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PROJECT DOCUMENT TEMPLATE  
                

 
                        

 PBF PROJECT DOCUMENT  
(Length: Max. 12 pages plus cover page and annexes) 

 
Country: Somalia  

Project Title: Improving psychosocial support and mental health care for conflict affected 
youth in Somalia: a socially-inclusive integrated approach for peace building 
 
Project Number from MPTF-O Gateway (if existing project): 00118835 
PBF project modality: 

 IRF  
 PRF  

If funding is disbursed into a national or regional trust fund 
(instead of into individual recipient agency accounts):  

  Country Trust Fund  
  Regional Trust Fund  

Name of Recipient Fund:  
List all direct project recipient organizations (starting with Convening Agency), followed type of 
organization (UN, CSO etc): World Health Organization (WHO), UNICEF, IOM 
List additional implementing partners, Governmental and non-Governmental: 
Somalia National University (SNU) 
Expected project commencement date1: 26 November 2019 
Project duration in months:2 21 months 
Expected project end date: 31 August 2021 
Geographic zones (within the country) for project implementation: Kismayo (Jubbaland), Baidoa 
(South West State) and Dollow (Jubaland) (for service delivery, cascade trainings and awareness-
raising activities), Mogadishu (for Training of Trainers) and Galkaayo (for awareness-raising 
activities) 
Does the project fall under one of the specific PBF priority windows below: 

 Gender promotion initiative 
 Youth promotion initiative 
 Transition from UN or regional peacekeeping or special political missions 
 Cross-border or regional project 

Total PBF approved project budget* (by recipient organization): 1,500,000 USD 
WHO: 770,400 USD 
UNICEF: 254,948 USD 
IOM: 474,652 USD 
Total: $ 1,500,000 

*The overall approved budget and the release of the second and any subsequent tranche are conditional and subject to PBSO’s 
approval and subject to availability of funds in the PBF account. For payment of second and subsequent tranches the Coordinating 
agency needs to demonstrate expenditure/commitment of at least 75% of the previous tranche and provision of any PBF reports 
due in the period elapsed. 
 

Any other existing funding for the project (amount and source): None 
PBF 1st tranche (60%): 
WHO: $462,240 
UNICEF: $152,968.8 
IOM: $284,791.2 
Total: $900,000 

PBF 2nd tranche (40%): 
WHO: $308,160 
UNICEF: $101,979.2 
IOM: $189,860.8 
Total: $600,000 

PBF 3rd tranche* (0%): 
WHO: 0 
UNICEF: 0 
IOM: 0 
Total: 0 

 
1 Note: actual commencement date will be the date of first funds transfer. 
2 Maximum project duration for IRF projects is 18 months, for PRF projects – 36 months. 
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Two-three sentences with a brief project description and succinct explanation of how the project 

is time sensitive, catalytic and risk-tolerant/ innovative:  

 

This project is aimed at improving Mental Health and Psychosocial Support Services (MHPSS) for 

conflict affected youth in Somalia, through a socially inclusive integrated approach for peacebuilding. 

This pilot project is a first of its kind in Somalia, where an estimated third or more of the population 

suffers from mental illness, and where much of the population faces psychosocial problems stemming 

from the effects of acute and protracted conflict, further exacerbated by climatic and other shocks. It 

will break new ground in improving understanding of the links between mental health and conflict in 

Somalia. Through partnership between UN agencies, Somali authorities, and a prominent national 

academic institution, the project will not only establish the first institutional response to mental health 

and psychosocial issues affecting young Somali men and women, but it will also be a catalytic 

intervention aimed at systematically addressing one of the most critical, yet never previously addressed, 

barriers to lasting peace and reconciliation in the country. The project will also aim to reduce stigma 

and promote community-based approaches to reach vulnerable youth. Furthermore, the project will be 

the first of its kind to collect and analyze primary data on inter-linkages between mental health and 

peacebuilding in Somalia and, as a result, has the potential to catalyze significant support from other 

donors towards addressing MHPSS as one measure to help achieve and sustain peace in Somalia. 

Summarize the in-country project consultation and endorsement process prior to submission to 

PBSO, including through any PBF Steering Committee where it exists, including whether civil 

society and target communities were consulted and how: 

 

Two rounds of consultation meetings were conducted with project stakeholders in the UN, government 

and academia. The first round was for the initial submission of the summary proposal and the second 

round was after its initial approval. A project development team comprising of technical officers from 

the three agencies was formed. This team met several times, consulted with local PBF coordination 

team, the Ministry of Health, local stakeholders, and youth leaders from two of the target IDP 

settlements. The project team has incorporated the feedback they received from the different 

stakeholders into the proposal. 

 

Project Gender Marker score:  _2__3 
Specify % and $ of total project budget allocated to activities in direct pursuit of gender equality and women’s 

empowerment: A total of USD 800,518 (53%) is allocated towards Gender Equality and Women 

Empowerment.  

Project Risk Marker score: ___1__4 

Select PBF Focus Areas which best summarizes the focus of the project (select ONLY one): Increasing 

equitable access to social services (3.2). 5 

 
3 Score 3 for projects that have gender equality as a principal objective and allocate at least 80% of the total 

project budget to Gender Equality and Women’s Empowerment (GEWE)  

Score 2 for projects that have gender equality as a significant objective and allocate at least 30% of the total 

project budget to GEWE 

Score 1 for projects that contribute in some way to gender equality, but not significantly (less than 30% of the 

total budget for GEWE) 
4 Risk marker 0 = low risk to achieving outcomes 

Risk marker 1 = medium risk to achieving outcomes 

Risk marker 2 = high risk to achieving outcomes 
5  PBF Focus Areas are: 

(1.1) SSR, (1.2) Rule of Law; (1.3) DDR; (1.4) Political Dialogue;  

(2.1) National reconciliation; (2.2) Democratic Governance; (2.3) Conflict prevention/management;  

(3.1) Employment; (3.2) Equitable access to social services 

(4.1) Strengthening of essential national state capacity; (4.2) extension of state authority/local administration; (4.3) 

Governance of peacebuilding resources (including PBF Secretariats) 
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If applicable, UNDAF outcome(s) to which the project contributes: Outcome 5.1 of the United 

Nations Strategic Framework (UNSF 2017-2020): The Somali population has improved access to and 

benefits from equitable and quality essential social services. 

If applicable, Sustainable Development Goal to which the project contributes: Achievement of goal 

number 3 – Good Health and Well-Being, as well as goal number 17— Partnerships for the Goals. 

If applicable, National Strategic Goal to which the project contributes: National Strategy and Action 

Plan for Preventing and Countering Violent Extremism through addressing barriers of youth to 

participate peace building and conflict resolution initiatives, and the National Health Sector Strategic 

Plan which identifies mental health’s critical gap and proposes mental health as part of its key 

priorities. 
Type of submission: 

 

 New project      

 Project amendment   

 

If it is a project amendment, select all changes that apply and 

provide a brief justification: 

 

Extension of duration:    Additional duration in months (number 

of months and new end date): 6 months, 26 August 2021   

Change of project outcome/ scope:  

Change of budget allocation between outcomes or budget 

categories of more than 15%:  

 

Regarding the increase of 120% in WHO’s travel budget: these 

changes represent an alignment with previously unanticipated travel 

costs. These arose mainly from meetings in Cairo and Geneva. These 

were respectively with WHO staff from the regional office to discuss 

project implementation and with academics related the research study 

respectively. Some additional resources have also been included in 

this budget, to cover for any potential new travel which could arise as 

the project unfolds.      

 

 

Additional PBF budget:  Additional amount by recipient 

organization: USD XXXXX 

 

Brief justification for amendment: 

The COVID-19 pandemic greatly slowed down project 

implementation as all agencies’ attentions were redirected towards 

responding to the pandemic and restrictions on the ground (social 

distancing, travel bans) hindered access to project locations and to 

beneficiaries. This no-cost extension will enable all partners to build 

on the work already done and achieve what was originally foreseen: 

expand psychosocial support and mental health care to conflict-

affected youth, as well as draw evidence-based links which may 

show how improved mental health and psychosocial support can lead 

to improved social-cohesion and peacebuilding. 

 

 

Note: If this is an amendment, show any changes to the project 

document in RED colour or in 

 TRACKED CHANGES, ensuring a new result framework and budget 

tables are included with clearly visible changes. Any parts of the 

document which are not affected, should remain the same. New 

project signatures are required. 
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I. Peacebuilding Context and Rationale for PBF support (4 pages max) 

 

a) A brief summary of conflict analysis findings as they relate to this project, focusing on 

the driving factors of tensions/conflict that the project aims to address and an analysis of 

the main actors/ stakeholders that have an impact on or are impacted by the driving 

factors, which the project will aim to engage. This analysis must be gender- and age- 

sensitive. 

 

Somalia has suffered from protracted conflict and social unrest since the collapse of the 

central government in 1991. The conflict, exacerbated by recurrent climactic shocks and 

mass displacement, has fragmented society, eroded resilience and coping mechanisms, and 

amplified underlying problems of economic inequality and social injustice. Following an 

in-depth context analysis, Kismayo (Jubaland), Dollow (Jubaland), Baidoa (South West 

State), Mogadishu and Galkaayo  have been identified as priority areas6. In the recent years, 

the main drivers of displacement are connected to both natural and man-made factors, 

including drought and climatic variability (eg. varying rainfall and temperature) and 

conflict, particularly related to Al-Shabaab (AS) activities in the rural areas. As a result, 

Baidoa is currently hosting over 300,000 IDPs, with expanding number of IDP camps that 

rose from 2016 to 2018 by 72 new sites. In Kismayo city, IDP arrivals tend to originate 

mainly from Lower Juba region, of which Kismayo city is the capital. Kismayo also 

receives many returnees from the Dabaab refugee camp in Kenya, and these returnees 

coupled with the ongoing drought have led Kismayo’s IDP population to swell. Similar to 

Kismayo, the urban centre of Dollow hosts a large number of IDPs affected by prolonged 

drought, as well as road restrictions by AS around Garbaharey and Bardhere districts, which 

are key areas for pastoral communities which have since migrated to more urban locations 

in search of food, water and other necessities for livelihoods. Banadir Regional 

Administration (BRA) covers the area of the city of Mogadishu, making it the smallest 

region with the highest population, and simultaneously, a host of the largest IDP population 

in the country (estimated at over 700,000 persons). Mogadishu has also experienced the 

greatest frequency and concentration of armed attacks in Somalia since 2012. Finally 

Galkayo has one of the highest protection severity resulting from clan violence, drought, 

migration and displacement.  

 

As a result of the mass disruptions experienced in Somalia over the past 25 years, much of 

the population especially youth are dealing with multi-layered psychosocial problems and 

challenges that have never been addressed. Further, according to the most recent data from 

WHO (2010) on mental health in Somalia, one in three Somalis are affected by mental 

illness. In addition to these complexities, more than two thirds of the country’s population 

(15.4 million) is made up of young men and women, of which 73 percent are below the age 

of 30, the majority of whom have only known conflict for much of their lives. Most have 

directly experienced, witnessed, or been exposed to extreme violence, destruction, 

displacement, and personal loss, or had their lives uprooted and aspirations denied.  

 

The psychosocial vulnerability and mental health context for young men and women is 

more complex due to traditional gender and societal norms and practices, where stigma 

associated with mental illness and psychosocial problems often inhibits all avenues and 

opportunities for recovery. Population sub-groups that are particularly at increased risk and 

more vulnerable include displaced individuals, young women with high likelihood of 

experiencing gender-based violence (GBV), and certain groups of young men (i.e. ex-

 
6 Please note that not all locations will be targeted for the same activities. Service provision, awareness-raising 

and cascade training activities will take place in Kismayo, Baidoa and Dollow. Training of trainers will take 

place in Mogadishu and awareness-raising activities will also take place in Galakaayo.  



 

6 

 

combatants, idle young men who have lost the means to take care of their families, young 

men at risk of detention or who are targets of violence). Moreover, conflict and insecurity 

affect men and women differently. Women and children are often the most vulnerable and 

thus prone to being hit the hardest. Security needs, perceptions, roles and participation in 

decision-making differ according to socio-cultural gender roles; and, as a result, women, 

men, girls and boys face different threats to their security and distinct obstacles to accessing 

services where available. Women are more vulnerable to abuses and different forms of 

GBV including rape, sexual assault, forced prostitution, and domestic violence. In 2018, 

more than 76 percent of recorded GBV survivors were reported to be from IDP 

communities7. Widespread Female Genital Mutilation (FGM) and forced marriage at a very 

early age may also prove as potent risk factors for mental illness and psychosocial 

disruption in women. Women and young girls are thus exposed to a higher risk of 

experiencing harmful ordeals leading to psychological problems and increased 

psychosocial vulnerability, which if not addressed through community support structures 

and/or focused services, can become chronic and long-lasting.  As an additional barrier, 

women are less likely than men to utilize MHPSS services when available, according to 

available data. 

 

Overall, MHPSS services are largely non-existent in Somalia. Services are neither available 

in the public sector, nor supported by humanitarian or development actors. In a system 

where traditional and formal institutions are ill-equipped to deal with mental illness and 

psychosocial problems, youth often resort to harmful coping strategies, (e.g. self-

medication, substance abuse), which worsen mental health and the psychosocial effects of 

mass disruption while increasing sense of disenfranchisement and reinforcing the existing 

stigma around psychosocial problems and mental illness. This poor situation is further 

exacerbated now due to the current coronavirus 2019 (COVID-19) pandemic, which brings 

with it additional stressors which will inevitably affect youth and other vulnerable 

populations. 

 

Most mental illnesses begin during adolescence and continues into adulthood, with major 

depression occurring approximately twice as often in women than men. The effects of 

psychosocial problems originating during the formative period of youth are likely to carry 

over into adulthood. Youth, particularly males, tend to have higher rates of substance abuse, 

which in Somalia consists predominantly of the use of khat. A recent youth and peace 

building study in Somalia, conducted by the UN and World Bank, found that youth want to 

actively participate in Somalia’s peace building efforts, expressing a deep responsibility to 

help bring about sustainable peace in their country.8 However, mass disruption (trauma), 

and recurrent conflict and displacement is damaging the social capital of young Somali men 

and women and further contributes to their disenfranchisement and vulnerability. The large 

number of disenfranchised youth feeds into an already serious problem of marginalization, 

which is an established conflict driver. As a consequence of all of the above, the natural 

ties, rules and bonds between people and within communities that strengthen coping and 

resilience, are damaged – a contributing factor to ongoing and prolonged conflict in 

Somalia, and part of a vicious cycle that prevents lasting peace from taking hold.  

 

Youth in Somalia constitute the majority of the population and they have the potential to 

play a crucial role in the recovery of the country. At the same time, when deprived of 

education and economic opportunities and whilst being exposed to continuous violence, 

young people can hardly contribute to improving the stability of their communities. In 

addition, they are at risk of being exploited in partisan dynamics in the community that fuel 

 
7 Somalia Protection Cluster – Midyear review 2018 
8 Youth as Agents of Peace (World Bank, UN Somalia, UN Habitat), Final Report, 2018 
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tensions and lead to conflict. Youth and adolescents who experience early aggression and 

a violent childhood are at the highest risk of perpetrating violence9. In this context, support 

for youth becomes a pressing issue for the effective recovery and stabilization of at-risk 

communities. It is critical to empower youth to be positive change agents for reducing 

conflict and increasing peace building.  

  

 

b) A brief description of how the project aligns with/ supports existing Governmental and 

UN strategic frameworks, how it ensures national ownership and how the project builds 

on any previous phase of PBF support and/or any concrete lessons learned.  

 

The proposed project will complement existing primary health care services and 

peacebuilding initiatives implemented by the UN, by addressing a critical service delivery 

gap – MHPSS – which is currently not provided by any humanitarian or developmental 

programmes in Somalia. The project will also address stigma and isolation of young men 

and women; promote their participation and contribution to conflict resolution and 

peacebuilding; and proposes a sustainable solution for mental health, psychosocial support 

service and substance abuse prevention in Somalia. 

 

Increasingly recognized amongst MHPSS and peacebuilding practitioners is that 

interventions aiming to achieve peace building would benefit from closer inter-linkages 

with mental health interventions, as both disciplines add vital elements to countries 

rebuilding their social, economic and political structures after violent conflict. Therefore, 

post-conflict rebuilding must take place in an interdisciplinary and inter-sectoral way, 

incorporating the psychological, social, political, historical, cultural and economic nuances 

that define each society. This project therefore recognizes that for peace building efforts in 

a protracted conflict context like Somalia to be successful, MHPSS services must be 

integrated to enable youth to be positive change agents in the peace building process, rather 

than further exacerbating and driving conflict cycles. It is important to note that mental 

health issues, if not managed and treated, may contribute to disability with its rights-related 

challenges, and since the rights of persons with disabilities are now part of the priorities of 

the Federal Government, as per the Universal Periodic Review commitments and the 

signing of the Convention on the Rights of Persons with Disabilities, this proposal is very 

timely. 

      

Furthermore, this project was also developed in close consultation and alignment with the 

Somali Mental Health Strategy, the UN Strategic Framework, and the Somalia National 

Development Plan by contributing to the social and human development chapter which 

prioritizes MHPSS.  

 

Additionally, the project aligns with and contributes to a number of other Government 

youth polices, strategies and plans, including: the Federal Government of Somali’s (FGS) 

Social Development Roadmap Goal 4, which prioritizes provision of affordable and 

accessible basic social services, such as health, education, clean water and electricity; the 

National Reconciliation Framework, which identifies trauma healing as an important piece 

of reconciliation; the FGS’s National Youth Policy and National Mental Health Strategy, 

which supports the provision of mental health in conflict settings; the National Health 

Sector Strategic Plan, which identifies MHPSS as a critical gap and proposes that it be part 

of key priorities; the National Strategy and Action Plan for Preventing and Countering 

Violent Extremism, by addressing barriers of youth to participate in peace building and 

 
9 World Youth Report – Youth and Conflict – Accessible at: 

http://www.un.org/esa/socdev/unyin/documents/ch14.pdf 
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conflict resolution initiatives; and finally the Somali Youth 4 Peace Pact and Convention 

on the Rights of Persons with Disabilities, which the Government signed in October 2018., 

More recently, this project will also indirectly contribute to the Government’s National 

Contingency Plan for Preparedness and Response to the Coronavirus Disease 2019 

(COVID-19) and the joint UN Somalia Country Preparedness and Response Plan for 

COVID-19, both of which prioritize mental health and psychosocial care. Indeed, building 

capacities in and raising awareness on MHPSS amongst youth in target locations may 

contribute to the development of future avenues where social and mental health 

consequences resulting from COVID-19 can be addressed, including amongst persons who 

contracted and overcame the disease, health care workers, individuals whose livelihoods 

were severely impacted, and local populations in general.  

Finally, this project will also indirectly contribute to the implementation of guidelines 

released on COVID-19 by international organisations, including WHO Emergency 

Response Plan for COVID-19 in Somalia, Inter-agency Standing Committee (IASC) 

guidelines on  Operational Considerations for Multisectoral Mental Health and 

Psychosocial Support Programmes During the COVID-19 Pandemic.  

.  

 

c) A summary of existing interventions in the proposal’s sector by filling out the table 

below. 

 

Project name 

(duration) 

Donor and budget Project focus Difference from/ 

complementarity to 

current proposal 

There are currently no dedicated MHPSS projects being implemented in Somalia. 

 

 

II. Project content, strategic justification and implementation strategy (4 pages max 

Plus Results Framework Annex) 

 

a) A brief description of the project content – in a nutshell, what are the main results the 

project is trying to achieve, the implementation strategy, and how it addresses the conflict 

causes or factors outlined in Section I (must be gender- and age- sensitive). 

 

The project aims to address a critical gap contributing to persistent conflict in Somalia— 

lack of psychosocial support and mental health services for conflict affected youth— 

through a socially-inclusive integrated approach for peace building. The activities in this 

project will directly empower conflict-vulnerable youth to be agents of peace and positive 

change in their communities, re-directing youth away from harmful or self-damaging 

practices that fuel tension and contribute to conflict. This will lead to improved individual 

and collective youth well-being and resilience, reduced vulnerability of youth to conflict 

drivers, and stronger community social cohesion. 

  

The project will avail focused and community-based mental MHPSS services to youth 

suffering from mental illness, context-driven psychological problems, and psychosocial 

vulnerability in conflict-affected IDP settlements.  

 

Identification, care and treatment of mental illness will be integrated into the primary 

healthcare services delivery at health facilities including the development of a youth-

centered and gender-aware MHPSS services training module for health workers, as well as 

a professional training of clinical staff on MHPSS guidelines and skills at health facilities 

in targeted IDP settlements in Kismayo, Baidoa and Dollow  
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Community-based psychosocial support (PSS) structures and services will be established 

utilizing the local health facilities and/or strategic exisiting community facilities as an entry 

point. These include formation of support groups, provision of basic communication and 

counseling (youth peer-to-peer counseling), training of community leaders and health 

workers in psychological first aid, strengthening of gender-based violence (GBV) referral 

pathways, mobilization of communities by their own youth for 

social/traditional/recreational activities to strengthen social cohesion and enhance 

community bonds, and establishment of MHPSS youth resource centers connected to the 

health facility (where many of the psychosocial support services (PSS) and positive 

empowerment activities will be conducted). Community dialogues between youth, 

community leaders/stakeholders, and local authorities on conflict and peacebuilding will 

be organized and facilitated at the resource center. Through this combination of 

community-based PSS structures and activities, the youth themselves will be mobilized, 

trained and empowered to engage in delivery of PSS to their peers and communities, 

fostering and promoting youth to embrace and lead peacebuilding and conflict reduction 

efforts. These awareness-raising activities will take place in Kismayo, Baidoa, Dollow and 

Galkayo. 

 

Further, youth will be empowered and supported to raise awareness in their communities 

and with their fellow youth about substance abuse, negative coping mechanisms and 

harmful behaviors that contribute to conflict, and stigmatization of mental illness. This will 

be achieved using locally contextualized approaches and communication mediums, to help 

effect change from harmful practices to participation in positive and productive activities, 

and to encourage and provide avenues for youth to become ‘agents of peace’. 

 

Finally, a study will be conducted on the linkages between mental health and psychosocial 

support in the context of  conflict and peace building, with a particular focus on youth and 

gender dynamics. This study complements the other project activities, as it will create a 

knowledge base about the interplay between MHPSS and conflict drivers in Somalia, 

helping inform new evidence-based approaches and interventions which can be 

implemented as a follow-on to the project. The study findings will help contextualize the 

results and analysis from the other components of this project.  

 

Gender-sensitive approaches will also be incorporated throughout the project life-cycle, 

including through identification of gender-specific barriers to access MHPSS (which will 

take place during the initial assessment of each IDP site prior to project implementation); 

gender-balance among health facility staff trained and deployed in project activities; the 

collection and analysis of all project data with gender disaggregation; capacity building of 

institutions on mental health and peacebuilding including with emphasis on women and 

youth-led organizations; and income-generating activities targeting young women. 

Through improved psychosocial support and the provision of mental health care for conflict 

affected youth in Somalia, this project addresses a critical social service delivery gap; will 

help reduce stigma and the isolation of young men and women; promotes youth 

participation and contribution to conflict resolution and peace building; and proposes a 

sustainable solution for MHPSS and substance abuse prevention in Somalia through a 

collaborative and partnership approach between WHO, UNICEF, IOM, the Ministry of 

Health (MoH), and Somalia National University (SNU).  

 

b) Provide a project-level ‘theory of change’ – i.e. explain the type of change envisaged by 

the project and how do you expect the project interventions to lead to results and why 

have these interventions been selected. What are the assumptions that the theory is based 
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on? (Note: Change may happen through various and diverse approaches, i.e. social 

cohesion may be fostered through dialogue or employment opportunities or joint 

management of infrastructure. The selection of which approach should depend on 

context-specific factors. What basic assumptions about how change will occur have 

driven your choice of programming approach?) 

 

If social isolation and harmful behavior associated with mental illness and psychosocial 

problems can be mitigated through provision of mental health and psychosocial support 

activities, including awareness raising to youth in IDP sites and marginalized communities 

in conflict-affected areas,  

 

Then the youth will contribute to breaking the negative cycle of exclusion and reducing 

marginalization and drivers of conflict,  

 

Because youth affected by mental health illnesses and psychosocial problems will be 

empowered to positively contribute to social cohesion and stability of their communities.  

 

The project assumes provision of mental health and psychosocial support services to young 

men and women, reduction of stigma associated with mental and psychosocial disorders, 

and improved social cohesion will reduce youth disenfranchisement and marginalization, 

which is an established conflict driver, and thereby enabling them to become positive 

change agents who are contributing to peace building opportunities.   

 

c) Project result framework, outlining all project outcomes, outputs, activities with 

indicators of progress, baselines and targets (must be gender- and age- sensitive). Use 

Annex B; no need to provide additional narrative here. 

 

d) Project targeting and sequencing strategy – provide justification for geographic zones, 

criteria for beneficiary selection, expected number and type of beneficiaries and 

justification, timing among various activities, any measures to ensure coherence and 

connection between outcomes, and any other information on implementation approach 

(must be gender- and age-sensitive). No need to repeat all outputs and activities from the 

Result Framework. 

 

This project will target urban centres of Kismayo (Jubaland state), Baidoa (in South West 

state) and Dollow (in Jubaland state) for all activities, as well as Galkayo for awareness-

raising activities and Mogadishu for training of trainers only. These target locations were 

selected based on a combination of factors including the IDP population, number and 

density of IDP settlements and communities, the accessibility and relative security of the 

towns, political context, conflict dynamics and severity (e.g. history of recurrent inter-clan 

conflicts, and active conflict between the government and Al Shabaab in the region). 

Indeed, these regions have also been severely affected by the ongoing drought and pre-

famine situation in Somalia, triggering large influxes of IDPs into the urban centres, which 

in turn have only exacerbated the challenging conflict-related dynamics.  

 

The project’s direct beneficiaries are estimated at 26,500 individuals across the 4 project 

implementation sites located in conflict-prone regions/towns. These also include 25 health 

workers trained in Mogadishu as part of the training of trainers. Most direct beneficiaries 

will be IDP youth and their families, and emphasis will be placed on reaching young 

women who are otherwise marginalized or fall through the cracks. The direct 

beneficiaries include 1] IDP youth and their families who will be reached through 

community-based PSS services and activities (especially youth with PSS needs stemming 
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from years of mass disruptions), 2] IDP youth and family members who will receive care 

and treatment for mental illnesses at primary healthcare facilities (where mental 

healthcare has been integrated and mainstreamed), 3] GBV survivors— female and 

male— who receive care, support, and appropriate referral linkages to needed services 

(medical/ legal/ protection/ shelter/ security), 4] youth directly addressed and reached in 

awareness raising activities about substance abuse, harmful practices and opportunities for 

positive empowerment (as well as the youth leading those activities), 5] health workers 

trained in provision of MHPSS services within primary healthcare through the new 

MHPSS curriculum, and 6] community members trained in basic psychosocial support 

skills. The IDP youth reached through the project activities will benefit from improved 

individual well-being, increased emotional resilience, reduced vulnerability to conflict 

drivers, and empowerment to contribute to community stability and cohesion through 

active participation in activities that foster reduced conflict and increased community 

well-being (‘agents of peace’). 

 

The estimated number of indirect beneficiaries are 288,520, which include the entire 

communities in the IDP settlements where the interventions are being implemented— the 

target communities in their entirety will benefit from improved social cohesion and 

collective well-being, as well as mitigation of potential conflict drivers among youth 

leading to reduced violence and likelihood of more enduring peace and stability. The 

communities will benefit from addressing social stigma related to trauma, mental illness, 

psychosocial issues, and improved access to PSS and mental health services. 

 

The whole country will benefit from creation of embedded institutional capacity for training 

of health workers in youth-friendly and gender sensitive MHPSS service provision 

(integrated into primary health care services and other basic social services), which will 

sustain itself beyond the project. 

 

III. Project management and coordination (4 pages max) 

 

a) Recipient organizations and implementing partners – list direct recipient organizations 

and their implementing partners (international and local), specifying the Convening 

Organization, which will coordinate the project, and providing a brief justification for the 

choices, based on mandate, experience, local know-how and existing capacity. Also fill 

out the table below for each recipient organization: 

 

Agency Key sources of budget (which 
donors etc) 

Location of in-
country offices 

Highlight any existing expert 
staff of relevance to project 

WHO 

Somalia 

(Convening 

Organization)  

CERF / DFID / Italy / Japan 

/ Germany / GAVI / WHO 

funds from its Regional 

Office and HQ  

Mogadishu, 

Baidoa, 

Kismayo, 

Garowe, 

Hargeisa  

Dr Rizwan Humayun - 

Medical Officer/Primary 

Health Care  

 

Dr. Naima Abdullahi, 

Public Health Emergency 

Officer  

 

IOM Somalia  CERF / Japan/ Germany / 

USG 

Mogadishu 

Baidoa 

Kismayo, 

Dollow, 

Garowe, 

Bossaso 

Ms Elaine Joyce Duaman 

MHPSS Specialist 
 

Mr Kerry Kyaa 
Programme Manager 
(Migration Health) 
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Hargeisa 

UNICEF 

Somalia  

CERF / DFID / OFDA / 

SIDA / Japan / Denmark / 

Canada / Holland / 

Belgium 

Mogadishu, 

Garowe, 

Hargeisa, 

Baidoa 

David Sezikeye 

CP Specialist (CPIE) 
 

Maher Farea 

CP Specialist (MRM) 

 

Shah Jamal Akhlaque  

Chief C4D 

 

WHO Country Office Somalia (WCO), will be the lead and convening organization for 

this project because of its mandate; technical expertise at country, regional and global level, 

with respect to the development and implementation of mental health and psychosocial 

programming activities, particularly in emergency and conflict settings; and its position as 

co-chair of the Inter-Agency Standing Committee’s Task Force on Mental Health.  

 

The main WCO office is located in Mogadishu, with three other sub-offices across Somalia. 

In addition, WHO’s main counterpart is the Ministry of Health (MOH) at Federal and State 

level, and it possesses a strong physical presence in all regions and States in the country, 

including through a vast network of international and national staff on the ground.  

 

As part of this project, WHO will sub-contract SNU (a public, but semi-autonomous 

academic institution) as a civil society organization (CSO). WHO will provide intensive 

technical guidance and support to SNU in the development and roll-out of the training 

module on mental health and substance abuse, including with regard to integrating this 

training into relevant education curricula. WHO will also lead the implementation of 

operational research on the linkages between mental health, substance abuse, conflict and 

peace building. SNU will further implement the training module so as to create a cadre of 

local expert ‘trainers’, who through a cascade training, will subsequently train health 

workers in health facilities in selected IDP settlements in conflict-affected areas (in 

Kismayo, Baidoa and Dollow). Additionally, to ensure sustainability of the project, SNU 

will act as a referral and repository center where data and information from health facilities 

that are providing mental health and psychological services can be collated and analyzed to 

better understand the mental and psychosocial disabilities faced by affected communities 

in Somalia. In addition, WHO in collaboration with SNU, the Federal MOH and other 

international academics will conduct a research study on inter-linkages between youth, 

MHPSS and peace building in Somalia to inform evidence-based strategies/approaches for 

the Government and international community alike, as well for future advocacy and 

resource mobilization efforts. 

 

IOM is another UN recipient organization and will lead the implementation of facility and 

community-based MHPSS service delivery, targeting youth in conflict-affected areas of 

Kismayo, Baido and Dollow and IDP settlements through primary healthcare facilities. 

IOM is active throughout Somalia, with strong presence and technical staff across all major 

cities and strategic migration routes. IOM currently supports health-care services at 25 

static health facilities and via 10 mobile medical teams, providing frontline medical care to 

vulnerable populations affected by recurrent climatic shocks and protracted conflict. The 

agency already operates within the targeted IDP settlements, and has therefore teams in 

place, community acceptance and a good understanding of local dynamics. 

 

UNICEF is the third recipient UN organization and, considering its mandate and expertise 

on behavior change and social communication, will support the development and roll-out 
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Movement 

restrictions due to 

security related 

incidents 

(international staff) 

Possible Significant High Somali national staff will be 

implementing the project at 

field level, and unlike 

international staff, they are 

able to move freely in the 

target project sites. 

High turnover rate of 

trained health 

facilities staff. 

Likely Significant Medium 

 

Collaboration with MOH to 

ensure retention of trained staff 

and conduct on the job training 

to other staff within target sites  

Project sustainability  Possible Significant Medium The project, framed around 

training and community 

engagement, has inbuilt 

sustainability. The structures in 

place to facilitate community 

engagement and foster youth 

leadership/participation will 

endure, not requiring inputs. 

The training modules will be 

incorporated into pre-service 

and in-service training 

curricula of the Ministry of 

Health. 

Challenges in 

working with MOH, 

as the attention is 

focused on 

responding to the  

the COVID-19 

pandemic and no 

focal point was 

initially appointed 

Likely Medium Medium A new focal point has been 

appointed and MOH 

committed to participating to 

steering committee meetings  

Movement and other 

restrictions resulting 

from the COVID-19 

pandemic 

Likely Significant High Extensive use of remote 

working modalities, including 

secure and other online 

platforms to conduct meetings, 

trainings etc., as well as email 

and telephone. 

 

d) Monitoring and evaluation – What will be the M&E approach for the project, including 

M&E expertise in the project team and main means and timing of collecting data? 

Include a break-down of M&E budget that the project is putting aside, including for 

collection of baseline and end line data for indicators and for an independent evaluation, 

and an approximate M&E timeline. Ensure at least 5-7% of the project budget is set aside 

for M&E activities, including sufficient funds for a quality independent evaluation. 

 

As this project aims to target an unchartered programmatic area of MHPSS and peace 

building, it includes a robust monitoring and evaluation plan. A dedicated M&E technical 

expert will manage the M&E implementation for this project, creating a granular joint M&E 

micro-plan encompassing all three outputs at the inception of the project (based on the 

logical framework for the proposal, see Annex B), and then ensuring throughout project 

period that the M&E plan is implemented and coordinated across agencies. The individual 
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agencies also have strong M&E capacity which will be utilized and feed into the overall 

M&E system. 

 

The logframe in Annex B details the project outcome and output indicators, the tools that 

will be developed and utilized at project locations to capture the data, and the frequency of 

data collection. For recurrent activities, data will be collected monthly from the field, sent 

to the project administration team in Mogadishu, and relevant data extracted and inputted 

into databases. For one-off or infrequent activities, data will be collected when those time-

phased activities take place. All data will be disaggregated by age and gender except where 

not applicable. Individual beneficiary data, especially health facility patient data, will be 

protected for confidentiality in accordance with international and national guidelines. The 

project will utilize the existing mechanisms for Accountability to Affected Populations 

(AAP) to ensure that community feedback is captured and incorporated into program 

implementation throughout the project cycle. 

 

The target outcome of the project is for Somali youth in conflict-prone displacement 

settings to have a reduced likelihood of resorting to negative practices that contribute to 

conflict, and instead greater likelihood to actively engage in activities that promote 

peacebuilding and social cohesion—  achieved through increased access to youth-friendly 

mental health care, community-based psychosocial support activities and services, and 

tailored information dissemination. The outcome will be measured through Knowledge, 

Attitudes, and Practices (KAP) surveys and Focus Group Discussions with health workers 

and community stakeholders. The M&E expert in collaboration with partner agencies will 

take the lead in developing the baseline and endline KAP surveys which will be conducted 

at the major IDP settlements in the project. The KAP survey will assess youth awareness 

and practice of negative coping mechanisms that contribute to conflict (e.g. substance abuse 

and GBV), and youth participation in positive activities that may contribute to 

peacebuilding and social cohesion in their communities. Focus-group discussions (FGDs) 

will be conducted at beginning and end of the project (baseline and endline) to assess 

perceptions and views of IDP community leaders, youth leaders and health workers about 

the extent to which they are empowered with avenues to support their local youth who have 

mental illness or face context-driven psychological problems and psychosocial 

vulnerabilities. 

 

In addition to the planned M&E activities described above, additional assessments and 

evaluations may be carried out as the project occurs and needs are identified, such as cross-

sectional surveys, interviews, and FGDs.  

 

Joint supervision and monitoring visits will be conducted where possible by the project 

management team, including the international programme managers from each agency, to 

all project sites to ensure smooth and high-quality implementation of the different project 

components, as well as identify barriers and develop solutions. An independent/third party 

company will be hired to in the final month of the project to conduct a holistic evaluation 

of the project, which will include review of data records at project sites, interviews with 

beneficiaries and health facility staff, etc.  

 

The research study is a vital component of the project, as it will provide an opportunity to 

better understand the linkages between MHPSS and peace building in Somalia, and it will 

complement the other M&E components.  
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The lessons learned from this project and best practices will also be documented and shared 

with all relevant stakeholders in Somalia to inform improvements to the implementation 

model and inform discussions about future directions after project completion. 

 

A total of 95,000 USD (6% of project budget) is allocated to project monitoring 

and evaluation. 

Monitoring and evaluation activities  Allocated budget  

Recruitment of M & E Expert  40,000 USD 

Joint monitoring visits  15,000 USD 

Data collection and reporting  10,000 USD 

Independent evaluation at the end of the project  30,000 USD 

 

 

e) Project exit strategy/ sustainability – Briefly explain the project’s exit strategy to ensure 

that the project can be wrapped up at the end of the project duration, either through 

sustainability measures, agreements with other donors for follow-up funding or end of 

activities which do not need further support. If support from other donors is expected, 

explain what the project will do concretely and pro-actively to try to ensure this support 

from the start. If relevant, what are project links to any existing platforms or 

partnerships? 

 

All current developmental and humanitarian projects in Somalia do not support MHPSS. 

This pilot project therefore proposes a sustainable mechanism to cover a critical basic 

services delivery gap in some selected locations and health facilities through integrating 

MHPSS into existing primary health care services. No additional health facilities staff will 

be recruited as existing staff and community caregivers in selected conflict-affected IDP 

settlements within target locations will be trained.  

 

A multidisciplinary training module on MHPSS for youth will be developed and integrated 

into relevant curricula at SNU to ensure sustainability of the program. In addition, the 

project will be the first of its kind to undertake a study that will generate evidence-based 

information on the inter-linkages between mental health and peace building in Somalia, 

which has the potential to catalyze significant funding from other donors and continuation 

of this innovative project. 

 

IV.      Project budget  

If helpful, provide any additional information on projects costs, highlighting any 

specific choices that have underpinned the budget preparation, especially for 

personnel, travel or other indirect project support, to demonstrate value for money for 

the project. Proposed budget for all projects must include funds for independent 

evaluation. Proposed budget for projects involving non-UN direct recipients must 

include funds for independent audit. State clearly in how many tranches the budget will 

be provided and what conditions will underpin the release of a second or any 

subsequent tranche. Standard approach is two tranches for UN recipients and three 

tranches for non-UN recipients with the second tranche being released upon 

demonstration by the project (by the Coordinating Agency on behalf of the project and 

through the Resident Coordinator’s Office or PBF Secretariat) that the first tranche 

has been expensed or committed to at least 75% between the recipients and upon 

completion of any regular PBF reports due in the period elapsed. Additional tranches 

or conditions may be added depending on the project context, implementation 

capacity, and level of risk. Fill out two tables in the Excel budget Annex D. 

 



 

17 

 

Justifications for changes to WHO budget categories:  

 

 

 

Budget Category Justification of Increase/Decrease 

1. Staff and other 
personnel 

Decreased by 5.6%, from US $90.000 to $85,000. Dedicated staff are now 
assigned to the project and it is now anticipated that the total cost for this 
budget category will not exceed US $85,000. 

2. Supplies, 
Commodities, 
Materials 

Increased by 5.6% from $90,000 to $95,000. It is anticipated that additional 
resources are needed to ensure adequate supplies and materials support 
are available for routine M&E activities. 

4. Contractual services 
Decreased by 6.4%, from $235,000 to $220,000. This reduction is based on 
forecasts with respect to forthcoming workshops and trainings, which are 
anticipated to be lower than initially submitted. 

5. Travel 

Increased by 120%, from $25,000 to $55,000. These changes align with 
previously unanticipated travel costs which arose for travel and meetings 
related to the project in Cairo and Geneva. The former was a meeting with 
WHO staff from the Regional Office (RO), the latter a meeting with 
Academics from around the world. Both meetings sought ways of how the 
Regional Officer and Academics could support this project, particularly with 
respect to M&E and establishing evidence-based links for the research study 
on how improved mental health can lead to improved peacebuilding and 
social cohesion. Some additional resources have also been included here to 
ensure some additional travel will be possible in case necessary at a later 
date.  

6.Transfers and Grants 
to Counterparts 

Decreased by 11.8%, from $170,000 to $150,000. This is in line with a 
budget that has been developed and agreed upon with Somali National 
University (which will be the recipient agency). 

7. General Operating 
and Other Costs 

Increased by 5.6%, from $90,000 to $95,000, in order to cover other 
anticipated operating costs related to M&E and training.  
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Annex A.1: Project Administrative arrangements for UN Recipient Organizations  

 

(This section uses standard wording – please do not remove) 
 

The UNDP MPTF Office serves as the Administrative Agent (AA) of the PBF and is responsible for the 

receipt of donor contributions, the transfer of funds to Recipient UN Organizations, the consolidation of 

narrative and financial reports and the submission of these to the PBSO and the PBF donors. As the 

Administrative Agent of the PBF, MPTF Office transfers funds to RUNOS on the basis of the signed 

Memorandum of Understanding between each RUNO and the MPTF Office. 

 
AA Functions 

 

On behalf of the Recipient Organizations, and in accordance with the UNDG-approved “Protocol on the 

Administrative Agent for Multi Donor Trust Funds and Joint Programmes, and One UN funds” (2008), the 

MPTF Office as the AA of the PBF will: 

 

● Disburse funds to each of the RUNO in accordance with instructions from the PBSO. The AA will 

normally make each disbursement within three (3) to five (5) business days after having received 

instructions from the PBSO along with the relevant Submission form and Project document signed by 

all participants concerned; 

● Consolidate the  financial statements (Annual and Final), based on submissions provided to the AA by 

RUNOS and provide the PBF annual consolidated progress reports to the donors and the PBSO; 

● Proceed with the operational and financial closure of the project in the MPTF Office system once the 

completion is completed by the RUNO. A project will be considered as operationally closed upon 

submission of a joint final narrative report. In order for the MPTF Office to financially closed a project, 

each RUNO must refund unspent balance of over 250 USD, indirect cost (GMS) should not exceed 7% 

and submission of a certified final financial statement by the recipient organizations’ headquarters); 

● Disburse funds to any RUNO for any costs extension that the PBSO may decide in accordance with the 

PBF rules & regulations.   

 

Accountability, transparency and reporting of the Recipient United Nations Organizations 

 

Recipient United Nations Organizations will assume full programmatic and financial accountability for the 

funds disbursed to them by the Administrative Agent. Such funds will be administered by each RUNO in 

accordance with its own regulations, rules, directives and procedures. 

 

Each RUNO shall establish a separate ledger account for the receipt and administration of the funds 

disbursed to it by the Administrative Agent from the PBF account. This separate ledger account shall be 

administered by each RUNO in accordance with its own regulations, rules, directives and procedures, 

including those relating to interest. The separate ledger account shall be subject exclusively to the internal 

and external auditing procedures laid down in the financial regulations, rules, directives and procedures 

applicable to the RUNO. 

 

Each RUNO will provide the Administrative Agent and the PBSO (for narrative reports only) with: 

 

Type of report Due when Submitted by 

Semi-annual project 

progress report 

15 June Convening Agency on behalf of all 

implementing organizations and in 

consultation with/ quality assurance by 

PBF Secretariats, where they exist 

Annual project progress 

report 

15 November Convening Agency on behalf of all 

implementing organizations and in 
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Annex A.2: Project Administrative arrangements for Non-UN Recipient Organizations  

 

(This section uses standard wording – please do not remove) 
 

Accountability, transparency and reporting of the Recipient Non-United Nations 

Organization: 

 

The Recipient Non-United Nations Organization will assume full programmatic and financial 

accountability for the funds disbursed to them by the Administrative Agent. Such funds will be 

administered by each recipient in accordance with its own regulations, rules, directives and 

procedures. 

 

The Recipient Non-United Nations Organization will have full responsibility for ensuring that the 

Activity is implemented in accordance with the signed Project Document; 

 

In the event of a financial review, audit or evaluation recommended by PBSO, the cost of such 

activity should be included in the project budget; 

 

Ensure professional management of the Activity, including performance monitoring and 

reporting activities in accordance with PBSO guidelines. 

 

Ensure compliance with the Financing Agreement and relevant applicable clauses in the Fund 

MOU. 

 

Reporting: 

 

Each Receipt will provide the Administrative Agent and the PBSO (for narrative reports only) 

with: 

 
Type of report Due when Submitted by 

Bi-annual project progress 

report 

15 June  Convening Agency on behalf of all 

implementing organizations and in 

consultation with/ quality assurance by 

PBF Secretariats, where they exist 

Annual project progress 

report 

15 November Convening Agency on behalf of all 

implementing organizations and in 

consultation with/ quality assurance by 

PBF Secretariats, where they exist 

End of project report 

covering entire project 

duration 

Within three months from 

the operational project 

closure (it can be submitted 

instead of an annual report if 

timing coincides) 

Convening Agency on behalf of all 

implementing organizations and in 

consultation with/ quality assurance by 

PBF Secretariats, where they exist 

Annual strategic 

peacebuilding and PBF 

progress report (for PRF 

allocations only), which 

may contain a request for 

additional PBF allocation 

if the context requires it  

1 December PBF Secretariat on behalf of the PBF 

Steering Committee, where it exists or 

Head of UN Country Team where it does 

not. 





 

22 

 

Non-UN recipient organization (NUNO) eligibility: 

 

In order to be declared eligible to receive PBF funds directly, NUNOs must be assessed as 

technically, financially and legally sound by the PBF and its agent, the Multi Partner Trust Fund 

Office (MPTFO). Prior to submitting a finalized project document, it is the responsibility of each 

NUNO to liaise with PBSO and MPTFO and provide all the necessary documents (see below) to 

demonstrate that all the criteria have been fulfilled and to be declared as eligible for direct PBF 

funds. 

 

The NUNO must provide (in a timely fashion, ensuring PBSO and MPTFO have sufficient time to 

review the package) the documentation demonstrating that the NUNO: 

⮚ Has previously received funding from the UN, the PBF, or any of the contributors to the 

PBF, in the country of project implementation 

⮚ Has a current valid registration as a non-profit, tax exempt organization with a social based 

mission in both the country where headquarter is located and in country of project 

implementation for the duration of the proposed grant. (NOTE: If registration is done on an 

annual basis in the country, the organization must have the current registration and obtain 

renewals for the duration of the project, in order to receive subsequent funding tranches) 

⮚ Produces an annual report that includes the proposed country for the grant 

⮚ Commissions audited financial statements, available for the last two years, including the 

auditor opinion letter. The financial statements should include the legal organization that 

will sign the agreement (and oversee the country of implementation, if applicable) as well 

as the activities of the country of implemenentation. (NOTE: If these are not available for 

the country of proposed project implementation, the CSO will also need to provide the latest 

two audit reports for a program or project based audit in country.) The letter from the auditor 

should also state whether the auditor firm is part of the nationally qualified audit firms. 

⮚ Demonstrates an annual budget in the country of proposed project implementation for the 

previous two calendar years, which is at least twice the annualized budget sought from PBF 

for the project10  

⮚ Demonstrates at least 3 years of experience in the country where grant is sought 

⮚ Provides a clear explanation of the CSO’s legal structure, including the specific entity 

which will enter into the legal agreement with the MPTF-O for the PBF grant. 

 

 

 

 
10

 Annualized PBF project budget is obtained by dividing the PBF project budget by the number of project 

duration months and multiplying by 12. 
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9. What other preparatory activities need to be undertaken before actual project implementation 
can begin and how long will this take? N/A 

State level officials, including State MOH in project target 

locations will need to be engaged in advance. The necessary 

consultations can be completed within three weeks. 

 

Annex D: Detailed and UNDG budgets (attached Excel sheet) 




