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Presentation Overview

□ Background 

□ RPCA conceptual drivers

□ Mixed methods research moving from 
observational studies to effectiveness 
and implementation science: Examples 
in Sierra Leone, Rwanda, Refugees in 
the US

□ Implementation science on reach, 
fidelity/quality and scaling out via 
alternative delivery platforms

□ Key takeaways



Research Program on Children and Global 
Adversity (RPCGA): Goals

□ Identify factors contributing to risk and resilience in 
children, families and communities facing adversity 
globally 
□ Focus on capacities, not just deficits

□ Contribute to developing an evidence base on 
intervention strategies:
□ Help close the implementation gap 
□ Support development of high quality and 

effective programs and policies in low 
resource settings



We are Facing the Largest Humanitarian Crisis 
Since World War II

Globally, at the end of 
2018 there were: 

□ 70.8 million forcibly 
displaced people

□ 41.3 million internally 
displaced people

□ 25.9 million refugees

□ The number of 
children living in 
conflict zones rose 
by 74% over the last 
decade

(UNHCR, 2019; UNICEF, 2019)



Children Living in Conflict Zones

Report: The War on Children. Save the Children International, 2018 
Data sources used: UCDP GED dataset (Sundberg and Melander, 2013; Croicu and Sundberg, 2017); 
Gridded Population of the World (GPW) v3 (CIESIN, 2005) and World Population Prospects (UN, 2017).

16%

357 million
children 

impacted by 
conflict

Total child 
population



Modern War and Terrorism:
Devastating Consequences for Children & Youth

□ The Nature of War is Changing

□ Increases in regional and intra-national 
conflicts 

□ Non-state actors (rebel groups, terrorist 
organizations)

□ Little regard for international conventions

□ Wars of destabilization; infrastructure is 
undermined

□ Civilians, especially young people, are 
often the most vulnerable 

□ Implications for both survival 
and trajectory of development 



 

 

 

 

Society: 
political & historical context; cultural beliefs about 

reconciliation & healing

Community: 
Community acceptance/stigma, networks, 
social services, school opportunities

Family: 
Family support, caregiver functioning, family 

resources

Individual: 
Intelligence, 

temperament, age, 
gender, exposure to 

violence

The Need for Developmentally-informed 
Prospective/Longitudinal Research

Intensity, Duration & Meaning of Violence
after Developmental Ecological Model of  Bronfenbrenner, 1979; 

Betancourt & Kahn, 2008

Need: 
 Developmental and ecological 

approaches
 Example re: war and children--Expansion 

of focus beyond the immediate crisis to 
include the post-conflict environment

Currently: 
 Much research is cross-sectional

 Programming has not embraced a 
developmental perspective on children, 
adolescents and youth

 Intervention responses are short lived, 
even 6 months to a year in length

 Many intervention studies focus on 
individual children and fail to integrate the 
strength of extended families and 
communities; family-based interventions



Mental Health in War Affected Children

□Children exposed to war suffer from high rates of traumatic stress reactions, 
depression, anxiety, and high risk behaviors (Tol et al., 2012)

□Many meet diagnostic thresholds of PTSD on standard measures.

□Still little research that examines:

□The longitudinal pattern of mental health adjustment

□The role of post-conflict stressors and protective factors (Betancourt & Khan, 
2008)

□Interventions to promote mental health, prevention, intergenerational work

Child soldiers:

• 27%–34.9% in Uganda              
(Bayer et al., 2007; Okello et al, 2007)

• 55% in Nepal (Kohrt et al., 2008)

Conflict-affected children:

• 23%–70% in Palestine,10%–30% in Iraq, 5%–8% in 
Israel (Dimitry L, 2012)

• 54%–62% in Rwanda (Neugebauer et al, 2009)



A Model for Designing and Evaluating Mental Health Services 
in Diverse Cultural Settings

Qualitative data informs assessment 
and intervention

Apply lessons learned to new settings and intervention 
adaptations

Use 
qualitative 

data to select, 
adapt, and 

create
mental health 
measures and 
interventions; 

conduct
validity study

Implement 
culturally 
relevant

intervention;
evaluate with 

rigorous 
design 

Identify 
important 

mental health 
constructs 
relevant to 
the context
(qualitative 

inquiry)



Current Work

□Children Affected by Communal Violence/Armed Conflict
oSierra Leone, Chechen IDPs, Ethiopia-Eritrea border, N Uganda
oLongitudinal study of Sierra Leonean former child soldiers and other war-affected youth (3 

waves of data collected 2002-2008 (Child Development, 2010; JAACAP, 2010; Social Science 

& Medicine, 2009)

Randomized controlled trial published in JAACAP in 2014; U19 HUB 

□Children Affected by HIV/AIDS, ECD home visiting for extreme poverty
oRwanda

•Evaluation of an evidence-based family-strengthening intervention for families affected by 

HIV (AIDS Care, Pediatrics)

• Early Childhood Development (ECD) home-visiting integrated into the Rwandan National 

Poverty Reduction Strategy

□U.S. Refugee populations (Somali, Somali Bantu and Bhutanese 

refugees)

oBoston Children’s Hospital Center for Refugee Trauma and Resilience (CRTR)- 

linked to National Child Traumatic Stress Network (SAMSHA)

oFamily-Based Prevention: CBPR study of a Family Strengthening Intervention for 

Refugees



SIERRA LEONE
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Compound Adversity: 
Sierra Leone

Source: CIA, 2019; UNDP, 2018; EVD report, World Bank Data (2010)

Population:  7,557,212

% Urban:  42.1

Median Age: 19.1

Life expectancy at birth:  59 years

Infant mortality rate (per 1,000 live births): 66.7

Maternal mortality rate (per 1,000 live births): 1360
Highest in the world

Children > 5 Underweight:  18.2%

GDP per capita (US$):  $1,600

Human Dev. Index Rank:  184 out of 189

% Youth unemployed/underemployed:  70%

% Youth literacy, male:  58.7%

% Youth literacy, female:  37.7%
Ebola outbreak (2014-2015):
8,705 confirmed cases 3,956 confirmed deaths; health 
systems strain



Background

□Civil War 1991-2002

□Massive population displacement (more 
than 50% of population) (UNDP,  2006)

□An estimated 15,000 to 22,000 children of 
all ages were associated with armed 
groups (McKay and Mazurana 2004)

□National Committee for Disarmament, 
Demobilization and Reintegration 
(NCDDR) estimates that nearly 4,600 
children were formally demobilized

□Deliberate attempts to sever 
familial/community connections

□2002 peace accords

“Mohammad is crying,” drawing by former child soldier, 
Sierra Leone



The Return Home
Demobilization, Disarmament & Rehabilitation (DDR) 2002

Interim Care Centers
□Care and support through care 
centers

□Psychosocial activities to prepare for 
reintegration

□Family tracing/reunification; 
Community sensitization

□Community reintegration; follow-up 
support

*many youth returned home without formal services



Research Design

□Qualitative and Quantitative data collection

□To ground this research in the local cultural context

□Sierra Leonean youth, community representatives, caregivers, 
social workers & local staff involved in questionnaire development 
& research design

□Local research team

□Social work follow-up

(Betancourt et al, Comparative Education Review, 2009; Social Science &Medicine, 2009; Child 
Development 2010; J of the Am Acad of Child & Adolescent Psychiatry 2010)

STUDY AIMS: Identify RISK & PROTECTIVE processes in 
children’s psychosocial adjustment and community 
reintegration to inform programming and policy 



Project Progress To Date:
Research Design & Respondents 

Wave 1
(2002)

Study Sample: 

 - 395 youth

   ICC Served (n=259)

   Community (n=136)

-Mean Age = 14.8yrs (SD=2.3)

-24% Female

- 5 Districts

Problems/Lessons Learned

Analyses of the community 
sample indicated 50% were 
former combatants who had 
self-reintegrated. 

Wave 2
(2004)

Study Sample: 

 - 336 youth

    ICC Served (n=151)

    Community (n=58)

    Self-reintegrated (n=127)

-Mean Age = 16.5 yrs. (SD=2.7) 

-27% Female

-6 Districts

 - Post war caregivers (N=354)

Problems/Lessons Learned

Data collection was cut short 
due to the death of the IRC’s 
country director. 

-49% of wave 1 youth were not 
assessed at wave 2

Wave 3 
(2008)

Study Sample: 

- 387 youth 

    ICC Served (n=183)

    Community (n=87)

    Self-reintegrated (n=117)

-Mean Age = 20.9 yrs. (SD=3.4)

-25% Female

-6 Districts

- Post war caregivers (N=331)

- Intimate partners 

Problems/Lessons Learned

Analyses of the study sample 
indicated that 10 participants 
had died since wave 1

Wave 4
(2016-2017)

Study Sample: 

- 354 youth* 

    ICC Served (n=181)

    Community (n=29)

    Self -reintegrated (n=136)

-Mean Age* = 27.9  yrs. 
(SD=3.7) 

-3 Districts

- Post war caregivers

- Intimate Partners 

- Biological Children 

Problems Faced & Lessons 
Learned 

- Ebola Virus Disease   
outbreak

- Design & adaptation of child 
measures

Full Sample N = 529 Wave 4 Retention Rate: 67%



Findings: War Experiences
 (Betancourt et al, Child Development, 2010; JAACAP 2010)

□Average age of abduction was 10.3 
years (SD = 3.0)

□Average length of time with fighting 
forces was 4.1 years (SD = 2.4)

□Violence exposures similar in males 
and females apart from sexual 
violence: 45% of female ex-RUF 
and 5% of male ex-RUF reported 
rape/sexual violence

□More than a quarter of the sample 
(26.9%, n=70) reported having 
killed or injured others during war

□50% of former RUF youth reported 
being forced to use drugs or 
alcohol

Painting of rebels using drugs, child in ICC Sierra Leone



Internalizing

War 
experiences

Post-conflict 
hardships

Protective Factors

Baseline

Intercept 34.94*** 34.94*** 35.01***

Age first involved in fighting 0.32+ 0.34+ 0.29

N of years in fighting forces 0.56* 0.55* 0.42+

Witness violence 0.22 0.12 0.05

Killed/injured others in war 0.26 -0.37 -0.28

Victim of rape/sex assault 4.60* 4.25+ 4.34*

Stigma of being child soldier   1.22** 0.89

Daily hardship score   -0.26 -0.24

Social support     0.29

Working, not in school     -0.27

Cumulative school attendance     -0.1

Avg. community acceptance     -1.21**

Change over time

Intercept 0.3 0.47 0.47

Age first involved in fighting -0.35* -0.29* -0.27+

N of years in fighting forces -0.33+ -0.26 -0.21

Witness violence -0.04 -0.02 0.02

Killed/injured others in war 1.22+ 0.47 0.34

Victim of rape/sex assault -0.15 -0.39 -0.38

Stigma of being child soldier   0.26 0.22

Daily hardship score   1.38*** 1.33***

Social support     0.08

Working, not in school     -0.22

In school at time of assessment

Intercept     0.6

Level of community acceptance at time of assessment

Intercept     -0.86*

Internalizing 
(anxiety & depression)

Longitudinal Analyses of 
Outcomes among Ex-CAAFAG 

(N= 260)

Baseline higher internalizing:
□ Longer with armed group
□ Victim of rape
□ Stigma

Increasing internalizing:
□ Young age at time of first 

involvement
□ Many daily hardships

Protective factors
□ Higher community 

acceptance at baseline
□ Community acceptance 

improves over time



Externalizing

War 
experiences

Post-conflict 
hardships

Protective Factors

Baseline

Intercept 19.67*** 19.68*** 19.72***

Age first involved in fighting -0.21 -0.2 -0.22

N of years in fighting forces -0.05 -0.05 -0.13

Witness violence 0.2 0.12 0.16

Killed/injured others in war 0.66 0.2 0.21

Victim of rape/sex assault 3.73+ 3.48+ 3.58+

Stigma of being child soldier   0.89* 0.73+

Daily hardship score   -0.26 -0.17

Social support     -0.24

Working, not in school     -1.33

Cumulative school attendance     -0.22

Avg. community acceptance     -0.60+

Change over time

Intercept -0.29 -0.22 -0.09

Age first involved in fighting 0.09 0.11 0.12

N of years in fighting forces 0.04 0.07 0.1

Witness violence 0.29 0.29 0.22

Killed/injured others in war 1.16* 0.93+ 0.90+

Victim of rape/sex assault -0.64 -0.7 -0.78

Stigma of being child soldier   -0.01 0.03

Daily hardship score   0.51+ 0.4

Social support     0.38

Working, not in school     1.15+

In school at time of assessment

Intercept     1.01

Level of community acceptance at time of assessment

Intercept     -1.08***

Externalizing
(hostility)

Longitudinal Analyses of 
Outcomes among Ex-CAAFAG 

(N= 260)

Baseline higher 
externalizing:

□ Stigma

Increasing 
externalizing

□ Killed/injured others

Protective factors
□ Increases in 
community 
acceptance



Adaptive/Prosocial Behavior

War 
experiences

Post-conflict 
hardships

Protective Factors

Baseline

Intercept 59.32*** 59.33*** 58.80***

Age first involved in fighting -0.05 -0.03 0.05

N of years in fighting forces -0.2 -0.19 0.06

Witness violence -0.32 -0.37 -0.4

Killed/injured others in war 1.93+ 1.53 1.24

Victim of rape/sex assault 0.58 0.42 0.83

Stigma of being child soldier   0.42 0.91

Daily hardship score   0.59 0.46

Social support     -0.03

Working, not in school     0.95

Cumulative school attendance     1.50**

Avg. community acceptance     1.69*

Change over time

Intercept -0.89** -0.95** -0.55

Age first involved in fighting -0.12 -0.15 -0.23+

N of years in fighting forces -0.06 -0.09 -0.15

Witness violence 0.18 0.26 0.03

Killed/injured others in war -2.60*** -1.88* -1.29+

Victim of rape/sex assault 0.34 0.63 0.13

Stigma of being child soldier   -0.91** -0.61+

Daily hardship score   -0.24 0.03

Social support     0.93*

Working, not in school     0.38

In school at time of assessment

Intercept     2.69***

Level of community acceptance at time of assessment

Intercept     1.93***

Adaptive/Prosocial 
Behavior

Longitudinal Analyses of 
Outcomes among Ex-CAAFAG 

(N= 260)

Baseline higher 
adaptive/prosocial 
behavior:

□ More years in school
□ Higher community 

acceptance
Decreasing 

adaptive/prosocial 
behavior:

□ Killed/injured others
□ Stigma
Protective factors
□ Increases in community 

acceptance
□ Remaining in school
□ Social support



Sahr
Male, 17 years old and living in provinces

Abducted by RUF as a toddler; taken from his grandmother

Spent 4 years with RUF witnessing massacres, bombings, amputations and 
shootings. Tasked with spying and information gathering. 

Fed food laced with drugs by RUF

After war, first spent 2 years with foster mother, then reunited with mother, 
grandmother and uncle

- Mother and grandmother love him dearly: “He came back to us because he loved us,” 
they say.

 - Mother struggled with mental health problems (poil at)

In following years, Sahr had difficulties reintegrating with community 

- Considered to be “troublesome” by uncle

- Little community acceptance (community members called him names, beat him in attempt 
to “correct” him)

- Stole things

He also had difficulty coping with everyday stress

He dropped out of school and remained unemployed

His mother says he was an agreeable boy before being abducted.  Now sometimes 
threatens others by pulling a knife



How is Sahr’s experience reflected in the data?
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Wave I Wave II Wave III Wave I Wave II Wave III Wave I Wave II Wave III

Interna lizing Externa lizing Adap tive

Mean RUF (Ma le) Sahr

Psychosocial outcomes at Waves I, II, and III - Sahr



Summary of Findings

□Poor outcomes greatest in those with an 

accumulation of war-related and post 

conflict risk factors:

□War Experiences: surviving rape, (depression/

anxiety) participation in injuring/killing others  

(hostility, deficits in prosocial behavior), death 

of caregiver (depression/anxiety)

□Post-conflict factors: Stigma, poor school 

access, daily hardships, low social support

□Constellation of symptoms/impairments 

that impede school and social role 

functioning: poor emotional regulation/anger, 

interpersonal deficits, hopelessness/risky 

behavior







Contextual Realities

□ Limited human resources suggest delivery by 
lay health workers with very basic level of mental 
health training ; group work

□ Comorbidity and histories of complex, trauma 
(family separation, repeated war experiences in 
childhood, loss etc.) would need to inform 
services development

□ Intervention would need to link to opportunities 
for employment or education



YRI
□Transdiagnostic 
intervention informed 
by longitudinal study

□Evidence-Based 
Components from 
many other intx with 
children affected by 
violence

□A group tx model 
designed to be 
administered by a wide 
range of providers

Collaborators: 
John Weisz
Sarah Kate Bearman
Nathan Hansen
Adeyinka Akinsulure-Smith



Psychoeducation
•  Alleviates isolation & 
normalizes responses
•  Reduces anxiety

Psychoeducation
•  Alleviates isolation & 
normalizes responses
•  Reduces anxiety

StabilizationStabilization IntegrationIntegration ConnectionConnection

Problem-solving & Working 
towards life goals

•  Improves ability to address life 
challenges

•  Improves interpersonal skills

Problem-solving & Working 
towards life goals

•  Improves ability to address life 
challenges

•  Improves interpersonal skills

Cognitive Restructuring
•  Increases empowerment
•  Improves depression & 

anxiety symptoms
•  Reduces anger

Cognitive Restructuring
•  Increases empowerment
•  Improves depression & 

anxiety symptoms
•  Reduces anger

Emotion Regulation & 
Relaxation

• Combats physiological arousal 
caused by mental health 

problems

Emotion Regulation & 
Relaxation

• Combats physiological arousal 
caused by mental health 

problems

Communication & 
Interpersonal Skills

• Increases ability to navigate post-
conflict environment

Communication & 
Interpersonal Skills

• Increases ability to navigate post-
conflict environment

Behavioral Activation
• Encourages sense of self-

efficacy
• Increases motivation

Behavioral Activation
• Encourages sense of self-

efficacy
• Increases motivation

YRI Theory of Change

Concrete skills Abstract



Making the Transition from the Evidence Base to Local 
Relevance

–These treatments have robust 
evidence of effectiveness in the 
US and UK 

–paucity of data in low and 
middle income countries, 
particularly war-affected regions



STAGE A: Kapu sense noh kapu wod 

EDUCATION & OUTREACH

• Wan tik broom noh dae sweep (Community Meeting)

• Leh we join togedah (Invitation to join & screening)

• Fambul tik ken ben, but enoba broke / Tit en tong mus jam (Family 
Focus) 

STAGE B: Yu get pawa for cheng yu layf

SKILL BUILDING FOR SUCCESS – YOUTH GROUP SESSIONS

1. Kapu sense, noh kapu wod (Engagement)

2.  Sabi noh get worri (Education)

3. Rain noh dae fodom nah wan man domot  (Beliefs Bodies 
Behaviors)

4. If yu tek tem kill anch, yu go see im gut (Staying Cool Under 
Pressure) 

5. Put u yai dong so u go si u nos (Relaxation & Behavioral Activation) 

6. If yu was yu han fayn yo go it wit big pipul (Interpersonal Skills) 

7.  If yu noh kno usaie yu komot, yu for kno usaie yu dae go (Review)

8. Good wod pull good kola (Focus on the Positive)

9.  Tinap no dae stop u fo dance  (Relapse Prevention)

10.Tem gor gladi en go befoe (Celebration)

 
 

STAGE A: Kapu sense noh kapu wod 

EDUCATION & OUTREACH

• Wan tik broom noh dae sweep (Community Meeting)

• Leh we join togedah (Invitation to join & screening)

• Fambul tik ken ben, but enoba broke / Tit en tong mus jam (Family 
Focus) 

STAGE B: Yu get pawa for cheng yu layf

SKILL BUILDING FOR SUCCESS – YOUTH GROUP SESSIONS

1. Kapu sense, noh kapu wod (Engagement)

2.  Sabi noh get worri (Education)

3. Rain noh dae fodom nah wan man domot  (Beliefs Bodies 
Behaviors)

4. If yu tek tem kill anch, yu go see im gut (Staying Cool Under 
Pressure) 

5. Put u yai dong so u go si u nos (Relaxation & Behavioral Activation) 

6. If yu was yu han fayn yo go it wit big pipul (Interpersonal Skills) 

7.  If yu noh kno usaie yu komot, yu for kno usaie yu dae go (Review)

8. Good wod pull good kola (Focus on the Positive)

9.  Tinap no dae stop u fo dance  (Relapse Prevention)

10.Tem gor gladi en go befoe (Celebration)

 
 

YRI
Intervention 
Plan



Interactive, group-
based activities

Wan tik broom noh dae 
sweep

Community Meeting

Community consensus on 
intervention & psycho-
education



Module 3
Keeping Your Cool

 Identify early 
warnings 

1. Suggest that for most people, becoming stressed, worried, 
or agitated is a gradual process. 

2. Explain that early detection of body triggers can help 
notify group members to use a tool to calm them down. 

3. If you are using a metaphor like water coming to a boil (see 
script below), identify what the “early stages” of 
stress/anxiety/irritability would be as the temperature 
changes and how this would relate to the process of stress 
and changes in the body.   

4. Ask group members what their own early triggers are.  
Group members who don’t know can be asked to attend to 
this as practice.  

 
 Review 
Breathing 

1. Ask the group ‘What is a coping strategy that we’ve already 
learned that you could use when you feel stress or feel like 
the water is starting to boil?’ If it is not mentioned, prompt 
the group to think about deep breathing as a coping skill.  

2. Make sure that group members know how to take deep, 
diaphragmatic breaths before teaching any other 
strategies.  Deep breathing involves the belly, not the chest, 
and should be slow (no more than 8-10 breaths per 
minute).  

 

Example Script:  
 
Just like water comes to a boil gradually, most people don’t go from totally 
calm to very agitated or stressed immediately, but we often don’t notice 
those early warning signs.  For example, when I am feeling irritated my neck 
starts to get hot—that’s when I know I need to count to ten! What are your 
early warning signs that you are beginning to get 
stressed/anxious/irritable? 

Learning about 
stress:
- Identifying 
triggers

- Skills in 
emotion 
regulation/ 
dealing with 
anger

- Coping skills



Capacity Building and Sustainability:    

Importance 
of strong 

local 
partnership

s



Clinical Training
Importance of 
practice in the 
local language

Local 
examples 
relevant to the 
target 
population



A Common-Elements Based Intervention for Violence-
Affected Youth (JAACAP, 2014)



Randomized Controlled Trial N=436 youth: 
Aug-Oct 2012 (Western Area)

Inclusion Criteria: 

–Elevated distress (.5 SD above previous cohort 
mean on a total distress/problems score)

–Some impairment in day to day functioning

–School intending

–Males and females ages 15-24 (UN def.)
(stratification by age and gender)



Figure 1. Flow Diagram of Study Participants
(screened 761 youth)

aDid not meet inclusion criteria (described in study eligibility criteria)



Table 2. Intervention Effectiveness Estimates

Treatment effect reported as per-item difference between treatment and control groups. Regression coefficients (β) are unstandardized. 95% confidence 
interval reported in parentheses. Effect size for the treatment effect is reported as δ, equivalent to standardized mean difference.

Outcome
Scale 

Information
Treatment Effect: Post

Symptom Severity 
Interaction: Post Treatment Effect: 6 months

Symptom Severity 
Interaction: 6 months

Emotion
Regulation

DERS
23 items, 1-5

β = 0.109 (0.026, 0.191)
P = 0.01, δ = 0.31

β = 0.200 (0.006, 0.394)
P = 0.04, δ = 0.59

β = 0.015 (-0.092, 0.122)
P = 0.79, δ = 0.04 

β = 0.269 (0.073, 0.464)
P = 0.007, δ = 0.82

Prosocial
Behavior

OMPA
18 items, 0-3

β = 0.149 (0.057, 0.240)
P = 0.001, δ = 0.38

β = 0.088 (-0.114, 0.289)
P = 0.40, δ = 0.22

β = 0.007 (-0.116, 0.129)
P = 0.92, δ = 0.02 

β = -0.106 (-0.314, 0.103)
P = 0.32, δ = -0.27

Functional
Impairment

WHODAS
12 items, 0-4

β = -0.175 (-0.299, -0.050)
P = 0.006, δ = -0.35

β = -0.028 (-0.275, 0.218)
P = 0.82, δ = -0.05

β = -0.053 (-0.211, 0.105)
P = 0.51, δ = -0.10  

β = -0.124 (-0.376, 0.127)
P = 0.33, δ = -0.23

Psychological
Distress

OMPA
28 items, 0-3

β = -0.009 (-0.185, 0.166)
P = 0.92, δ = -0.01

β = -0.419 (-0.801, -0.037)
P = 0.03, δ = -0.55

β = -0.012 (-0.245, 0.220)
P = 0.92, δ = -0.02 

β = -0.312 (-0.715, 0.092)
P = 0.13, δ = -0.40

Social
Support

ISSB
25 items, 0-4

β = 0.119 (0.009, 0.229)
P = 0.03, δ = 0.26

β = 0.179 (-0.069, 0.428)
P = 0.16, δ = 0.40

β = 0.066 (-0.086, 0.218)
P = 0.39, δ = 0.14 

β = 0.264 (0.009, 0.520)
P = 0.04, δ = 0.60

Moderators examined: age, gender, severity (i.e. upper quartile)



Table 3. Schooling Outcomes

Outcomea Range Treatment Effect P Value, Effect Sizec

School Enrollment Yes/No 2.184 (1.191, 3.177) P<0.001, OR=8.88

Academic Performanceb 1-5 -0.954 (-1.807, -0.102) P=0.03, δ= -1.31

School Attendance 1-3 3.553 (0.989, 6.118) P<0.007, OR=34.93

□At 8-month follow-up, 74 youth had maintained enrollment in 
school. These individuals comprised 28.8% (n=64) of YRI 
participants versus 4.7% (n=10) of controls. 

□YRI recipients 6x more likely to persist in school

□Among youth in school, blinded assessments with teachers 
indicated that YRI youth demonstrated significantly better 
classroom performance as well as attendance.

Schooling Outcomes at 8-Month Follow-up



 “I [didn’t] know how to 
interact with people, I was 
so aggressive.. but since I 
went through [the YRI] my 

life has changed” 

-YRI female participant, 16 years old



□ Put trial results here from table

Sierra Leone’s youth 
meeting emotion 

dysregulation and 
functional impairment 

criteria:  40%

Youth 
FORWARD

wants to integrate 
it’s YRI into a youth 

employment 
program platform

GIZ 
wants to incorporate 

psychosocial 
competency training 

into its EPP

Provides psychosocial 
intervention

Provides youth employment 
promotion program

Alternate Delivery Platforms and Implementation Models for 
Bringing Evidence-Based Behavioral Interventions to Scale for 

Youth Facing Adversity in West Africa(NIMH U19)

• Youth FORWARD Research 
partnership and regional hub

• Advancement of implementation 
science

•  
• Mental health services research 

for youth exposed to war, 
community violence, EVD and 
other adversities



Youth FORWARD 
(Youth Functioning and Organizational Success for West African 

Regional Development)

Deutsche 
Gesellschaft für 
Internationale 

Zusammenarbeit (GIZ) 
 

Government of 
Liberia

U of LIberia

Government of 
Sierra Leone 

USL

Caritas Freetown 
Boston College 
School of Social 

Work

University of Georgia 
College of Public Health 

Leadership Team 

GIZ Service 
Provision Agency 

(selected by 
competitive bid)

Caritas Freetown 
(field training, 
supervision)

Government of 
Sierra Leone, GIZ 

Youth 
Employment 

Program 
(investment) 

Mental Health 
Steering 

Committee of 
the Sierra 

Leone 
Ministry of 

Health 

Mental 
Health Task 
Force and 
Research 

Office of the 
Liberia 

Ministry of 
Health 

Innovations for 
Poverty Action 

(data collection, 
analysis) Grants & 

Sponsored 
Research I

nitiative 
(GRIT) 

University of 
Sierra Leone 

Research 
Education Office 

University of 
Liberia Research 
Education Office 

Annual Scale-Up Hubs Meeting
New Delhi, India  |  November 27-30, 2018



Identification of 
agencies

Identification of YRI 
facilitators 

Training of Expert 
Seed Team of YRI 

facilitators 

Expert Seed Team 
delivers YRI

Expert Seed Team 
trains new ICT to 

deliver YRI

Supervision and 
fidelity monitoring 
create a feedback 
loop of quality 
improvement 

Expert Seed Team 
becomes 
supervisors of new 
ICT

EFFECTIVENESS

IMPLEMENTATION

Delivered by YRI 
facilitators via 
ICTs

AIM 1-
Implementation 
Impact Evaluation: To 
utilize a Collaborative 
Team Approach (CTA) 
to scale and sustain 
YRI

AIM 1-
Implementation 
Impact Evaluation: To 
utilize a Collaborative 
Team Approach (CTA) 
to scale and sustain 
YRI

AIM 2 - Implementation 
Process Evaluation: To 
identify internal and external 
factors influencing the 
integration of the YRI into 
EPP programs via a 
process evaluation 
documenting barriers and 
facilitators

AIM 3 - Clinical Effectiveness: To 
compare clinical effectiveness of 
YRI when delivered via the EPP 
platform to results of our previous 
randomized control trial (RCT) of YRI 
as measured by improved emotion 
regulation and reduced functional 
impairments among high-risk youth

Youth FORWARD Hybrid Type II 
Scale-Up Study

Koinadugu Kono

Kailahun

Cross-site learning





Community and Social Processes are 
shifting with time in males and females 

(N = 323)

Overall, mean levels of social factors 
diminished over time. 

• Perceived stigma due to being a 
child soldier diminished

• Community and family 
acceptance diminished slightly

Differences by sex:

• Females reported higher stigma 
and lower acceptance at T2 but 
lower stigma and higher 
acceptance at T4 compared to male 
counterparts



Mean Levels of Mental Health Problems Over Time are also shifting in males 
and females
 (N = 323)



Despite continued mental health challenges, family and 
community factors continue to have important links to life 

outcomes
□ At T4, mental health problems remained 

high in the full sample:
□ 47% exceeded the threshold for 

anxiety/depression
□ 28% exceeded the threshold for likely 

PTSD 

□ Yet, family and community dynamics 
continue to play important roles in who is 
doing better or worse over time:

□ Latent class growth analysis yielded 3 
trajectory groups based on changes in 
stigma and family/community acceptance 
over time:
□ “Socially Protected” (66%)
□ “Improving Social Integration” (24%) 
□ “Socially Vulnerable” (10%)



Estimated Odds Ratios for Mental Health and Life Outcomes by 
Social Integration Trajectory Group (N=323)

 

Mental Health Outcomes Social Functioning Outcomes 

Anxiety/ 
Depression PTSD

Ever 
Attempted 
Suicide

Perpetrator 
of IPVa

Substance
Use

Ever in 
Trouble with 

Police
Employed

Completed 
Primary 
School

Trajectory Group:

Socially 
protected 
(n=213, 66%)

- - - - - - - -

Improving social 
integration
(n=77, 24%)

.75 .79 .81 1.36 1.12 3.39 .55 1.89

Socially 
vulnerable
(n=33, 10%)

2.17 2.41 2.96 2.44 1.72 4.53 1.12 1.39 

Male
1.10 

(.61, 1.97)
1.70 

(.90, 3.23)
1.01 

(.38, 2.70)
5.52 

(2.05, 14.83)
5.66

(2.62, 12.23)

5.03
(1.20, 
21.05)

.66
(.37, 1.19)

4.59
(2.20, 9.56)

Age at T4
.92 

(.87, .98)
.96 

(.89, 1.03)
1.03 

(.92, 1.15)
.92 

(.84, 1.01)
1.02

(.95, 1.09)
1.06 

(.91, 1.24)
1.09

(1.02, 1.16)
.82

(.75, .89)

War experiences 
(cumulative)

1.02 
(.81, 1.28)

1.27 
(.99, 1.63)

1.19 
(.76, 1.88)

1.20 
(.86, 1.68)

1.06
(.80, 1.39)

1.53
(.96, 2.43)

.94 
(.74, 1.18)

.93 
(.67, 1.28)

Note: “Socially Protected” was the omitted (reference) group for logistic regressions, which also controlled for gender (male), age at T4, and cumulative war experiences. Odds 
ratios and confidence intervals were estimated using 30 imputed datasets. Estimated probability values and Benjamini-Hochberg adjusted probability values for logistic 
regression predicting mental health and life outcomes by social integration trajectory group are presented in Table S4, available online. Correlation coefficient matrix for mental 
health and social functioning outcomes is presented in Table S5, available online.
a Logistic regressions predicting intimate partner violence (IPV) were run on a subsample (n=194) of participants who reported having ever had an intimate partner

The Improving Social 
Integration group was generally 
not significantly different from the 
Socially Protected group

The Socially Vulnerable group, 
compared to the Socially 
Protected group, was
• 2x more likely to experience 

levels of anxiety/depression 
above clinical threshold

• 2x more likely to experience 
possible PTSD 

• Over 4x times more likely to 
have been in trouble with the 
police

• Nearly 3x times more likely to 
have attempted suicide
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Children of War-Affected Youth   



Parental emotional dysregulation inversely 
associated with positive parenting



Parental emotion dysregulation associated with 
children’s externalizing symptoms



STRONG FAMILIES, THRIVING 
CHILDREN

Sugira Muryango RWANDA

Photo courtesy of Laurie Wen



Compound Adversity: Rwanda

Background:
□11.9 million inhabitants; ~53% less than 19 yrs old Progress in 
addressing infant and child mortality:

•Under-five mortality stands at 50/1,000, down from 76 in 2010 and 
196 in 2000 

•But deficits remain: Ex: High under-five stunting rates (38%)

□Compound adversities: 1994 genocide, the HIV/AIDS 
epidemic, extreme poverty

Country challenges:
□Chronic malnutrition (stunting)

•Rwanda among the highest stunting
     rates (BDI, ETH, MAD, MWI)
•Strong negative correlation between

     income levels and stunting
□Early childhood development

□Neonatal mortality

□Quality of education

□Prevention of violence against children

           Country strengths: 

□Political stability; Strong governance

□Fiscal and administrative decentralization

□Strong political will (Rwandan National ECD Policy Goal, Economic 
Development and Poverty Reduction Strategy: EDPRS-II) 



Mikton, C., MacMillan, H., Dua, T., & Betancourt, T. S. 



Sugira Muryango targets families in extreme 
poverty with young children (6-36 months)

Support responsive parenting to promote ECD & prevent violence 
through active coaching and father engagement

Characteristics:
• In-home coaching
• Standard content on responsive caregiving, nutrition, hygiene   

(WHO Care for Child Dev) 
• BUT ALSO:  problem solving, conflict resolution, stress 

management
• Navigation of formal/non-formal resources & supports
• Flexible for all family types
• Father engagement emphasized in timing, visuals and messaging
• Complementary to ECD Centers, community sensitization and 

home-based child care initiatives



With a United Family Anything is Possible





Fidelity Monitoring: Rwanda

CBVs audio tape the 
intervention as it is 
delivered in the home 

A “Super CBV” oversees 
weekly group 

supervision and 
uploads the audio onto 

Dropbox

 

Expert supervisor uses 
fidelity guide to listen to 
random sections of the 

session 

Expert supervisor 
develops agenda for 
targeted, supportive 

supervision with CBV 

CBV uses constructive 
feedback to refine 

intervention 
implementation 



Key Findings CRT: 
Family environment

Key findings CRT:
Child outcomes

Sugira Muryango Preliminary Results
PILOT 1

• Pre-post design (no 
comparison group) 

• Delivered by bachelor’s degree 
level interventionist 

• 20 households, 22 children

LAYERING INTO THE POVERTY 
REDUCTION STRATEGY/VISION  

UMURENGE (VUP) SYSTEM

PILOT 2
• Pre-post design (randomized 
comparison group) 

• Delivered by lay community 
workers

• 38 households, 39 children

Cluster Randomized Trial 
(CRT)

• Pre-, post-, 12-month follow-up 
design (randomized 
comparison group)

• Delivered by lay community 
workers 

• 1049 households in CRT trial

Decrease in child 
exposure to violent child 
discipline (OR:0·34, 95% 
CI:0·22, 0·51)

Increase in child 
exposure to non-violent 
discipline (OR:1·9, 95% 
CI:1·3, 3·0). 

Reduced victimization to 
intimate partner violence 
among mothers (OR: 0.52 
(95% CI: 0.24, 1.10) 

Decrease in mothers & 
fathers meeting clinical 
criteria for depression/ 
anxiety (OR: 0.82 (95% 
CI: 0.67, 0.94)

T
ransition to

 S
cale 

w
ith Lo

cal G
ov’t

N
ee
d for 

preven
tion

More stimulation in the 
home Higher scores on the 
the HOME inventory (Cohen’s 
d =0.78) and OMCI (Cohen’s 
d=0.29)

Increase of 1.2 playful 
activities during the last 3 
days (Cohen’s d = 0.71)

Dietary Diversity: 
Consumption of 0.44 extra 
food groups in last 24 hrs. 
(Cohen’s d=0.34)

Increased care seeking for 
diarrhea (OR: 2.2 (95% CI: 
1.5, 3.1) 

Increased care seeking for 
fever (OR:3·3, 95% CI:2·3, 
4·8)

 

HOME: Home Observation for Measurement of the Environment
OMCI: Observation of Mother-Child Interaction 



   
  

IMPLEMENTERS

GOV PARTNERSFUNDERS

Conditionally Funded:

Submitted: 

PLAY Collaborative
Sugira Muryango Expansion Program



The Family Strengthening Intervention:
Bhutanese: Springfield, MA
Somali Bantu: Lewiston, ME 

□ Community Based Participatory Research (CBPR)
□ Co-developed a home visiting family-based 

preventive intervention for Somali Bantu and 
Bhutanese refugees in New England “for refugees by 
refugees”

□ Community Health Workers and research assistants 
from the communities 

□ Pilot Study (N= 80 families) to test feasibility, 
acceptability and effectiveness

□ Hybrid Type II Effectiveness-Implementation Study 
(N= 300 families); Process evaluation, fidelity 
monitoring

□ Community Advisory Boards: parents, youth 
□ Opportunities linked to the US Affordable Care Act 

(ACA)



In Summary
□ Value to the global evidence base that we understand processes 

shaping risky and resilient mental health and developmental 
trajectories among children and families affected by war

□ Draw research to understand leverage points for intervention 
development (build on strengths; mitigate intergen transmission)

□ Big questions remaining re: transitioning evidence-based 
interventions to SCALE via new delivery platforms; opportunities 
for innovation (i.e. education, livelihoods programming, poverty 
reduction/social protection strategies)

□ Implementation science questions are the big issues moving 
forward (testing STRATEGIES for transitioning to scale, human 
resources and supervision strategies, maintain quality, cost, etc.)

□ Building local capacity with universities; governments will take 
collaboration with major development actors  and government and 
civil society to achieve sustainability and impact



Thank you!



Latent Group Classification of Social 
Integration Trajectories Estimated by 
Full Information Maximum Likelihood

(N = 323)

Overall, former child soldiers showed
improvements over time in anxiety and 
depression:
• Mean anxiety and depression scores 
decreased (percentage above cut-off: 
63% at T2 → 47% at T4)

• Mean PTSD symptom scores decreased 
(percentage above cut-off: 36% at T2 → 
28% at T4)

Differences by sex:
• Although females had higher 
depression, anxiety, and PTSD scores 
compared to male counterparts at T2, 
females show greater improvement in 
these indicators.


	Slide 1
	Presentation Overview
	Slide 3
	Slide 4
	Children Living in Conflict Zones
	Slide 6
	Slide 7
	Mental Health in War Affected Children
	Slide 9
	Current Work
	Sierra Leone
	Our Team & Collaborators
	Slide 13
	Compound Adversity: Sierra Leone
	Background
	Slide 16
	Research Design
	Project Progress To Date: Research Design & Respondents
	Slide 19
	Longitudinal Analyses of Outcomes among Ex-CAAFAG (N= 260)
	Longitudinal Analyses of Outcomes among Ex-CAAFAG (N= 260)
	Longitudinal Analyses of Outcomes among Ex-CAAFAG (N= 260)
	Sahr
	How is Sahr’s experience reflected in the data?
	Summary of Findings
	Slide 26
	Slide 27
	Contextual Realities
	YRI
	Slide 30
	Making the Transition from the Evidence Base to Local Relevance
	YRI Intervention Plan
	Interactive, group-based activities
	Module 3 Keeping Your Cool
	Capacity Building and Sustainability:
	Clinical Training
	Slide 37
	Slide 38
	Slide 39
	Table 2. Intervention Effectiveness Estimates
	Table 3. Schooling Outcomes
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Violence & Adversity Intergenerationally
	The Next Generation
	Children of War-Affected Youth
	Slide 54
	Slide 55
	Slide 56
	Compound Adversity: Rwanda
	Slide 58
	Slide 59
	With a United Family Anything is Possible
	Slide 61
	Fidelity Monitoring: Rwanda
	Sugira Muryango Preliminary Results
	Slide 64
	Slide 65
	In Summary
	Thank you!
	Slide 68

