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Fig. DS1. PRIME Cross Country ToC
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Ceiling of accountability
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“see De Silva et al 2014 for more detalls

Last updated: 20th June 2014




Service delivery

Level of care Political buy in Capacity Building

SHORT TERM OUTCOMES

Improved

Health,

; . Social &
MH Coordinator cr Carl):l::?d::,):;w on incl pompztent,r q
appointed at HC A inclusive and continuing Economic
Lo psychiatry nurses care provided

Mental Health
Awareness
Raised in facility

Stigma reduced
programme

Health Care Facilities
in providers

Sensitization
workshop
held at HC

Community . _
stakeholders Stigma redut.:ed in
engaged community

Persons with
Mental Health Awareness Priority Mental Disorder
raised in community referred

Community

MH supported in CBR provided
the community

Community
sensitization

workshops held

This is a summary of the PRIME Ethiopia Theory of Change showing the outcomes pathway only.
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Fig. DS3 PRIME India TOC MAP

Legends
Interventions in TOC

1 Procurement of Psychotropic medications and
setting up a space for mental health interventions
in the facilities

2 Training of medical officersfmental health
managers

3 Recruitment and training of Front-line workers

4 |dentification of patients with priority mental
disorders, provision of mental health first aid,
follow-up of patients and provision of rehabiltation
seivices

S Community based interventions to improve mental
health literacy

6 Community based intetventions to reduce stigma
and improve help-seeking behavior

7 Pharmacological management of priority mental
disorders and provision of psycho-social
interventions

Assumptions in TOC

A Budget provisions made and money is made
available for setting up space and procurement of
psychotropic medications

B Political buy-in and support to endorse mental
health guidelines and support its implementation

C General health staff (MOs and FLWs) willing to
provide mental health services at community and
faciiity level

D Improvement in mental health literacy would
improve help-seeking behavior resulting in demand
for services

E Stigma reduction interventions would improve help-
seeking behavior resulting in demand for service

F Patients receive regular follow-up and are adherent
to treatment and in these patients interventions lead
to reduction in disease severity and disability
severity

G Mental Health Cellis accessible

H Services offered in Mental Health Cell are

acceptable and affordable




Mental Health Plan
is
Available

LEGENDS

Regular supply
of medicine [10]

Medicine available in PHC/HP/SHP|

Physical/

space avaliable [11]

Staff able to
diagnose
using protocols [12]

Staff are motivated & Staffare trained
------- &ready to deliver ----! & confident in
program [20] @ delivery of program [19]

Demand for
Mental Health

Availability

Health Facillty Lvel

~~~~~~ Intervention Needed

Assumption

Intervention

€ Services [13]
Trainer [18] vices [13]

Treatment package

mrere 8-@-@-

[ INDICATORS }

[1] Pre-post survey, Employment rate
[2] Number of symptoms reduced, number of suicide attempts
Police case and road accident (only for AUD)
[3] Defaulter rate, Relapse rate; Medicine record and report, Family record about medicine consumption
[4] Referral Slip and Feedback
[5] Referral slips.
[6] No of patients who come with family members to health facility, Improvement of patient, Field report
[7] No of trained community member and source of patient in health centre
[8] Number of trained staff available, drugs available, Protocol available
Recording and reporting tools, and Alternative trained manpower
[9] Supervision check list, Report, ion and provided; Supervision record
[10] Stock register, ASL(authorized stock level), EOP(emergency order point)
[11] Availability of separate room for MH treatment
[12] Protocal in place, Register, Prescription slip O\C
[13] Client flow, Community participation on mental health training
meeting, seminar in the community
[14] Interview/Survey result, client flow
[15] Patient flow and Survey result
[16] Number of people referred to health facilities and Number of cases positively diagnosed in the PHC
[17] No of trained human resource and frequency of training
[18] No of trainer available
[19] Pre test and post test result, skills test, Exposure visit to hospital ,case study
[20] Performance appraisal by DPHO
[21] Fulfillment of sanctioned post, government commitment
[22] Budget allocation and timely release
[23] MOU with MOHP
[24] Appointment of supervisor, Report and checklist

People are adherent
to treatment for
required duration [3]

Reduced symptoms
of psychosis [2]

Reduced symptoms of
Tension, Stress
/ Depression [2]

Reduced symptoms
of Alcohol Abuse [2]

===

Functioning psychosocial

support program in school
is in Place

Note:
Yellow color: Additional pre-condition
for adolescent depression

Red color: Additional pre-condition for AUD

Increased coverage

Improved
Social,

Economic,

&

Health

of People

With
Mental Health

Disorders
(and their family members)

Treated by

the program. [1]

[ ASSUMPTIONS

INTERVENTIONS J

1

|
|

|

Improved Economic

Reduced Social
Problems
(Violence, Marginal

A - Mental health experts are involved in process

B - Ministry of Health and Population has money to spend
C - Motivation is possible without monetary incentives

D - Trained staff is not transferred or new staff is trained

E - Community participation for transportation of
the patients

F - Trained staff able to distinguish real and fake
drug users

G - Treatment leads to reduced mental health problems

H - Involvement of user groups for awareness raising and

destigammtization process

2 - Procurement

1 - Program orientation

3 - Orientation on mental health and
(non- monetary) incentives

4 - Training course

5 - Training course

6 - Awareness and sensitization program
7 - Use of supervision checklist and guide
8 - Coordination and feedback

9 - Intervention provided
10- Rehabilitation
11 - Follow-up
12 - Community reintegration activities

conducted

13 - Psychosocial interventions given

14 - Regular supervision

15 - Linkage to livelihood programs:
16 - Psych ion to family




Fig. DS5 PRIME SAToC
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Fig. DS6 Theory of Change for Improving Mental Health Care —Kamuli District Uganda
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NGOs, Politician
leaders, stakeholders
involved in
management of Ml
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Interventions

Sensitize partners including PNFPs
Sensitize district administrators
Training in HMIS

Avail HMIS logistics

MH focal person joins the support
supervision team

Procure drugs

Recruit and deploy staff

Standardized training for HWs

Buy in DHMTs [1]

Improved data
collection,
compilation, analysis
& HMIS put to use [5]

©

Xl
Xl

Xl

X1V
XV

XVI

Better planning for

MH services[2]

Budget for MH

services increased &
approved [3]

> <>

HWs recruited &

redeployed at all

levels — staffing
levels improved [4]

®

\ 4

GHWs
knowledgeable &

Continuous
availability of
medicines [8]

©

Integrate MH in
routine support
services [6]

( )
Stigma & (

discrimination

GHWSs managing PWMI alongside the general patients [15]

~

N

reduced at facility

)T

Early
identification
occurs at
facility level
[13]

skilled in managing J

MI [9]

Interventions

Mentoring & support of the GHWs

e.g. protection,& incentive

Avail guidelines at facility level

screening for CMDs
Media program

Sensitize community

Community dialogue for mental

health

Develop appropriate IEC materials

Form & Facilitate formation of

support groups

Sensitize & train VHT & extension

workers to identify priority
disorders

o U1 B W N

~

10
11
12

PWMI are
receive
treatment as
intended for
the required
duration [14]

Early case
identification

level [10]
All HWs are
able to Identify
MI [12]
4 )\
HWs’ attitude &
Confidence improved
[11]
\_ J

People with Ml
referred to PHC

O

increased in the
community [18]

( )

Increased
Community
awareness of MI[17]

'
AV

Stigma &
discrimination

facility & attended to
[19]

( Increased demand

reduced in the
community [22]

Indicators

Participation of key stakeholder in meetings, reported buy in on
interview
MH included in the approved work plans

Proportion of budget allocated to MH

Proportion of facilities with qualified HWs work plans

HIMS records and reports

Mental health in reports of DHMT, Representation of MH on DHMT ,
MH regularly on the agenda of DHMT

Level of participation &MH activities in their work plans work plans
Days of stock outs and medication on essential drug list
Appropriate diagnoses and treatment

Change in stigma and discrimination of HCW before/after training
Change in perceived confidence and attitude of HCW before/after training

Appropriate diagnosis & treatment

L for services [20]

Indicators

13 Appropriate diagnosis & treatment

14  higher attendance recorded in HIMS

15 Attendance records

16  Referrals from VHTs & reports
17 People aware about the causes & nature of Ml
18 No. of patients referred to PHC facility

19 Increased no. of clients receiving MH care

Mental
Health
services
integrated
and
available at
all services
of care
within the
district by
2016 [24]

—

Improved livelihood
for patients with
priority disorders

[23]

20 No. of PWMI benefiting in existing district programs

21  Referrals from Extension workers

22 Increase in no. of people presenting for mental disorders in

facilities.

23 Level of participation in the activities of support groups
24  Health Facility records & reports
25 General Socio-economic welfare of PWMI and their

families

Ceiling of accountability

|
|
LONG TERM |
OUTCOME : IMPACT
Improveq I Improved
health, social .
. | health, social
& economic .
| & economic
outcomes for
corle it | outcomes for
P L. > people with
priority L
. priority
disorders and .
. - disorders and
their families . .
their families

and /or carers
treated by
the MCHP
[25]

and /or carers
in the District

Assumptions

A The District is adequately funded

B Increased utilization of data
C Service standards available

D HWs available on the market: MH is a priority

E NMS has adequate stocks & delivers on time

F Time & space available

G Health care seeking behavior improve with increased awareness
H Awareness improves attitude toward the mentally ill

| Opposition from complimentary healers does not cause undue
influence





