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Executive Summary
Psychosocial and Community Support project is part of 26 project-intervention of the United Nations Peace Fund portfolio of US$15M. UNFPA was the grant recipient, which contract two implementing agencies (Ministry of Health and Social Welfare and American Refugee Committee). 
A grant of US$889,902 was approved by the Joint Steering Committee on 22 Jan 2009 based on a proposal submitted. Project implementation started on 22 March 09 and ended in November 2010. It was a pilot for psychosocial and community support as a strategy for post conflict peacebuilding held in Bong, Montserrado and Margibi counties with over 500 beneficiaries. The project represented an integrated approach to community-based psychosocial support that includes training/capacity building, service delivery, reinforcement of community-based safety networks combined with livelihoods extension and support.
Its key outcomes included training and establishment of psychosocial support teams, provision of psychosocial support services, strengthening of community based networks and livelihood extension and empowerment. At its outputs level, the project achieved a joint mission (UNFPA, MoHSW and ARC) to the project locations in Montserrado, Bong and Margibi Counties for monitoring and assessment and holding of interactions with the project staff, network members, and beneficiaries; developed referral pathway and case workers trained on its implementation in seven (7) districts within three counties (Bong, Margibi and Montserrado).
Phone numbers of agencies, organizations and local government offices compiled, printed, and distributed among case workers to coordinate with other agencies; A coding system was developed as a means of maintaining confidentiality, MoH/SH’s case managers and ARC staffs were trained on the coding structure. Facilitators were recruited for three positions and deployed by MoH/SW to cover 21 centers in 7 districts. Intensive refresher training was conducted, while 21 network zones were established. 21 network zones refresher trainings were completed in project sites in the three counties.

This project addresses reintegration pressures and social exclusion as conflict factors.  It is a joint GoL-UN strategy to engage at-risk individuals with the provision of psycho-social care and psycho-social support structures (Snellen, Bloh and Togba, PBF-Liberia MTR, March 2010). For the ARC, the project contributes to its vision of training and developing the psychosocial abilities of communities especially internally displaced and returnees, while fostering their mental strength in micro-enterprise development (ARC Vision Statement). It bolsters the MoH/SW’s capacity to coordinate and deliver services at the community level in an effort to promote reconciliation and address psycho-social needs. 

Overall, there was a match between planned activities and implementation reports, which are timely and in line with activities in the proposal. Since the project document specifies the partners, UNFPA felt that no cooperation agreement was required. UNFPA latter corrected this after the Mid Term Review (MTR) of the Peace Building Fund portfolio in February to March, 2010 during which it was observed. Although spelling out and consummating delivery arrangements as well as a TOR had no effect on the project since recipient agency and the two implementing organizations  are traditional partners, it was necessary in keeping with best practices.

At the inputs and outputs level, the project was well funded in terms of the target population size and given its pilot rationale. However, its designers short-sighted the condition of psychosocial case workers hired by the Ministry of Health and Social Welfare and assigned in various target communities. They were underpaid in view of the professional responsibilities allotted to them, the duration of their contact and their places of assignment. This factor adversely affected the project, thus making several communities to be underserved. In the livelihood component, the correlation between MED training and grant cycles could not allow sufficient opportunity for growth in the spatial context of time.

Delivery constraints range from delays in provision of funds on timely basis caused by the UN procedures, recruitment process of psychosocial case workers by the Ministry of Health, lack of infrastructure within health facilities for delivery of psychosocial services and the newness of psychosocial component in health service delivery in Liberia were among project constraints.   

Joint monitoring of project by stakeholders was consistent. The monitoring process was coordinated by ARC as the key implementing agency of the project. Monitoring and evaluation has been timely and successful. The Peace Building Psychosocial and Community Support office at MoH/SW organized a day’s retreat intended to address issues and experiences in the field, gain more knowledge about the project and improve coordination and collection of project data. Constraints including delay in supply of clinical forms in the field, lack of motivation for network members, transportation were identified with in project implementation. Lessons learned workshops were organized and attended by the staff of both implementing agencies.
As an added value to health care delivery in Liberia, the project has introduced the use of psychosocial therapy in health system strengthening. It has given target community structure an appreciable knowledge of mental health problems and the means to approach them through networks thus reducing potential conflicts arising from psychosocial problems. Social inclusion and referral of people faced with post traumatic conditions have started within 7 of Liberia’s 122 districts. Support structures and service delivery targets to the vulnerable have enhanced feelings of inclusion and community care.  Psychosocial counseling minimizes instability within communities because it addresses traumatic and mental health issues, which are left unattended and usually translated into aberrant and aggressive behavior within communities.
The evaluator would recommend the need to replicate the idea of the project in all parts of the country to beef up the efforts of health facilities. It is observed that international partners would do mush should they include psychosocial support services in their programs as a means  of healing the inner ravages inherited from past decades of violence in Liberia. An interesting niche of this project is how it harnesses relationships amongst MoH/SW, ARC, UNFPA, community network structures and health facilities. This is an important nexus in maintaining peace and stability.  Joint monitoring including retreats, lessons learned workshops and regular evaluation is an important element in creating transparency, while using project structures to give early warnings on conflict triggers. The need for intensive resource mobilization for project replication and provision of incentives to psychosocial workers is underpinning to both health care deliver and sustenance of community peace. 

1. Introduction
1.1. Background of the Psychosocial and Community Support Project Evaluation
As a means of addressing limited government capacity and Liberians’ social development needs, the United Nations Population Fund (UNFPA) in partnership with the American Refugee Committee (ARC) and the Ministry of Health and Social Welfare (MOHSW) implemented a broad-based psychosocial support program to encourage community recovery in post-conflict Liberia. The program has applied a model of community-based support with a focus on vulnerable groups such as youth, persons with disabilities, and recent returnees, to address emotional, physical, economic, and social aspects of recovery. Being conscious of conflict-sensitivity needed to foster a national security, the extension of livelihoods opportunities targeting returnees and especially youth has been a key element in the project. The project therefore represents an integrated approach to psychosocial programming that included training/capacity building, service delivery, reinforcement of community-based safety networks combined with livelihoods extension and support. The Psychosocial and Community Support project was jointly implemented by ARC and the MOHSW through health facilities located in rural Montserrado, Bong and Margibi Counties. The components of the Psychosocial and Community Support Project included: 1) Establishment and training of Psychosocial Support Teams, 2) Provision of Psychosocial Support Services in communities, 3) Strengthening Community Based Networks, 4) Livelihoods extension and empowerment provided. The pilot project was initiated 2009 and was set to conclude in December 2010.
As its peace building impact, the project assumed that individual and community members are better able to promote a peaceful co-existence and prevent and respond to traumatic events and social problems that have the potential to create conflict. Hence the following key outcomes were derived: 
Key outcomes: 

1. Established and trained Psychosocial Support Teams;

2. Psychosocial Support Services provided in communities;

3. Strengthened Community Based Networks; and

4. Livelihoods extension and empowerment provided.

Expected outputs and key activities included:

a) Increased understanding of the nature and extent of community based psychosocial support (including livelihood support) in the target counties through conducting baseline survey;

b) Increased knowledge and skills among staff of the MOH&SW in terms of psychosocial support services through training and capacity building;

c) Increased access to psychosocial support services in identified health facilities through a strengthened referral system, awareness/information provision and counseling;

d) Increased livelihoods schemes for vulnerable persons, by provision of entrepreneurial activities.

ARC was the main implementing partner of the project, while the MOHSW has implemented activities in components related to training and psychosocial counseling service provision in coordination with ARC. 

The MOHSW selected 45 – 60 health and social welfare workers to participate in this project and educate County Health Teams and health facility leadership on the project and related referral systems. The MOHSW supported the provision of critical psychosocial services in partnership with ARC social workers and used the National Social Welfare Policy & Plan as a guiding mechanism to improve access to care, service delivery, welfare institutions, and workforce development in the counties. The MOHSW staff dedicated to this program included members of the County Health & Social Welfare teams (CHTs), which function as an extension of the Ministry by providing treatment and support at health facilities in every county, as well as Community Health Workers and Social Workers deployed from the Central MOHSW office in Monrovia. 

ARC tailored and applied its model of integrated psychosocial support and life skills training to this program, with the goal of ultimately transitioning ownership to MOHSW – combined classroom and field training to improve the capacity of MOHSW social workers and CHT members to provide psychosocial care. ARC implemented all aspects of the livelihood empowerment program with assistance from the MOHSW in facilitating referrals. 

The Psychosocial and Community Support Project was a pilot program, which ended in December 2010, except for second trench of the Micro-Enterprise Development (MED) grants under the Livelihood Extension and Empowerment component, which experienced delay as a challenge. As it was a pilot and the core components of the program are to a close, it is very important to conduct a final evaluation that will allow the partners to gauge the overall impact as well as determine areas for improvement for future programming.

In view of the project design, a project end comprehensive impact evaluation was agree by the partners, focusing on lessons learned and how to improve efficacy of the project while also looking into the reliability of the project in other locations. One primary concern was measuring client satisfaction with the types of services provided. This information was collected through client feedback surveys, focus group discussions and interviews. The evaluation took place at several levels including: community level, individual level, and social worker trainees.

Community level: Random samples of both intervention and comparison communities were surveyed during the evaluation mission to measure the difference in change between the communities. The Most Significant Change approach was used as a qualitative participatory method of monitoring changes in individuals and communities throughout the project. Community discussions guided by questions about key changes but largely driven by the community (rather than program indicators) were held. 

Individual level: In order to assess individual change among those referred for psychosocial care, the program has developed pre- and post-counseling assessments. The assessments were designed to help guide social workers in treatment planning and also serve as a baseline assessment. Individual assessments included demographic information (all identifying data is confidential), presenting problems, risk and protective factors, symptoms, and treatment plan. The evaluation utilized the pre- and post-counseling assessments to determine the impact of the program at the individual level. The individual assessments also provided essential information on who have been referred, the problems presented in the community (i.e., trauma, substance abuse, aggression, depression, domestic violence, etc.), and change related to intervention. This helped the evaluation to identify needed interventions and training for future projects. At the individual level, the impact of the MED component (though still ongoing) was also assessed.

Social worker trainees: Social workers were assessed on knowledge and skills gained in the trainings through pre- and post-training tests. Individual interviews were conducted through the evaluation to gain feedback from trainees. Pre- and post-test scores were analyzed and paired with trainee feedback to determine the lessons learned and modify future programming accordingly.

1.2. The Methodology
 On the overall, the evaluation followed the OECD/DAC standards and principles for evaluation of development programmes. Hence the evaluation was conducted with the objective of:
1. Assessment of design of the pilot project, including management and staffing structures;

2. Assessment of relevance of the project with regard to priorities and policies of the Government (MOHSW), ARC, UNFPA, and the needs of target populations;

3. Assessment of effectiveness of the project (i.e. the performance and the achievement of purpose and objectives, comparing actual and expected results). This also noting any changes made during the implementation, in relation to increased or decreased effectiveness;

4. Assessment of qualitative effects/impact of the project on the beneficiaries (target group); 

5. Assessment of efficiency of the implementation processes and strategies of the Unit/project:

a) Assess the management of the project, and assess the delivery process

b) Assess the use of inputs to produce project outputs; assess the causality (examine the factors or events that have affected the project results)
6. Document best practices, and draw lessons learned 
7. Assessment of project sustainability (i.e. the likelihood that achievements will continue if/when support is withdrawn) as well as what is required for the project to be sustained/sustainable

Qualitative and quantitative methods were combined to gather relevant information as a means of assessing the relevance, performance and best practices, and drawing lessons learned, for learning as well as for input to planning of continuation/replication. Reports and documents were reviewed, and interviews and discussions with project staff, beneficiaries and key stakeholders were held.  

1.3. The Schedule
For the purpose of the evaluation, a contract was signed between the Ministry of Health and Social Welfare and the evaluator on 8th December, 2010. The contract document stipulated 25 days intensive work to review all project activities, hold meetings, interviews, focused group discussions and submit a final report on or before January 8, 2011.

A desk review was conducted by the evaluator from December 10 to 13, 2010. This was followed by preparation of data collection tool, which was shared with personnel of partner organizations for perusal and input. The tool was used to collect all used in this report.

1.4. Report Structure
This report has a prelude referred to as the executive summary. The main report contains five components including an Overview of the Psychosocial and Community Support project, Context, Implementing Partners’ Priorities and donor’s (UNFPA) Response, Structure, Management and Implementation Processes, Finding, Analysis, Discussion and Conclusion and Recommendations. 

2. Context, Implementing Partners’ Priorities and UNFPA’s Response
2.1. The Context
The Government and partners have come to a widely-shared understanding that peacebuilding in Liberia, which embodies a vision of a society that is peaceful, respects and protects the rights of citizens; ensuring that disputes and tensions, which are normal to any society, are handled in a way that prevents their escalation into organized violence. Peacebuilding is a compound issue.  A thorough analysis of the dynamics, relationships and key actors needs to be carried out in order to best adjust the interventions to catalyze change. Peacebuilding as a programme strategy would need to be developed to the local context as a basis for a stronger focus and better coordination of the response to the conflict drivers.

With this in mind the United Nations Peace Building Fund (UNPBF) allotted 15 million dollars for various project activities in Liberia. The Peace Building Fund (PBF) is a flexible peacebuilding tool that supports the UN's broader peacebuilding objectives in countries at risk of relapsing into conflict. It is intended to be a catalytic fund, driven by existing planning, coordination and monitoring mechanisms to support the peacebuilding strategies of in-country UN-Government leadership. The Peacebuilding Support Office (PBSO) is responsible for the overall management of the PBF; UNDP’s Multi-Donor Trust Fund (MDTF) is the Fund’s Administrative Agent.

The amount was allotted to 26 projects for the PBF portfolio. The project under review (Psychosocial and Community Support Project) has the following objectives: peaceful coexistence within communities, connection between target communities and health centers and the development of self-sufficiency and hope to vulnerable persons who are faced with marginalization due to conditions created by post traumatic stress disorder. Designed to serve communities in realizing psychological or post traumatic conditions faced by some of their members with the linking referral pathways, the project is linked to two other projects within the PBF-Liberia portfolio, namely ‘Strengthening Prosecution on SGBV Offences’ and ‘Enhancing Relationship between Police and Community‘.  

2.2. Government’s Priorities
The mission of the MOH/SW is to reform the sector to effectively deliver quality health and social welfare services to the people of Liberia. Its vision is a nation with improved health and social welfare status and equity in health. The Ministry regards health as a basic human right, and as such has devoted itself to ensuring that every Liberian will have access to health and social welfare services regardless of economic status, origin, religion, gender or geographic location. The Ministry wishes to serve as a model of post-conflict recovery, and is committed to efficient use of its resources in order to achieve maximal health outcomes at the lowest possible cost (National Health Policy 2007). 

The project is a pilot to the implementation of the psychosocial component of the Mental Health Policy, which marks an important milestone in the country’s health care delivery system and is the first major attempt by the Ministry of Health and Social Welfare to address the diverse mental health needs of the population, in an integrative and holistic manner. It is based on a decentralized approach, which is consistent with the National Health Policy (NHP) and utilizes the Basic Package of Health Services (BPHS) as a guiding document for health care service provision.  
2.3. American Refugee Committee’s Priorities
The project, as a community based activity, has a niche with the mission and vision of the ARC. At the core of its mission, the ARC works with its partners and constituencies to provide opportunities and expertise to refugees, displaced people and host communities. The mission and the livelihood component of the project are similar as it is enshrined in the mission to help people survive conflict and crisis and rebuild lives of dignity, health, security and self-sufficiency. In the vein of enabling people to have better chance to control of their lives and achieve self sufficiency as embedded in ARC’s vision.

2.4. UNFPA’s Response
UNFPA collaboration with the Government of Liberia started in 1979 with a focus on addressing demographic challenges faced by the government and people of Liberia. Although the civil war interrupted the 1987 to 1991 Country Program, UNFPA assistance continued in the areas of reproductive health, HIV and AIDS, population and development, and gender empowerment within the context of war and post war humanitarian and emergency service delivery.
Young people particularly adolescent girls aged 10 to 19, continue to face numerous challenges.  Their social isolation, lack of protection, education and skills, of safety and knowledge about sexual and reproductive health issues, and economic vulnerability deny their participation in decisions affecting them.  These issues underscore the necessity to take a comprehensive approach to addressing young people’s concerns which considers the social and economic environment in which young people live.
Rape and other forms of sexual and Gender based violence are reported to be on the rise in Liberia.  A 2005 WHO study conducted in six most populated counties revealed that out of a sample of 1,682 women and girls surveyed 91 percent were victims of various forms of violence and abuse including gang-raping.  Among the victims and survivors of rape are children and young people. A significant milestone in the fight against rape was the passage of a new rape law in 2006, the implementation of which is affected by many challenges which should be addressed by all partners. A major development in addressing this problem is that in November 2006, the president launched the national plan of action on sexual and gender-based violence, which provides a framework for joint programming and strategically addressing the problem.
The program is therefore designed to contribute to the following UNDAF outcomes: (1) “National and local authorities increasingly have the capacity to provide security, manage conflict and prevent violence, respecting human rights throughout”; (2) “National economic policies and programs are being implemented to support equitable, inclusive and sustainable socio-economic development”; (3) “Democratic, accountable and transparent governance is being advanced in a participatory and inclusive manner and in accordance with human rights standards”    (4) “Improving health and education, with an emphasis on reduced maternal and child mortality and increased educational achievement”; and (5) “An enabling environment in place and organizational capacities enhanced to improve access to HIV/AIDS prevention, treatment, care and support as well as addressing stigma and discrimination”.

2.5. The Niche of Psychosocial and Community Support in the Health Sector
Despite the civil war in Liberia, and the associated humanitarian consequences, government and international partners have paid limited attention to psychosocial health and community support services in planning of development programs for the country. As a result of the crisis, several, if not all, members of the population suffer from some level of trauma. These psychological wounds are critical to the overall national healing and recovery process. Peaceful co-existence within communities tends to be experiencing a rough path with lack of understanding of social issues and environmental circumstances as a conflict driver. Many community residents tend to approach community development in a narrow and selfish context due to their experience during the conflict. 
There is a mismatch between the national recovery process and individual change. Recovery in terms of policy documentation, infrastructure development and attempts to create opportunities is a laudable effort. Unfortunately limited psychosocial care disintegrates members of the population from understanding of the gains and how to tap into the economic opportunities. Consequently, vulnerability still loams in most parts of the country. Confidential demographic information presenting problems, risk and protective factors, symptoms, and treatment plan revealed that psychosocial healing is at the top of quality health care delivery. The individual assessments provide essential information that communities are plagued with trauma, aggression, and depression, leading to substance abuse, domestic violence, etc. These are not only vectors but also breeding ground for relapse. Healing them is a challenge to us all.
3. Project Structure, Management and Implementation Processes
3.1. Structure of the Project
The Psychosocial and Community Support project was designed in a bid to address limited government capacity and the social development needs of Liberians. The United Nations Fund for Population Activities (UNFPA), American Refugee Committee and Ministry of Health and Social Welfare crafted the project as a broad-based psychosocial support program to encourage community recovery in post-conflict Liberia. It was intended to apply a model of community based support with focus on vulnerable groups such as women as survivors of SGBV, youth, persons with disabilities, and recent returnees, to address emotional, physical, economic and social aspects of recovery.

Cognizant of the conflict sensitivity needed to foster national security, extension of livelihood opportunities targeting returnees and especially youth has been a key element in the project. Therefore, the project represents an integrated support to psychosocial programming the included training/capacity building, service delivery, reinforcement of community based safety networks combined with livelihoods extension and support.

The Psychosocial and Community Support project was jointly implemented by ARC and the MOHSW through health facilities located in rural Montserrado, Bong and Margibi Counties. The three counties were co-selected by the IPs considering a number of criteria including high areas of return, their capacity to implement the project, etc. The components of the Psychosocial and Community Support Project included: 1) Establishment and training of Psychosocial Support Teams, 2) Provision of Psychosocial Support Services in communities, 3) Strengthening Community Based Networks, 4) Livelihoods extension and empowerment provided. The pilot project was initiated March 2009 and was set to conclude in December 2010.
3.2. Project Management 
The Project management team included UNFPA, ARC and the Ministry of Health and Social Welfare. UNFPA’s role was that of the donor, receiving funding support from the Peace Building Fund through its headquarters, signing cooperation agreements with the IPs. UNFPA disbursed funds based on quarterly work plans and requests from each IP. UNFPA received quarterly reports from the IPs and consolidated for onward submission to the PBO housed at the Ministry of Internal Affairs. Interestingly the project had 4 components and each IP assumed oversight responsibility for two, while supporting each other in accordance with their respective capacities. It is the assessment of this evaluation, that the management structure of the project was one that enabled effective and efficient management.

3.3. Implementation Processes
Activities of the project are clearly outlined in the proposal with amounts allotted to each activity.  Each activity has a particular timeline within the project span for its implementation. The project spanned over 18 months broken down in three phases (representing six months each). All implementation processes spelled out in the proposal were followed. From all indications, the project was efficiently implemented. However there was delay in the livelihood component due to the tedious process of identifying, training and mentoring of MED beneficiaries. In the light of this delay, a no cost extension on project span was secured. ARC requested extension beyond project end-date in order to complete identification eligible grantees for the second round of MED grants. Monitoring reports and interview with ARC indicated beneficiaries were screened in order to qualify for the next round. These activities were required time in order to ensure efficacy. ARC it requested donor agency for extension without additional cost to the project budget.  

The project had a unique design given the blend of implementing partners and supervision mechanism as well as coordination with the donor agency. The blend did not allow room for failure in delivery as the key implementing partner (American Refugee Committee) has wide experience in psychosocial support intervention. MoH/SW also delegated the responsibility of the project/unit to a qualify staff whose supervision of psychosocial case workers has been very effective. Various trainings conducted during the project span greatly built the capacity of all project stakeholders including beneficiaries and structures within target communities.

After the project inception training held at Cuttington University College in Bong, psychosocial support team members used awareness creation, identification and group discussions with community structures as community entry points. This led to easy organization of community networks.

There is a clear match between actual and expected results. It made significant impact on the lives of beneficiaries and community network structures and has created a pathway for addressing psychosocial, SGBV and post traumatic stress disorders. 

The expected results as enshrined in the project document include the training of MoH/SW staffs to provide quality psychosocial counseling to women and men within the 3 pilot counties, develop referral pathway for psychosocial counseling to be utilized in targeted communities and putting MoH/SW in a better position to effectively coordinate psychosocial support services at district and county levels under outcome level one. At outcome level two, the proposal designers envisaged that this would enhance individuals to feel comfortable and confident in accessing psychosocial counseling, decrease in symptoms of depression and aggression in individuals who completed psychosocial counseling, reduce the feelings of vulnerability within the communities and create an enabling psychological condition for individuals’ ability to resettle amongst community members and reconcile differences.
At level three, greater understanding of the psychosocial / mental health symptoms and needs of community members are expected to be addressed with communities being able to identify and manage case of psychosocial trauma through prevention, mediation and referral. It also expected to ensure that social support structures were created, strengthened and utilized by vulnerable individuals. It also intended to increase empathy for individuals requiring psychosocial counseling. And at the fourth level it expected to establish livelihood program to enhance stability and feeling of empowerment especially for clients who felt vulnerable due to economic reasons.

These expected results were compared with actual result as per reports and interviews during the assessment process. It was noticed that joint monitoring mission of UNFPA, MoH/SW and ARC was carried out in the three counties (Montserrado, Bong and Margibi) to assess and hold interactions with project staff (psychosocial counselors and MED trainers), community networks members and project beneficiaries.
Referral pathways that were developed were assessed in at least one district within the three counties during this evaluation and training reports and modules reviewed. Phone numbers of agencies, organizations and local government offices were compiled, printed, and distributed among case workers to coordinate with other agencies. The project also achieved the development of a coding for clients as a means of maintaining confidentiality with MoH/SW’s case managers and ARC staffs trained on the coding structure of the counties. The Ministry of Health recruited three facilitators and deployed them in the three counties (Bong, Margibi and Montserrado) to conduct training in 21 centers within the 7 districts. Thet conducted intensive refresher training for case workers. Network refresher trainings were also completed within the 21 network zones.
The project has employed several strategies as a means of sustaining the project impact. Some of these include a vigorous campaign for all psychosocial workers recruited through the project to enter government payroll to enable them to remain in service, advocated successfully for the Ministry of Health to create a single department of the Psychosocial and Community Support and Social Welfare Section, and a joint program implementation mechanism among the Psychosocial and Community Support Unit, Social Welfare and the Medical arm of the Ministry as a means of addressing infrastructure and logistic problems including mobility.    

3.4. Monitoring, Evaluation and Reporting
Joint project monitoring by stakeholders was consistent. The project quarterly reports are in order. In the first quarter report (22 March to June 2009) shows initial implementation activities including recruitment of key staff at the level of recipient agency and implementing partners. Positions for which staffs were recruited are Psychosocial Advisor and Trainer Consultant at UNFPA, who started work in May 2009; PBF program officer at the ARC was recruited and commenced work on June 1, 2009; psychosocial counselor trainers and psychosocial counselors were also recruited during the quarter. Other activities such as development of training of trainers workshop materials with training schedules finalized and dates set for July 2009. Trainers and counselors were posted to designated sites in the counties and allocated tasks to perform. Preliminary assessment visit was conducted in the three counties and 21 operational sites/clinics/hospitals identified. 

Much the 2nd quarter (July 1 to September 30) was devoted trainings for project staffs and stakeholders. From August 2 to 14, two weeks training was held at Cuttington University College in Suakoko, Bong County. It objective was to train MoH/SW social workers in psychosocial skills development. The list of topics presented during the training included Discovering Oneself, Steps in Planning a Workshop, Introduction to Counseling, Overview of Health, Mental Health and Mental Illness, Traumatic Events, Causes and Responses, War Trauma and Its Effects, Introduction to Treatment approaches/theories, Communication Skills “A” Attending and Nonverbal, Communication “B” Questioning and Focusing, Communication “C” Summarizing, Paraphrasing and Validating, Empathy, Community Entry/Sensitization, Problem Solving, Client Assessment/Treatment, Collaborative Treatment Planning, SGBV Code, Understanding and working with Grief, Crisis and Crisis Intervention, Working with Survivors of SGBV (Gender Concepts), Referral Pathway, Monitoring and Evaluation and various Trauma Self-care.  In September 2009, trainings for members of all network zones were conducted.
Quarter 3 was dominated by community awareness activities with indoor and outreach programs including sports and dance. See awareness participant data in Annex one. This quarter kicked off with a joint review meeting between MoH/SW and ARC to discuss the progress of the project and review some of the issues in the logical framework. In October and November 2009 meetings were held with community network leaders within the various districts. October 30 to November 5, one day workshop was held in each of the 21 network zones with 10 community network members from each zone. A total of 210 persons participated in the training. 10 topics were discussed including Referral Pathway, Working with Survivor of SGBV (Gender Concepts), Crisis and Crisis Intervention, War Trauma and its Effects among others. The 3rd Quarter ended with advertising, accepting of application and submission deadline for MED officers’ posts. This was the beginning of outcome level 4 of the project (Livelihoods Extension).
In quarter 4 (January to March 2010), three Micro-Enterprise Development Officers were recruited. The recruitment process was concluded in January with Nathan K. Kerkula (assigned in Bong County), Richard Johnson (assigned in Margibi) and T. Yvette Sanyon for Montserrado County. From February 8 – 26 refresher training for Ministry of Health case workers was held in Bong, Margibi and Montserrado counties. The MED component was accelerated in March. MED staff completed their preliminary assessment for prospective clients in all 21 network areas. Two days GBV training, which brought together staff participants from MoH/SW and ARC, was held at the end of March 2009. 

During the fifth quarter, rising number of psychosocial cases referred MoH/SW counselors by community network members amounted to 634. ARC began the first step of Micro-Enterprise Development program, with the first round of 300 clients. Monitoring reports and information gather during field visit show that each psychosocial client received US$50.00. 
Coordinated by ARC as the key implementing agency of the project, monitoring, and evaluation and reporting have been timely and successful. One of the measures employed by ARC in the process of monitoring the project was the establishment of coordination with other partners at both local and national levels. In doing, ARC ensured its participation in monthly Gender Ministry Child protection meetings, community network meetings and Ministry of Health Mental Health meetings as well as the coordination of GBV. Project site and training monitoring also formed part of the monitoring process. 
The Peace Building Psychosocial and Community Support office at MoH/SW organized a day’s retreat intended to address issues and experiences in the field, gain more knowledge about the project and improve coordination and collection of project data. The one day retreat held in at Wuki’s Farm-Farmers’ Paradise in October 2010 brought together various project stakeholders and beneficiaries.  Constraints to M&E included delays in supply of clinical forms in the field, lack of motivation among network members, and poor transportation arrangement. Community network members felt that they were not considered in terms of provision of incentives. This issue weakened their courage to continue with activities of the project. ‘Lessons learned’ workshops were organized and attended by the staff of both implementing agencies to discuss the challenges of the program. The workshops were held in Montserrado, Margibi and Bong counties on 22nd, 24th and 29th of September 2010 respectively.
4. Project Components, Finding, Analysis, and Discussion
4.1. Project Components
The project has four components at the outcome level. Level one focused on the recruitment, training and formation of a team of 40 psychosocial support/case workers. Outcome level two has to do with posting of case workers to serve target communities and the quality of the services in terms of number of beneficiaries and the changes the individual clients received. At level three, the project looks at setting up community structures and helping residents to understand metal health situations and traumatic stress disorders and the use of referral pathways to address psychosocial problems. And at outcome level four, a careful way of restoring hope to the hopeless through micro economic activities characterized by training in micro economic skills, enhancing self-confidence and self-reliance in individuals including returnees, physically challenged, women, girls, boys and other disadvantaged by other social conditions.

Outcome 1: Establishment and Training of Psychosocial Support Teams
Forty (40) persons (university graduates) were recruited and underwent two weeks intensive training in August 2009 at Cuttington University College in Suakoko, Bong County. The recruitment was done by the Ministry of Health and Social Welfare using its internal human resource rules. They were assigned in each of the 21 target communities. The proposal matrix depicts this component at outcome level one.

MoH/SW staffs were trained to provide quality psychosocial counseling to women within the three pilot counties (Montserrado, Bong and Margibi).  Referred to case workers in this document, the Psychosocial Counselors attended 8 trainings (an intensive training held for two weeks in Suakoko and 7 others) during project span. Areas of knowledge taught included Psychosocial Counseling and Methods, Mental Illnesses, Trauma, Post Traumatic Stress Disorders, SGBV, Confidentiality and the various processes of filling in clientele forms.  An assessment of client files showed that five forms were filled in on each client. These forms included: Client Consent Form, Home Visit Log, Client Progress Note, Client Assessment Form and Confidential and Intake Assessment Form. Referral pathway for psychosocial counseling was developed and utilized by MoH/SW and target communities. As a means of creating anonymity, code was developed for each client.  

A comparison of communities that benefited this pilot project and those that did not benefit shows a great difference. The evaluator made frantic effort in observing the frequency of violence related occurrence within communities. Police logs and clinical records for persons treated as a result of violence show at least 40% decrease after the project than compare to those recorded before the intervention. This concise assessment, intended to verify project impact and relevance, revealed that non-targeted communities are prone to violence, substance abuse, trauma, stress disorders, sexual and gender based violence.  Project baseline survey also depicts a picture target communities were volatile prior to project implementation. Some police officers interviewed (preferred not to be named in print) said they experience a reduction in the number of sexual and gender based violence and substance abuse related cases. In one of the communities, Gbatala in Suakoko, Bong County, and police indicated a decrease in traumatic conditions. Gbatala is noted for its vulnerability since the establishment of a base where former rebel NPFL kept and indoctrinated their conscripted persons and summarily executed victims of war. “This place was the worse scene of terror and some people are still living with the memories,” said one of the police officers in Gbatala.  
The police detachment in Totota revealed similar comparative account. They said high level of gender based violence within the community was taking downward trend in view of the number of cases handled in 2008, 2009 and 2010. According to them, some of the issues leading to outbreak of violence were being handled by network. 

Visits were made to some public health centers including those of Salala, Kakata and Sammy. It was interesting to note that psychosocial counselors did not have sitting places within the health facilities to carry on counseling services. Psychosocial treatment/counseling in these health facilities could not be adequately carried out due to space problem. Counselors said that they often went to communities (in client house or palaver huts) for counseling session with individual clients. The counselors mentioned that holding counseling session in crowded place could not give clients the opportunity to feeling comfortable to explain their plight. They expressed the need for psychosocial support offices within health facilities; noting that this will go a long way in ensuring confidentiality in counseling. 
The Ministry of Health and Social Welfare is better trained to effectively coordinate psychosocial and community support services at community, district and county level, especially given its lead-agency role and oversight on health and psychosocial services.  

Outcome 2: Provision of Psychosocial Support Services in Communities
Provision of psychosocial support services in communities is a practical phase of the first component. It is referred to as outcome level 2 in the proposal. Its objectives were achieved; in that beneficiaries had access to psychosocial counseling. However, many of them were not comfortable due to lack of office within the health facilities for psychosocial counseling. This did not give them the chance to clearly speak out their grieve.
Meanwhile, psychosocial cases closed before the end of the project, show decrease in symptoms of depression and aggression in individuals who completed psychosocial counseling. Their feeling of vulnerability within communities had also reduced. These are indicated by number of clients reported to have exhibited positive change and the perspective of attitudinal change indicated in case reports.
Outcome 3: Strengthening Community Based Networks
Community based networks were established and strengthened through training in various topics including overview of health, mental health, mental illness, traumatic events, causes and responses, war trauma and its effects, among others.  According to case workers, community networkers served as “walking stick” and engines behind their success.  Community networks comprised leaders of community groups and peers including traditional leaders, youth leaders, women leaders, town chiefs, etc. especially those who showed sense of responsibility within the communities. A ten member network team was established in each community.
The project enhanced the ability of community residents especially refugees and internally displaced persons to resettle and reconcile differences with other community members. Their perception of the need for positive mental attitude has been enhanced. The psychosocial counseling services have enhanced greater understanding of psychosocial and mental health symptoms and needs of community members through the use of BCC materials as indicated in MoH/SW case statistics. Monitoring reports show that community network members have referred 634 cases to psychosocial counselors. The reports, interviews and focus group discussion revealed that community networkers and ordinary persons within communities do resolve GBV and other traumatic events. Besides, all 21 network zones have participated in at least three trainings. Capacity of community structures has been built, creating networkers’ ability to identify and manage cases of psychosocial trauma through prevention, mediation and referral. 
Well monitored and supervised referral pathway for psychosocial counseling has been established, which has strengthened unity of community leadership structures and improved skills at community level.  The project enabled community residents and leaders to understand and utilize the referral process. Community networks have referred at least 634 cases during project span. Hence, social support structures have been created and utilized by vulnerable individuals within communities. Generally, attitudes towards vulnerable individuals within target communities have changed, as the project has increased empathy for individual requiring psychosocial counseling. During interview, some clients said that they feel included in community meetings and decisions. They also mentioned that their fellow residents now appreciate them especially for the strides they have made with the MED grants. Few community residents met during field visit also confessed a difference in their relationship with the beneficiaries. “We can now see some of these people, especially returnees from displaced and refugee camps, becoming useful and good to be friendly with,” confessed one on prominent resident in Banjol, Montserrado County.
Outcome 4: Livelihoods Extension and Empowerment
The livelihood extension and empowerment component of the project was intended to create a sense of self-confidence, reliability and sustainable livelihood within vulnerable persons (returnees, physically challenged, victims of SGBV, and those retiring from post traumatic stress disorders after psychosocial counseling). “Livelihood extension is not intended to provide basic family economic support, but to build their capacity in micro-economic activities,” intimated Carrie Hasselback, Country Director of American Refugee Committee.

Pre and post evaluation assessments of this component show a high numbers of cases that showed improvement in regards to economic hardship. Improvement in appropriate use and management of MED grants were basic criteria for selection of clients for second trench payment and more business management trainings. As indicated in the September 2010 quarterly report, 295 of the first 300 MED beneficiaries were eligible for further trainings. A total of 450 persons benefited from Micro Enterprise Development grants through banking procedure. ARC established bank accounts for each of the clients and remitted the funds. An inter-active Micro Enterprise development training was held in Bong, Margibi and Montserrado counties. The training course covered Costing, Price Marketing, Record Keeping, Effective Financial Planning and Banking Procedures. 

4.2. Analysis
Locating this project in Liberia PBF priority area, it is a critical intervention to promote peace and resolve conflict. Its peace building impact was to ensure that abilities of individual and community members to promote peaceful co-existence and prevent conflict as well as positively respond to traumatic events and social problems that have the potential to create conflict. Except that the project is a pilot and hence short-lived, its impact is felt through a number of changes in behavioral, attitudinal and economic mentality of clients, community structures (networkers), clinical staffs, psychosocial workers and other stakeholders (Snellen, Bloh and Togba, PBF-L MTR, March 2010).
The implementation process of this project presented good opportunities for implementing agencies to tap into each other’s expert resources. So far, ARC has experience in implementing psychosocial support projects unlike the Ministry of Health’s Psychosocial and Community Support Unit, which is newly established. The project is a window of opportunity for the Ministry to use ARC’s experience and expertise of ARC psychosocial counselors who served as mentor for MoH/SW counselors for the purpose of sustainability and national ownership.  The outcomes outlined in the project were clear and achievable for community structures, IP staffs and direct beneficiaries to easily enhance their capacities at individual and group levels. Much has been achieved under each outcome or component given the number of persons who participated in the activities. At outcome level 2 (provision of psychosocial support services) about 680 persons received psychosocial treatment within 21 target communities in 3 counties (Bong, Margibi, and Montserrado). This represents 91% of 750 persons targeted in the proposal. Codification of clients was derived as a means of ensuring that clients remain anonymous and their confidentiality enhanced. Yet, at level 3 (strengthening community based network) a ten member network team comprising representation of cross-section of the community was established in each community. This brings to 210 the number of community leaders who participated in the project and received training through workshops and focus group discussions. And at level 4 (livelihood expansion and empowerment) 450 persons benefited Micro Enterprise Development training and financial grants through creation of individual bank accounts. 
All project outputs have been achieved.  Twenty copies of ToT manual on psychosocial counseling were printed and distributed to MoH/SW staffs for their utilization. 3 weeks training was conducted for 9 MoH/SW staff in ToT on psychosocial counseling.  In addition 21 MoH/SW community health workers were trained in referral, mediation, basic counseling and in working with community network organizations. This aspect was coordinated with input of County Health Teams. Referral pathways were created for psychosocial counseling with a number of cases referred from community level to district level and organized 21 networks play significant role in utilizing the pathway. KAP survey as well as baseline and end line data show that community members’ regard the community networks as needed structures. Community members feel that networks are useful in resolving or addressing issues of tension and violence within communities. According to them, while they may have appreciable knowledge about psychosocial problems, network members who have participated in various trainings through the project continue to be helpful in stabilizing the community. Community residents expressed the need to sustain community networks as they are useful in reducing tension and decreasing violence. 
Several BCC and IEC materials were created and distributed. The materials are being used by community networkers. On the overall the target communities with an estimated population of about 439,200 women, men and children directly and indirectly accessed psychosocial counseling and IEC/BCC programs. Of the above, 634 psychosocial clients benefited direct counseling, representing 0.14% of estimated population. 450 of 634 direct beneficiaries were empowered with livelihood grants. This represents at least 71% of clients. About 88% of grant beneficiaries were rated successful by ARC in using the grant to reduce their vulnerability. Over 100 IEC/BCC materials were distributed within each district. Report available at the Ministry of Heath suggests that at least 700 persons were reached with IEC/BCC materials.    
4.3. Discussions
For the purpose of this evaluation, several meetings and focus group discussions were held. The first of such meetings was held with the Deputy Minister of Social Welfare at the Ministry of Health and Social Welfare, Hon Joseph Geebro. The meeting was also attended by the Coordinator of the Psychosocial and Community Support Unit at the Ministry of Health and Social Welfare, Mr. Jonah Boykai, who provided an opportunity for an understanding of importance the Ministry attaches to the project and the intent of seeking funding for its replication throughout the entire country. Minister Geebro reasoned that psychosocial and community support is key to the success of national health care delivery program.
Mr. Michael Kamau, who is the Psychosocial Specialist at UNFPA, expressed UNFPA’s interest in the findings of the evaluation and noted that psychosocial support to communities is at the heart of UNFPA. Several issues were outlined per UNFPA’s expectations from the evaluation. Some of the issues included project design deficiency, effective exit strategies, use of county university student association as conduit impacting communities with psychosocial counseling, etc. 
Carrie Hasselback, Country Director of ARC Liberia, stated that she did not want to rely on the fact that the project was a pilot. “One becomes complacent with whatever results of a project once it is a pilot even when there is room for improvement,” she noted. The ARC has instituted several measures as a means of harnessing the impact of the project including the development of a comprehensive data base, codification of clients and communities, establishment of bank accounts for MED beneficiaries as well as careful selection of qualified persons to benefit MED grants. In the wisdom of the ARC, MED grants were not intended for beneficiaries to provide daily economic sustenance for their families but to acquire knowledge and practical ways of developing micro economic activities for long term sustainability. 450 persons successfully benefited from grants and about 435 persons are still running micro businesses.
Focus group discussions were held at the levels of psychosocial counselors, community networks, psychosocial support clients and MED beneficiaries. Using specific communities as sample size for each group, the discussions afforded the evaluator the opportunity to verify information contained in the various reports, collect qualitative and quantitative information and measure project impact. On the overall, the project succeeded to a large extent. Attaching figures to project success, in terms of comparison between actual and expected outputs, the project scored 96% of success rating. It engaged the target communities to the extent that its impact is visible in several spheres of community life (for example police, clinics, market, social interaction among residents, etc. 
5. Conclusion
Having carefully followed the processes enshrined in the Term of References for this evaluation, and critically examining all project activities in terms of efficacy and efficiency, the below conclusions are derived:

The project design did not provide adequate incentives to the case workers in relation to their workload and considering that the duration of their contracts was temporary. Even though UNFPA provided them with US$200.00 each as resettlement grants (the case workers were assigned to places different to where they lived), a sum of $100.00 per month was not enough to cover their expenses, especially in the absence of transport for outreach purposes. The case workers were also paid less than their ARC counterparts. On a related note, the project design had not included payment for allowance to the community networkers, which affected their commitment to the end of the project;
Probably as a result of its pilot nature, the project has not had a clear and realistic exit strategy or a coordinated plan for its sustainability. MoH/SW does not presently have the required resources to sustain the project although there is a strong political will for national ownership at the ministerial level; 

At the level of implementation, collaboration between implementing partners was very cordial at the top level. However, the relationship was weak between case workers and their mentors from ARC. In some communities, there were discrepancies in the selection of psychosocial clients and MED beneficiaries with ARC staffs reneging to give MoH/SW staffs full access to client files and selection processes. In Careysburg community for example, the relationship between MoH/SW and ARC staff in the community was said not to be cordial over argument on access to client selection and files;
The criteria used for selection of MED beneficiaries, which was the sole prerogative of ARC counselors, need to be shared with other partners for future replication of the project in other parts of the country;

National health care delivery system owes its success to psychosocial and community support program as a comparison of target communities and those that did not benefit the project shows that body health depends on healthy mind. Ministry of Health staff mentioned that clinical psychology suggests that bodily ill patients do not get easily heal except there is a settlement of any psychological problem they may have; 
The project is an irrefutable catalyst and conduit to community peace, cohesion among community structures and provides coping mechanisms that create the feeling of empathy for vulnerable persons within communities. It is also a niche between communities and health facilities on one hand and districts and County Health Teams on the other.
6. Recommendations
6.1. Lessons Learned
The following recommendation would be useful for the ownership and sustenance of project impact:
Collaboration in implementation, monitoring, review and training activities is of mutual benefit to the partners as they learn from the expertise of each other. In this project, Ministry of Health benefited from the experience of ARC and the Ministry needs to engage ARC for regular training of its psychosocial support staff;
The project has enhanced empathy amongst community residents especially towards the vulnerable.  It also serves to promote of peaceful coexistence. This has been done by harnessing the links between community structures, health facilities, vulnerable persons and other community residents. The Ministry of Health and its partners should design programs that would sustain the links initiated through the project;
The level of training provided for community networks within target communities has placed them in a better position to address conflict issues within the communities. The project has strengthened the capacity of community leaders to recognize and address conflict drivers within their communities. The PBF-Liberia office could use these community networks for their conflict early warning program;
A national psychosocial support team has been developed through training of university graduates in the fields of social work, sociology, psychology, psychiatry and trauma counseling. There is potential for expanding this, to cover all communities throughout the country, to address the many and deeply rooted psychosocial problems created during decades of entrenched violence and crises in Liberia.    

6.2. Constraints
The project as a pilot is faced with several constraints. The constraints include but are not limited to the following:
The fundamental challenge for provision of psychosocial support, at the community level, is lack of physical structures for it, in the health service delivery program of Liberia. The 21 health facilities, in which the project was implemented, do not have space for psychosocial services. Trained psychosocial workers assigned to these facilities do not have offices within the clinics or hospitals to carry on counseling services. In addition, the project design did not provide for infrastructure as a means of addressing this issue. Given the delicacy of psychosocial problems, conducting counseling in an environment that is not conducive can have adverse effects. 
Project implementation was hampered by the fact that the case workers felt that they were not being appropriately rewarded for their work, nor appropriately compensated for having to live far from their homes. This feeling of dissatisfaction affected their commitment to the project. The perceived lack of incentive weakened the case workers’ identification and mobilization of cases within their communities. Hence they abandoned mobilization and their communities were underserved. The feeling of dissatisfaction started to creep into the minds of MoH/SW psychosocial support workers during the last three quarters of the project. It could be surmised from their statements during focus group discussions that the project would served more case loan than the 634 reported. The level at which communities were underserved can be estimated at 10%;
It was also a de-motivating factor for the case workers that there was no plan, in the project design, for what would happen to their jobs once the project funding ceased; i.e. they did not see their jobs as sustainable;
It was a challenge to project implementation that the case workers’ mobility was restricted, due to bad roads and general poor infrastructure. The case workers did not have motorcycles, nor did they have the financial means to hire commercial motorcycles, which would have enabled them to get around easier;
There are five different documents that have to be filled in for each client, and the case workers were slow in doing this. This caused delays in servicing clients and completing internal reporting.

6.3. Best Practices
Several things worked particularly well with the project, and can be counted as ‘best practices’. The key best practices are listed below:

Joint monitoring and review (ARC and MOHSW) was helpful in accurately collecting data, understanding lapses and identifying shortfalls for improvement. It enabled partners to build on the expertise of each other and improve future implementation;
An efficient coordination, management and supervision of inputs was key to ensuring that all output targets were met, although there were delays in some components of the project due to  institutional policy and  screening of beneficiaries  to ensure careful use of donor funds.ARC for example conducted rigorous screening of MED grant applicants to select the eligible ones. This process took several days to ensure that human errors and loses were minimized. Coordination between implementing agency and donor agecy was effective. UNFPA was firm in ensuring that project fund management mechanism was in place and a straight policy. MoH/SW and ARC were keen in supervising project staff. Joint supervision for the project enhanced lesson learning amongst the project stakeholders;
The enhancement of community structures and relations between residents and health facilities improves health service delivery, builds peace, creates shared empathy, and improves security for the vulnerable;
Trainings provided through the project, especially in the areas of psychosocial support and micro enterprise development, are relevant to the current needs of Liberia and continuation in this trend demands political, humanitarian and development action.
6.4. Catalytic Effect
The project is a catalyst for strengthening of local communities to sustain peaceful coexistence and stability. It has catalyzed the creation of additional capacity for quality health delivery in the area of mental health, with emphasis on post traumatic stress problems. It has also created vibrant micro economic activities. However, how far the catalyzed changes will reach and how long they will last depends on determination, and support, to the replication of the project throughout the country. That would be a milestone in healing the critical psychological wounds caused by the violence and conflict that characterizes the history of Liberia.

So far, Swedish International Development Agency (SIDA) is the only international donor organization that has consented to commit funds in the tune of US$105,000 for replication of the project in additional three counties (Bong, Nimba and Grand Gedeh). In 2010, SIDA committed US$45,000 for harmonization of a psychosocial support manual for Liberia. While the Liberian government through the Ministry of Health and Social Welfare hails SIDA for the gesture, the demand for assistance in the area psychosocial support is still huge. ARC and MoH/SW must form an interagency network through which it would seek donor funding to replicate the activities of the project. Such network with membership opened to UN agencies, INGOs, local NGOs and Inter Religious organization, which will develop various programmatic documents to attract donor funding.   

6.5. Ownership
The Ministry of Health and Social Welfare is aware that this project represents a key component to the overall health delivery system in Liberia. A general strategic policy document, in which psychosocial and community support has been captured, is being developed by the Ministry with the intent of taking over psychosocial and support program by 2013.
All staffs, especially psychosocial case workers, recruited for the purpose of the project, are being gradually absorbed on government payroll. As at December 31, 2010, 15% of project staff had been absorbed. The Ministry of Health should ensure meaningful ways to operationalize the strategic policy document. The Psychosocial and Community support unit must begin rigorous campaign through writing of concept notes and proposals to other donor organization in order to provide opportunities that would absorb psychosocial case workers.
Annex I: Awareness Participants Data by Network
	Psychosocial and Community Support Awareness Participant Data by Network

	Network
	Male
	Female
	Total

	Samay
	35
	65
	100

	Janyea
	44
	75
	119

	Gbarnga
	58
	143
	201

	Totota
	28
	43
	71

	Murmue
	33
	52
	85

	Salala
	111
	158
	269

	Gbatala
	43
	28
	71

	Phebe
	52
	33
	85

	Zeazue
	15
	42
	57

	Lakay-ta
	14
	66
	80

	Gbaye Town
	21
	33
	54

	Kakata
	39
	55
	94

	Zeawoi
	13
	33
	46

	Dolo Town
	68
	77
	145

	Marshall
	15
	38
	53

	Careysburg
	28
	33
	61

	Bensonville
	30
	39
	69

	Harrisburg
	27
	38
	65

	Clayashland
	56
	77
	133

	Banjor
	45
	54
	99

	Kpallah
	78
	106
	184

	Total
	853
	1288
	2141

	Percentages
	40%
	60%
	100%


Annex II: Questionnaire/Data Collection Guide
Part I: Quantitative Data

	Question
	Response
	Remarks

	Component I: Establishment of Psychosocial Support Teams
	
	

	# of MOH staff who completed 18 month training
	
	

	# of cases referred to MoH/ARC during project span
	
	

	# of persons trained as psychosocial team members
	
	

	# of copies of psychosocial counseling ToT manuals distributed
	
	

	# of BCC and IEC materials created and distributed
	
	

	# of team members assigned to target communities/facilities
	
	

	Level of increase in coordination meetings
	
	

	# of clients assigned to each team members
	
	

	Occupational composition of team members
	
	

	Monthly remuneration of each team member 
	
	

	Component II: Provision of psychosocial support
	
	

	# of individuals receiving/received psychosocial counseling
	
	

	# of clients that exhibit positive change in behavior
	
	

	# of cases referred by network
	
	

	# of cases handled by network
	
	

	Component III: Strengthening of community based networks
	
	

	# of community based networks created
	
	

	# of women and men trained within community networks
	
	

	Gender composition of network members (Male/female)
	            /
	

	Ratio of men to women
	
	

	Ratio of boys to girls
	
	

	# of returnees within networks
	
	

	# of disable persons within network
	
	

	# of women and men trained within community networks
	
	

	Component IV: Livelihood extension and empowerment
	
	

	Amount livelihood extension grant given to each beneficiary
	
	

	Which group of beneficiaries are most successful in applying grants: Non-Returnees: Men ( ) Women ( ) Boys ( ) Girls ( ) Returnees: Women  ( ) Men ( ) Boys ( ) Girls ( )
	
	

	# of cases that show improvement in regards to economic hardship
	
	

	# of clients assisted: exhibition of profits through economic assistance
	
	

	# of clients who completed skills training
	
	

	# of clients who completed business management course
	
	


Cross-Component Qualitative Data

1. Has there been any psychosocial and community support program in government health program before this project? If yes, describe its success or failure _____________________________________________________________________________________________________________________________________________________________

2. How have the trainings affected the performance of the teams? _______________________
_______________________________________________________________________________

3. What new result does the training bring to the project and overall performance of MOH/SW 

___________________________________________________________________________________________________________________________________________________________

4. Describe the type of cases reported during project span and the perception and attitudinal changes of clients _______________________________________________________________

__________________________________________________________________________

5. How have communities that benefited from this project different from those that did not benefit? _________________________________________________________________

________________________________________________________________________

6. What value did the project add to the work of the MOH and ARC? __________________

___________________________________________________________________

Annex III: Evaluation Terms of Reference
Terms of Reference

Evaluation of Psychosocial and Community Support Project

Monrovia, Liberia

1. Background

In order to address limited government capacity and Liberians’ social development needs, the United Nations Population Fund (UNFPA) in partnership with the American Refugee Committee (ARC) and the Ministry of Health and Social Welfare (MOHSW) is implementing a broad-based psychosocial support program to encourage community recovery in post-conflict Liberia. The program is applying a model of community-based support with a focus on vulnerable groups such as youth, persons with disabilities, and recent returnees, to address emotional, physical, economic, and social aspects of recovery. Being conscious of conflict-sensitivity that is needed to foster a national security, the extension of livelihoods opportunities targeting returnees and especially youth has been a key element in the project. The project therefore represents an integrated approach to psychosocial programming that includes training/capacity building, service delivery, reinforcement of community-based safety networks combined with livelihoods extension and support. The Psychosocial and Community Support project is jointly implemented by ARC and the MOHSW through health facilities located in rural Montserrado, Bong and Margibi Counties. The components of the Psychosocial and Community Support Project include: 1) Establishment and training of Psychosocial Support Teams, 2) Provision of Psychosocial Support Services in communities, 3) Strengthening Community Based Networks, 4) Livelihoods extension and empowerment provided. The pilot project was initiated 2009 and is set to conclude in December 2010.
Peacebuilding Impact and key outcomes:
Peacebuilding Impact:  Individual and Community members are better able to promote a peaceful co-existence and prevent and respond to traumatic events and social problems that have the potential to create conflict

Key outcomes: 

5. Established and trained Psychosocial Support Teams;

6. Psychosocial Support Services provided in communities;

7. Strengthened Community Based Networks; and

8. Livelihoods extension and empowerment provided.

Outputs and Key Activities:

1. Increased understanding of the nature and extent of community-based psychosocial support (including livelihood support) in the target counties through conducting baseline survey. 

2. Increased knowledge and skills among staff of the MOH&SW in terms of psychosocial support services through training and capacity building. 

3. Increased access to psychosocial support services in identified health facilities through a strengthened referral system, awareness/information provision and counseling. 

4. Increased livelihoods schemes for vulnerable persons, by provision of entrepreneurial activities.

ARC is the main implementing partner of the project, while the MOHSW has implemented activities in components related to training and psychosocial counseling service provision in coordination with ARC. 

The MOHSW selected 45 – 60 health and social welfare workers to participate in this project and educate County Health Teams and health facility leadership on the project and related referral systems. The MOHSW is supporting the provision of critical psychosocial services in partnership with ARC social workers and use the National Social Welfare Policy & Plan as a guiding mechanism to improve access to care, service delivery, welfare institutions, and workforce development in the counties. The MOHSW staff dedicated to this program includes members of the County Health & Social Welfare teams (CHTs), which function as an extension of the Ministry by providing treatment and support at health facilities in every county, as well as Community Health Workers and Social Workers deployed from the Central MOHSW office in Monrovia. 

ARC tailored and applied its model of integrated psychosocial support and life skills training to this program, with the goal of ultimately transitioning ownership to MOHSW – combined classroom and field training to improve the capacity of MOHSW social workers and CHT members to provide psychosocial care. ARC is implementing all aspects of the livelihood empowerment program with assistance from the MOHSW in facilitating referrals. 

The Psychosocial and Community Support Project is a pilot program that will end in December 2010. As it is a pilot and the core components of the program are coming to a close, it is very important to conduct a final evaluation that will allow us to gauge the overall impact as well as determine areas for improvement for future programming.

2. Purpose of Evaluation 

With the project coming to an end, a comprehensive impact evaluation needs to be conducted with a focus on lessons learned and how to improve efficacy of the project while also looking into the reliability of the project in other locations. One primary concern is measuring client satisfaction with the types of services provided. This information will be collected through client feedback surveys, focus group discussions and interviews. At the end of the training and mentoring period, a final evaluation will be held with each of the MOH&SW staff.  The evaluation will take place at several levels including: community level, individual level, and social worker trainees.

Community level: Random samples of both intervention and comparison communities will be surveyed at the end of the program to measure the difference in change between the communities. The Most Significant Change approach will be used as a qualitative participatory method of monitoring changes in individuals and communities throughout the project. Community discussions guided by questions about key changes but largely driven by the community (rather than program indicators) will be held. 

Individual level: In order to assess individual change among those referred for psychosocial care, the program has developed pre- and post-counseling assessments. The assessments were designed to help guide social workers in treatment planning and also serve as a baseline assessment. Individual assessments include demographic information (all identifying data is confidential), presenting problems, risk and protective factors, symptoms, and treatment plan. The evaluation will utilize the pre- and post-counseling assessments to determine the impact of the program at the individual level. The individual assessments also provide essential information on who is being referred, the problems presented in the community (i.e., trauma, substance abuse, aggression, depression, domestic violence, etc.), and change related to intervention. This will help the evaluation to identify needed interventions and training for future projects. At the individual level, the impact of the MED component will also be evaluated.

Social worker trainees: Social workers were assessed on knowledge and skills gained in the trainings through pre- and post-training tests. Individual interviews will be conducted through the evaluation to gain feedback from trainees. Pre- and post-test scores will be analyzed and paired with trainee feedback to determine the lessons learned and modify future programming accordingly.

3. Objectives and methodology

Overall, the evaluation should follow the OECD/DAC standards and principles for evaluation of development programmes
.
Objectives:

8. Assess the design of the pilot project, including management and staffing structures

9. Assess the relevance of the project with regard to priorities and policies of the Government (MOHSW), ARC, UNFPA, and the needs of target populations

10. Assess the effectiveness of the project, i.e. the performance and the achievement of purpose and objectives, comparing actual and expected results. Also study any changes made during the implementation, in relation to increased or decreased effectiveness

11. Assess the qualitative effects/impact of the project on the beneficiaries (target group) 

12. Assess the efficiency of the implementation processes and strategies of the Unit/project:

a) Assess the management of the project, and assess the delivery process

b) Assess the use of inputs to produce project outputs; assess the causality (examine the factors or events that have affected the project results)
13. Document best practices, and draw lessons learned
14. Assess project sustainability, i.e. the likelihood that achievements will continue if/when support is withdrawn, as well as what is required for the project to be sustained/sustainable

Methodology:

. The evaluation will combine both qualitative and quantitative methods to gather relevant information aiming at assessing the relevance, performance and best practices, and drawing lessons learned, for learning as well as for input to planning of continuation/replication. Review of reports and documents, and interviews and discussions with project staff, beneficiaries and key stakeholders.  

1. Preparatory Activities: review of reports and documents, monitoring reports, statistics, analysis of performance data, development of data collection tools;

2. Evaluation Activities: discussion/interview with UNFPA, project staff and beneficiaries, observation of activities, and meetings with partners and other stakeholders;

3. Post-evaluation Activities: preparation and dissemination of the final evaluation report, sharing of lessons learned and best practices.

4.  Scope of work and output 

In order to achieve the objectives the consultant shall:

(i) Develop an inception report outlining the methodology for the Evaluation, as well as the practical steps to be taken (plan);

(ii) Hold initial meetings, or have structured e-mail exchange, with theMOHSW, ARC and UNFPA to further refine the scope of evaluation, and develop the structure of the Evaluation report;

(iii) Undertake interviews with ARC, MOHSW UNFPA, and other stakeholders and beneficiaries;

(iv) Prepare an Evaluation report with findings and detailed recommendations;

(v) Perform any other task as requested by MOHSW/ARC/UNFPA in relation to the evaluation.

5. Inputs
The consultant will base their work out of the ARC office and will use ARC vehicles and drivers allotted to this project for movement. It is recommended that the consultant bring their own laptop as it is not certain that ARC will be able to provide one. The consultant will have access to the facilities at the ARC office (such as printers, stationery, supplies, etc.).

6. Duration

The Consultant will complete the work over the duration of six weeks, starting November 8, 2010, with the deadline for submission of final evaluation report on December 8, 2010.

7. Qualifications and Experience

The Consultant shall have the following competencies and experience:
· A degree in public health or social sciences, along with relevant training in gender studies, psychology, or other relevant field.

Experience:

· At least 5 years of professional and relevant experience in the areas of programme management and evaluation, SGBV, psychosocial support, or relevant field.

Language requirements:

· Excellent analytical, presentation and writing skills in English;
· Good PC skills, ability to use the Internet;

· Personal qualities: responsibility, flexibility and punctuality; proven integrity, objectivity and professional competence; demonstrated sensitivity to cultural diversity and gender issues; demonstrated experience of working directly with local communities; proven communication skills.

8. Some of the documents to be reviewed
· Counseling forms and database

· Baseline assessment report from focus group discussions

· MED applications and database

· Project documents including quarterly and annual reports

Annex IV: List of Persons Met

	No.
	Name
	Position
	Contact #/Email

	1.
	Hon. Joseph W. Geebro
	Deputy Minister for Social Welfare, MoH/SW
	065887821 Geebrojoseph@yahoo.com

	2.
	Carrie Hasselback
	Country Director, ARC
	0880513947 carriehasselback@arcliberia.org

	3.
	Sidney W. Bowier
	Case Worker, MoH
	

	4.
	Patrick Kollie
	Counselor, ARC
	

	5.
	Marie Tamba
	Counselor, ARC
	

	6.
	Edward Gblee
	Program Manager, ARC
	

	7.
	Bendu A. Tulay
	Assistant Minister for Social Welfare, Ministry of Health
	065128123 tarlora2002@yahoo.com

	8.
	Jonah J. Boykai
	Project Coordinator, MoH
	06736805

jonahboykai@msn.com

	9.
	Patricia Togba
	Administrative Assistant, MoH
	06539371

togbapat@yahoo.com

	10.
	Darren L. Domah
	Supervisor, Mont. Co.
	06617937

D2p22002@yahoo.com

	11.
	Ruth B. Cooper
	Counselor, MoH
	06553112 

Babyjet04@yahoo.com

	12.
	Antoinette T.S. Boimah
	Case Manager, MoH
	06476633



	13. 
	Maiyeadeh Amegashie
	Case Manager
	06612665 

Akiealib20@yahoo.com

	14.
	Shirley Togba
	Case Manager
	06572366

	15.
	Siannah M. Qwamie
	Case Manager, MED
	06557765 
sqwamie@yahoo.com

	16. 
	James Z.Barzon
	Case Manager
	0880543837

	17.
	Patricia M. Clarke
	Case Manager
	06525814
Patriciaclarke23@yahoo.com

	18.
	Vamba L. Fofana
	Case Manager
	05854730

	19.
	Wilmot M. Beyan
	Office Assistant
	06460593

Bewil4peace@yahoo.com

	20.
	Vivian M. Kanneh
	Supervisor
	06525815

Viviank2003@yahoo.com

	21.
	Deddeh M. Wleh
	Case Manager
	06640849

	22.
	Myers J.B. Jabatteh
	Case Manager
	06577417

	23.
	J. Cassious Masah, Jr.
	Case Manager
	06546327

jmasah@yahoo.com

	24.
	Sam B. Taylor
	Case Manager
	06907108

	25.
	Michael K. Kamau
	Psychosocial Specialist, UNFPA
	06611298

kariumimike@hotmail.com

	26.
	Kalimu Sackie
	Police Officer, Gbatala
	0770456580

	27.
	Aaron Bellah
	Police Officer, Sammay
	05203748


Note: List of clients met during the evaluation could not be inclusive for reason of confidentiality.
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