
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or 
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​​​​t​p​:​/​/​c​r​e​​a​​​t​i​
v​e​​c​​o​​m​​m​​o​n​s​.​o​r​g​/​l​i​c​e​n​s​e​s​/​b​y​-​n​c​-​n​d​/​4​.​0​/​​​​​.​​​

Moyano et al. Conflict and Health           (2024) 18:68 
https://doi.org/10.1186/s13031-024-00629-x

Conflict and Health

†Arianna Moyano and Daniela Vergara Co-first author.
†Kathryn L. Lovero and M. Claire Greene Co-senior author.

*Correspondence:
M. Claire Greene
mg4069@cumc.columbia.edu

Full list of author information is available at the end of the article

Abstract
Background  Poverty is a key social determinant of mental health among forcibly displaced persons. This study 
aimed to design and pilot test a strategy to integrate existing mental health and economic inclusion interventions for 
displaced families in Ecuador.

Methods  We conducted a series of qualitative interviews (n = 30), focus groups (n = 6), and workshops (n = 3) to 
develop a set of strategies for integrating cross-cutting and focused mental health and psychosocial support (MHPSS) 
strategies into an existing economic inclusion program for displaced families in Quito. We non-randomly assigned 
two field offices in Quito to (1) integrate cross-cutting strategies focused on improving economic outcomes or (2) 
integrate both those cross-cutting strategies plus focused MHPSS strategies into an economic inclusion program. 
We measured site-level implementation outcomes (adoption, appropriateness, acceptability, feasibility, fidelity, 
reach, retention, usability) and participant-level psychosocial (wellbeing, depressive symptoms, anxiety symptoms, 
functioning) and economic inclusion outcomes (financial resources, diet diversity, social capital/networks, self-
reliance) over six months. We conducted a mixed-methods analysis to explore the acceptability and feasibility of the 
integration strategies and the ability to evaluate their effects in a future cluster randomized trial.

Results  We developed a toolkit that included 10 strategies for integrating MHPSS into economic inclusion 
interventions. Fifty displaced persons participating in an existing economic inclusion program (25 per study 
condition) were enrolled and 88% remained in the study through the six-month follow-up. Participants and 
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Background
As of 2023, over 117.3 million people have been forcibly 
displaced from their homes due to persecution, violence, 
and other emergencies [1]. Protracted displacement has 
become increasingly common, and many displaced per-
sons live in uncertain and precarious situations that pres-
ent barriers to health services, work opportunities, and 
basic needs. Latin America has experienced high levels of 
intraregional migration for decades [2].

For the past twenty years, Ecuador has been host to 
one of the largest refugee populations in Latin America, 
many of whom are from Colombia [3]. More recently, the 
economic and political crisis in Venezuela has produced 
one of the largest populations globally, which includes 
asylum seekers, refugees, and other migrants in need 
of international protection, hereafter referred to as dis-
placed persons. In 2024, an estimated 474,945 Venezu-
elan displaced persons were residing in Ecuador [4], most 
of whom have an irregular migration status (73%), which 
presents challenges for socioeconomic integration [5]. 
In 2017, the National Assembly in Ecuador adopted the 
Law of Human Mobility, which states that “persons who 
are residing in Ecuador are entitled to work and to access 
social security” and are also assured the right to health 
[6]. In recent years, the government has made efforts to 
facilitate the regularization process for displaced per-
sons in Ecuador, primarily Venezuelans and their families 
who lack legal status. These efforts align with protection 
and integration strategies recommended in the Global 
Compact on Refugees [7]. Ecuador therefore serves as 
an important setting to examine how policies and pro-
grams can facilitate the integration and wellbeing of dis-
placed communities within economic, health, and social 
context.

Populations displaced by humanitarian emergencies 
face an elevated risk of mental health and psychoso-
cial problems [8–10]. Studies of mental health among 
displaced persons in Latin America reveal that men-
tal health problems, such as depression and anxiety, are 
common [11, 12] and that social and structural factors 

are key determinants of mental health [13–15]. Economic 
insecurity and lack of livelihood opportunities are among 
these social determinants of mental health [16, 17]. The 
numerous barriers to accessing mental health and psy-
chosocial support (MHPSS) that displaced persons face 
are compounded by socioeconomic inequalities [18, 19], 
leading to vicious cycles that exacerbate mental health 
problems as well as socioeconomic disadvantage.

Providing economic support may help to alleviate 
stress and improve the lives of displaced persons [20]. 
Thus, humanitarian health and protection organizations 
have recommended economic inclusion (EI) as a prior-
ity component of multisectoral programming [21, 22]. 
However, based on existing evidence from humanitar-
ian settings, it is unlikely that EI interventions delivered 
in the absence of MHPSS are sufficient to address the 
mental health and related needs of displaced persons and 
their families [23, 24]. Combining EI interventions with 
MHPSS addresses key structural and social determinants 
such as living conditions, social networks, and indi-
vidual resilience simultaneously [25, 26]. This multisec-
toral approach may create an enabling environment for 
improved mental health and psychosocial wellbeing [27].

The objective of this study was to design and pilot test a 
multisectoral strategy for integrating MHPSS into EI pro-
gramming for displaced persons in Ecuador.

Methods
Setting
This study builds on a multi-year partnership between 
an implementing organization (HIAS), academic orga-
nization (Columbia University), and advisors from mul-
tilateral organizations. HIAS is a non-governmental 
organization that provides protection services, including 
EI and community-based MHPSS to displaced persons 
and host communities. HIAS’ EI programs promotes 
opportunities to earn a sustainable income, build self-
reliance, and increase resilience [28]. The Socioeconomic 
Support Program (SESP) is a HIAS poverty alleviation 
program derived from the Graduation Model Approach 

implementers reported that the integration strategy was appropriate, acceptable, feasible, and usable. Implementers, 
including people without prior experience in delivering mental health services, were able to deliver the intervention 
with high fidelity. Integration of focused MHPSS intervention components into an economic inclusion program 
appeared to improve MHPSS outcomes, the strength of social capital and networks, and engagement in economic 
and other programs.

Conclusions  This study provides preliminary evidence of the acceptability and feasibility of integrating MHPSS into 
economic inclusion programs for displaced people. We found evidence supporting evaluation methods that can 
be employed in a future study to definitively test the added value of integrated approaches to mental health and 
economic wellbeing for displaced persons.

Keywords  Mental health and psychosocial support, Poverty alleviation, Economic inclusion, Forcibly displaced 
persons
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and contextualized for emergencies [29, 30]. HIAS first 
implemented SESP to respond to the needs of displaced 
persons in Ecuador. SESP supports families in graduating 
out of poverty over 12–15 months through four phases. 
First, families’ protection needs are evaluated using the 
Self-reliance index (SRI) to determine whether they are 
likely to benefit from SESP [31]. Second, HIAS staff and 
participants sign an agreement covering their respon-
sibilities throughout the program. Third, families par-
ticipate in monthly social and economic accompaniment 
and follow-up from staff, which includes referral to ser-
vices and case management of protection needs. Partici-
pants are provided cash-based interventions in the first 
3–6 months of the program to protect their basic needs 
while they start generating sustainable livelihoods. Dur-
ing this phase, the social promoter provides ongoing 
accompaniment to connect families with services, ver-
ify commitments, collaboratively envision strategies to 
achieve SESP objectives, and strengthen their community 
integration. The EI advisor supports families in achieving 
labor, financial, and savings stability through activities 
such as entrepreneurship and employment workshops, 
financial education, and technical/vocational training. 
Fourth, family’s accomplishments towards achieving 
self-reliance across four criteria (sustainable livelihoods, 
savings, food security, community integration) are recog-
nized by a graduation certificate [29, 32].

HIAS’ MHPSS programs seek to improve mental health 
and psychosocial wellbeing through multilevel interven-
tions according to the Inter-Agency Standing Commit-
tee Guidelines [33]. HIAS provides a range of MHPSS 
services, including individual support through special-
ized psychosocial and crisis interventions mainly for vio-
lence and torture survivors; group psychosocial support 
to strengthen coping/social skills and to promote gen-
eration of support networks; community programming 
to connect people to community and family supports 
through training promoters and local integration activi-
ties; and strengthening the capacities of public officials 
and humanitarian actors to ensure continuity of care and 
access to services using rights-based and participatory 
approaches [34].

Procedures
Study design
We employed a mixed-methods approach to participa-
tively develop the MHPSS and SESP integration strategy 
and then evaluate the strategy in a pilot implementation 
trial. All procedures and data collection were conducted 
by two research assistants with training in psychology 
and experience working in participatory and community-
based research with displaced populations. Study data 
in all phases were collected and analyzed in Spanish. 
All participants provided informed consent, and study 

procedures were approved by the Institutional Review 
Boards at Columbia University (AAAU8002) and Univer-
sidad San Francisco de Quito (2023-011E).

Participatory design phase
We used a participatory, iterative process that included 
displaced persons (asylum seekers, migrants, and refu-
gees), HIAS MHPSS and EI program staff, and other 
stakeholder groups. Throughout this process, these 
groups participated in interviews, focus groups, and 
workshops to conceptualize the strategy to integrate 
MHPSS and EI programs, design and operationalize the 
strategy and its components, and refine the strategy to 
fit the context. In the first phase (January-April 2023), 
we used process mapping to visually characterize the 
flow of HIAS clients entering, exiting, and being referred 
between SESP and MHPSS services [35]. We consulted 
with MHPSS and EI staff to refine a flow diagram and 
used routine monitoring data collected by HIAS from 
SESP 2022–2023 participants on their engagement in 
MHPSS services to validate the process diagram.

Next, we conducted 30 in-depth interviews (May-June 
2023) to explore the relationship between mental health 
and socioeconomic status among displaced persons in 
Ecuador, as well as perceptions on integrating MHPSS 
and economic programs. Participants were Spanish-
speaking adults (18 + years of age) who were familiar 
with mental health and/or socioeconomic conditions 
among displaced persons in Ecuador, including SESP 
participants and MHPSS clients, HIAS staff, and external 
stakeholders (e.g., representatives of government agen-
cies, non-governmental organizations, and foundations 
that provide mental health, economic, and protection 
services to displaced communities). We conducted six 
focus group discussions (FGDs, June-July 2023) with civil 
society and governmental organization representatives 
involved in economic, health and protection services; 
HIAS coordinators/managers; HIAS MHPSS or EI staff; 
and displaced persons participating in HIAS’ MHPSS 
and/or EI programs. FGD participants identified and pri-
oritized actions to promote the integration of MHPSS 
and SESP. We facilitated three participatory integration 
strategy design workshops (August-September 2023) 
with HIAS MHPSS and SESP staff. The workshops began 
by selecting actions prioritized during the FGDs and 
identifying which parts of SESP or other HIAS programs 
complement each action, specifying a strategy according 
to its components/actions (i.e., who is involved in imple-
mentation; what activities comprise the strategy; where, 
when and how it would be implemented), and refining 
the strategy to fit existing resources. Strategies were orga-
nized into a manual called Building the Future Toolkit 
(Caja de Herramientas para Construir Futuro; Table  1). 
All facilitation guides for in-depth interviews, focus 
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Table 1  Description of building the future toolkit and components
Cross-cutting strategies targeting economic outcomes
Strategy 1. Trabajando en mi futuro (Working towards the future)
  • Objective: Facilitate the exploration of needs, available resources, and the continual strengthening of technical skills to generate secure and 
sustainable livelihoods
  • Target outcomes: Secure and sustainable livelihoods, Self-reliance
  • Target population: Adults participating in entrepreneurship and employment programs
  • Activities: Recognizing opportunities, Economic project tree, Setting responsibilities, Fulfilling my dreams
Strategy 2. Conectarnos (Connecting among us)
  • Objective: Promote spaces for children, adolescents, and adults to participate in the creation of instrumental and emotional support networks 
and the exchange of experiences, ideas, and knowledge that aims to help with their integration into communities in Ecuador.
  • Target outcomes: Support networks
  • Target population: Families or individuals participating in economic inclusion programs
  • Activities: I know my community, Alumni network
Strategy 3. Asegurando mis ahorros (Securing my savings)
  • Objective: Promote and strengthen financial education and savings culture for adults, adolescents, and children to reduce the risk of experienc-
ing transgenerational poverty
  • Target outcomes: Savings
  • Target population: Families participating in economic inclusion programs
  • Activities: Three magic jars, Planning my savings, Creating my savings plan
Strategy 4. Sabores que unen (Flavors that unite)
  • Objective: Promote healthy eating through participatory and intercultural activities
  • Target outcomes: Health eating, Support networks
  • Target population: Families participating in economic inclusion programs
  • Activities: My food basket, Healthy pampamesa, What is the name of this food?
Non-specialised, focused mhpss strategies targeting mhpss outcomes
Strategy 5. Tejiendo redes (Weaving networks)
  • Objective: Foster the formation of instrumental and emotional support networks among participants and their families to promote social con-
nection among participants and their families while also strengthening coping skills.
  • Target outcomes: Support networks, Mental health and psychosocial wellbeing
  • Target population: Families participating in economic inclusion programs
  • Activities: Family calendar, Sharing my talent, Building alternatives
Strategy 6. Reconocernos (Recognizing ourselves)
  • Objective: Promote co-responsibility, autonomy, and resilience among persons through recognizing their own resources, planning their life 
project, and establishing mechanisms of self-monitoring and tracking their progress and achievements
  • Target outcomes: Self-reliance, Mental health and psychosocial wellbeing
  • Target population: Adults participating in economic inclusion programs
  • Activities: Path of self-exploration, My vision, Wheel of life, My commitment
Strategy 7. Tiempo para tí (Time for yourself)
  • Objective: Promote self-care strategies
  • Target outcomes: Mental health and psychosocial wellbeing
  • Target population: Adults, adolescents, and/or children participating in economic inclusion programs
  • Activities: Self-care calendar, How I feel today, Breathe and release
Strategy 8. Afrontando avanzo (Facing forward)
  • Objective: Strengthen skills for coping with adversity and stress that can emerge during the process of developing secure and sustainable 
livelihoods
  • Target outcomes: Mental health and psychosocial wellbeing, Secure and sustainable livelihoods
  • Target population: Adults participating in economic inclusion programs
  • Activities: Connecting with the present, Pursuing my goals, Connecting my strengths with my actions, My value and being kind
Strategy 9. Encuentro de sabores (Encountering flavors)
  • Objective: Promote healthy eating and nutrition through identifying the connection between eating behaviors and emotions
  • Target outcomes: Healthy eating, Mental health and psychosocial wellbeing
  • Target population: Adults participating in economic inclusion programs
  • Activities: Exploring food with my senses, Healthy alternatives
Strategy 10. Camino hacia mi ahorro (Road to my savings)
  • Objective: Strengthen psychosocial skills related to achieving saving goals
  • Target outcomes: Savings, Mental health and psychosocial wellbeing
  • Target population: Adults participating in economic inclusion programs
  • Activities: Getting stronger and saving, My savings make my ideals possible, Role-play to encourage savings
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groups, and workshops are provided as Supplementary 
Material.

Pilot implementation and evaluation phase
Twelve EI and MHPSS staff, including social promot-
ers, EI advisors, and psychologists, were trained by the 
research assistants in the study field offices, from Sep-
tember-October 2023, over two, 5-hour sessions. The 
training covered basic psychosocial and group facilitation 
skills, information about integration strategies, and how 
to implement the integration strategies within SESP.

We piloted the Building the Future Toolkit in two HIAS 
field offices in Quito (Quito Norte, Quito Sur) between 
October 2023 and May 2024. We enrolled one participant 
as a household focal point from each of the 50 SESP-par-
ticipating families (n = 25 per site). The 50 families were 
selected by HIAS to participate in SESP based on the fol-
lowing criteria: (1) Venezuelan or Colombian nationality 
with regular or irregular migration status; and (2) a score 
of 2-2.7 on the Self-Reliance Index, a measure of self-suf-
ficiency that ranges from zero to five [31]. The program 
sought to include families headed by young men/women 
(17–29 years), large families with three of more children, 
and families that included someone with social protec-
tion needs that included risk/history of gender-based 
violence, minoritized sexual or gender identity, disability, 
chronic illness, or someone who is pregnant or breast-
feeding. Often, SESP families were single adult house-
holds. In these cases, the household focal point for the 
SESP program was the same individual as was enrolled 

in the study. For families that included two eligible adults, 
they nominated one eligible adult to complete study 
assessments and serve as the focal point for the research 
study. We piloted two versions of the Building the Future 
Toolkit. In one site, Quito Norte, we implemented the 
four integration strategies that aimed to improve EI out-
comes through a multisectoral, cross-cutting approach. 
In the second site, Quito Sur, we implemented both the 
four cross-cutting strategies to improve EI outcomes and 
the six focused MHPSS actions to improve mental health 
and psychosocial wellbeing. SESP implementers incor-
porated these strategies into different SESP activities 
(e.g., home visits, entrepreneurship schools, cash-based 
interventions). Allocation of sites to study condition was 
non-random. Quito Sur was selected to implement the 
cross-cutting and focused MHPSS strategies because 
the study team perceived that readiness to adopt new 
strategies was higher and the SESP workplan was less 
developed at the start of the study, which enabled us to 
evaluate feasibility as part of this pilot study within a 
more flexible setting.

We collected data on site, implementer, and participant 
outcomes throughout implementation (Fig. 1). Research 
assistants collected routine monitoring information on 
attendance, fidelity, and feedback each time that an inte-
gration strategy was implemented. Study participants 
completed assessments of client outcomes at 0 (baseline), 
3 (midline) and 6 months (endline) post-enrollment in 
SESP. At the 3-month research follow-up, participants 
were receiving cash and voucher assistance (CVA) and 

Fig. 1  Study flow diagram and timeline. Notes:aReasons for loss to follow-up at 3 months in Quito Norte: Protection risk. bReasons for loss to follow-up at 
3 months in Quito Sur: No loss to follow-up. cReasons for loss to follow-up at 6 months in Quito Norte: Loss of contact, left Ecuador to migrate to other 
country, left Ecuador to return to Venezuela, didn’t have time to participate. dReasons for loss to follow-up at 6 months in Quito Sur: Resettlement
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had received some of the implementation strategies. At 
the 6 month assessment, participants were no longer 
receiving CVA and all the strategies of the toolkit had 
been applied; however, routine SESP activities contin-
ued after the 6-month study endpoint. At 6 months we 
conducted focus group discussions with EI and MHPSS 
program staff (k = 2; n = 9) and study participants (k = 4; 
n = 20).

Measures
Implementation (site-level) outcomes
We accessed routine program monitoring data to mea-
sure program adoption (% of strategies implemented), 
reach (# of families who participated in integration activi-
ties, % of families that utilized MHPSS or other HIAS 
services), and retention (% families who entered SESP 
and remained at 3- and 6-months after baseline) stratified 
by site. These indicators were ascertained from SESP pro-
gram documentation collected through program moni-
toring forms by SESP (EI) staff as well as by the research 
assistants through structured attendance sheets and 
activity checklists. completed by research assistants. We 
measured acceptability, appropriateness, and feasibility of 
the integration toolkit using the Acceptability, Appropri-
ateness, and Feasibility of Intervention Measures. These 
four-item questionnaires include response options on a 
5-point Likert scale (range = 4–20, higher scores = higher 
acceptability/appropriateness/feasibility) [36]. We mea-
sured usability with the Intervention Usability Scale, 
a 10-item questionnaire with response options on a 
5-point Likert scale (range = 0-100, higher scores = higher 
usability) [37]. Fidelity was measured using a structured 
checklist that assesses the extent to which a strategy was 
implemented as intended from zero (not implemented), 
one (partially implemented), to two (fully implemented 
as designed), ascertained through implementer inter-
views after each session. FGDs with MHPSS staff, EI staff, 
and SESP participants explored barriers and facilitators 
to adoption, reach, and retention, and the acceptability, 
appropriateness, feasibility, and usability of the Building 
the Future Toolkit and its components.

Participant-level outcomes
We examined the psychometric performance of potential 
client-level study outcome measures. Outcome measures 
included: (1) psychosocial wellbeing, measured using the 
Warwick Mental Wellbeing Scale [38]; (2) symptoms of 
common mental disorder measured using the Patient 
Health Questionnaire-9 (PHQ-9) to assess depressive 
symptoms and the 7-item Generalized Anxiety Disor-
der (GAD-7) to assess anxiety symptoms [39, 40]; (3) the 
36-item World Health Organization Disability Assess-
ment Schedule 2.0 (WHODAS) assessment of func-
tioning [41, 42]; (4) financial resources from the World 

Health Organization Quality of Life (WHOQOL) [43]; 
(5) diet diversity using the Diet Quality Questionnaire 
(DQQ) [44]; (6) social capital and networks using the 
Short Social Capital Assessment Tool (SASCAT) [45]; (7) 
the Self Reliance index (SRI) [31]; and (8) self-reported 
engagement in HIAS programs. Perceptions of the imple-
mentation and effectiveness of the integration strategies 
were captured during FGDs at the six-month follow-up.

Analysis
Qualitative data analysis
We employed rapid qualitative analysis [46], a pragmatic 
approach to identify action-oriented results [47–49]. Two 
members of the research team listened to recordings 
and reviewed field notes from the in-depth interviews 
and FGDs. They independently coded information into a 
matrix that the research team designed for each phase of 
the study. In the design phase, the matrix included codes 
that corresponded to the target MHPSS and EI out-
comes, potential actions and strategies for integration, 
and emergent themes from in-depth interviews, FGDs, 
and workshops. In the pilot testing phase, the matrix 
included themes identified for each implementation out-
come (acceptability, adoption, appropriateness, effective-
ness, feasibility, sustainability) organized by participant 
type. The research team met to review the matrix and 
refine coding. Discrepancies were resolved via consensus.

Quantitative data analysis
We calculated estimates of reach, retention, adoption, 
and engagement in other HIAS programs by site to 
descriptively compare outcomes across study conditions 
(i.e., cross-cutting strategies vs. cross-cutting and focused 
MHPSS strategies). We described the distribution of 
implementer-reports of acceptability, appropriateness, 
feasibility, and usability of each strategy across study con-
ditions. We examined the psychometric performance 
of latent MHPSS outcome measures by calculating the 
internal consistency of each scale and estimating its con-
struct validity using a confirmatory factor analysis. We 
explored sensitivity to change of all outcome measures 
using mixed-effects models. We estimated the within- 
and between-group change from baseline to three- and 
six-month follow-ups.

Results
Design phase
Relevance and feasibility of integrated MHPSS and EI services
Key informants included 10 SESP participants and 
MHPSS clients, 13 HIAS staff, and 7 external stakehold-
ers. They described a bidirectional relationship between 
mental health and economic stability among displaced 
persons. Gender and gender-based violence, marginal-
ized identities, migration, and stigma were identified as 
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factors that influence both outcomes, MHPSS and eco-
nomic stability. Key informants endorsed the integration 
of MHPSS and EI interventions, citing the importance of 
promoting mental health before or concurrently with EI 
programs to strengthen psychosocial skills such as self-
determination, confidence, self-esteem, resilience, and 
coping that could enhance the benefit of EI programs. A 
summary of themes, including barriers and facilitators to 
integration, is provided in Supplemental Fig. 1.

Relevance and feasibility of integrating MHPSS into SESP
Process mapping was used to supplement findings from 
key informant interviews and visualize the different pro-
cesses whereby displaced persons engage and progress 
through HIAS’ MHPSS and SESP, including points of 
referral between these services and to others to address 
protection needs. The process map highlighted 16 deci-
sions or actions nested within three broader processes 
that could promote or hinder integration of HIAS 
MHPSS and SESP programs. First, SESP clients identified 
as having mental health needs were referred to MHPSS 
by SESP implementers. In a review of historical SESP data 
from the 2022 cohort, we estimated that 42.4% of SESP 
participants were referred to MHPSS services by SESP 
implementers. Second, a HIAS psychologist reached out 
to the client to assess their MHPSS needs and determine 
the appropriate level of intervention. Third, SESP clients 
were linked to an MHPSS provider or group and initi-
ated and continued the MHPSS intervention. Among the 
2022 SESP clients who were referred to MHPSS, 28.6% 
received individual assessment and individual MHPSS 
intervention, 50.0% received individual assessment and 
group MHPSS interventions, and 21.4% did not receive 
any MHPSS assessment or intervention. Of those who 
initiated individual MHPSS interventions, 42.9% only 
participated in a single session. Few SESP clients engaged 
in community-based MHPSS processes such as intercul-
tural fairs and activities that aimed to promote connec-
tion with the host community (12.1%) and workshops 
provided to the community and individuals receiving ser-
vices from HIAS focused on various topics such as par-
enting, self-care, and how to access services (3.0%).

Together, results from the key informant interviews, 
secondary analyses, and process mapping indicated that 
a multisectoral and multilevel approach that integrated 
MHPSS into multiple parts of SESP was necessary to 
overcome barriers to integration for the following rea-
sons: (1) integration across SESP was expected to be 
more effective than modifying a single barrier, process, or 
decision point; (2) relying on referrals to MHPSS provid-
ers may overwhelm the capacity of the system due to the 
high prevalence of MHPSS needs and, instead, providing 
basic MHPSS within SESP may meet the needs of indi-
viduals with less severe mental health needs and promote 

efficiency within the referral system; and (3) situating 
MHPSS within other services that address the social 
determinants of mental health in a cross-cutting, multi-
sectoral approach may improve its accessibility, accept-
ability, and appropriateness.

Development of the building the future toolkit to integrate 
MHPSS and EI interventions
Through FGDs with 6 civil society and governmen-
tal organization representatives, 4 HIAS coordinators/
managers, 11 HIAS MHPSS or EI staff, and 19 displaced 
persons, we identified eight priority opportunities that 
participants believed would have an impact on MHPSS 
and EI outcomes and could facilitate MHPSS and SESP 
integration: (1) Financial education and literacy work-
shops; (2) Livelihood workshops tailored to client prefer-
ences; (3) Nutritional assessments; (4) Food security and 
nutrition activities; (5) Education about the relationship 
between MHPSS and EI; (6) Community-based includ-
ing psychoeducation, awareness-raising, and stigma 
reduction; (7) Group activities for SESP families to 
mobilize social support, connectedness, and strengthen 
psychosocial skills; and (8) Promoting autonomy and 
co-responsibility.

We conducted participatory workshops with 11 SESP 
and MHPSS implementers. During the workshops, the 
eight actions prioritized during the previous FGDs were 
operationalized into ten integration strategies aimed at 
improving mental health and psychosocial wellbeing, 
livelihoods, savings, support networks, and nutrition. 
The strategies were designed to expand or complement 
existing SESP and MHPSS programs (Table 1). Together 
these strategies formed the Building the Future Tool-
kit (Caja de Herramientas para Construir Futuro). Six 
focused strategies are intended to improve MHPSS out-
comes among SESP families and four cross-cutting strat-
egies are intended to enhance EI outcomes among SESP 
families. The final toolkit is a structured manual covering 
the objectives of each strategy, step-by-step instructions 
for activities that can be used and tailored to achieve 
those objectives, and implementation recommendations.

Implementation and evaluation phase
Baseline characteristics
The 50 SESP household focal points were 36.3 years of 
age, on average (SD = 8.2; Range: 18–60), and most were 
female (90.0%) and had a secondary school education 
(54.0%) or university degree (40.0%; Table 2). Most par-
ticipants were currently married (24.0%) or living with 
their partner (30.0%). 40% of participants had full-time 
(28.0%) or part-time work (12.0%). All were Venezu-
elan (76.0%) or Colombian (24.0%). Most identified as 
migrants (66.0%) followed by refugees (22.0%) or asy-
lum seekers (12.0%). Almost one-third reported having 
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irregular migratory status (30.0%). Participants had been 
living in Quito for 3.4 years, on average (SD = 2.2). 
Most had previously participated in HIAS’ EI programs 
(60.0%). Few participants reported having participated in 
HIAS’ MHPSS (22.0%) or other programming (30.0%).

Implementation of the building the future toolkit
Participants were enrolled into SESP and the research 
study between October-November 2023 (n = 25 in Quito 
Norte, n = 25 in Quito Sur). SESP implementation teams 

included economic advisors and social promoters (see 
Supplemental Table 1 for descriptions of roles). Staff in 
Quito Norte implemented the four cross-cutting strat-
egies from the Building the Future Toolkit that aim to 
improve EI outcomes by mainstreaming MHPSS prin-
ciples. Staff in Quito Sur implemented all ten strate-
gies that included those implemented in Quito Norte as 
well as the six focused MHPSS strategies that aimed to 
improve MHPSS outcomes.

Table 2  Baseline characteristics of study sample
Full SESP Cohort, 
2023–2024 (n = 50)

SESP Cohort by Field Office t/X2 (p)
Quito Norte, cross-cut-
ting strategies (n = 25)

Quito Sur, cross-cutting 
and focused MHPSS strate-
gies (n = 25)

Age, M (SD) 36.3 (8.2) 38.1 (9.0) 34.5 (7.2) t = 1.6 (0.124)
Female gender, n (%) 45 (90.0) 23 (92.0) 22 (88.0) Fisher’s = 1.000
Marital status, n (%) Fisher’s = 0.453
  Never married 13 (26.0) 4 (16.0) 9 (36.0)
  Currently married 12 (24.0) 6 (24.0) 6 (24.0)
  Cohabiting 15 (30.0) 10 (40.0) 5 (20.0)
  Divorced 4 (8.0) 2 (8.0) 2 (8.0)
  Separated 6 (12.0) 3 (12.0) 3 (12.0)
Employment, n (%) Fisher’s = 0.332
  Unemployed 6 (12.0) 1 (4.0) 5 (20.0)
  Housewife 8 (16.0) 4 (16.0) 4 (16.0)
  Informal work 7 (14.0) 4 (16.0) 3 (12.0)
  Self-employed 9 (18.0) 7 (28.0) 2 (8.0)
  Part-time work 6 (12.0) 3 (12.0) 3 (12.0)
  Full-time work 14 (28.0) 6 (24.0) 8 (32.0)
Education level, n (%) Fisher’s = 0.684
  Less than primary school 1 (2.0) 1 (4.0) 0 (0.0)
  Primary school 2 (4.0) 1 (4.0) 1 (4.0)
  Secondary school 27 (54.0) 15 (60.0) 12 (48.0)
  University degree 20 (40.0) 8 (32.0) 12 (48.0)
Country of birth, n (%) Fisher’s = 0.321
  Colombia 12 (24.0) 4 (16.0) 8 (32.0)
  Venezuela 38 (76.0) 21 (84.0) 17 (68.0)
Time living in Quito (in years), M (SD) 3.4 (2.2) 3.6 (2.4) 3.2 (2.0) t = 0.6 (0.583)
Self-reported migration status, n (%) Fisher’s = 0.388
  Migrant 33 (66.0) 19 (76.0) 14 (56.0)
  Refugee 11 (22.0) 4 (16.0) 7 (28.0)
  Asylum seeker 6 (12.0) 2 (8.0) 4 (16.0)
Irregular migration status, n (%) 15 (30.0) 7 (28.0) 8 (32.0) X2 = 1.0 

(0.758)
Baseline outcomes
Anxiety symptoms, (GAD-7), M (SD) 7.2 (4.2) 5.9 (3.6) 8.6 (4.3) t=-2.3 (0.024)
Depressive symptoms (PHQ-9), M (SD) 7.7 (4.1) 6.7 (4.1) 8.6 (4.0) t=-1.6 (0.107)
Diet Diversity (DQQ), M (SD) 3.9 (1.4) 4.3 (1.4) 3.6 (1.4) t = 1.9 (0.063)
Financial Resources (WHOQOL), M (SD) 13.6 (1.6) 13.4 (1.4) 13.9 (1.8) t=-1.1 (0.263)
Functional impairment (WHODAS), M (SD) 62.8 (16.0) 60.8 (17.0) 64.8 (15.0) t=-0.9 (0.377)
Psychosocial wellbeing (Warwick), M (SD) 52.5 (9.3) 54.8 (7.9) 50.2 (10.2) t = 1.8 (0.084)
Self-reliance (SRI), M (SD) 2.7 (0.1) 2.7 (0.1) 2.6 (0.2) t = 0.5 (0.608)
Social capital and networks, M (SD) 6.3 (3.0) 6.1 (3.0) 6.4 (3.0) t=-0.3 (0.745)
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Forty activities covering all 10 strategies from the 
Building the Future Toolkit were implemented during 
the implementation phase (November 2023 – May 2024; 
10 activities in Quito Norte, 30 activities in Quito Sur). 
SESP implementers (EI advisors, social promoters) were 
involved in implementing all 10 strategies. Psycholo-
gists were involved in implementing five of the 10 strat-
egies. Staff from other programs (e.g., food security and 
nutrition) were involved in implementing two of the 10 
strategies. Strategies were most integrated into SESP’s 
accompaniment activities. Each strategy was delivered 
a median of 2 times per site (range 1–7) with a median 
of 23 participants per strategy in each site (range 1–45; 
Table 3).

Participant service use
Participants’ utilization of HIAS’ EI, MHPSS, or other 
services did not differ by condition at three months 
(Table 4). At six months, participants in Quito Sur were 
more likely to report participating in other sustainable 
income generation activities (e.g., employability and 
entrepreneurship schools, agrobusiness; 78.3%) in the 
past three months as compared to participants in Quito 
Norte (33.3%; p = 0.005). Similarly, participants in Quito 
Sur (47.8%) were more likely to report participating in 
other HIAS programs outside of EI and MHPSS than 
participants in Quito Norte (14.3%; p = 0.024). There was 
no difference in utilization of MHPSS services offered 
outside of the strategies integrated into SESP between 
sites.

Participant MHPSS and EI outcomes
All psychosocial measures displayed good internal con-
sistency and moderate to adequate internal construct 
validity (Supplemental Table 2). Two items on the PHQ-9 
(appetite, moving slowly or restless) had low item-rest 
correlations. We observed significant changes in MHPSS 
outcomes in Quito Sur only, which implemented all ten 
integration strategies including the focused MHPSS 
strategies (Table 5). These changes included a significant 
increase in psychosocial wellbeing from baseline to six 
months (Mean change = 8.38, 95% CI: 4.67, 12.08), signifi-
cant reductions in depressive symptoms from baseline to 
three months (Mean change=-2.53, 95% CI: -4.17, -0.89) 
and six months (Mean change=-3.49, 95% CI: -5.15, 
-1.83), significant reductions in anxiety symptoms from 
baseline to three months (Mean change=-0.273, 95% 
CI: -4.12, -1.33) and six months (Mean change=-3.53, 
95% CI: -4.95, -2.11), and significant reductions in func-
tional impairment from baseline to three months (Mean 
change=-7.64, 95% CI: -12.82, -2.46) and six months 
(Mean change= -9.95, 95% CI: -15.28, -4.63). Three-
month improvements in anxiety symptoms and function-
ing as well as six-month improvements in psychosocial 

wellbeing, depressive symptoms, and anxiety symptoms 
were significantly greater in Quito Sur relative to the 
non-significant changes observed in Quito Norte.

We observed significant changes in self-reliance, diet 
diversity, and social capital both in Quito Norte and 
Quito Sur. These changes included significant increases 
in self-reliance from baseline to six months (Quito 
Norte Mean change = 0.98, 95% CI: 0.78, 1.19; Quito Sur 
Mean change = 0.86, 95% CI: 0.65, 1.06), increases in diet 
diversity from baseline to three months (Quito Norte 
Mean change = 1.09, 95% CI: 0.41, 1.77; Quito Sur Mean 
change = 1.56, 95% CI: 0.87, 2.23) and six months (Quito 
Norte Mean change = 1.25, 95% CI: 0.54, 1.96; Quito Sur 
Mean change = 1.11, 95% CI: 0.42, 1.80), and increases in 
social capital and networks from baseline to three months 
in both sites (Quito Norte Mean change = 2.32, 95% CI: 
1.02, 3.62; Quito Sur Mean change = 2.32, 95% CI: 1.04, 
3.60) and from baseline to six months in Quito Sur only 
(Mean change = 4.18, 95% CI: 2.87, 5.50). These changes 
did not differ significantly between groups except for the 
increase in social capital and networks, which was signifi-
cantly greater in Quito Sur relative to Quito Norte at six 
months. Satisfaction with financial resources did not sig-
nificantly change over time.

Implementation outcomes
Quantitative surveys (Table  3) indicated the toolkit and 
its cross-cutting and focused MHPSS strategies to be 
highly acceptable, appropriate, and feasible to implement 
(scores > 19 out of 20 possible points on all measures) 
and considered to have good usability (> 85 out of 100 
possible points). Fidelity to strategies was ≥ 80% in both 
sites. In FGDs, implementers and participants noted that 
the toolkit’s flexibility made it acceptable and appropri-
ate for diverse situations. The toolkit provided a holistic 
approach that fit institutional values by complementing 
existing HIAS activities and included standardized meth-
odology for easy execution of activities. They also noted 
that strategies did not require many additional resources 
and were integrated into existing implementer activities. 
Factors that facilitated implementation included training 
that progressively developed foundational then techni-
cal skills over time, strong technical support, and team 
communication and coordination. Implementers and 
participants felt that conducting activities in commu-
nities rather than HIAS offices promoted engagement. 
Participants indicated some challenges participating 
in the strategies, owing to responsibilities such as work 
or childcare. However, most prioritized participation 
because it provided a safe space that helped them build a 
social network and support for sharing knowledge, learn-
ing new skills, and developing self-efficacy and indepen-
dence. Women were directly reached more than men and 
children, as they often serve as family focal points, but 



Page 10 of 15Moyano et al. Conflict and Health           (2024) 18:68 

Ta
bl

e 
3 

Im
pl

em
en

ta
tio

n 
of

 in
te

gr
at

io
n 

st
ra

te
gy

St
ra

te
gy

Si
te

Pr
og

ra
m

 in
te

gr
at

io
n

AC
C 

= 
A

cc
om

pa
ni

m
en

t, 
CA

P 
= 

Se
ed

 c
ap

ita
l, 

CV
A

 =
 C

as
h 

an
d 

vo
uc

he
r a

ss
is

ta
nc

e,
 E

M
P 

= 
W

ag
e 

em
-

pl
oy

m
en

t p
ro

gr
am

, E
N

T 
= 

En
tr

ep
re

ne
ur

sh
ip

 sc
ho

ol
, F

SN
 =

 Fo
od

 se
cu

rit
y 

an
d 

nu
tr

iti
on

, H
V 

= 
H

om
e 

vi
si

ts
, L

IV
 =

 Li
ve

lih
oo

ds

Im
pl

em
en

te
r

EI
 =

 E
co

no
m

ic
 in

cl
us

io
n 

ad
vi

so
r, 

FS
 =

 Fo
od

 
Se

cu
rit

y 
A

dv
is

or
, P

SY
 =

 P
sy

ch
ol

og
is

t, 
SP

 =
 S

oc
ia

l 
pr

om
ot

er

# 
tim

es
 

de
liv

er
ed

# 
re

ac
he

d
Im

pl
em

en
ta

tio
n 

ou
tc

om
es

A
IM

IA
M

FI
M

U
SB

FI
D

Tr
ab

aj
an

do
 e

n 
m

i 
fu

tu
ro

N
CV

A,
 E

N
T, 

AC
C,

 M
H

PS
S

PS
Y, 

EI
4

28
19

.8
 

(0
.5

)
19

.3
 

(1
.5

)
18

.8
 

(1
.9

)
83

.8
 

(1
4.

8)
1.

5 
(0

.6
)

S
EN

T, 
AC

C,
 C

AP
EI

, S
P

4
16

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

97
.5

 
(5

.0
)

2.
0 

(0
.0

)

Co
ne

ct
ar

no
s

N
CV

A,
 A

CC
EI

, S
P

2
45

19
.5

 
(0

.7
)

20
.0

 
(0

.0
)

19
.0

 
(1

.4
)

97
.5

 
(3

.5
)

2.
0 

(0
.0

)

S
H

V
SP

1
1

20
.0

 
(0

.0
)

19
.5

 
(0

.7
)

19
.5

 
(0

.7
)

95
.0

 
(7

.1
)

2.
0 

(0
.0

)

As
eg

ur
an

do
 m

is 
ah

or
ro

s
N

AC
C

EI
, S

P
2

38
19

.0
 

(1
.4

)
19

.5
 

(0
.7

)
20

.0
 

(0
.0

)
93

.8
 

(1
.8

)
1.

5 
(0

.7
)

S
AC

C,
 C

VA
, H

V
SP

2
2

19
.0

 
(0

.0
)

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

95
.0

 
(0

.0
)

2.
0 

(0
.0

)

Sa
bo

re
s q

ue
 u

ne
n

N
CV

A,
 A

CC
, M

H
PS

S
PS

Y, 
EI

, S
P

2
23

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

98
.8

 
(1

.8
)

1.
5 

(0
.7

)

S
CV

A,
 A

CC
, F

SN
SP

, F
S

2
25

18
.0

 
(4

.0
)

19
.0

 
(2

.0
)

20
.0

 
(0

.0
)

94
.4

 
(6

.6
)

2.
0 

(0
.0

)

Te
jie

nd
o 

re
de

s
S

EN
T, 

AC
C

EI
, P

SY
, P

S
2

7
18

.3
 

(2
.9

)
19

.7
 

(0
.6

)
20

.0
 

(0
.0

)
82

.5
 

(3
0.

3)
2.

0 
(0

.0
)

Re
co

no
ce

rn
os

S
CV

A,
 H

V,
 E

N
T, 

CA
P

SP
, E

I, P
SY

7
43

18
.5

 
(2

.3
)

18
.8

 
(1

.7
)

19
.0

 
(1

.6
)

90
.9

 
(9

.2
)

1.
6 

(0
.5

)

Ti
em

po
 p

ar
a 

tí
S

CV
A,

 A
CC

EI
, S

P
2

23
18

.8
 

(2
.2

)
17

.2
 

(3
.7

)
16

.8
 

(4
.5

)
80

.0
 

(1
8.

8)
1.

5 
(0

.7
)

Af
ro

nt
an

do
 a

va
nz

o
S

EN
T, 

LI
V,

 E
M

P
EI

, P
SY

4
17

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

95
.6

 
(4

.3
)

1.
8 

(0
.5

)

En
cu

en
tro

 d
e 

sa
bo

re
s

S
CV

A,
 A

CC
, F

SN
SP

, F
S

2
26

17
.5

 
(3

.5
)

16
.5

 
(2

.1
)

17
.5

 
(2

.1
)

90
.0

 
(1

0.
6)

1.
0 

(0
.0

)

Ca
m

in
o 

ha
ci

a 
m

i 
ah

or
ro

S
EN

T, 
AC

C
EI

, S
P

4
21

20
.0

 
(0

.0
)

20
.0

 
(0

.0
)

19
.8

 
(0

.5
)

92
.5

 
(8

.9
)

1.
3 

(0
.5

)

O
ve

ra
ll T

oo
lk

ita
N

--
--

--
--

19
.5

 
(0

.8
)

19
.8

 
(0

.4
)

20
.0

 
(0

.0
)

87
.1

 
(8

.7
)

1.
6 

(0
.5

)

S
--

--
--

--
19

.4
 

(1
.2

)
19

.3
 

(0
.9

)
19

.1
 

(1
.1

)
89

.1
 

(9
.3

)
1.

7 
(0

.5
)

Ab
br

ev
ia

tio
ns

: A
IM

 =
 a

cc
ep

ta
bi

lit
y; 

EI
 =

 ec
on

om
ic

 in
cl

us
io

n;
 FI

D
 =

 fid
el

ity
; F

IM
 =

 fe
as

ib
ili

ty
; IA

M
 =

 a
pp

ro
pr

ia
te

ne
ss

; M
H

PS
S =

 m
en

ta
l h

ea
lth

 a
nd

 p
sy

ch
os

oc
ia

l s
up

po
rt

; N
 =

 Q
ui

to
 N

or
te

; S
 =

 Q
ui

to
 S

ur
; S

P =
 so

ci
al

 p
ro

m
ot

er
s; 

US
B =

 u
sa

bi
lit

y
a Im

pl
em

en
ta

tio
n 

ou
tc

om
es

 (A
IM

, IA
M

, U
SB

) m
ea

su
re

d 
du

rin
g 

tra
in

in
g 

fo
r o

ve
ra

ll t
oo

lk
it,

 w
ith

 th
e e

xc
ep

tio
n 

of
 fi

de
lit

y w
hi

ch
 is

 a
n 

av
er

ag
e a

cr
os

s a
ll s

tra
te

gi
es

 a
s m

ea
su

re
d 

du
rin

g 
im

pl
em

en
ta

tio
n.

 S
tra

te
gy

-s
pe

ci
fic

 im
pl

em
en

ta
tio

n 
ou

tc
om

es
 m

ea
su

re
d 

du
rin

g 
th

e i
m

pl
em

en
ta

tio
n 

ph
as

e



Page 11 of 15Moyano et al. Conflict and Health           (2024) 18:68 

Table 4  Self-reported service utilization
Quito Norte, N (%) Quito Sur, N (%) Fisher’s 

Exact Test 
p-value

Sustainable income gener-
ating activities

Baseline (Month 0; Any lifetime use) 12 (48.0) 18 (72.0) 0.148
3-month follow-up (past 3-month use) 7 (29.2) 9 (36.0) 0.762
6-month follow-up (past 3-month use) 7 (33.3) 18 (78.3) 0.005

MHPSS services Baseline (Month 0; Any lifetime use) 6 (24.0) 5 (20.0) 1.000
3-month follow-up (past 3-month use) 5 (20.8) 2 (8.0) 0.247
6-month follow-up (past 3-month use) 3 (14.3) 1 (4.4) 0.335

Other HIAS services Baseline (Month 0; Any lifetime use) 8 (32.0) 7 (28.0) 1.000
3-month follow-up (past 3-month use) 3 (12.5) 8 (32.0) 0.171
6-month follow-up (past 3-month use) 3 (14.3) 11 (47.8) 0.024

Table 5  Sensitivity to change for study outcome measures
Quito Norte Quito Sur Between-group
Mean (SD) Mean change from 

baseline (95% CI)
Mean (SD) Mean change from 

baseline (95% CI)
Difference in 
mean change 
(95% CI)

Self-Reliance Index (SRI)
Baseline (Month 0) 2.7 (0.1) -- 2.6 (0.2) -- --
6-month follow-up 3.7 (0.4) 0.98 (0.78, 1.19) 3.5 (0.6) 0.86 (0.65, 1.06) -0.13 (-0.42, 0.16)
Financial Resources (WHOQOL)
Baseline (Month 0) 13.4 (1.4) -- 13.9 (1.8) -- --
3-month follow-up 14.0 (1.4) 0.57 (-0.10, 1.24) 14.0 (1.3) 0.12 (-0.54, 0.78) -0.45 (-1.40, 0.49)
6-month follow-up 13.8 (1.1) 0.44 (-0.26, 1.15) 13.5 (1.4) -0.36 (-1.04, 0.33) -0.80 (-1.78, 0.18)
Diet Diversity (DQQ)
Baseline (Month 0) 4.3 (1.4) -- 3.6 (1.4) -- --
3-month follow-up 5.4 (1.2) 1.09 (0.41, 1.77) 5.1 (1.4) 1.56 (0.87, 2.23) 0.47 (-0.49, 1.43)
6-month follow-up 5.6 (1.5) 1.25 (0.54, 1.96) 4.7 (1.3) 1.11 (0.42, 1.80) -0.13 (-1.12, 0.86)
Social Capital and Networks (SASCAT)
Baseline (Month 0) 6.1 (3.0) -- 6.4 (3.0) -- --
3-month follow-up 8.5 (3.9) 2.32 (1.02, 3.62) 8.7 (4.4) 2.32 (1.04, 3.60) 0.00 (-1.83, 1.82)
6-month follow-up 7.2 (4.6) 1.10 (-0.28, 2.49) 10.7 (4.3) 4.18 (2.87, 5.50) 3.08 (1.17, 4.99)
Psychosocial Wellbeing (Warwick)
Baseline (Month 0) 54.8 (7.9) -- 50.2 (10.2) -- --
3-month follow-up 55.4 (7.8) 0.36 (-3.30, 4.02) 53.5 (12.3) 3.36 (-0.29, 7.01) 3.00 (-2.17, 8.17)
6-month follow-up 54.0 (8.7) -1.27 (-5.10, 2.56) 58.4 (9.5) 8.38 (4.67, 12.08) 9.65 (4.32, 14.98)
Depressive symptoms (PHQ-9)
Baseline (Month 0) 6.7 (4.1) -- 8.6 (4.0) -- --
3-month follow-up 6.3 (3.8) -0.33 (-1.97, 1.31) 6.0 (4.9) -2.53 (-4.17, -0.89) -2.20 (-4.52, 0.11)
6-month follow-up 5.6 (3.4) -0.86 (-2.57, 0.86) 5.1 (3.7) -3.49 (-5.15, -1.83) -2.63 (-5.02, 

-0.25)
Anxiety symptoms (GAD-7)
Baseline (Month 0) 5.9 (3.6) -- 8.6 (4.3) -- --
3-month follow-up 7.0 (3.4) 1.18 (-0.22, 2.58) 5.6 (4.4) -2.73 (-4.12, -1.33) -3.91 (-5.88, 

-1.93)
6-month follow-up 4.8 (3.1) -0.82 (-2.29, 0.64) 4.9 (4.2) -3.53 (-4.95, -2.11) -2.71 (-4.75, 

-0.67)
Functional impairment
Baseline (Month 0) 60.8 (17.0) -- 64.8 (15.0) -- --
3-month follow-up 60.8 (15.5) 0.58 (-4.68, 5.84) 57.2 (14.1) -7.64 (-12.82, -2.46) -8.22 (-15.60, 

-0.84)
6-month follow-up 54.0 (9.7) -5.45 (-10.96, 0.07) 54.4 (13.9) -9.95 (-15.28, -4.63) -4.51 (-12.17, 

3.16)



Page 12 of 15Moyano et al. Conflict and Health           (2024) 18:68 

participants felt the strategies also benefited family mem-
bers, since learnings were disseminated and applied in 
the household.

Discussion
This research aimed to design and pilot test a strategy 
to integrate MHPSS and EI interventions for displaced 
persons. Our formative research reinforced the close 
interconnections between mental health and economic 
stability [50]. Economic resources, livelihood opportu-
nities, and responding to specific protection concerns 
are essential components to mental health within dis-
placed communities [20, 51–53]. While this implies that 
EI interventions may have direct or indirect benefits on 
mental health, the research on the effect of EI interven-
tions on MHPSS outcomes is mixed [23, 24, 54]. Instead 
of examining the effect of EI interventions on mental 
health or vice versa, this study aimed to examine how 
these types of interventions may be integrated to enhance 
their respective benefits given the close interconnections 
among their target outcomes.

We found that it was highly feasible, appropriate, and 
acceptable to integrate MHPSS intervention components 
into a complex EI intervention for displaced families. 
Implementers, including those without prior experience 
in MHPSS, reported that the strategies were usable and 
they were able to implement them with high fidelity. By 
integrating EI and MHPSS, leveraging local resources, 
and working across sectors, this integrated package 
addresses the multi-dimensional needs of displaced fami-
lies. This approach aligns with the multistakeholder and 
multisectoral cooperative framework outlined in the 
Global Compact on Refugees [55]. Extending this multi-
sectoral coordination to engaging with other stakehold-
ers, including development and government actors, is 
essential for expanding and maintaining this type of inte-
grated approach.

We found promising preliminary indicators of the ben-
efits of incorporating focused MHPSS components deliv-
ered primarily by non-specialists on MHPSS outcomes 
of participants. Several strategies were drawn from exist-
ing evidence-based, scalable psychological interventions 
contextualized to the setting and program [56], while 
others were developed specifically for the integration 
toolkit. Results suggest that these additional MHPSS 
interventions may also strengthen social capital and 
networks, though we did not observe an effect on other 
EI indicators, such as self-reliance and satisfaction with 
personal financial resources. However, this pilot study 
was not powered to detect intervention effects and fully-
powered evaluation studies are warranted along with 
research examining potential mechanisms through which 
integration impacts these MHPSS and EI outcomes.

This study provides evidence that conducting a fully-
powered cluster trial is feasible. We identified MHPSS 
and EI outcome measures that detect changes over a 
six-month study period. Furthermore, MHPSS outcome 
measures demonstrated good reliability and validity. The 
study demonstrated high retention (88%), particularly 
compared to studies with similar populations [57, 58]. 
Previous studies conducted in partnership with HIAS 
Ecuador have found that one of the primary reasons that 
people were not able to participate in MHPSS interven-
tions was due to the need to dedicate their time to work-
ing, finding livelihood opportunities, and meeting their 
basic needs [57]. It is possible that the higher retention 
observed in this study may also be due to integrating 
MHPSS within EI programming so that these activities 
were no longer competing interests.

While few studies have formally implemented and 
evaluated integrated MHPSS and EI interventions within 
displaced populations, existing guidelines are available 
that promote this practice. The International Organiza-
tion on Migration (IOM) developed a manual that pro-
vides guidance on the integration of these sectors [59]. 
Their manual includes modules that align closely with the 
MHPSS focused and cross-cutting strategies that were 
developed in this study. Both the IOM manual and the 
Building the Future Toolkit include elements dedicated 
to building skills that promote coping and resilience, self-
confidence and self-esteem, motivation, communication, 
problem-solving, and relationships. The structure of the 
IOM manual and the Building the Future Toolkit are sim-
ilar with each strategy consisting of several activities that 
can be tailored to certain populations or situations. A key 
difference between these resources is that the Building 
the Future Toolkit was designed to integrate MHPSS into 
a specific EI program, SESP, whereas the IOM manual 
was designed to be applied to livelihood interventions 
more broadly. However, implementers and participants 
noted the utility of Building the Future Toolkit outside 
of SESP and since the beginning of its implementation, 
several staff members have applied activities in other EI 
or MHPSS programs. This integrated model aligns with 
key guidance from the health sector, including the WHO 
mhGAP Humanitarian Intervention Guide on integrat-
ing MHPSS into general health and other programs in 
humanitarian emergencies [60]. Embedding MHPSS 
components into an existing EI intervention provides a 
path for making MHPSS accessible while also address-
ing social determinants of mental health and incorpo-
rating prevention and promotion elements into MHPSS 
treatment services, an approach the mhGAP and the 
World Health Organization encourage for closing treat-
ment gaps. Despite these promising findings, integration 
strategies such as the one described in this study should 
be implemented alongside advocacy efforts to promote 
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inclusive policies and social systems that are needed to 
support the psychosocial wellbeing of displaced persons 
within host communities at the structural level beyond 
specific programming [61–65].

Strengths and limitations
This study employed an extensive participatory formative 
research process to develop the Building the Future Tool-
kit to ensure that it aligned with priority needs and pref-
erences of the displaced community, resources available 
within SESP, and HIAS’ organizational priorities. This is 
a strength given that it incorporates multiple perspec-
tives and may serve as a model for designing multisec-
toral interventions. However, it also requires significant 
time and dedicated resources, which may not always be 
available. This process resulted in strategies that were 
optimized to fit the context within Ecuador and the 
HIAS SESP. Therefore, the high usability, acceptability, 
feasibility, and appropriateness may not apply outside 
of this context or to other populations. Notably, most of 
our sample identified as female. Several of the strategies 
within the toolkit address family dynamics, which may 
function differently in groups with different gender com-
positions or relational dynamics.

The primary objectives of this study were to evalu-
ate the acceptability and feasibility as well as methods 
for evaluating the EI and MHPSS integration strategy 
through a randomized trial with an active and enhanced 
comparison condition. This study was underpowered to 
evaluate the effects of the integrated approach and was 
not designed to permit subgroup analyses. A future fully-
powered evaluation of this integration strategy should 
also consider examining whether there are differences in 
its effects by key population and contextual factors (e.g., 
by legal/migration status). Furthermore, there are several 
risks of bias that must be considered. The implement-
ers, outcome assessors, and researchers were not blind to 
study condition and thus there may have been some bias 
introduced in the implementation, outcome assessment, 
and interpretation of the quantitative and qualitative 
findings. Additionally, this study only included two sites 
that were allocated to study condition non-randomly, 
making it difficult to determine how site-specific char-
acteristics may have impacted the observed outcomes. 
Another important consideration is that during the study 
period, several external factors – political instability 
and a state of emergency in Ecuador that led to shutting 
down SESP activities - may have impacted MHPSS and 
EI outcomes.

Conclusions
This study is among the first to develop and pilot test 
the integration of MHPSS and EI interventions for dis-
placed families. Through this process, we found that it 

was feasible to co-develop and implement a multisec-
toral approach to MHPSS and EI alongside community 
members, EI and MHPSS program implementers, and 
other stakeholders. Additionally, we found prelimi-
nary evidence that an integrated approach may enhance 
some target outcomes for both sectors. Further research 
is needed to advance the evidence on complex multi-
sectoral and integrated interventions (e.g., the Building 
the Future Toolkit combined with SESP and/or MHPSS 
services), the impact of integrated approaches, and the 
generalizability of integration strategies across types of 
interventions, populations, and contexts.
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