson Resilience Scale (CD-RISC))

(v) Lay providerswho feel empowered show significant ncrease
in self-efficacy (e.g. measured with the General Self-fficacy
scale) and quality of life (e.g. measured with the ProQol tool,
professional quality of life)

(vi) Reduced stigma on mental health and improved attitudes on
mental health among members of the community (e.g.
measured with a survey questionnaire incorporating stigma
questionsand attitudes towards people with mertal health
problems)

(vii) Significantincrease in community participation (e.g.
measured through the number of days offwork or offschool,
and/or social capital among Syrian refugees)

(vii) Significant increase in effectiveness coverage in region where
P+ isscaled up

(ix) Reduced waitinglist: Number of days one has to waitto start
psychologicaltreatment

(X Cost-saving forhealth system (e.g. measured with the Client
service Receipt Inventory)
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@) mervrtions

A Assumptions

1.Targeted advocacy to UN donors about EASE and effectiveness of low-intensity psychological
interventions as such to obtain funding for (initial) or phased scale up

2. Advocacy to key actors in government to pass new law on accreditation and licensing for
new cadre of para-professionals who deliver low-intensity psychologicalinterventions like EASE
3. Psychologists/socialworkers are master trainers of EASE, are part of the knowledge and
resource centerand conduct training of new facilitators

4. Keyactors in community identify and approach possible/suitable facilitators for EASE in the
community

5. Staffmotivation activities conducted (e.
trainers, certificate)

6. Community health care workers/teachers are trained in the use of the community-case
detectiontool

7. Intake of patients: Screening conducted with validated screeningtool, and exclusion criteria
applied (e.g. suicidality, harmfulto themselves and others, psychoticbehavior)

8. Quality standards are employed by National Resource Center e.g. fidelity checklist, how
sessionsare delivered) through unannounced but regular inspections

5. Facilitators receive supervision by trained mental health professional in group sessions

10. Adolescents who need higher intensity treatment after completion of all EASE sessionsare
refereedtotertiary care

prizes, staffof the week; becoming trainers or co-

A.NGOS (=user organisations) are required to go through National Resource Center for training
and supervision before they can implementand deliver EASE

8. Initial scale up shows positive outcomes on mental health of adolescents, and has a positive
impacton the health system

C. Government adopts EASE and supports its full scale up

D. Scaling up strategy aligns with National Mental Health Strategy of Lebanon, and priorities of
national government

E. Thereisa college or technical university which provides training on EASE and other low-
intensity psychological interventions to para-professionals . College/technical university works
togetherwith National Resource Certre. Para-professionals receive diploma after attending and
completing course.

. Establishment of anational resource centre introduces a system of self-regulation through the
delivery ofaccredited training and supervision thereby preventing unregulated “mushrooming” of
EASE

G. There s an adequate management system and logistics in place to observe uality of
implementation by National Resource Center

H. Government raises awareness about mental health issues (EASE is akey component of the
National Mental Health awareness strategy)

1. Community-case detection tool is being used to identify adolescents in need of EASE

1. Adolescentsand parents have heard about EASE and its benefits in the community
(adolescents/parents have come acrossit as part of the national mental health awareness
strategy)

K. There are no structural barriers (transport, remote location) hindering

uptake of appointments (e.g. accessto EASE s in walking distance of patient's house)

L There isa feedback and complaint system mechanism i place which allows patients to voice
concernsto user organisation. User organization is monitored by National Resource Center.

M. Thereis a outcome monitoring and evaluation system in place, and this data is monitored by
National Resource Center.

N.EASE remains effective ifalso delivered by Lebanese people

0. Governmentallows non-Lebanese (e.g Syrians)to be paid so that they receive an
incentive/stipend for their work.

P. Accreditation scheme and career pathway for facilitators in place

Q. Adolescentswith severe symptoms such as psychoticsymptoms are identified and referredto
higher intensity treatment

R. Qualified master trainers with the right professional, cultural and linguistic background are
available. Master trainers are motivated and can be retained.
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(i) indicators

0

)

Responsivemental health plans and scale up of mental health services are key components of the National Mental
Health Strategy of Lebanon, and outlined in their 2015-2020 plan. Reference: National Mental Health Programme
Lebanon and Strategy available at https://www.moph.gov.lb/en/Pages/6/553/the-national-mental-health-program
(accessed 21.10.2015)

‘Some mental health ad psychosocial support services in Lebanon are funded by international organisations such as
UNICEF. International donors could fund an initial scale up phase of EASE (view of stakeholder, ToCworkshop)
There needs to be  national planning mechanism or resource center to regulate the delivery and implementation of
EASE (view of stakeholder, ToCworkshop)

Initial funding by international organisations won't be sufficient nor sustainablefor full scale up; sustainableand
long-term funding needs to be identified by the government (view of severalstakeholders, ToCworkshop)
sustainablescale up requires the establishment of anew cadre of para-professionals who deliver low intensity.
psychologicalinterventions such as EASE. This also requires  policy change on accreditation and licensing (viewof
stakeholder, ToCworkshop)

National resource center maintains quality control over the delivery of EASE, thereby also preventing
“mushrooming” of EASE (i.e. unregulated delivery of EASE by NGOs) (view of stakeholder, ToCworkshop)

The community needs to be aware about EASE and s potential benefits prior of scaling up. This s important to
increase treatment demand and help-seeking (view of stakeholder, ToCworkshop)

Potential recipients of EASE need to be identified in multiple places such as schools, community centers and health
care centers ashelp-seeking might (initially) be low (view of stakeholder, ToC workshop)

Itisimportant that EASE is delivered in multiple places which are most convenientand accessible to adolescernts and
their parents. This s to decrease barriers to accessing treatment such as transport problems, inconvenience with
child care (e.g. mother needing to look after younger siblings, etc.) (view of stakeholder, ToCworkshop)

EASE isa low intensity psychologicalintervention relying on the availability ofa stepped-care system inwhich
adolescentswho need further intensity treatment are referred to additional care or higher intensity treatment (view
ofstakeholder, ToCworkshop)

Long-term outcomes: i. A new cadre of para-professionals needs to be established for full scale up as current human
resources wont be sufficient (view of key stakeholders, ToCworkshop). Reduced symptom severity
(psychological distress) and improvement in psychosocialfunctioning are primary and secondary outcomes of the
EASE trial in Lebanon. An improvement in mental health symptoms may also improve adolescent's participation in
the community and may positively improve school attendance. (view of NGO provider, ToCworkshop). iv. EASE is
hypothesized to positively influence the relationship of the adolescent with their parents or caregivers (view of EASE
researcher, ToCworkshop).v. EASE may have a positive impact on the interaction between adolescents and parents,
and may decrease adolescent’s aggression (view of stakeholder/EASE implementer, ToCworkshop).

Policy outcomes
(i) New cadre of para-professionals established (who deliver low
intensity psychological interventions), and accreditation system in place
(e.g- accreditation through a technical university or college)

Health and social outcomes
(ii) Significant reduction of severe psychological distress amongyoung
adolescents (measured with the PSC-35 youth report™ or any other
equivalenttool)

i) Significant improvement of psycho-social functioning among
adolescents (measured with Impairment of Daily Functioning
Questionnaire®), and increased productivity/participation in school or
non-formal education (e.g. measured by number of days absent from
school or non formal educational activities)

(iv) significantimprovement n relationship with caregivers/parents (e.g.
by asking parents/adolescents questions around attitudes towards
child/parent, and change in parenting practices measured with the
‘Alabama Parenting Questionnaire-42°)

(v) Increased positive interaction between adolescents and their parents
(e.g- investigated through qualitativeinterviews)

“As megsuredin the EASE trial inLebanon (8rown et.al, 2019, Eary Adolescent Skils for
~Emotions (EASE) intervention for th treatment of psychological distress in adolescens
Stucy protocol for randomised controlled triats in Lebanon and Jordan. Trals, 20, 545)
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Pathways to scale up: Intermediate outcomes
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Advocacy efforts by lead implementing organisation, health professionals and patient groupstarget policy makers and international donors to obtain
fundingforinitialscale up phase. They constantly engage in policy dialogueand seek opportunities to network with policy makerstoinfluence decision
makingat national level.

National Resource and Knowledge Center works together with Technical University or college which provide an accreditation certificateto
paraprofessionals after attendingand completinga course on BPL.

There isno opposition from mental health professionals on establishing a new cadre of paraprofessionals delivering 8P1s.

There are no bureaucratic structures in lead implementing organisation which need to be overcome and changes (required to implement 891) can be
quicklyimplemented.

There isa leadership structure in place between the National Resource and Knowledge Center and the lead implementing organisation which is
characterized by mutual respectandtrust.

‘The lead implementing organisation has the required implementation capacity and expertise to screen and to eventually deliver BP1.
Paraprofessionals are motivated to deliver intervention, and are paid/incentivised for their work.

service users know about psychological intervention, are willing to attend itand perceive itas not stigmatising

service usersare willingtoattend screening appointment.

There are enough paraprofessionals with the right characteristics availablewho can be trained in BP1.

There isa sufficient number of mental health professionals available in secondary or tertiary care who are culturally trained and who can deliver high
intensity psychological interventions inthe mother tongueofthe patient.

Paraprofessionals follow treatment protocol which indicates when service users can be discharged or needsto be referred to higher intensity treatment
or other (social) services in case of dlinical worsening.

. There are nostructural barriers(transport, remote location) hindering the uptake of appointments.

Initial scale up shows positives outcomes on mental health of target audience, and has a positiveimpact on health system.

Psychological intervention is scaled up in other sites once scale up in vanguard site has been successful. Gradual scale up builds on lasting institutional
capacities invanguard site, and is build on close collaboration between lead organisation and National Resource and Knowledge Center. There s
knowledgeon the size of the population in need to project current and future demand of 8P

There isan outcome monitoring and evaluation system in place, and this data s monitored by the National Resource and Knowledge Center. This also
includesa feedback and complaint system allowing service users to voice concerns to lead implementing organisation.

National Resource and Knowledge Centre provides training, supervision and quality control duringfull scale up.

Awareness raising activity (on mental health, and the intervention) facilitates help-sesking, and increases demand for treatment.





