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Key definitions
Crisis-affected and forcibly displaced (AFD) population  
Crisis-affected and forcibly displaced children and adolescents 
are those who are exposed to and affected by a humanitarian 
emergency and are forcibly displaced. This includes internally 
displaced people (IDPs) and externally displaced populations 
(refugees and asylum seekers).

Crisis-affected but not forcibly displaced population  
Crisis-affected but not forcibly displaced children and 
adolescents are part of the local community who are affected 
by the humanitarian context but are not forcibly displaced.

Mental health condition  
A mental health condition refers to a range of psychological, 
emotional, or behavioural disorders that affect a person’s 
thoughts, feelings and daily functioning, potentially causing 
distress and impairing overall psychosocial wellbeing.

Mental health and psychosocial support (MHPSS) 
intervention 
Mental health and psychosocial support interventions aim 
to promote mental health and wellbeing and/or prevent and 
respond to mental health conditions, thereby promoting 
learning and educational outcomes.

Cognitive behavioral therapy (CBT)  
Cognitive behavioural therapy (CBT) is a psychotherapeutic 
approach that focuses on identifying and changing negative 
thought patterns and behaviours to promote healthier and 
more adaptive responses.

Social and emotional learning (SEL)  
Social and emotional learning is the process of acquiring core 
competencies to recognize and manage emotions, set and 
achieve goals, establish and maintain positive relationships, 
and handle interpersonal situations constructively. 

Social and emotional skills  
Social and emotional skills include self awareness, emotional 
literacy, cognitive flexibility, improved memory, resilience, 
persistence, motivation, empathy, social and relationship 
skills, effective communication, listening skills, self esteem, 
self confidence, respect, and self regulation. Depending on 

the context, social and emotional skills are referred to as 
transferable skills, life skills, or soft skills. Certain social and 
emotional skills contribute positively to educational, economic, 
health and social outcomes, and to many other outcomes. 

Educational outcomes  
Educational outcomes often refer to the measurable results or 
achievements attained by learners as a result of their educational 
experiences, including knowledge, skills, competencies, and 
academic achievements. The global const-benefit analysis 
(CBA) uses school completion status to represent the impact of 
MHPSS interventions on educational outcomes.

Lifetime earnings  
The global CBA estimates an individual’s potential lifetime 
earnings based on a learner’s level of school completion and 
social and emotional skills, as wages and employment rate 
differ based on school completion, SE skills, and sex, and the 
mediating role of mental health conditions.

Cost-benefit analysis   
A cost-benefit analysis is an economic evaluation that 
compares the costs of an intervention with its anticipated 
benefits to determine its overall economic viability and inform 
decision-making.

Benefit-cost ratio (BCR)  
A benefit-cost ratio illustrates the benefits accrued per dollar 
invested. The lower the implementation costs relative to the 
expected benefits, the higher the BCRs, and interventions 
with benefits larger than US$1 per US$1 invested are 
considered to provide good value for money.

Net benefits  
Net benefits is an economic term that illustrates the 
difference in the economic benefits and the economic costs 
incurred by implementing an intervention. Whereas BCRs 
control for different levels of need and coverage of the 
interventions by dividing by cost, net benefit is a gross sum 
reflecting intervention scale and coverage. In this analysis, 
the term net benefits is used to define the total averted loss 
in potential lifetime earnings from implementing proposed 
MHPSS interventions.



Executive 
summary 
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Globally, over 250 million children
and adolescents struggle with 
mental health conditions,
many of which are currently undiagnosed and untreated. 
Half of all mental health conditions emerge before 
age 14, and early onset in childhood or adolescence of 
conditions such as anxiety (generalized anxiety disorder), 
post-traumatic stress disorder (PTSD), and depression
 is associated with worse lifetime outcomes. 
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Children and adolescents in humanitarian settings, such as 
areas affected by a natural or human-mediated emergency 
events, are exposed to additional and significant risks and 
circumstances. These include exposure to violence, separation 
from or loss of loved ones, poor living conditions, poverty, 
food insecurity, loss of livelihoods and the means of survival, 
physical injuries and illnesses and a lack of access to services 
such as health care, education and social care. Emergencies 
can also erode protective supports such as family and 
community networks and can lead to sudden changes in 
social roles and relationships, resulting in greater mental 
health and psychosocial support needs than more stable 
settings would demand. 

The burden of mental health conditions and poor psychosocial 
wellbeing among children and adolescents is associated 
with significant lifetime costs, as mental health conditions is 
associated with learning lower educational attainment and 
impeding the development of socioemotional skills which 
translates into reduced earning potential and labor productivity 
in later life. The humanitarian emergencies further exacerbate 
these impacts. A critical point, however, is that these costs 
to individuals, communities and countries can be mitigated 
through mental health and psychosocial support (MHPSS) 
interventions that aim to promote mental health and wellbeing 
and/or prevent and respond to mental health conditions, 
thereby promoting learning and educational outcomes. 

Mental health conditions are more prevalent among children 
and adolescents exposed to emergency events. Interventions 
to address these critical unmet needs should be incorporated 
as part of emergency relief and recovery efforts. Yet, 
prioritization and investment in mental health and psychosocial 
support interventions by governments and international 
donors are impeded by an important gap in the evidence 
regarding which interventions are cost-effective in countries 
within the ‘Humanitarian Development Nexus’ (countries 
that require humanitarian support alongside long-term 
development assistance). 

This global cost-benefit analysis (global CBA) firstly estimates 
the global economic costs of mental health conditions through 
the effect on school completion, and poor social and emotional 

wellbeing among children and adolescents aged 10–17 years 
affected by humanitarian emergencies. It then models the 
economic benefits of addressing the mental health needs 
of children and adolescents through mental health and 
psychosocial support interventions. 

The global CBA included 76 low- and middle-income countries 
(LMICs) categorized as medium, high, and very high risk for 
emergency events by the INFORM Risk Index. Across this 
geographic scope, the global CBA examined the economic 
burden of mental health conditions and psychosocial wellbeing 
in childhood and adolescence in terms of their effect on two 
measures of human capital: school completion; and social and 
emotional (SE) skills. The global CBA modelled a status quo 
scenario – without a policy response – and then estimated the 
economic returns from implementing MHPSS interventions 
to improve specified human capital metrics among a cohort of 
children and adolescents. 

The global CBA illustrates the economic benefits of 
implementing school and community-based mental health 
and psychosocial support (MHPSS) interventions for children 
and adolescents affected by humanitarian emergencies. It 
estimates the anticipated lifetime benefits of improved mental 
health, educational attainment and SE skills among a cohort of 
internally displaced children and adolescents aged 10–17.

The global CBA then evaluates the following three MHPSS 
interventions that focus on school-aged children who are 
affected by humanitarian emergencies. These interventions 
are complementary as they each address various stages 
of the mental health continuum, representing mental 
health promotion, prevention, and care (treatment). These 
were identified through a comprehensive review of peer-
reviewed literature and were included in the global CBA if 
they focused on school-aged children and adolescents (ages 
5–18), described costs per person, and the effect sizes were 
known. Interventions implemented in education settings were 
prioritized. The interventions that matched these inclusion 
criteria focused on children and adolescents between the 
ages of 10–17 as there was limited evidence on the impact of 
interventions between ages 5–10.

The global costs and benefits of mental health and psychosocial support (mhpss) 
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Table 1: Illustrative MHPSS interventions for the global CBA

MHPSS Intervention Health Continuum Facilitator
Original Country  
of Implementation

School-based group CBT for 
children and adolescents with 
symptoms of depression

Prevention
Teachers, school personnel 
(counsellors and nurses), or  
medical staff

Global  
(Meta-Analysis)

School-based social and 
emotional learning (SEL)  
skills education

Promotion Teachers India

Community-based group 
therapy for out-of-school 
adolescents

Treatment Community Health Worker Sierra Leone

The global CBA found that the impact of failing to address the 
mental health and psychosocial support needs of 10–17-year-
old children and adolescents affected by humanitarian 
emergencies in 66 countries would result in the equivalent of 
a US$203 billion loss globally of potential lifetime earnings (in 
US$ 2022) caused by elevated school dropout rates and poor 
SE skills, resulting in lifetime earning loss. Lifetime losses 
were highest in Sub-Saharan Africa (US$111.5 billion) and 
among very-high risk countries (US$105.6 billion). 

To compare the economic costs and benefits of investing 
in MHPSS interventions, the global CBA uses benefit-cost 

ratios (BCR). A BCR illustrates the benefits accrued per  
dollar invested. The lower the implementation costs 
relative to the expected benefits, the higher the BCRs, 
and interventions with benefits larger than US$1 per US$1 
invested are considered to provide good value for money.  
The three evaluated interventions – two school-based,  
and one community-based – are good investments as 
evidenced by their high benefit-cost ratios (BCRs), and 
indicate that their expected economic benefits outweigh  
the implementation costs of proposed interventions globally, 
for each of the 52 countries included, and in each world 
region. 

Table 2: Costs and benefits of implementing MHPSS interventions for children and adolescents affected by 
humanitarian emergencies

MHPSS 
Intervention

Averted Lifetime 
Earning Loss 
(US$ 2022)

MHPSS 
Implementation 
Costs (US$ 2022)

Global Benefit-Cost 
Ratio

School-based  
group CBT

343 million 6.0 million
US$57 in benefits per  
US$1 invested

School-based SEL  
skills education

6.4 billion 28.6 million
US$225 in benefits per  
US$1 invested

Community-based  
group therapy

17.4 billion 441.7 million
US$39 in benefits per  
US$1 invested

The global costs and benefits of mental health and psychosocial support (mhpss) 
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Key findings

The global CBA found that the impact of failing to 
address the mental health and psychosocial support 
needs of 10–17-year-old children and adolescents 
affected by humanitarian emergencies would lead to 
the equivalent of a US$203 billion loss globally 
in potential lifetime earnings (US$ 2022).

The economic benefits of investing in mental 
health and psychosocial support (MHPSS) 
across the mental health continuum strongly 
outweigh the implementation costs.

School-based social emotional learning skills 
education offers a particularly strong benefit-cost 
ratio across all countries at risk for humanitarian 
emergencies. 
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Recommendations

 ✱ Since the mental health of one in every five children 
and adolescents affected by humanitarian emergencies 
and protracted crises are currently affected by mental 
health conditions, taking action to promote mental 
health and psychosocial wellbeing and treat mental 
health conditions is essential to improve downstream 
impacts on education and future economic outcomes.

 ✱ The diversity of children’s and adolescents’ mental 
health needs demands implementation of a range of 
complementary mental health promotion, prevention, 
and treatment interventions.

 ✱ Investment in interventions that promote the 
mental health and psychosocial wellbeing of children 
and adolescents should be a high priority. The 
intervention that focused on promoting the mental 
health of children and adolescents (school-based 
social emotional learning skills education) offered a 
particularly strong benefit-cost ratio. 

 ✱ Investment in school-based interventions that address 
mental health conditions and prevent exacerbation 
offer additional benefits to crisis-affected children 
and adolescents. While there are direct benefits 
from reducing the overall burden of disease, such 
interventions are also likely to offer reduced healthcare 
expenditures and reduce the social losses attributable 
to premature mortality and additional years of life lived 
with disability. 

 ✱ Upscaling and strengthening the capacities of MHPSS 
facilitators, including teachers, school staff and MHPSS 
professional staff will ensure learners receive adequate 
support for their mental health and psychosocial 
wellbeing.

The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus10
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Introduction
The ‘humanitarian-development nexus’ refers to the 
relationship between humanitarian aid and development 
efforts, capturing the idea that the two should be 
interconnected and coordinated to achieve better outcomes 
for people transitioning between humanitarian support and 
long-term development assistance.1 For example, a disaster 
response effort may also provide opportunities to rebuild 
resilient infrastructure or to improve access to education and 
healthcare in affected communities. Similarly, development 
efforts may need to be adjusted or accelerated in response to 
a crisis to prevent further deterioration of living conditions.

Globally, over 250 million children and adolescents struggle 
with mental health conditions, many of which are currently 
undiagnosed and untreated.2 Half of all mental health 
conditions emerge before age 14, and an early onset in 
childhood or adolescence of conditions such as anxiety 
(generalized anxiety disorder), post-traumatic stress disorder 
(PTSD) and depression is associated with worse lifetime 
outcomes.3

Children and adolescents, particularly those who have been 
exposed to natural and human-mediated emergencies, have 
a higher risk of poor mental health. These issues can reduce 
education participation and worsen educational outcomes. 
Poor attainment in education can also impact negatively upon 
child and adolescent mental health. Difficulties in the domains 
of mental health and learning may be mutually reinforcing 
and significantly affect an individual’s development. Low 
educational attainment and ongoing mental health issues in 
adolescence can have severe implications for lifetime earning 
potential and economic productivity.4

Emergency events often disrupt education by closing schools, 
displacing learners, and otherwise impairing access to learning 
environments. Failure to address education and learning loss 
in the wake of emergency events ignores the very foundation 
of recovery efforts and extends the negative consequences 
of these events to younger generations.5 Mitigating learning 
loss improves the long-term recovery of countries affected 
by disaster and conflict, and the economic rate of return on 

education is highest in those countries where the quality of 
education and academic outcomes are lowest. The World Bank 
found that one additional year of learning is associated with 
a 9.3 per cent average growth in lifetime earnings in LMICs 
compared to 8.2 per cent in high-income countries.6

Mental health and psychosocial support (MHPSS) 
interventions aim to promote mental wellbeing and/or prevent 
and respond to mental health conditions. When implemented 
in education environments for children and adolescents, 
MHPSS interventions offer a promising strategy to improve 
mental health and learning outcomes7 with enormous 
potential to improve the life trajectories of the world’s most 
disadvantaged children and adolescents.8 Interventions 
focused on the mental health of children and adolescents 
in education settings take many forms and address a 
range of outcomes, including promoting mental health and 
psychosocial wellbeing, preventing mental health conditions, 
and improving access to mental health care and support. 
Implementation in education settings enables these programs 
to reach substantial numbers of children and adolescents 
while improving learning environments.

By implementing MHPSS interventions where they are 
needed most, policymakers and international donors can 
contribute to achieving the United Nations Sustainable 
Development Goals.9 However, there is currently an 
important evidence gap related to the quantifiable costs 
and benefits of implementing these interventions in the 
humanitarian-development nexus, which impedes prioritization 
and investment in these solutions by governments and 
international donors.

This report details a global cost-benefit analysis (CBA) on 
mental health and psychosocial support interventions in 
education settings across the humanitarian-development 
nexus to address the gap. The analysis quantifies the global 
economic benefits in relation to the cost of investing in a 
range of MHPSS interventions for children and adolescents 
who are highly vulnerable to emergency events. 

The global costs and benefits of mental health and psychosocial support (mhpss) 
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Background

The relationship between education, 
mental health, and economic  
potential are interconnected with a 
strong bidirectional linkage between 
child and adolescent mental health 
and educational achievement.10 

The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus12
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The World Economic Forum has identified improvements in 
education as a critical necessity for global economic growth 
in the twenty-first century. Lost education is associated 
with significant declines in lifetime income, and accordingly, 
investments in improving education hold the potential to 
generate significant economic returns across an individual’s 
productive lifespan.5 Learning losses and disruptions in 
education may reduce opportunities to develop mental 
health resilience and the range of life skills and knowledge 
an individual needs to achieve their economic potential.4 
Likewise, when poor mental health among children and 
adolescents is not addressed, it can negatively impact 
academic achievement and preparation for employment. 
As psychosocial distress can severely reduce an individual’s 
quality of education, cognition, and lifetime earning potential, 
interventions promoting mental wellbeing in educational 
settings can be beneficial to mitigating the downstream 
impacts of poor mental health and psychosocial wellbeing.4 

The following section of the report details the relationship 
between education, mental health, and economic potential, 
the literature on MHPSS interventions and implementation 
strategies, and the implications of MHPSS and education 
on children and adolescents across the Humanitarian 
Development Nexus.

Learning loss adversely impacts 
mental health and economic 
potential
The COVID-19 pandemic has highlighted the extent to which 
emergency-related education disruptions can cause wide-
scale losses to learning and economic potential. Global school 
closures caused over six months of learning loss for the 
average learner, which the World Economic Forum projects 
will lead to a 3.9 per cent decline in lifetime incomes for the 
affected cohort.5 Learning loss reduces a child or adolescent’s 
future economic potential because education is vital to the 
development of cognitive, technical and socioemotional skills 
that allow an individual to become productive and innovative 
later in life.11 The effects of education disruption extend 
beyond individual earning potential and reduce productivity 

across entire economic systems. The OECD estimates that for 
the average member country, a half-year learning loss across 
an entire cohort of children and adolescents results in a 2.2 
per cent shrinkage of future GDP.12 

Education disruption also reduces the likelihood of completing 
secondary education – a marker that has been shown to be 
critical to economic participation and prosperity later in life.13 
Additionally, participation in a learning environment helps 
children and adolescents meet milestones that are critical to 
their mental health. One such milestone is represented by 
the concept of ‘learning poverty,’ an indicator that measures 
the proportion of children who cannot read and comprehend 
simple text at the age of 10.14 Children who struggle with 
literacy face higher risks of experiencing ongoing mental 
health problems.15

Even before children learn to read, schools and other 
learning environments are critical channels for obtaining 
key competencies to help an individual succeed over the 
life course. Learning loss among children and adolescents 
includes loss of social and emotional learning (SEL)—the 
development of competencies such as self-awareness, 
discipline, social skills, and responsible decision-making.16 
SEL skills are a strong determinant of academic outcomes 
and contribute to mental resilience17 and the ability to cope 
with mental health difficulties and adversity.18–20 Essential 
adolescent SEL competencies such as motivation, self-
worth and self-control have been shown to develop prosocial 
behaviours and reduce high-risk behaviour such as early 
sexual activity and drug and alcohol use that negatively impact 
learning.16,21

In summary, education quality, years spent in education 
and completion of secondary education are all important 
determinants of lifetime earning potential. Early academic 
setbacks stemming from emergency events and mental 
health difficulties can jeopardize an individual’s chances of 
achieving key educational milestones. Education settings also 
provide opportunities for children and adolescents to build 
essential cognitive, technical and socioemotional skills needed 
to become productive later in life.

The global costs and benefits of mental health and psychosocial support (mhpss) 
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Mental health impacts on education 
and economic potential
Beyond the human right to access mental health services,22 
child and adolescent mental health difficulties require 
particular attention both for their immediate influence on 
educational attainment and personal development, as well 
as their potential to precipitate more serious lifelong mental 
health issues and healthy social development. Childhood and 
adolescence are periods of intense physiological, cognitive, 
neurological, emotional, and social change; they are a critical 
window of opportunity for holistic interventions to promote 
positive mental wellbeing and build coping skills and functional 
skills that protect mental health against future adversity.16 
The developmental changes experienced by children and 
adolescents further heighten their vulnerability to poor mental 
health.23,24 Adolescence is a common age of onset for various 
mental health conditions, and it is estimated that half of all 
lifetime mental health issues emerge before the age of 14.3

Mental health difficulties in childhood and adolescence can 
incur lifelong costs to the individual and society. Learners’ 
mental health difficulties hamper academic success, 
undermine the development of cognitive, social, functional, 
and technical skills, and diminish the human capital they 
bring to the workforce and their communities. Functional 
impairment is a key indicator of a child or adolescent’s need 
for mental health support, representing the overall impact 
of psychosocial distress or mental health conditions on 
the cognitive ability to perform daily responsibilities and 
accomplish goals. Key areas of performance for children 
include interpersonal functioning, school functioning and self-
care.25 Functional impairment is predicted by symptoms of 
common mental health conditions like anxiety, depression and 
PTSD but is also associated with overall mental distress.26

Poor mental health hampers the development of essential 
skills needed to enter the labour force and constructive civic 
engagement and increases a learner’s risk of dropout.27 
Quality of learning and completion of secondary education are 
important determinates of employability and lifelong earning 
potential.11 Additionally, mental health conditions that persist 
into adulthood can affect labour productivity, social cohesion 
and civic engagement.28,29 For example, adult mental distress 
has been linked to higher levels of workplace absenteeism 

(decreased number of working days) and presenteeism 
(reduced productivity in the workplace), which together 
comprise a significant portion of the economic burden of 
mental illness.29 Early action is critical not only to preserve 
the human right to mental health care, but also because poor 
mental health hampers development of future workforce 
skills, harming workplace performance and lifetime income 
and, more broadly, the healthy development of communities 
and societies.28,30,31

One of the most powerful risk factors for mental health 
conditions among children and adolescents is exposure 
to life-threatening events such as natural or human-made 
emergencies.32,33 Children and adolescents are particularly 
vulnerable. While most children and adolescents who endure 
such events are to experience psychological distress, for 
most this improves over time.34 However, 22.1 per cent 
of children and adolescents affected by emergencies are 
likely to experience adjustment reactions such as stress, 
depression, anxiety and exacerbation of any pre-existing 
conditions.35 Children and adolescents living in protracted 
crises may be continually exposed to risk factors that threaten 
their mental health and psychosocial wellbeing; forcibly 
displaced adolescents have a higher risk of depression, the 
longer they remain displaced.36,37 Without proper care and 

The global costs and benefits of mental health and psychosocial support (mhpss) 
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support, psychosocial distress can adversely impact a child 
or adolescent’s functioning in learning environments and 
their ability to develop socioemotional competencies.38 The 
importance of equipping affected children and adolescents 
with resilience and coping skills to mitigate the long-term 
mental health effects of exposure to emergency events is a 
major theme in the literature.39,40 It is therefore vital to develop 
effective systems and support mechanisms to equip children 
and adolescents with these skills.

MHPSS interventions

MHPSS interventions should be available across the various 
stages of the mental health continuum which spans mental 
health promotion, prevention and treatment.41 Interventions 
can be categorized as either universal or selective. Universal 
interventions target entire cohorts of children and adolescents 
without inclusion criteria, whereas selective interventions 
target individuals who present with specific symptoms or risk 
factors. Universal interventions complemented by a selective 
component generally produce stronger results than universal 
programmes alone.42 However, caution is recommended in 
the way that selective interventions are implemented; for 
instance, in education settings care should be taken to ensure 
learners are not stigmatized for participating.43

MHPSS promotion interventions generally target the 
development of positive mental wellbeing through, for 
example, the development of social and emotional skills. 
Promotion of mental wellbeing in learning environments can 
also improve learners’ academic success and engagement and 
have a lasting impact on the education setting’s supportive 
structures, positive climates, empowered communities, and 
deliver long-lasting change in attitudes and policies, further 
sustaining the effect of MHPSS intervention.42 Common 
approaches include training teachers to promote the mental 
health and psychosocial wellbeing of children through add-on 
activities in the school environment. At times, teachers may 
incorporate psychoeducational materials and SEL activities 
into classroom curricula. An example of promotion is a 
universal, school-based programme that integrates reading 
and curricula with a socioemotional focus, combined with in-
service teacher training and coaching.44

Prevention interventions aim to build resilience against 
developing mental health problems. These interventions 
employ many similar approaches to promotion interventions 
but are targeted toward children and adolescents who have 
been identified as having elevated risk factors. Identified 
risk factors for child and adolescent mental health include 
orphanhood, lack of socialization, poor school attendance, 
violence at home or in schools, and forced migration.45,46

Symptoms of psychological distress, mental health conditions 
and functional impairment are common target indicators 
for preventive interventions because improvements in 
these areas have been associated with improved academic 
performance across the humanitarian-development nexus.7 
An example of a prevention intervention whose effects will 
feature in the global CBA model is a selective prevention 
programme of group-based cognitive behavioural therapy.47,48

The global costs and benefits of mental health and psychosocial support (mhpss) 
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Treatment interventions respond to mental health conditions 
that adversely affect an individual’s wellbeing and academic 
functioning. Mental health problems are often not recognized 
and managed in resource-constrained settings as the 
development of mental health services is hampered by 
a limited government policy, inadequate funding, and a 
dearth of trained mental health workers and specialists.49 
Accessing available services can also be constrained by the 
stigma associated with mental health conditions.49 Common 
treatment interventions include individual and group therapy, 
peer support exercises, and trauma-sensitive activities. 
For children and adolescents who experience emergency 
events, the combination of promotion, prevention, and 
treatment interventions are critical to mitigating the impact of 
psychological distress and adverse events. 

Overall, the literature demonstrates that MHPSS interventions 
improve child and adolescent mental wellbeing and learning 
outcomes and translate into individual and social economic 
benefits over the productive period of an individual’s lifespan.4 
Children and adolescents who experience more of the risk 
factors for psychosocial distress and low-quality learning stand 
to gain the most from participating in MHPSS interventions.42 
Given that exposure to emergency events is a major risk factor 
for the mental health of children and adolescents, and that 
emergency events can disrupt education by closing schools, 
displacing learners, and otherwise impairing children and 
adolescents from accessing learning environments46 it is clear 
that those exposed to emergency events can greatly benefit 
from MHPSS interventions. It is therefore important that 
these interventions are available to children and adolescents in 
countries across the humanitarian-development nexus.50

MHPSS implementation strategies

MHPSS intervention literature has predominantly been 
focused on high-income and Western countries. However, 
a developing body of evidence from LMICs identifies the 
characteristics of effective approaches in development 
settings.51 

For instance, there is a strong consensus that MHPSS 
interventions are more effective when they are of longer 
duration and more structured.52 Interventions lasting nine 
months or more have been shown to be superior to short-
term interventions, achieving broad outcomes such as 
promoting positive mental health and preventing poor mental 
health.42 The intervention effects of manualized psychological 
or psychoeducational programmes, including individual, 
group and digital interventions, interpersonal psychotherapy, 
mindfulness-based cognitive therapy, wellbeing therapy and 
psycho-educational approaches, have also been shown to 
deteriorate after the implementation period. Follow-up booster 
sessions are a common strategy to maintain intervention 
effects.53 Although humanitarian responses to emergency 
events generally focus on rapid delivery, long-term support 
for mental health is needed not only because the needs 
precipitated by such events endure,54 but also because 
humanitarian emergencies often persist and put longer-term 
stresses and pressures on children and adolescents.36,37 

It is important to consider which interventions are best suited 
to address participants’ needs based on their age, gender, and 
mental health status across the mental health continuum.55 
SEL activities are particularly valuable for children between 
5–11 years of age, a period in which they are developing 
their social awareness and sense of identity.56 They can 
also effectively reduce rates of school dropout among 
adolescents;20 reduce negative student behaviour in schools 
and in the community such as bullying, violence, and juvenile 
crime; and improve health outcomes by reducing teenage 
pregnancies and drug abuse.21 

When possible, interventions focused on anxiety, depression, 
or PTSD should be preventive rather than delivered after 
their onset.53 Anxiety disorders generally emerge around age 
11, and the average onset of depression occurs between 
ages 11 and 14.57 For school-based interventions targeting 
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specific mental health conditions, evidence is strongest 
for the effectiveness of those which prevent and treat 
PTSD.52 Interventions on depression and anxiety appear 
to reduce symptom severity.43,58 Intervention outcomes 
for improved mental health are generally most significant 
among participants who have more risk factors. Universal 
interventions complemented by a selective component 
generally produce stronger results than universal programmes 
alone.42 Successful MHPSS interventions in emergency 
response efforts often incorporate individual or group-based 
cognitive behavioural therapy, a technique that reframes 
participants’ negative thought patterns and assists with 
recovery from trauma.54

MHPSS interventions are often delivered by school staff 
(primarily teachers, and sometimes school nurses or 
counsellors) or mental health staff who visit schools to deliver 
interventions (usually mental health nurses and community 
mental health workers). Children and adolescents who have 
experienced emergency events are at heightened risk of 
mental health difficulties, and interventions that target this 
should focus on coping skills, processing and recovery.33 

Conclusions about who most effectively facilitates MHPSS 
interventions are mixed. There is evidence of positive 
results for interventions delivered by trained teachers and 
school staff, mental health professionals, and even trained 
volunteers.59 There is some suggestion that certain facilitators 
may be more effective when delivering interventions that 
target specific outcomes. 

A number of literature reviews that survey a range of studies 
suggest interventions delivered by mental health staff yield 
larger mental health effect sizes.42,53 A possible explanation 
for this is that these types of mental health interventions 
tend to be more intense, suggesting that most salient is the 
nature of the intervention rather than the characteristics of the 
implementer.42 However, other literature reviews support the 
view that outcome effect sizes from MHPSS interventions may 
be strongest when teachers and school staff deliver them.42,44,60 
Hypotheses supporting this finding suggest that participants, 
particularly younger children, may be more comfortable with 
familiar members of teaching or nursing staff rather than visiting 
professionals,53 and that school staff have opportunities to 
reinforce key points during routine interactions.42  

Furthermore, leveraging the existing education systems 
and infrastructure to implement MHPSS interventions can 
improve access to MHPSS in settings across the humanitarian 
development nexus, where the availability of mental health 
workers is limited. Ultimately, interventions should be context-
specific and tailored to meet local MHPSS needs.

Evidence gap

Although the limited current evidence from LMICs and 
humanitarian settings indicates that school-based MHPSS 
interventions effectively improve both short-term mental 
health and education outcomes, these studies draw 
limited conclusions about the long-term benefits of these 
outcomes.7,52,61 Nonetheless, there is a substantial global body 
of literature that links the same short-term outcomes that 
have been demonstrated in LMICs to lifelong improvements 
in mental health and earning potential.11,27 This suggests 
that similar long-term benefits from the interventions may 
reasonably be expected in development and humanitarian 
settings, and that the current lack of evidence reflects the 
limited quantity and quality of evaluative studies in these 
countries rather than a difference in effectiveness. Similarly, 
there is limited cost-effectiveness data on school-based 
MHPSS interventions in humanitarian settings, particularly 
among younger children.
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Emergency context

According to the INFORM Risk Initiative, the main 
underlying factors that lead to humanitarian risk include 
exposure to climate-mediated events and human conflict.62 

Climate-mediated events include earthquakes, tsunamis, 
droughts, floods, tropical cyclones, and epidemics. Human 
conflict can range from violent conflict at national level to 
subnational conflict over issues like secession, autonomy, 
or subnational predominance. Additionally, the humanitarian 
risk to populations affected by climate-mediated events and 
human conflict is higher if there is increased socioeconomic 
vulnerability, and weak infrastructure and institutional capacity 
to respond to such crises.62 Although many of these events 
can lead to forcible displacement (either internally within 

a country or across international borders), there is also a 
sizeable population that is affected by such events but may 
not be forcibly displaced.

In 2022 there were 323 recorded natural disasters across 
the globe and over 151 million children and adolescents aged 
10–17 years were estimated to be affected by crises in 66 
countries categorized as having medium to very high levels 
of risk for humanitarian emergencies.63,64 There is therefore 
a substantial and growing need to address the impact 
on child and adolescent education outcomes and mental 
health. More than one in every five children and adolescents 
affected by humanitarian emergencies in 2022 were forcibly 
displaced.64 Estimates indicate that approximately 30 per cent 
of refugee children are likely to be suffering from PTSD and 
24 per cent of refugee children report feeling depressed.65 
Moreover, while 11 per cent of refugees across all age groups 
experience anxiety disorders, the proportion of refugee 
children with anxiety disorders is more than double this rate, 
at 27 per cent.66,67 Child internally displaced persons (IDPs) 
also experience higher levels of internalising symptoms and 
post-traumatic stress than non-displaced children.68 Displaced 
populations face multiple barriers to care, ranging from limited 
access to healthcare to stigma around poor mental health.69,70

Climate-mediated events and conflict disrupt schooling 
in many ways. Emergency events may reduce school 
attendance and learning when they destroy schools, damage 
infrastructure and supply chains triggering malnourishment 
and illness and learning loss.71 Exposure to natural disasters 
and conflict negatively affects school attendance even 
years after the event.69 Children and adolescents may 
have left school to join the labour market or help at home 
if an emergency event has adversely impacted household 
income.71,72 In addition, conflict – particularly ethnic conflict 
–increases gender inequality around education availability and 
outcomes.73
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Global action to 
promote and develop 
MHPSS in the 
education sector

The global costs and benefits of mental health and psychosocial support (mhpss) 
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There is a global responsibility 
to protect child and adolescent 
mental health and address 
educational losses. 
The United Nations Convention on the Rights 
of the Child commits all countries to promote 
child and adolescent mental health.74 

© UNICEF/UN0855666/Andrianantenaina



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus20

UNICEF’s Global Multisectoral Operational Framework 
offers guidance for developing programmes across the 
social ecological model and the mental health continuum 
of prevention, promotion and treatment to improve the 
mental health and psychosocial wellbeing of children, 
adolescents and their caregivers.41 The MHPSS Minimum 
Service Package (MSP) was developed by the Inter-Agency 
Standing Committee Reference Group for Mental Health and 
Psychosocial Support in Emergency Settings. It establishes 
a set of activities that are considered to be of the highest 
priority in meeting the immediate critical needs of emergency-
affected populations.75 The MHPSS MSP provides a foundation 
for progressive strengthening and further scale-up of MHPSS 
activities.

The World Health Organization’s (WHO) Comprehensive 
Mental Health Action Plan (2013–2030) commits all countries 
to build comprehensive and integrated care and develop 
strategies for mental health promotion while improving 
governance and infrastructure for mental health care.34,76 The 
WHO Global Action Plan (2019–2023) to promote the health 

of refugees and migrants seeks to support member countries 
to provide short- and long- term programmes and systems 
to care for the physical and mental health needs of displaced 
populations.77,78 MHPSS in education settings contributes 
directly to all 17 of the UN Sustainable Development Goals.79

Due to the learning loss associated with the COVID-19 
pandemic, urgent action is required from international 
organizations and national governments to improve the 
educational and psychological wellbeing of the next 
generation. At the Transforming Education Summit in 
2022, representatives from the UN and other international 
organizations urged policymakers to prioritize the development 
of children’s foundational literacy, numeracy, and SEL skills to 
allow them to realize their full social potential.80 

Promoting MHPSS programmes in education settings has 
global potential to reverse learning loss, reduce learning 
poverty, improve the psychological wellbeing of children and 
adolescents, and support social cohesion-building efforts in 
countries affected by emergencies. 

© UNICEF/UN0837176/Pouget

https://www.unicef.org/reports/global-multisectoral-operational-framework
https://www.mhpssmsp.org/en
https://www.mhpssmsp.org/en
https://www.who.int/publications/i/item/9789240031029
https://www.who.int/publications/i/item/9789240031029
https://sdgs.un.org/goals


The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus21

Study population
The global CBA focused on children and adolescents aged 
10–17 affected by humanitarian emergencies. It calculated 
the cost of inaction on protecting their mental health and 
illustrated the economic costs and benefits of implementing 
MHPSS interventions. 

The study population used 2022 population numbers from the 
United National Population Division and the United Nations 
High Commissioner for Refugees. Children and adolescents 
were categorized into two groups based on what might 
be termed the ‘displacement outcome’ of humanitarian 
emergencies. These were: (1) crisis-affected and forcibly 
displaced (AFD) populations, including both internally 
displaced people (IDPs) and externally displaced populations 
(refugees and asylum seekers); and (2) crisis-affected but 
not forcibly displaced (ANFD) populations, including local 
populations affected by a humanitarian crisis, but who are 
not forcibly displaced. In total, approximately 151 million 
children and adolescents aged 10–17 years were affected by 
humanitarian emergencies in 66 countries in 2022.64

The 66 countries are classified by the INFORM Risk Index as 
at medium, high, or very high risk of a humanitarian crisis, 
and the risk level determines each country’s likelihood of 
needing international assistance (Figure 1).62 Within each 
country classification on the INFORM Risk Index, the analysis 
applied estimates the total affected populations, and the 
proportions of people who are or are not forcibly displaced. 
The 66 countries included in the cost of inaction analysis also 
represent regional diversity across the six UNICEF regions.

As an illustrative example of the cost and benefits of 
implementing MHPSS interventions among children and 
adolescents affected by humanitarian emergencies, the 
global CBA examined the potential economic returns from 
implementing school- and community-based MHPSS 
interventions among Internally Displaced People (IDPs). 
This sub-population comprises two-thirds of the global 
population of children and adolescents who have been 
forcibly displaced.81,82 Based on data from the United Nations 
High Commissioner for Refugees (UNHCR) and the Internal 
Displacement Monitoring Centre, 52 countries with risk level 

ranging from medium to very high on the INFORM risk index 
and with data on IDPs were included in the global CBA.82 All 
included countries are represented within UNICEF’s national 
and regional Humanitarian Action for Children (HAC) appeals.83 

Approximately half of all children and adolescents aged 10–17 
included in the global CBA were from countries with a very 
high risk of a humanitarian emergency event (49 per cent). 
Over a quarter of children and adolescents resided in high-risk 
countries (28 per cent), and over a fifth were from countries 
at medium risk (23 per cent). Sub-Saharan Africa (SSA) 
accounted for the highest number of countries impacted by 
humanitarian emergencies (36 countries), followed by Latin 
America and the Caribbean (LAC; 13 countries), Middle East 
and North Africa (MENA; 11 countries), East Asia and the 
Pacific (EAP; seven countries), Europe and Central Asia (ECA; 
five countries), and South Asia (SA; four countries). 
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Figure 1. 
Sampled countries by region and 
INFORM Risk Index Class 

East Asia and the Pacific
Indonesia** (M)
Myanmar** (VH)
Papua New Guinea** (H)
Philippines** (H)
North Korea (H)
Thailand* (M)
Vanuatu (M)

Middle East and North Africa
Egypt** (M)
Iraq** (VH)
Iran (H)
Lebanon** (M)
Libya** (H)
Palestinian Territories** (M)
Syrian Arab Rep.** (VH)
Yemen** (VH)
Morocco (M)
Jordan (M)
Algeria (M)

Sub-Saharan Africa
Angola (M)
Benin* (M)
Burkina Faso** (VH)
Burundi** (H)
Cameroon** (VH)
Central African Republic (VH)
Chad** (VH)
Congo** (H)
Cote d’Ivoire* (M)
Djibouti (M)
Dem. Rep. of the Congo** (VH)
Ethiopia** (VH)
Eritrea (H)
Ghana* (M)
Kenya** (VH)
Madagascar** (H)
Malawi** (M)
Mali** (VH)
Mauritania (M)
Mozambique** (VH)
Namibia (M)
Niger** (VH)
Nigeria (H)
Senegal** (M)
Sierra Leone* (M)
Somalia** (VH)
South Africa* (H)
South Sudan** (VH)
Sudan** (VH)
Tanzania (H)
Togo* (M)
Uganda** (VH)
Lesotho (M)
Rwanda (M)
Zambia (M)
Zimbabwe (M)

Europe and Central Asia
Azerbaijan* (H)
Bosnia and Herzegovina* (M)
Russian Federation* (M)
Turkiye** (M)
Ukraine** (H)

Latin America and the Caribbean
Colombia** (H)
Guatemala** (H)
Haiti** (VH)
Honduras** (H)
Mexico** (H)
Peru** (M)
Venezuela (H)
El Salvador (M)
Brazil (M)
Dominican Republic (M)
Nicaragua (M)
Panama (M)
Ecuador (M)

South Asia
Afghanistan** (VH)
Bangladesh** (H)
India** (H)
Pakistan** (H)

INFORM Risk Index Classification: 

Very High Risk (VH);  
High Risk (H);  
Medium Risk (M)

* Indicates inclusion in intervention analysis only
**  Indicates inclusion in both cost of inaction and intervention analyses

  Indicates inclusion in the intervention analysis only.
  Indicates inclusion in the cost of inaction analysis only. 
  Indicates inclusion in both cost of inaction and intervention analyses.

This map is stylized and not to scale. It does not reflect a position by 
UNICEF on the legal status of any country or area or the delimitation of 
any frontiers. The dotted line represents approximately the Line of Control 
agreed upon by India and Pakistan. The final status of Jammu and Kashmir 
has not yet been agreed upon by the Parties. The final boundary between 
the Sudan and South Sudan has not yet been determined.
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Methodology 

This section briefly 
summarizes the methods 
and data used in the study. 
A more detailed methodology is described 
in the accompanying Methods Appendix.  
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This section also summarizes the modelling process used 
to estimate the economic cost of failing to address mental 
health and psychosocial needs of crisis-affected children 
and adolescents (the ‘cost of inaction’) and to calculate the 
impact of implementing two school and one community-
based MHPSS interventions among children and adolescents 
affected by a humanitarian emergency. The analysis 
examined the economic cost of mental health conditions 
through their effect on education completion and social and 
emotional (SE) skills among affected populations.

Model cohort

The model was divided into two components. 

1. The first component examined what might be termed the 
‘cost of inaction’ or a ‘business as usual’ scenario where 
no additional investments were made in existing or new 
interventions. Here we estimated the economic cost of 

failing to address mental health and psychosocial needs 
of children and adolescents affected by humanitarian 
emergencies. In total, approximately 33.4 million children 
and adolescents aged 10–17 years were affected by 
humanitarian crises in 66 countries, and developed mental 
health conditions in 2022.* The analysis determined this 
population number by using the 22.1 per cent pooled 
and adjusted prevalence of mental health conditions 
(depression, anxiety, post-traumatic stress disorder, 
bipolar disorder, and schizophrenia) among populations in 
conflict settings.84 Therefore, the cost of inaction estimate 
included more than 33.4 million children and adolescents 
with a mental health condition, of whom approximately 7.6 
million were AFDs and 25.8 million were ANFDs. 

2. The second component examined investment in 
interventions scenario, where interventions at scale aim to 
avert the economic cost of mental health conditions and 
poor SE skills among children and adolescents impacted 
by emergencies.

* Of the 224 million school-age children affected by crisis situations in 
2023, 151 million are aged 10–17, and an estimated 33.4 million, or 22 
per cent, live with a mental health condition.64
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Part I:  
Evaluating the economic cost of inaction on humanitarian 
emergencies for children and adolescents

Estimates of the economic cost of failing to take action to 
address the mental health and psychosocial needs of children 
and adolescents impacted by humanitarian emergencies are 
based on a human capital approach, calculating the reduction 

in their potential lifetime earnings as a result of lower school 
enrolment and completion rates, and poorer SE skills due to 
mental health conditions caused by exposure to humanitarian 
crises (Figure 2).

Figure 2: 
Pathways of mental-ill health effect on human 
capital in humanitarian emergencies

The model estimated an individual’s potential lifetime earnings 
based on their school completion status and SE skills due to 
their mental health status. Without additional intervention to 
improve their mental health and psychosocial needs, children 
who develop mental health conditions because of exposure 
to emergencies generally have lower school enrolment and 
completion levels and SE skills.85 Accounting for the fact 
that wages and rate of employment differ based on school 
completion, SE skills and sex, and adjusting for the mediating 
role of mental health conditions, the model estimated a 
population’s lifetime earnings across different contexts. This 
strategy to estimate an individual’s potential lifetime earnings 
focuses on the quantitative features of ‘learning poverty’, 
an indicator used to capture the level of both schooling 
and learning, and whether all children are able to acquire 
meaningful skills.86

To estimate the economic cost across humanitarian 
emergencies, the model estimated the potential reduction in 
lifetime earnings of children and adolescents who have been 

affected by a humanitarian emergency  (for instance, IDPs, 
refugees, asylum seekers and those affected but not  
forcibly displaced). 

No new MHPSS interventions were introduced in this 
scenario. This reduction was estimated through school 
completion and SE skills deficits among those affected by 
humanitarian emergencies and diagnosed with a mental 
health condition in countries at medium, high, and very high 
risk of future emergency events on the INFORM Risk Index. 

The model assumed that the global average age of retirement 
is 65 years. The analysis´s time horizon (that is, the duration) 
over which the potential lifetime earnings are calculated is 
48 years. All lifetime earnings were enumerated in 2022 US 
Dollars (US$), and future earnings were discounted at a rate of  
three per cent.87,88

Additional details on the data sources can be found in the 
Methods Appendix.

Educational 
attainment 
at adulthood

Context: Environment, household economic condition, nutrition, etc.

Humanitarian crisis
Displacement crisis

Wages at 
adulthood

Mental health disorders
•  Depression
•  General anxiety disorder
•  Post-traumatic stress disorder
•  Suicidality

Social and 
emotional 
skills childhood/
adolescence

Educational 
attainment 
at childhood/
adolescence

Social and 
emotional skills 
at adulthood
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Part II:  
Estimating the economic impact of MHPSS interventions  
in humanitarian emergencies 

To estimate the economic impact of implementing school- 
and community-based MHPSS interventions for children 
and adolescents affected by humanitarian emergencies, 
the analysis focused on the impact of providing these 
interventions for IDPs - a subset of the children and 
adolescents who are affected by emergencies and forcibly 
displaced from 52 countries. This subset was chosen due 
to the data limitations on MHPSS intervention effects and 
implementation costs among refugees and asylum seekers.

The economic costs and benefits were examined by 
implementing three different MHPSS interventions. The 
economic benefits from these interventions were represented 
by averted loss of lifetime earnings that could be attributed to 
intervention implementation. The costs were based on the total 
cost of each intervention and its implementation at scale. The 
model used an ingredients-based costing approach to estimate 
the total cost of each intervention, its implementation costs, 
and any pre-implementation training costs. Each intervention 
was evaluated individually as there was limited literature 
on the collective impact of implementing multiple MHPSS 
interventions at the same time. The model also assumed that 
the interventions were implemented once, in 2022. 

Selected MHPSS interventions

The MHPSS interventions in the analysis were identified 
through a comprehensive review of peer-reviewed literature. 
Interventions were included in the CBA if they focused 
on school-aged children and adolescents (ages 5–18), 
described costs per person, and the effect sizes are known. 
Interventions implemented in education settings were 
prioritized. The interventions that matched these inclusion 
criteria focused on children and adolescents between the 
ages of 10–17, as there was limited evidence on the impact of 
interventions between the ages 5 to 10. To reflect the nuances 
of implementing proposed interventions in each country, an 
activity-based costing was performed using details of activities 
engaged in implementing each intervention. 

The school-based group cognitive behavioural 
therapy (CBT) intervention addresses mental health 
needs through group-based cognitive behavioural therapy 
in school settings among children and adolescents with 
depression symptoms.48 As depression is associated 
with lower levels of school completion, the intervention 
positively impacts upon an individual’s lifetime earning 
potential by reducing the risk of school dropout.48,89 

The school-based socio-emotional learning (SEL) 
intervention targets social and emotional learning skills 
through a Life Skills Education programme that promotes 
self-esteem, self-efficacy, and other aspects known to 
contribute to psychosocial wellbeing.90 Sessions are 
delivered by teachers in a school setting.

The community-based group therapy intervention 
uses community health workers to deliver group-based 
therapy sessions for out-of-school adolescents exposed 
to emergencies.91 Target outcomes include improved 
mental wellbeing and increased school enrolment and 
attendance.

Additional details on the interventions can be found in the 
Methods Appendix.© UNICEF/UN0831644/Andriantsoarana
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Summary of Modeled 
MHPSS Interventions

The school-based  
socio-emotional learning (SEL)  
intervention focuses on mental health and wellbeing 
promotion by targeting social and emotional learning skills 
through a Life Skills Education program that promotes 
self-esteem, self-efficacy, and other aspects known 
to contribute to psychosocial wellbeing. Sessions are 
delivered by trained teachers in a school setting.

The community-based group  
therapy intervention  
focuses on treatment by using community health workers 
to deliver group-based therapy sessions for out-of-school 
adolescents exposed to emergencies. Target outcomes 
include improved mental wellbeing and increased school 
enrollment and attendance.

The school-based group cognitive 
behavioural therapy (CBT) 
 intervention focuses on prevention as it addresses mental 
health needs by implementing group-based cognitive 
behavioral therapy in school settings among children and 
adolescents with depression symptoms. As depression 
is associated with lower levels of school completion, the 
intervention positively impacts upon an individual’s lifetime 
earning potential by reducing the risk of depression and 
school dropout. Sessions may be delivered by trained 
teachers, school personnel (such as counsellors and 
nurses), or medical staff.

© UNICEF/UNI441921/
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Economic benefits

To compare the implementation costs and benefits offered 
by each intervention, the global CBA used net benefits and 
benefit-cost ratio (BCR) as indicators. Net benefits were 
defined as the total averted loss in potential lifetime earnings 
from implementing proposed MHPSS interventions using a 3 
per cent discount rate. The BCR represents the net benefits of 
a given intervention divided by the total implementation costs 
of that intervention. A BCR above US$1 indicates that benefits 
outweigh the costs.

The intervention model uses the human capital approach 
whereby investments in the skills, knowledge, and capabilities 
of individuals attained during education are understood to 
provide lasting long-term income gains. The CBA model 
focused on only the effects that could be directly linked to 
earning potential, or to earning potential through school 
completion and SE skills. 

Limitations

Due to data limitations, the cost of inaction estimates are 
conservative since the study focused on the impact of 
humanitarian emergencies on mental health and education by 
examining a select number of mental health conditions and 
educational outcomes. Extending the analysis to include both 
quantity and quality of educational outcomes would potentially 
increase the magnitude of estimates of the cost of inaction 
and the benefits of implementing proposed interventions. 
The analysis relied on best available estimates, including for 
the ingredient-based costing of interventions, and this might 
not fully reflect the unique costs and contexts in each country 
included in the study.

It should be noted that the calculation of the benefits of 
implementing the assessed interventions is also conservative. 
Firstly, this is because the modelled interventions provided 
a wider range of benefits not directly used as part of the 
analysis. Secondly, forcibly displaced youth are especially 
prone to developmental, cognitive, behavioural and mental 
health challenges beyond those explicitly included in the 
modelled scenarios.36,92 For these reasons the results likely 
underestimate the full benefits of implementing these 
interventions in countries categorized as at medium, high, and 
very high risk of emergencies. 

Additionally, while the literature search for interventions 
included school-aged children and adolescents between the 
ages of 5–18, the interventions that matched these inclusion 
criteria focused on children and adolescents between the 
ages of 10–17 as there was limited evidence on the impact of 
interventions between ages 5 to 10. © UNICEF/UN0847817/Haro
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Results
Economic cost of inaction to address the mental health of children  
and adolescents affected by humanitarian emergencies 
The cost of humanitarian emergencies in relation to a child 
or adolescent mental health refers to the reduction in their 
future lifetime earnings that would be expected as a result 
of the education, social, and emotional deficits attributable 
to their exposure to life-threatening emergencies. The ‘cost 
of inaction’ refers to the loss in lifetime earnings from failing 
to address their mental health and psychosocial support 
needs. This is estimated in terms of weakened human capital 
development due to lower school enrolment and completion, 
limited social and emotional skills development, and lower 
employment. This estimate included both children and 
adolescents displaced due to emergencies and those affected 
but not displaced. 

If approximately one in every five of those affected by 
humanitarian emergencies84 experiences lower school 
completion rates, develops fewer SE skills, and experiences 
lifetime earning loss due to mental health conditions, the total 
global economic cost is substantial. The cost of inaction would 
result in the equivalent of US$203 billion (in 2022 US$) in 
losses over the lifetime of the affected children and adolescents 

across the 66 countries (Figure 3). The 7.6 million children and 
adolescents forcibly displaced in 2022 who live with mental 
health conditions would be projected to lose US$52 billion in 
lifetime earnings without further action. Among the 25.8 million 
children and adolescents affected by emergencies but not 
forcibly displaced and who have mental health conditions, the 
lost lifetime earnings would be US$151 billion. 

Approximately three-quarters of the total economic loss 
would occur among crisis-affected children and adolescents 
in countries at high or very high risk for humanitarian 
emergencies. The twenty-six countries in the very high risk 
classification of the INFORM Risk Index would experience the 
highest economic costs, losing about US$106 billion in lifetime 
earnings among both those affected and forcibly displaced and 
affected but not forcibly displaced (Figure 3). Without further 
intervention, countries classified as high risk would lose 
about US$46 billion in lifetime earnings. Due to the size of the 
affected population, including the number of countries in each 
region, the highest loss would be expected in Sub-Saharan 
Africa (US$111.6 billion) (Figure 3).

Table 3: Total lifetime earning loss by region and INFORM Risk Index class (2022 US$)

Total lifetime  
earning loss for ANFDs

Total lifetime  
earning loss for AFDs

Total lifetime  
earning loss

US$, billions US$, billions US$, billions US$, billions

Region 

Europe and Central Asia N=2 0.9 0.2 1.1

East Asia and the Pacific N=6 5.8 0.1 5.9

Latin America and the Caribbean N=13 6.5 3.6 10.1

Middle East and North Africa N=11 19.3 31.4 50.6

South Asia N=4 22.3 1.4 23.7

Sub-Saharan Africa N=30 96.0 15.5 111.6

INFORM  
Risk Index 
class 

Medium N=26 21.9 29.1 51.0

High N=20 41.8 4.6 46.3

Very high N=20 87.2 18.5 105.6
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East Asia 
and Pacific

Figure 3. 
Total lifetime earning loss by UNICEF region 
and INFORM Risk Index class (billions 2022 US$)
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This map is stylized and not to scale. It does not reflect a position by UNICEF on 
the legal status of any country or area or the delimitation of any frontiers. The 
dotted line represents approximately the Line of Control agreed upon by India and 
Pakistan. The final status of Jammu and Kashmir has not yet been agreed upon by 
the Parties. The final boundary between the Sudan and South Sudan has not yet 
been determined.
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Cost benefit analysis of implementing MHPSS interventions for 
emergency-affected children and adolescents
Intervention costs
The modelling for the implementation cost and benefits 
of the MHPSS interventions is focused on an illustrative 
sub-population within the wider population exposed to 
emergencies. Implementing each intervention would 
offer MHPSS support to different groups of children and 
adolescents who are affected by an emergency, and so the 
modelling for each intervention covered a different population 
size. As such, intervention implementation costs vary by 
intervention, regions, and INFORM Risk Index classification 
(Tables 2 and 3). 

The total global implementation cost for the school-based 
CBT intervention was US$6.0 million (average cost of 
US$0.8 per child) (Tables 2 and 3). The total implementation 
cost was highest in the Europe and Central Asia region at 
US$5 million (average cost of US$20) (Tables 2 and 3) and 
was lowest in four regions; Middle East and North Africa, 
Sub-Saharan Africa, East Asia and the Pacific, and South Asia 
(average cost of less than US$1). The average implementation 
cost was lowest across countries classified as very high risk 
for humanitarian emergencies (US$0.1) and highest among 
medium-risk countries (US$10). 

The total global implementation cost for the school-based 
SEL intervention was US$28.6 million (average cost of 
US$3.7) (Tables 2 and 3). The total implementation cost 
was significantly higher since this intervention targeted a 
larger population of in-school children and adolescents. The 
total implementation cost was highest in the Sub-Saharan 
Africa region US$17.0 million (average cost of US$4.7) and 
was lowest in the East Asia and the Pacific region (total 
cost of US$212,626; average cost of US$2). The average 
implementation cost was lowest across countries classified 
as very high risk (US$ 3.7) and high risk (US$3.4) for 
humanitarian emergencies, and highest among medium-risk 
countries (US$5.3).

Implementing the community-based group therapy 
intervention would cost about US$442 million (average cost 
of US$57) globally (Tables 2 and 3). The total implementation 
cost was highest in the Middle East and North Africa region 
at US$221.4 million (average cost of US$102) and was lowest 
in the East Asia and the Pacific region (total cost of US$7.3 
million; average cost of US$69). The average implementation 
cost was lowest across countries classified as very high risk 
for humanitarian emergencies (US$38) and highest among 
medium-risk countries (US$457).

Table 4: Total intervention costs and average intervention costs per crisis-affected child and adolescent  
by INFORM Risk Index class (2022 US$)

Risk class Medium (N=16) High (N=17) Very high (N=19)

Total costs Average Cost 
per AFD

Total costs Average Cost 
per AFD

Total costs Average Cost 
per AFD

US$, millions US$ US$, millions US$ US$, millions US$

School-based group CBT 2.9 10.1 2.3 1.4 0.8 <1

School-based SEL education 1.5 5.3 5.8 3.4 21.3 3.7

Community-based group therapy 130.5 456.5 91.8 54.1 219.4 38.3
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Table 5: Total intervention costs and average intervention costs per crisis-affected child and adolescent  
by UNICEF region (2022 US$)

Region 
 
 

Latin America 
and the  
Caribbean 
(N=6)

Sub-Saharan 
Africa 
 
(N=25)

East Asia and 
the Pacific 
 
(N=5)

Europe and  
Central Asia 
 
(N=5)

South  
Asia 
 
(N=4)

Middle East  
and North 
 Africa 
(N=7)

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

US$, 
millions

US$ US$, 
millions

US$ US$, 
millions

US$ US$, 
millions

US$ US$, 
millions

US$ US$, 
millions

US$

School-based  
group CBT

1.3 1.5 0.2 <1 0.1 <1 5 20.2 0.1 <1 0.6 <1

School-based  
SEL education

4.1 4.9 17.0 4.7 0.2 2.0 1.9 7.9 1.4 1.9 7.7 3.5

Community-based  
group therapy

56.0 66.8 123.9 34.6 7.3 68.7 43.2 174.9 37.2 48.9 221.4 101.6

 
 

Economic benefits and benefit-cost ratios
The global CBA suggests that each modelled intervention would offer greater economic benefits relative to its 
implementation costs. 

The school-based CBT intervention averted 
approximately US$343 million in lifetime wage loss, 
globally. Comparing this benefit to the implementation 
cost produces expected benefits of US$57 per US$1 
invested (Figure 4, Table 4). Across regions, the 
highest BCR would be in Sub-Saharan Africa (BCR 
US$269:US$1). This is followed by South Asia (BCR 
US$192:US$1), and those in Europe and Central Asia 
would gain the fewest benefits per US$1 invested from 
the intervention (BCR US$6:US$1). Countries categorized 
as very high risk by the INFORM index would accrue 
the greatest amount of benefit per US$1 invested from 
the school-based CBT intervention (BCR US$185:US$1) 
(Figure 5; Table 5). 

The school-based SEL intervention is expected to 
avert approximately US$6.4 billion in lifetime earning 
loss at a total implementation cost of US$28.6 million, 
globally. This would result in US$225 in benefits per US$1 

invested. Across regions, the highest BCR would be in 
Latin America and the Caribbean (BCR US$521:US$1). 
This is followed by East Asia and the Pacific (BCR 
US$431:US$1), and the lowest BCR would be in Sub-
Saharan Africa (BCR US$98:US$1). Countries categorized 
as medium risk by the INFORM index would gain the 
greatest benefit per US$1 invested (BCR US$420:US$1). 

The community-based group therapy intervention 
for out-of-school children and adolescents is expected to 
avert approximately US$17.4 billion in lifetime earning loss 
at a total implementation cost of US$442 million, globally. 
This would result in US$39 in benefits per US$1 invested. 
Across regions, the highest BCR would be in Latin 
America and the Caribbean (BCR US$132:US$1). This is 
followed by Europe and Central Asia (BCR US$121:US$1), 
and the lowest BCR would be in Sub-Saharan Africa (BCR 
US$11:US$1). The highest benefits accrue in high risk 
countries on the INFORM index (BCR US$88:US$1).
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Figure 4. 
MHPSS intervention 
benefit-cost ratio
by UNICEF region 
(2022 US$)
[benefit-cost ratios  
greater than 1 denote  
benefits outweigh  
the costs.]

Latin America and Caribbean

135  School-based group CBT 
521  School-based SEL education

132  Community-based group therapy

East Asia and Pacific

108  School-based group CBT 
431  School-based SEL education

45  Community-based group therapy

Sub-Saharan Africa

269  School-based group CBT 
98  School-based SEL education

11  Community-based group therapy

Middle East and North Africa

176  School-based group CBT 
273  School-based SEL education

20  Community-based group therapy

South Asia

192  School-based group CBT

299  School-based SEL education

26  Community-based group therapy

Europe and Central Asia

6  School-based group CBT

393  School-based SEL education

121  Community-based group therapy

This map is stylized and not 
to scale. It does not reflect 
a position by UNICEF on the 
legal status of any country 
or area or the delimitation of 
any frontiers. The dotted line 
represents approximately 
the Line of Control agreed 
upon by India and Pakistan. 
The final status of Jammu 
and Kashmir has not yet 
been agreed upon by the 
Parties. The final boundary 
between the Sudan and 
South Sudan has not yet 
been determined.
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Table 6: Intervention benefit-cost ratio and net benefits by UNICEF region

Region 
 
 

Latin America 
and the  
Caribbean 
(N=6)

Sub-Saharan 
Africa 
 
(N=25)

East Asia and 
the Pacific 
 
(N=5)

Europe and  
Central Asia 
 
(N=5)

South  
Asia 
 
(N=4)

Middle East  
and North 
 Africa 
(N=7)

BCR Net  
benefits

BCR Net  
benefits

BCR Net  
benefits

BCR Net  
benefits

BCR Net  
benefits

BCR Net  
benefits

US$, 
million

US$, 
million

US$, 
million

US$, 
million

US$, 
million

US$, 
million

School-based  
group CBT

135 169 269 48 108 8 6 31 192 21 176 104

School-based  
SEL education

521 2.137 98 1.669 431 92 393 762 299 428 273 2.087

Community-based  
group therapy

132 7.382 11 1.348 45 329 121 5.218 26 954 20 4.482

Table 7: Intervention benefit-cost ratio and net benefits by INFORM Risk Index class

Risk class Medium (N=16) High (N=17) Very high (N=19)

BCR Net benefits BCR Net benefits BCR Net benefits

US$, millions US$, millions US$, millions

School-based group CBT 10 27 75 174 185 142

School-based SEL education 420 633 419 2,420 158 3,364

Community-based group therapy 28 3,688 88 8,078 26 5,619

Figure 5. 
MHPSS intervention
benefit-cost ratio by 
INFORM Risk Index 
class (2022 US$)
[benefit-cost ratios 
greater than 1 denote   
benefits outweigh  
the costs.]

Medium Risk High Risk Very High Risk

School-based group CBT: 
$10 per capita
School-based SEL education: 
$5 per capita
Community-based 
group therapy: 
$457 per capita

School-based group CBT: 
$1 per capita
School-based SEL education: 
$3 per capita
Community-based 
group therapy: 
$54 per capita

School-based group CBT: 
$0.1 per capita
School-based SEL education: 
$4 per capita
Community-based 
group therapy: 
$38 per capita
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Failing to address the mental health and psychosocial needs 
of 10–17-year-old children and adolescents affected by 
humanitarian emergencies would result in the equivalent of 
a global US$203 billion loss of potential lifetime earnings 
(US$ 2022).

Countries classified as very high risk on the INFORM Risk 
Index would experience the highest economic costs, losing 
about US$106 billion in lifetime earnings among both 
those affected and forcibly displaced and those affected 
but not forcibly displaced.

School-based social emotional learning skills education offers  
a particularly strong benefit-cost ratio across all countries at  
risk for humanitarian emergencies. 

Key findings

The economic benefits of investing in mental health and  
psychosocial support  (MHPSS) across the mental health  
continuum strongly outweigh the implementation costs.

Due to the number of countries and size of the affected population 
at risk for both natural and human-made humanitarian crises, Sub-
Saharan Africa would experience the highest losses in lifetime 
earnings (US$111.6 billion).

© UNICEF/UN0845923/Andriantsoarana



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus36

Summary
In 2022, an estimated 151 million children and adolescents 
aged 10–17 years were affected by humanitarian emergencies 
in the 66 countries at medium to very high levels of risk for 
future emergencies. This underscores the urgent need to 
address the impact upon child and adolescent mental health 
and psychosocial wellbeing.64 MHPSS interventions improve 
child and adolescent mental health and psychosocial wellbeing 
and learning outcomes and translate into individual and social 
economic benefits over the productive period of an individual’s 
lifespan. 

However, until now there has been an evidence gap around 
the quantifiable costs and benefits of implementing these 
interventions in learning environments; this is critical 
information for government and international donor decisions 
on priorities and resource allocation. To address this gap, the 
global CBA has calculated the cost of poor mental health and 
socio-emotional well-being among children and adolescents 
affected by humanitarian emergencies. It also illustrates the 
impact of implementing MHPSS interventions in humanitarian 
emergencies by quantifying the costs and benefits of 
implementing MHPSS for internally displaced children and 
adolescents. The findings constitute clear evidence for action. 

Firstly, the cost of the impact of humanitarian emergencies 
on children and adolescents, both forcibly displaced and 
not displaced, is equivalent to a global loss of US$203 

billion in potential lifetime earnings. Countries classified 
by the INFORM Risk Index as very high and high risk for 
humanitarian emergencies account for three-quarters (75 
per cent) of the total economic cost. Crisis-affected children 
and adolescents in sub-Saharan Africa, the region with the 
highest number of countries affected by crises in 2022, would 
experience 49 per cent of these total lifetime economic 
losses.

The global CBA considered a diverse set of complementary 
MHPSS interventions that target various points across the 
care continuum including mental health promotion, preventing 
poor mental health, and providing care for people with poor 
mental health. The CBA found that each type of intervention 
had a strong benefit-cost ratio across every global region 
and among countries whose risk of humanitarian emergency 
ranges from medium through to very high. The school-based 
SEL educational programme had a particularly strong benefit-
cost ratio across INFORM Risk Index classes and regions. This 
is due not only to the intervention’s affordability (school-based 
interventions can be integrated into a pre-existing system) but 
also to the effectiveness of social and emotional education for 
improving psychosocial wellbeing and the direct link this has 
to improved economic outcomes. 
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Recommendations

 ✱ Investment in interventions in education settings that 
promote the mental health and psychosocial wellbeing 
of children and adolescents should be a high priority to 
avert adverse downstream impacts on education and 
future economic outcomes.

 ✱ School-based social emotional learning skills 
education offer a particularly strong benefit-cost 
ratio and should be a priority to promote mental 
health resilience among children and adolescents in 
countries at medium to very high risk of emergencies.
Complementary mental health promotion, prevention, 
and treatment interventions should respond to the 
diversity of children’s and adolescents’ mental health 
needs.

 ✱ Interventions in education settings that address 
mental health conditions and prevent their 
exacerbation deliver direct benefits by reducing 
the overall burden of disease; and investing in 
such interventions likely also reduces healthcare 
expenditures and social losses attributable to premature 
mortality and years lived with disability. 

 ✱ Marginalized groups such as refugees, children and 
adolescents on the move, children and adolescents 
with disabilities, those living with HIV, and survivors 
of gender-based violence should be prioritized when 
delivering interventions.

 ✱ The capacities of MHPSS facilitators should be 
upscaled and strengthened; teachers, school staff, 
and MHPSS professional staff should be trained to give 
learners adequate support for their mental health and 
psychosocial wellbeing. Frontline responders should 
also receive appropriate care for their own mental 
health needs.

© UNICEF/UNI430559/N’Daou
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 ✱ While global patterns offer guidance
 for international priorities, country-
specific CBAs based on a tailored 
set of interventions will identify the 
most cost-effective support for 
learners in specific national contexts. 

 ✱ Evidence of effective MHPSS 
interventions for children aged under 
10 (particularly during early childhood)
is sparse in humanitarian settings. 
Interventions that address the needs 
of this age group should be piloted 
and evaluated to inform future 
analysis and identify appropriate 
and cost-effective interventions for 
different contexts. 

 ✱ There is limited evidence about the 
effectiveness of MHPSS interventions 
in non-formal education settings 
outside schools is limited. It is 
recommended therefore to pilot 
robust interventions evaluations to 
enable a future CBA to consider the 
contribution of non-formal education
 to MHPSS and education outcomes.
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The global 
CBS identified 
important 
areas for future 
research:
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Annex
List of countries included in the global CBA

Country INFORM Risk 
Index level

UNICEF region Included in cost  
of inaction 

Included in  
intervention CBA

X = Yes X = Yes

Afghanistan Very high South Asia X X

Algeria Medium Middle East and North Africa X -

Angola Medium Sub-Saharan Africa X -

Azerbaijan High Europe and Central Asia - X

Bangladesh High South Asia X X

Benin Medium Sub-Saharan Africa - X

Bosnia and Herzegovina Medium Europe and Central Asia - X

Brazil Medium Latin America and Caribbean X -

Burkina Faso Very high Sub-Saharan Africa X X

Burundi High Sub-Saharan Africa X X

Cameroon Very high Sub-Saharan Africa X X

Central African Republic Very high Sub-Saharan Africa X -

Chad Very high Sub-Saharan Africa X X

Colombia High Latin America and Caribbean X X

Congo High Sub-Saharan Africa X X

Cote d’Ivoire Medium Sub-Saharan Africa - X

Dem. Rep. of the Congo Very high Sub-Saharan Africa X X

Djibouti Medium Sub-Saharan Africa X -

Dominican Rep Medium Latin America and Caribbean X -

Ecuador Medium Latin America and Caribbean X -

Egypt Medium Middle East and North Africa X X

El Salvador Medium Latin America and Caribbean X -

Eritrea High Sub-Saharan Africa X -

Ethiopia Very high Sub-Saharan Africa X X

Ghana Medium Sub-Saharan Africa - X

Guatemala High Latin America and Caribbean X X

Haiti Very high Latin America and Caribbean X X

Honduras High Latin America and Caribbean X X

India High South Asia X X

Indonesia Medium East Asia and Pacific X X

Iran High Middle East and North Africa X -

Iraq Very high Middle East and North Africa X X

Jordan Medium Middle East and North Africa X -

Kenya Very high Sub-Saharan Africa X X

Lebanon Medium Middle East and North Africa X X
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Country INFORM Risk 
Index level

UNICEF region Included in cost  
of inaction 

Included in  
intervention CBA

X = Yes X = Yes

Lesotho Medium Sub-Saharan Africa X -

Libya High Middle East and North Africa X X

Madagascar High Sub-Saharan Africa X X

Malawi Medium Sub-Saharan Africa X X

Mali Very high Sub-Saharan Africa X X

Mauritania Medium Sub-Saharan Africa X -

Mexico High Latin America and Caribbean X X

Morocco Medium Middle East and North Africa X -

Mozambique Very high Sub-Saharan Africa X X

Myanmar Very high East Asia and Pacific X X

Namibia Medium Sub-Saharan Africa X -

Nicaragua Medium Latin America and Caribbean X -

Niger Very high Sub-Saharan Africa X X

Nigeria High Sub-Saharan Africa X X

North Korea High East Asia and Pacific X -

Pakistan High South Asia X X

Palestinian Territories Medium Middle East and North Africa X X

Panama Medium Latin America and Caribbean X -

Papua New Guinea High East Asia and Pacific X X

Peru Medium Latin America and Caribbean X X

Philippines High East Asia and Pacific X X

Russian Federation Medium Europe and Central Asia - X

Rwanda Medium Sub-Saharan Africa X -

Senegal Medium Sub-Saharan Africa X X

Sierra Leone Medium Sub-Saharan Africa - X

Somalia Very high Sub-Saharan Africa X X

South Africa High Sub-Saharan Africa - X

South Sudan Very high Sub-Saharan Africa X X

Sudan Very high Sub-Saharan Africa X X

Syrian Arab Republic Very high Middle East and North Africa X X

Tanzania High Sub-Saharan Africa X -

Thailand Medium East Asia and Pacific - X

Togo Medium Sub-Saharan Africa - X

Turkiye Medium Europe and Central Asia X X

Uganda Very high Sub-Saharan Africa X X

Ukraine High Europe and Central Asia X X

Vanuatu Medium East Asia and Pacific X -

Venezuela High Latin America and Caribbean X -

Yemen Very high Middle East and North Africa X X

Zambia Medium Sub-Saharan Africa X -

Zimbabwe Medium Sub-Saharan Africa X -



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus41

© UNICEF/UNI440964/Andriantsoarana



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus42

References
1. Mendenhall, Mary, ‘Navigating the humanitarian-

development nexus in forced displacement contexts’, 
Education Think Piece #10, Eastern and Southern Africa, 
UNICEF, online, 2019. Available at <https://www.unicef.
org/esa/documents/education-think-piece-10-education-
emergencies>

2. Stelmach, Rachel, et al., ‘The global return on investment 
from preventing and treating adolescent mental disorders 
and suicide: a modelling study’, BMJ Global Health, vol. 7, 
no. 6, 2022, e007759.

3.     Kessler, Ronald C., et al., ‘Lifetime prevalence and age-
of-onset distributions of DSM-IV disorders in the National 
Comorbidity Survey Replication’, Archive of General 
Psychiatry, Vol. 62, No. 6, 2055, pp. 593-602. 

4. Hale, Daniel R., Leonardo Bevilacqua and Russell M. Viner, 
‘Adolescent Health and Adult Education and Employment: 
A Systematic Review’, Pediatrics, vol. 136, no. 1, 2015, pp. 
128-140. 

5. World Economic Forum, A Global Framework for Youth 
Mental Health: Investing in Future Mental Capital for 
Individuals, Communities and Economies, World Economic 
Forum, Geneva, 2020. Available at <https://www.weforum.
org/reports/a-global-framework-for-youth-mental-health-
db3a7364df>

6. Psacharopoulos, George and Harry A. Patrinos, Returns to 
Investment in Education: A Decennial Review of the Global 
Literature, World Bank, Washington D.C., 2018. 

7. Lasater, Molly E., et al., ‘School-based MHPSS 
interventions in humanitarian contexts: a realist review’, 
BMJ Open, vol. 12, no. 4, 2022, e054856. 

8. Nguyen, Amanda J., et al., ‘Psychosocial support 
interventions in the context of forced displacement: A 
systematic review and meta-analysis’, Journal of Migrant 
Health, vol. 7, 2023, 100168. 

9.Our World in Data, Measuring progress towards the 
Sustainable Development Goals, online, 18 July 2023. 

10. Suldo, Shannon M., et al., ‘The Impact of School Mental 
Health on Student and School-Level Academic Outcomes: 
Current status of the research and future directions’, 
School Mental Health, vol. 6, no. 2, 2014, pp. 84-98. 

11. Filmer, Deon, et al., ‘Learning-adjusted years of schooling: 
Defining a new macro measure of education’, Economics 
of Education Review, vol. 77, 2020. 

12. Hanushek, Eric A. and Ludger Woessmann, The Economic 
Impacts of Learning Losses, OECD Publishing, Paris, 
2020. Available at <https://www.oecd.org/education/The-
economic-impacts-of-coronavirus-covid-19-learning-losses.
pdf>

13. Rumberger, Russell W. and Sun Ah Lim,Why Students 
Drop Out of School: A Review of 25 Years of Research,  
#15, California Dropout Research Project, Santa 
Barbara, 2008. Available at <https://www.issuelab.org/
resources/11658/11658.pdf>

14. World Bank, Ending Learning Poverty: What Will It Take?, 
World Bank, Washington D.C., 2019.

15. Boyes, Mark E., et al., ‘Relationships between Reading 
Ability and Child Mental Health: Moderating Effects of Self‐
Esteem’, Australian Psychologist, vol. 53, no. 2, 2017, pp. 
125-133. 

16. Porticus, The Lego Foundation, Jacobs Foundation, 
Challenging the False Dichotomy: An Evidence Synthesis, 
2023. Available at <https://www.porticus.com/en/articles/
article-placeholder-i3596-education-systems-should-strive-
for-the-holistic-development-of-students>

17. Inter-agency Network for Education in Emergencies (INEE), 
Psychosocial Support and Social & Emotional Learning for 
Children & Youth, INEE, Paris, 2016. Available at <https://
inee.org/resources/inee-background-paper-psychosocial-
support-and-social-emotional-learning-children-youth>

18. Korpershoek, Hanke, et al., ‘The relationships between 
school belonging and students’ motivational, social-
emotional, behavioural, and academic outcomes in 
secondary education: a meta-analytic review’, Research 
Papers in Education, vol. 35, no. 6, 2020, pp. 641-680.

19. Wills, Gabrielle and Heleen Hofmeyr, ‘Academic resilience 
in challenging contexts: Evidence from township and rural 
primary schools in South Africa’, International Journal of 
Educational Research, vol. 98, pp. 192-205. 

20. Wang, Huan, et al., ‘Can Social-Emotional Learning Reduce 
School Dropout in Developing Countries?: Can Social-
Emotional Learning Reduce School Dropout?’, Journal of 
Political Analysis and Management, vol. 35, no. 4, 2016, pp. 
818-847.



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus43

21. Durlak, Joseph A. et al., ‘The Impact of Enhancing 
Students’ Social and Emotional Learning: A Meta-Analysis 
of School-Based Universal Interventions: Social and 
Emotional Learning’, Child Development, vol. 82, no. 1, 
2011, pp. 405-432. 

22. United Nations Human Rights Council, A/HRC/44/48: Right 
of Everyone to the Enjoyment of the Highest Attainable 
Standard of Physical and Mental Health, United Nations, 
New York, 2020. Available at <https://undocs.org/Home/ 
Mobile?FinalSymbol=A%2FHRC%2F44%2F48& 
Language= 
E&DeviceType=Desktop&LangRequested=False>

23. Blakemore, Sarah-Jayne, ‘Adolescence and mental health’, 
The Lancet, vol. 393, 2019. 

24. O’Connell, Mary E., Thomas Boat and Kenneth E. Warner 
(eds), Preventing Mental, Emotional, and Behavioral 
Disorders Among Young People, National Academies 
Press, Washington D.C., 2009. 

25. Dang, Hoang-Ming, Bahr Weiss and Lam T. Trung, 
‘Functional impairment and mental health functioning 
among Vietnamese children’, Social Psychiatry and 
Psychiatric Epidemiology, vol. 51, no. 1, 2016, pp. 39-47.

26. Tanner, Joachim, et al., ‘Psychiatric Symptom Profiles 
Predict Functional Impairment’, Frontiers in Psychiatry, Vol. 
10, No. 37, 2019.

27. Casillas, Alex, et al., ‘Predicting early academic failure 
in high school from prior academic achievement’, 
psychosocial characteristics, and behavior’, Journal of 
Educational Psychology, vol. 104, no. 2, 2012, pp. 407–420. 

28. United Nations Development Programme, Integrating 
Mental Health and Psychosocial Support into 
Peacebuilding, UNDP,  New York, 2022. Available at 
<https://www.undp.org/publications/integrating-mental-
health-and-psychosocial-support-peacebuilding>

29. de Oliveira, Claire, et al., ‘The Role of Mental Health on 
Workplace Productivity: A Critical Review of the Literature’, 
Applied Health Economics and Health Policy, vol. 21, no. 2, 
2023, online. 

30. Agnafors, Sara, Mimmi Barmark and Gunilla Sydsjö, 
‘Mental health and academic performance: a study on 
selection and causation effects from childhood to early 
adulthood’, Social Psychiatry and Psychiatric Epidemiology, 
vol. 56, no. 5, 2021, pp. 857-866.

31. Hakulinen, Christian, et al. ‘Mental disorders and long‐term 
labour market outcomes: nationwide cohort study of 2 055 
720 individuals’, Acta Psychiatrica Scandinavica, vol. 140, 
no. 4, 2019, pp. 371-381.

32. Kleber, Rolf J., ‘Trauma and Public Mental Health: A 
focused review’, Frontiers of Psychiatry, vol. 10, online, 
2019.  

33. U.S. Substance Abuse and Mental Health Services 
Administration (SAMHSA), Behavioral Health Conditions 
in Children and Youth Exposed to Natural Disasters, 
Wachington D.C., 2018. Available at <https://www.samhsa.
gov/sites/default/files/srb-childrenyouth-8-22-18.pdf>

34. World Health Organization,World Mental Health Report: 
Transforming mental health for all, World Health 
Organization, Geneva, 2022. Available at <https://www.
who.int/publications-detail-redirect/9789240049338>

35. Disaster Preparedness Advisory Council, Committee On 
Pediatric Emergency Medicine, Krug, Steven E., et al. 
‘Ensuring the Health of Children in Disasters’, Pediatrics, 
Vol. 136, No. 5, 2015.  

36. Reed, Ruth V. et al., ‘Mental health of displaced and 
refugee children resettled in low-income and middle-
income countries: risk and protective factors’,The Lancet, 
vol. 379, no. 9812, 2012, pp. 250-265. 

37. Shisana, Olive and David D. Celentano, ‘Depressive 
symptomatology among Namibian adolescent refugees’, 
Social Science & Medicine, vol. 21, no. 11, 1985, pp. 1251-
1257. 

38. World Health Organization, UNICEF, Helping Adolescents 
Thrive Toolkit, online, 2021. Available at <https://www.who.
int/publications-detail-redirect/9789240025554>

39. Patanè, Martina, et al., ‘Prevalence of mental disorders in 
refugees and asylum seekers: a systematic review and 
meta-analysis’, Global Mental Health, vol. 14, no. 9, 2022, 
pp. 250-263.

40. Ranasinghe, Padmini D. et al., ‘PTSD and Depression 
8 Years After the 2004 Tsunami in Sri Lanka’, Disaster 
Medicine And Public Health Preparedness, vol. 30, no. 17, 
2022, pp. 1-8.

41. United Nations Children’s Fund, Global Multisectoral 
Operational Framework for Mental Health and Psychosocial 
Support of Children and Families Across Settings. UNICEF, 
New York, 2021. Available at <https://www.unicef.
org/media/109086/file/Global%20Multisectorial%20
Operational%20Framework.pdf>



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus44

42. Weare, Katherine and Melanie Nind, ‘Mental health 
promotion and problem prevention in schools: what does 
the evidence say?’, Health Promotion International, vol. 26, 
No. 1, 2012, i29-i69.

43. Zhang, Qiyang, Jun Wang and Amanda Neitzel, ‘School-
based Mental Health Interventions Targeting Depression or 
Anxiety: A meta-analysis of rigorous randomized controlled 
trials for school-aged children and adolescents’, Journal of 
Youth Adolescence, vol. 52, no. 1, 2023, pp.195-217.

44. Aber, J. Lawrence, et al. ‘Promoting children’s learning 
and development in conflict-affected countries: Testing 
change process in the Democratic Republic of the Congo’, 
Developmental Psychopathology, vol. 29, no. 1, 2017, pp. 
53-67. 

45. UNICEF, The State of the World’s Children 2021, New York, 
2021. Available at <https://www.unicef.org/reports/state-
worlds-children-2021>

46. Bürgin, David, et al. ‘Impact of war and forced 
displacement on children’s mental health-multilevel, needs-
oriented, and trauma-informed approaches’, European Child 
and Adolescent Psychiatry, vol. 31, no. 6, 2022, pp. 845-
853. 

47. Ssegonja, Richard, et al., ‘Cost-effectiveness of an 
indicated preventive intervention for depression in 
adolescents: a model to support decision making’, Journal 
of Affective Disorders, vol. 277, 2020, pp. 789-799. 

48. Ssegonja, Richard, et al., ‘Indicated preventive 
interventions for depression in children and adolescents: A 
meta-analysis and meta-regression’, Preventive Medicine, 
vol. 118, 2019, pp. 7-15. 

49. Kieling, Critian, et al., ‘Child and adolescent mental health 
worldwide: evidence for action’, The Lancet, vol. 378, no. 
9801, 2011, pp. 1515-1525. 

50. Lie, John H.S., ‘The humanitarian-development nexus: 
humanitarian principles, practice, and pragmatics’, 
International  Journal Humanitarian Action, vol. 5, no. 1, 
2020, pp. 18. 

51. Bangpan, Mukdarut, Lambert Felix and Kelly Dickson, 
‘Mental health and psychosocial support programmes for 
adults in humanitarian emergencies: a systematic review 
and meta-analysis in low and middle-income countries’, 
BMJ Global Health, vol. 4, no. 5, 2019. 

52. Fazel, Mina, et al., ‘Mental health interventions in schools 
in low-income and middle-income countries’, The Lancet 
Psychiatry, vol. 1, no. 5, 2014, pp. 388-398. 

53. Werner-Seidler, Aliza, et al.,’School-based depression 
and anxiety prevention programs for young people: A 
systematic review and meta-analysis’, Clinical Psychology 
Review, vol. 51, 2017, pp. 30-47. 

54. Danese, Andrea, et al., ‘Child and adolescent mental health 
amidst emergencies and disasters’, British Journal of 
Psychiatry, vol. 216, No. 3, 2020, pp. 159-162. 

55. UNICEF, Core Commitments for Children, 2020. 
Available at <https://www.unicef.org/emergencies/core-
commitments-children>

56. Jones, Stephanie M., et al., ‘Promoting Social and 
Emotional Competencies in Elementary School’, The 
Future of Children, vol. 27, no. 1, 2017, pp. 49-72. 

57. Bradshaw, Melissa, et al., ‘Universal school-based mental 
health programmes in low- and middle-income countries: 
A systematic review and narrative synthesis’, Preventive 
Medicine, vol. 143, 2021. 

58. Lawton, Katie and Angela Spencer, ‘A Full Systematic 
Review on the Effects of Cognitive Behavioural Therapy for 
Mental Health Symptoms in Child Refugees’, Journal of 
Immigrant Minor Health, vol. 23, no. 3, 2021, pp. 624-639. 

59. Malik, Kanika, et al., ‘Effectiveness and costs associated 
with a lay counselor–delivered, brief problem-solving 
mental health intervention for adolescents in urban, 
low-income schools in India: 12-month outcomes of a 
randomized controlled trial’, PLoS Medicine, vol. 18, no. 9, 
2021. 

60. Vanderburg, Juliana L., et al., ‘Exploring Mental Health 
and Academic Outcomes of Children Receiving Non-
manualized, Transdiagnostic, Task-Shifted Mental Health 
Care from their Teachers in a Low-and-Middle Income 
Country’,  Frontier of Pediatriatics, vol. 10, 2022. 

61. Barry, Mragaret. M., et al., ‘A systematic review of the 
effectiveness of mental health promotion interventions for 
young people in low and middle income countries’, BMC 
Public Health, vol. 13, no, 1, 2013, pp. 835. 

62. Marin Ferrer, Monserrat, Luca Vernaccini and Karmen 
Poljansek, INFORM Index for Risk Management: Concept 
and Methodology, Publications Office of the European 
Union, Luxembourg, 2017. Available at <https://data.europa.
eu/doi/10.2760/094023>

63. Our World in Data, Number of recorded natural disaster 
events, 1900 to 2022, online, 2022. Available at <https://
ourworldindata.org/grapher/number-of-natural-disaster-
events>



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus45

64. Education Cannot Wait, Crisis Affected Children and 
Adolescents in Need of Education Support: New Global 
Estimates and Thematic Deep Dives, ECW, New York, 
2023. Available at <https://www.educationcannotwait.org/
resource-library/crisis-affected-children-and-adolescents-in-
need-education-support-new-global>

65. Hamdan-Mansour, Ayman, M., et al., ‘Displaced Syrian 
children’s reported physical and mental well-being’, Child  
and Adolescent Mental Health, vol. 22, no. 4, 2017, pp. 186-
193. 

66. Blackmore, Rebecca, et al., ‘The prevalence of mental 
illness in refugees and asylum seekers: A systematic 
review and meta-analysis’, PLoS Medicine, vol. 17, no. 9, 
2020.  

67. Betancourt, Theresa S., et al., ‘Trauma History and 
Psychopathology in War-Affected Refugee Children 
Referred for Trauma-Related Mental Health Services in the 
United States: Trauma and psychopathology of refugee 
children’, Journal of Traumatic Stress, vol. 25, no. 6, 2012, 
pp. 682-690. 

68. Salami, Bukola, et al., ‘The health of internally displaced 
children in sub-Saharan Africa: a scoping review’, BMJ 
Global Health, vol. 5, no. 8, 2020.  

69. Kiselev, Nikolai, et al., ‘Structural and socio-cultural barriers 
to accessing mental healthcare among Syrian refugees 
and asylum seekers in Switzerland’, European Journal of 
Psychotraumatology, vol. 11, no. 1, 2020.   

70. Khan, Farah, et al., ‘Refugee and Migrant Children’s Mental 
Healthcare: Serving the Voiceless, Invisible, and the 
Vulnerable Global Citizens’, Cureus, vol. 12, no. 8, 2020, 
e9944. 

71. Kousky, Caroline, ‘Impacts of Natural Disasters on 
Children’, Future of Children, vol. 26, no. 1, 2016, pp. 73-92.

72. Fergusson, Leopoldo, Ana M. Ibanez and Juan F. 
Riano, ‘Conflict, Educational Attainment and Structural 
Transformation: La Violencia in Colombia’, Department 
of Economics Research Paper Series, Universidad 
de los Andes, Bogota, 2015. Available at <https://
repositorio.uniandes.edu.co/bitstream/handle/1992/8609/
dcede2015-35.pdf> 

73. Omoeva, C, W Moussa and R Hatch, The Effects of 
Armed Conflict on Educational Attainment and Inequality, 
Education Policy and Data Center, Washington D.C., 2018. 
Available at <https://www.epdc.org/node/6002.html>

74. UN General Assembly, Convention on the Rights of 
the Child, Vol 1577, United Nations, New York,1989. 
Available at <https://treaties.un.org/pages/ViewDetails.
aspx?src=IND&mtdsg_no=IV-11&chapter=4&clang=_en>

75. Inter-Agency Standing Committee, The Mental Health and 
Psychosocial Support Minimum Service Package. IASC, 
New York, 2022.

76. World Health Organization, Comprehensive Mental Health 
Action Plan 2013-2030, 2021. Available at <https://www.
who.int/publications/i/item/9789240031029>

77. World Health Assembly 72, Promoting the Health 
of Refugees and Migrants: draft global action plan, 
2019–2023: Report by the Director-General, World Health 
Organization, Geneva, 2019. Available at <https://apps.who.
int/iris/handle/10665/328690>

78. Onarheim, Kristine H. and Danielle H. Rached, ‘Searching 
for accountability: can the WHO global action plan for 
refugees and migrants deliver?’, BMJ Global Health, vol. 5, 
no. 6, 2020. 

79. UNICEF Office of Research-Innocenti, MIND THE GAP: 
Child and Adolescent Mental Health and Psychosocial 
Support Interventions – An Evidence and Gap Map of Low 
and Middle-Income Countries, Innocenti, Florence, 2022. 
Available at <https://www.unicef-irc.org/publications/1589-
mind-the-gap-child-and-adolescent-mental-health-and-
psychosocial-support-interventions-an-evidence-and-gap-
map.html>

80. UNICEF, Commitment to Action on Foundational Learning, 
2022. Available at <https://www.unicef.org/learning-crisis/
commitment-action-foundational-learning>

81. Internal Displacement Monitoring Centre, 2022 Global 
Report on Internal Displacement: Children and Youth in 
Internal Displacement, IDMC, Geneva, 2022. Available 
at <https://www.internal-displacement.org/global-report/
grid2022/#download>

82. UNHCR, ‘UNHCR Data Finder’, online, 2023.  Available at 
<https://www.unhcr.org/refugee-statistics/>

83. UNICEF, Humanitarian Action for Children Appeal, online, 
2023. Available at <https://www.unicef.org/appeals>

84. Charlson, Fiona, et al., ‘New WHO prevalence estimates of 
mental disorders in conflict settings: a systematic review 
and meta-analysis’, The Lancet, vol. 394, no. 10194, 2019, 
pp. 240-248. 



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus46

85. UNESCO Global Education Monitoring Report Team, No 
more excuses: Provide education  to all forcibly displaced 
people. UNHCR, online. Available at <https://inee.org/sites/
default/files/resources/UNESCO_No_More_Excuses_2016_
En.pdf>

86. World Bank, The State of Global Learning Poverty: 2022 
Update, World Bank, Washington D.C., 2022. 

87. Robinson, Lisa A., et al., Reference Case Guidelines for 
Benefit-Cost Analysis in Global Health and Development. 
Harvard T.H. Chan School of Public Health, Harvard, 2019. 

88. Wilkinson, Thomas, et al., ‘The International Decision 
Support Initiative Reference Case for Economic Evaluation: 
An Aid to Thought’, Value in Health, vol. 19, no. 8, 2016, pp. 
921-928. 

89. Quiroga, Cintia V., et al., ‘Grade Retention and Seventh-
Grade Depression Symptoms in the Course of School 
Dropout among High-Risk Adolescents’, Psychology, vol. 3, 
no. 9, 2012, pp. 749-755. 

90. Srikala, Bharath and Kumar K.V. Kishore, ‘Empowering 
adolescents with life skills education in schools – School 
mental health program: Does it work?’, Indian Journal of 
Psychiatry, vol. 52, no. 4, 2010, pp. 344. 

91. McBain, Ryan K., et al., ‘Costs and cost-effectiveness of a 
mental health intervention for war-affected young persons: 
decision analysis based on a randomized controlled trial’, 
Health Policy Plan. 2016 Vol. 31, No. 4, pp. 415-424. 

92. Mesa-Vieira, Cristina, et al., ‘Mental health of migrants 
with pre-migration exposure to armed conflict: a 
systematic review and meta-analysis’,The Lancet Public 
Health, vol. 7, no. 5, 2022, pp. 469-481. 



Global Cost-Benefit Analysis on Mental
Health and Psychosocial Support (MHPSS)
Interventions in Education Settings Across
the Humanitarian Development Nexus

Methodological 
Appendix 

© UNICEF/UNI441925/





Contents
Overview ...........................................................................................................................................................48

Part 1: Economic burden of humanitarian emergencies ....................................................................................49

Part 2: Intervention impact and cost-benefit analysis ........................................................................................53

MHPPS Interventions ..............................................................................................................................................53

Intervention Summaries ..........................................................................................................................................54

Input Sources ........................................................................................................................................................55

Model Specification ................................................................................................................................................56

Cost Estimation ......................................................................................................................................................57

Cohort Characteristics .............................................................................................................................................57

Intervention Effects ................................................................................................................................................59

Intervention Reach and Costs ...................................................................................................................................61

Estimating Benefit-Cost Ratios .................................................................................................................................64

References ..........................................................................................................................................................67

Appendices .........................................................................................................................................................69



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus50

Overview
Mental health and psychosocial support (MHPSS) 
interventions have been shown to have positive impacts on a 
range of outcomes for children and adolescents in educational 
settings that include but are not limited to mental well-being, 
social-emotional (SE) skills, and school attendance.1 Compared 
to the general population, people affected by humanitarian 
emergencies experience a higher burden of mental illness 
which is associated with lower likelihood of school enrolment 
and poor social and emotional skills, and they experience 
unique barriers to psychosocial development 2–4. Additional 
measures are needed to reduce the impacts of humanitarian 

emergencies on the mental health of affected young people. 
The effects of good mental health and, conversely, of mental 
health conditions on level of education achieved and earning 
potential is well-documented, and there is likewise evidence 
linking earning potential to quality of education based on 
cognitive and noncognitive measures.5,6Noncognitive learning 
outcomes such as social-emotional learning (SEL) are 
considered crucial to an individual’s well-being and educational 
achievement.7 We estimate the economic costs and benefits 
(Figure 1) of MHPPS interventions on young people following 
an emergency.

Humanitarian Development Nexus: Affected school-aged populations

Bene�t-cost ratio = 

Panel A: Maintain status quo Panel B: MHPSS Interventions

Baseline economic cost

Reduced lifetime earnings

Recovered 
lifetime earnings

Cost Bene�ts

Mental Health and Psychological
Support Interventions

Panel B [Bene�t]

Panel B [Cost]

Figure 1. 
Concept diagram
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Part 1:  
Economic burden 
of humanitarian 
emergencies
The economic burden of humanitarian emergencies was 
examined through its effect on mental health and, in turn, 
on education and SE skills for 10–17-year-old children and 
adolescents in 66 countries who were experiencing or at 
risk of humanitarian crisis. The economic burden analysis 
is also considered to be the ‘cost of inaction’ or the cost of 
maintaining the status quo (Figure 1: Panel A).

We used a human capital approach to estimate the lifetime 
earning loss expected of a child/adolescent who is dtiagnosed 
with mental ill health as a result of a humanitarian emergency 
and has suboptimal educational outcomes and social and 
emotional skills (Figure 1). Suboptimal education is estimated 
as lower primary and secondary school enrolment and 
completion rates. This effect through suboptimal educational 
and SE outcomes is considered to be the ‘humanitarian 
emergency effect’ and is estimated as follows:

Ce=rEdui+ σSEi  (1)

where Ce is the emergency effect, defined as the effect 
of a humanitarian emergency on mental health and in turn 
education and SE skills; r is the economic returns from 
improved education (Edu) for child/adolescent i; σ is the 
returns per unit increase in SE scores for child/adolescent 
i. Based on the presence of mental health conditions in a 
child/adolescent, we assume that they would experience 
suboptimal schooling and have less well-developed SE skills. 
This assumption was informed by a systematic review of 
33 studies which confirmed a prevailing consensus that SE 
skill development and programmes have an important role in 
educational attainment.8 To arrive at the total earning loss, we 
added the loss through poor education and SE skills. More 
details of the parameters used can be found in Appendix A.

© UNICEF/UNI426533/Ukhov



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus52

Figure 2: 
Human capital cost pathways 
in humanitarian emergencies

The model estimates an individual’s potential lifetime earnings 
based on their school completion and SE skills. Without 
additional intervention, children affected by emergencies 
generally have lower levels of school enrolment and 
completion and weaker SE skills that may be attributed to 
mental ill health.3 Accounting for the fact that wages and 
employment rate differ based on school completion, SE 
skills and sex, and adjusting for the mediating role of mental 
health conditions, the model is able to estimate a population’s 
lifetime earnings across different emergency contexts  
(Figure 3). This strategy, used to estimate an individual’s 
potential lifetime earnings, focuses on the quantitative 
features of ‘learning poverty’, an indicator used to capture  
the level of both schooling and learning and whether all 
children are able to acquire meaningful skills.9

To estimate the economic cost across humanitarian 
emergencies, the model estimated the potential reduction in 
lifetime earnings of children and adolescents who have been 
affected by a humanitarian emergency (e.g., IDPs, refugees, 
asylum seekers, as well as those affected but not forcibly 
displaced). No new MHPSS interventions were introduced in 
this scenario. This reduction was estimated through school 
completion and SE skills deficits among those who were 
affected by humanitarian emergencies and diagnosed with 
a mental health condition in countries exposed to various 
levels of risk for future emergencies (e.g., medium, high, and 
very high risk) based on the INFORM Risk Index. The model 
assumes that the global average age of retirement is 65 years. 

All lifetime earnings are enumerated in 2022 US$, and future 
earnings are discounted at a rate of three per cent.10,11

Since not all affected people will be diagnosed with mental 
ill health and not all people with a mental ill health diagnosis 
would drop out of school nor have a poor SE skill score, we 
adjusted the total number of affect populations. We used 
the 22.1 per cent pooled and adjusted prevalence of mental 
ill health in conflict settings from Charlson et al. (2019)12 and 
estimated school dropout rates for affected populations using 
school enrolment and dropout rates for IDPs.

Educational 
attainment 
at adulthood

Context: Environment, household economic condition, nutrition, etc.

Humanitarian crisis
Displacement crisis

Wages at 
adulthood

Mental health disorders
•  Depression
•  General anxiety disorder
•  Post-traumatic stress disorder
•  Suicidality

Social and 
emotional 
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adolescence

Educational 
attainment 
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Social and 
emotional skills 
at adulthood
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Figure 3. 
Pathway to lifetime earnings
 

The parameters identified for estimating the magnitude and 
direction of the effect of a humanitarian emergency on mental 
health, education and SE skills were calculated for internally 
displaced populations (IDPs). Hence, the model was adjusted 
to reflect the effect of a humanitarian emergency upon other 
affected populations. The two broad categories of populations 
included in the analysis were those affected by humanitarian 
emergency: that is, (1) crisis-affected and forcibly displaced 
(CAFD) populations, which include internally displaced peo-
ple (IDPs) and externally displaced populations (refugees 
and asylum seekers); and (2) crisis-affected but not forcibly 
displaced (ANFD) populations, including local populations who 
are affected by the humanitarian context but are not forcibly 
displaced. In 2022, about 151 million children and adolescents 
aged 10–17 years were affected by humanitarian emergencies 
in the 66 countries included in the study.4*

* Of the 224 million school-age children affected by crisis  
situations in 2023, 151 million are aged 10–17, and an estimated  
33.4 million, or 22 per cent, live with a mental health condition.13

To include these broader populations, the analysis first 
assumed that the magnitude and direction of the effect of 
a humanitarian emergency upon IDPs was reflective of the 
experience of other AFD populations (refugees and asylum 
seekers). This assumption is conservative since there is 
evidence to suggest that the economic cost per externally 
displaced person (refugees and asylum seekers) is higher than 
that of an IDP.14 Using this approach, we were able to apply 
the estimated lifetime earning loss per IDP to all AFDs with 
outcome of interest.

The analysis used a multiplier to extrapolate the lifetime 
wage loss for an AFD child/adolescent to that of an ANFD 
child/adolescent who experienced poor school completion 
and SE skills due to mental ill health attributable to a 
humanitarian emergency. We conducted a scoping review of 
existing literature to identify estimates of: (1) the difference 
in wage between AFDs and local populations; and (2) the 
difference in economic burden through education and SE skills 
between internally and externally displaced populations and 

Out of school

Employed
Minimum wage

Unemployed

Employed
Primary school graduate level wage

Unemployed

Employed
Secondary school graduate level wage

Enrolled in school

Completed 
primary school

Completed 
secondary school

Background
mortality Death

Risk 
Exposure

Unemployed

Lifetime
Earnings



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus54

between AFDs and ANFDs. We also searched for evidence 
of a moderating or interacting effect of mental ill health. The 
literature on these topics was limited and not fully robust, 
hence we relied on best available estimates for inclusion in 
the model.

The International Labor Organization (ILO) found that migrants, 
including refugees and asylum seekers, earn a median wage 
approximately 16.1 per cent lower than nationals in a sample 
of 33 high income countries.15 Further, the study found that in 
Gambia, unskilled migrant workers earn approximately 45 per 
cent less than nationals.15 Further, according to the UNHCR 
and World Bank Global Cost of Inclusive Refugee Education 
report, educating a refugee child/adolescent costs 20 per cent 
more than the cost for nationals.16

To apply these parameters to ANFD populations, we made 
some assumptions. We assumed that the wage gap between 
nationals and migrants (including refugees) would reflect the 
wage gap between all AFDs and ANFDs. Since the effect of 
suboptimal education and SE skill is estimated through lower 
lifetime wages, we applied the wage difference to suggest 
that lifetime wages for ANFD populations would be 16.1 per 
cent lower than that of AFDs.

To determine the share of affected populations and the 
proportions that were AFD, or affected but not forcibly 
displaced, we relied on estimates from the 2023 Education 
Cannot Wait (ECW) report (see Appendix A for summary of 
the parameters used in the modelling).13

© UNICEF/UN0855922/Janji



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus55

Part 2:  
Intervention impact 
and cost-benefit 
analysis
MHPPS interventions

The cost and benefits of investing in MHPSS interventions at 
scale illustrates the investment scenario of the global cost-
benefit analysis (Figure 1: Panel B). The subpopulation of IDPs 
in 52 countries was used as an illustrative example based 
on stronger data availability for this subpopulation compared 
to other subpopulations within the wider population that is 
affected by emergencies. Applied to the subpopulation, the 
MHPSS interventions are projected to reduce education 
deficits and improve mental health and psychosocial well-
being among IDPs and, in turn, prevent future earning loss 
due to humanitarian emergencies.

According to the Inter-Agency Standing Committee of the 
United Nations Office for the Coordination of Humanitarian 
Affairs, mental health and psychosocial support (MHPSS) 
interventions are interventions that aim to promote mental 
health and well-being and/or to prevent and respond to the 
mental health conditions.17 The importance of the protecting 
and promoting mental health and psychosocial well-being in 
children is included across all five goals in the United Nations 
Children’s Fund (UNICEF) 2022–2025 strategic plan with the 
ultimate aim of achieving the 2030 Sustainable Development 
Goals.18 While MHPSS interventions are commonly integrated 

across development contexts and a wide array of sectors, 
including health, social welfare and child protection, education, 
adolescent development participation, and early childhood 
development, MHPSS interventions are also used in situations 
where people have experienced natural disasters, conflicts, 
violence or other traumatic events that can lead to significant 
psychological distress, such as anxiety, depression, post-
traumatic stress disorder (PTSD), among other mental 
health conditions. People exposed to emergency situations 
are especially vulnerable. It is known that IDPs as a group 
face disparate and reduced access to education as well as 
other basic needs.3 MHPSS interventions may be delivered 
by school personnel, mental health professionals, social 
workers, or other trained personnel who have experience in 
working with people who have experienced psychological 
distress. Overall, the aim of interventions is to improve 
resilience, coping skills, and social support to help people 
recover from the effects of exposure to traumatic events and 
adversity, and lead productive and fulfilling lives. The three 
unique programmes evaluated align with the aims of MHPSS 
interventions as a whole and are also designed primarily for 
educational settings; one is designed to reach young people 
not in education.
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Intervention summaries

The MHPSS interventions in the analysis were identified 
through a comprehensive review of peer-reviewed literature. 
Interventions were included in the Global CBA if they 
focused on school-aged children and adolescents (ages 
5–18), described costs per person, and the effect sizes are 
known. Interventions implemented in education settings were 
prioritized. The interventions that matched these inclusion 
criteria focused on children and adolescents between the 
ages of 10–17 as there was limited evidence on the impact 
of interventions between ages 5–10. To reflect the nuances 
in implementing proposed interventions in each country, an 
activity-based costing used details of activities engaged in 
implementing each intervention.

Table 1: Summary of modelled interventions
No. Description Setting Target  

Population
Health 
Continuum

Outcomes 
Modelled*

Source

1 Group-based cognitive 
behavioural therapy 
sessions delivered in 
schools to those with 
depression symptoms

Formal 
education

IDPs aged 12–17 with 
depression symptoms 
and enrolled in 
secondary school

Indicated 
prevention

Beck depression 
inventory (BDI)

Ssegonja  
et al. 201919

2 NIMHANS Model Life 
Skills Education Program 
delivered by trained 
teachers over one 
academic school year 
and designed to promote 
psychosocial skills and 
positive behaviour

Formal 
education

IDPs aged 10–17 
enrolled in primary or 
in secondary schoo

Promotion Rosenberg  
Scale of  
Self-Esteem

Srikala  
et al. 201020

3 Youth Readiness 
programme delivered 
by community health 
workers to war-affected 
adolescents aimed at 
improving symptoms of 
psychological distress

Community-
based

IDPs aged 10–17 
enrolled in neither 
primary nor secondary 
school

Treatment School  
enrolment 

McBain  
et al. 20161

* Other outcomes measured in study, but not included in the model, are as follows.  
Intervention 1: Children’s Depression Inventory, K-SADS. | Intervention 2: Preadolescent Adjustment Scale, Generalized Self-Efficacy Scale, Strengths 
and Difficulties Questionnaire. | Intervention 3: Functional Impairment, Internalizing (Depression & Anxiety), Externalizing (Aggression & Hostility),  
Emotional Regulation, Adaptive Behavior, School Attendance, and Classroom Performance.

© UNICEF/UNI417476/Issa
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Intervention 1
The school-based cognitive behavioural therapy (school-
based CBT) intervention addresses mental health by 
way of depression. In a meta-analysis of school-based 
group CBT interventions, Ssegonja et al. (2019) point 
to the benefits of this form of indicated prevention for 
adolescents with depression symptoms. The costing 
components necessary to school-based CBT interventions 
replicate the components and quantities used in a 
school-based CBT programme recently implemented 
in Sweden.19 Depression in adolescence is linked to 
educational attainment through increased odds of 
dropping out.

Intervention 3
The community-based group therapy intervention is based 
on evidence from a randomized controlled trial in which 
community health workers provided a Youth Readiness 
intervention for out-of-school adolescents who were 
exposed to war and violence in Sierra Leone.1 The study 
cohort (aged 15 to 24) received group-based therapy 
sessions from community health workers, with various 
targeted outcomes such as improved mental well-being 
and increased school enrolment. While benefits reported 
by study authors extend beyond school enrolment, the 
model uses this effect in isolation from other ancillary 
benefits to avoid conflating or double-counting interactive 
causal pathways.

Intervention 2
The school-based social and emotional learning 
(school-based SEL) intervention targets SE skills for in-
school children and adolescents. In 2010, Srikala et al. 
implemented a school-based Life Skills Education Program 
(NIMHANS) to promote adolescents’ self-esteem and 
self-efficacy, among other proxies for psychosocial well-
being, through teacher-delivered sessions.20 Isolating the 
impact of SE on future earnings is complex to navigate due 
to covariates such as academic achievement and overall 
educational attainment. Belfield et al. (2015) examine 
the feasibility of independently evaluating SE skills and 
labour market outcomes, suggesting the shadow pricing 
method to control for great variation in measures of SE.5 SE 
encompasses five components of emotional intelligence 
outlined by Daniel Goldman and referenced by UNICEF 
as emotional self-awareness, self-regulation, empathy, 
motivation, and social skills.18 The lack of a gold-standard 
measurement tool which can encompass all aspects of 
psychosocial and emotional skills, and the subsequent lack 
of any baseline population standard, means that a specific 
attribute of SE must be utilized. Specifically, self-esteem 
is an outcome measured in adolescents who receive this 
intervention using the Rosenberg Self-Esteem Scale, which 
is the same measurement tool used by Eren et al. (2013) to 
estimate the impact of improvements in self-esteem (non-
cognitive abilities) over time on expected earnings.21 Using 
the shadow pricing method, a direct link between increases 
in self-esteem after an intervention are assumed to have a 
positive impact on earnings; the quantification of benefits 
circumvents covariates such as educational attainment or 
achievement.

Input sources

To generate a representative global scope for analysis, the 
breadth of geographic scope for the intervention CBA is first 
limited to the number of countries with demographic data 
available for IDPs and which had more than eight total IDPs 
between ages 10 and 17 for each sex in 2019, and had an 
INFORM risk classification of medium, high or very high. The 
population demographic data is accessible through the United 
Nations Refugee Agency database. Of the countries listed, 
Tunisia, Bolivia, and North Macedonia were removed due to 
having too small a starting population size; Cyprus, Georgia 
and Sri Lanka were removed as they had an INFORM risk 
classification of low. The UNHCR reports IDPs separately but 
alongside population figures for other categories of forcibly 
displaced populations such as stateless people, returnees, 
refugees, asylum seekers, and ‘other people in need of 
international protection’. The total number of IDPs disaggregated 
by sex and age group presented by the UNHCR includes people 
totalled in the stagnant ‘stock’ measure reported at the end 
of each year by the Internal Displacement Monitoring Centre 
(IDMC) who are also included  in the total population that the 
UNHCR is mandated to protect and assist.22 The estimate for 
UNHCR data in 2019 is therefore slightly smaller than the total 
figure presented by the IDMC. Wherever feasible, country-
age-sex level of detail is prioritized, but data imputations are 
necessary to accommodate missing granularities among various 
input sources required to generate each country-sex-age triad. 
A detailed description of specific data imputations made is 
provided in the appendix. The data repositories accessed for 
modelling purposes are listed in Table 2.
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Table 2: Data repositories

Input parameters Database Definition

IDP population in 2019 by 
country, age group, and sex

UNHCR (IDMC)23 Selected only IDPs of concern to UNHCR. This includes people in an 
IDP-like situation. The UNHCR sources data from the IMDC reported total 
number (stock) displaced at the end of the year with the number of IDPs 
who also fall under the total population that the UNHCR is mandated to 
protect.

Country total population 
in 2023 by single year age 
bands and sex

UNPD24 United Nations, Department of Economic and Social Affairs, Population 
Division (2023). World Population Prospects 2023, Online Edition. 
Medium-variant. 

Mean nominal monthly 
earnings

ILO Stat25 Average monthly earnings of employees by sex and economic activity.

Average working days per 
month

ILO Stat25 Average working days per month, assumes an eight-hour workday. 

risk level / risk class INFORM26 A scoring system used to standardize overall risk between countries 
based on numerous factors that encompass a combination of climate-
based and conflict-based events, population vulnerability, and coping 
capacity. The numeric risk levels correspond with five broader risk classes 
ranging from very low to very high.

Employment to population 
ratio by age, sex, and 
education level

ILO Stat25 The employment-to-population ratio is the number of people who are 
employed as a percentage of the total of working-age population. Data 
disaggregated by highest level of education completed according to the 
International Standard Classification of Education (ISCED). 

Regional school completion 
rate

UNESCO3 SDG Indicator 4.1.2: Percentage of a cohort of children or young people 
aged 3–5 years above the intended age for the last grade of each level of 
education who have completed that grade.

Regional school total net 
enrolment rate

UNESCO3 Total number of students in the official school age range for the given 
level of education who are enrolled in any level of education expressed as 
percentage of the population of the same age group for the given level of 
education.

Background mortality WHO27 Overall death rate and probability of dying, by sex and age group. Data 
are from WHO life tables by country, available online from the World 
Health Organization Global Health Observatory Data Repository.

Model specification

The model follows a cohort of adolescents aged 10–17 years 
who are affected by an emergency event with a deterministic 
model projection. No new adolescents enter the model 
as the cohort is followed into future years. We estimate 
the impacts of three unique MHPSS interventions in three 

different projections using a human capital approach. The 
benefits are summarized as averted lifetime earning loss 
attributable to each intervention. The 52 countries included in 
the intervention cost-benefit analysis represent six UNICEF 
regions, four World Bank income levels, and three of the five 
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INFORM risk levels. The distribution of IDPs used in the model 
across countries, regions, and risk levels are presented in 
Figures 4a and 4b.

Each intervention only occurs once in the first year, and each 
intervention occurs in isolation from the others considered. 
The population targeted by each intervention is specified 
in Table 1. The model assumes 100 per cent of the target 
population will receive the intervention. We do not evaluate 
joint impacts of any combination of the interventions 
considered. These scenarios are modelled in isolation, and 
costs, benefits, and benefit-cost ratios are likewise quantified 
separately for each scenario. The net present value of lifetime 
earnings is estimated using a 3 per cent discount rate. The 
final model estimates are inflated to 2022 values using IMF 
inflation rates. Regional estimates are inflated using IMF 
regional inflation rates. INFORM risk level estimates are 
inflated using IMF global inflation rates.

As has been noted in the literature, economic analyses 
that examine the lifetime effects of exposures, including 
humanitarian emergencies and the impact of ameliorating 
interventions, are sensitive to a number of factors. These 
factors include the discount rate; the costing of interventions; 
assumptions regarding the magnitude of the impact; and the 
time horizon (i.e. duration) over which the impact and benefits 
are calculated.28,29 As previously described, the analysis used 
a three per cent discount rate. The analysis also assumed that 
children and adolescents enter the workforce at age 15 and 
retire at age 65, thereby exiting the workforce at 64 years old. 
Hence, the analysis’ time horizon is assumed to be 48 years.

Cost estimation

An ingredients-based costing approach is used to estimate the 
total cost of each intervention. Pre-implementation training 
costs were tallied in addition to fixed implementation costs. A 
full list of intervention components can be found in Appendix 
C. Local currency units are used for each costing ingredient 
and are initially inflated to 2019 where necessary (before the 
final model results were inflated to 2022 values). Non-traded 
inputs such as materials printing and IT infrastructure are 
adjusted using the 2019 consumer price index and converted 
to US$ before summing. For each country, project personnel, 

including training costs, are costed on a per-hour basis using 
mean nominal monthly wages and average working days per 
month.25 The choice to use a single country-specific mean wage 
simplifies potential differences in salary for senior health care 
workers, trainees and teachers. However, this choice allows 
the inputting of labour costs with the wage estimate relied 
upon later to quantify the cohort’s earning potential in their 
country’s labour market. Interventions vary in overall duration 
and therefore the components are quantified and summed 
on a cost per adolescent, per month basis. The coverage 
of interventions is equivalent to 100 per cent of the target 
population – this assumption allows the monthly cost per 
adolescent measure to be scaled according to the specified 
targeted portion; for each intervention, this is a fraction of 
the entire at-risk population of IDPs. The cost is scaled by the 
number of IDPs targeted in the country of interest.

Cohort characteristics

For the intervention impacts and cost-benefit analysis, the 
study cohort includes all internally displaced people (IDPs) 
aged 10 to 17 in the most recent year available from the 
United Nations Refugee Agency (UNHCR), 2019.22 While the 
net benefits are summed for this broad cohort, the three 
interventions selected are only appropriate for, and thus 
only apply to, adolescents. The target population for all three 
interventions is limited to those aged 10 to 17; in other words, 
costs are scaled to the number in this subgroup, effects are 
distributed among those eligible to receive the intervention 
and recovered lifetime earnings for intervention scenarios are 
only seen in these age bands. Every country with demographic 
data on IDPs in 2019 was included, for a total of 52 countries 
included in the analysis. IDPs are defined as ‘people or groups 
of people who have been forced or obliged to flee or to leave 
their homes or places of habitual residence, in particular as 
a result of or in order to avoid the effects of armed conflict, 
situations of generalized violence, violations of human rights or 
natural or human-made disasters, and who have not crossed an 
internationally recognized state border’.30 The UNHCR database 
estimates forcibly displaced population groups.

An individual’s lifetime income will begin to accrue with the 
earliest possible productive year starting at age 15 for those 
who drop out of school at or before age 15. For those who 
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are enrolled and complete upper secondary school, the first 
year of income accrual will be quantified at age 18. Although 
the minimum legal working age in some jurisdictions may 
be below 18, the economic productivity of an individual who 
is in the proportion of out-of-school adolescents and who is 
not unemployed will be assumed to earn minimum wage and 
their economic contributions will be included in the lifetime 
earnings accrued in each modelling scenario. The range of 
secondary school duration varies from four to eight years 

depending on country; for the purposes of the global iteration, 
and to align with UNICEF school attendance data, secondary 
education includes children aged 12 to 17 for a total of six years. 
Primary school education is then defined as the first six years 
taught to those aged 5 through 11. Individuals are disaggregated 
by sex and single-year age bands. A student in the cohort is 
considered to have completed compulsory education if he 
or she is included in the fraction enrolled in the primary or 
secondary school during the age band’s graduation year.

Figure 4b. 
 Adolescent IDPs 
(ages 10–17) by 
INFORM risk 
level
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Figure 4a. 
Geographic 
distribution of 
school-age IDPs

This map is stylized and 
not to scale. It does 
not reflect a position 
by UNICEF on the legal 
status of any country or 
area or the delimitation 
of any frontiers. The 
dotted line represents 
approximately the Line 
of Control agreed upon 
by India and Pakistan. 
The final status of 
Jammu and Kashmir 
has not yet been agreed 
upon by the Parties. The 
final boundary between 
the Sudan and South 
Sudan has not yet been 
determined.
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Table 3: Starting intervention cost-benefit analysis cohort by INFORM risk

Risk class Countries Females Males Total

Very high 19 2,826,147 2,908,340 5,734,487

High 17 828,070 869,212 1,697,282

Medium 16 140,386 145,431 285,817

Educational attainment

Acquiring reliable school attendance and standardizing 
achievement data from the 52 countries for the exposed 
and unexposed population is essential to understanding 
the reach and impact of the interventions modelled herein. 
Access to formal education is influenced by exposure to a 
climate or human-mediated emergency. Forcibly displaced 
children and adolescents comprise over 16 per cent of the 
estimated 78.2 million out-of-school children.4 Internally 
displaced people (IDPs), refugees, and asylum seekers are 
collectively considered ‘forcibly displaced’, and authors of the 
United Nations ECW fund go on to estimate IDPs make up 
the majority of all forcibly displaced out-of-school children (11.1 
million) compared to refugees (3.4 million) and asylum seekers 
(1.2 million). Formal educational settings are used to obtain 
years of education completed, with the acknowledgement 
that schools and curricula vary in quality, and that some 
portion of the cohort may have access to various forms of 
informal education in real-world scenarios. The incremental 
increase in an individual’s earning potential attributable to the 
level of non-private school completed (primary and secondary) 
using the discounting method for low-income countries is 
relied upon to adjust the cohort’s mean nominal wages by 
level of education achieved in the country of interest.6

To estimate the number of school-aged children who 
would complete each level of schooling (none, primary and 
secondary), the regional school completion rate is applied 
to each single-age group in the starting population. Regional 
enrolment and completion rates for the counterfactual 
scenario of not-at-risk individuals are detailed in Table 4. © UNICEF/UN0831685/Andriantsoarana



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus62

Table 4: School completion rates by region

Completion Rate Primary Lower Secondary Upper Secondary

Europe and Northern America 0.99 0.98 0.98

Latin America and the Caribbean 0.94 0.81 0.63

Eastern and South-Eastern Asia 0.96 0.87 0.63

Central and Southern Asia 0.84 0.74 0.38

Sub-Saharan Africa 0.62 0.38 0.27

Northern Africa and Western Asia 0.85 0.68 0.42

Enrolment Rate Primary Lower Secondary Upper Secondary

Europe and Northern America 0.98 0.98 0.98

Latin America and the Caribbean 0.96 0.93 0.93

Eastern and South-Eastern Asia 0.97 0.9 0.9

Central and Southern Asia 0.93 0.85 0.85

Sub-Saharan Africa 0.81 0.63 0.63

Northern Africa and Western Asia 0.91 0.86 0.86

UNICEF (2022)31

IDPs are likely to have lower rates of school enrolment than 
the general population; thus enrolment rates for the at-risk 
population are adjusted using the global estimate of school 
participation – a proxy for enrolment – in displacement 
camps. The proportion of IDPs estimated to participate in 
primary and secondary school in displacement camps are 
69 per cent and 30 per cent, respectively.2 Crucial to note is 
the variability of access to education among those living in 
displacement camps depending on the situational context. 
The Global Education Monitoring Report estimates suggest 
rates are higher among those who live in camps (45 per cent 
enrolment rate) and those who do not (30 per cent have 
access to education).3 Since the proportion of camp-residing 
IDPs cannot be separated from those not living in camps in 
the starting cohort, the consistent 30 per cent approximation 
for access is used for the secondary school enrolment proxy,3 
while the conservative measure of 69 per cent is applied to 
those of primary school age2

.

Once an individual has graduated or is out of school and 
reaches working age (15), their monthly earnings begin 
to accrue and are summed for the cohort’s economically 
productive years, defined here as ages 15 to 64. The 48-
year projection thus begins in rounds as each graduating 
class enters the workforce. No new age groups are fed 
into the model as time passes. Instead, the predefined 
group is tracked over their productive years with benefits 
calculated for each age-sex-country triad. Employment 
and unemployment rates by country, gender and level of 
education are applied to the population using the ILO Stat 
database for the most recent year available to the model 
start year of 2019.25 The proportion of cohort members who 
are expected, based on these demographics, to be employed 
in year one remain employed throughout the model’s 
timeline. The minimum wage, primary and secondary school 
wage premiums also remain constant as scalars throughout 
the model’s timeline.
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Intervention effects

School-based group cognitive behavioural  
therapy (CBT) intervention
Major depressive disorder (MDD) disproportionately affects 
refugees and asylum seekers.32 The proportion of displaced 
populations with depression seems to be dependent on 
type of displacement, duration of displacement, country of 
asylum (among asylum seekers and refugees) and therefore 
its incidence varies, with estimates as high as 60.21 per 
cent among adult populations.33 Hazard-specific impacts of 
climate disasters on those exposed have also been studied. 
For example, the prevalence of MDD and PTSD symptoms 
remained higher for eight years among those exposed 
to the 2004 Indian Ocean Tsunami.34 Major depressive 
disorder is associated with an individual’s lifetime earning 
potential.35 The mitigative effect of depression on lifetime 
wages could operate through a multitude of factors and 
covariates, including the age of diagnosis, gender and access 
to treatment. The direct causative link between mental 
health status and lifetime income will be quantified for the 
economically productive years of the cohort. While these 
reductions take place post-adolescence, only the impact of 
a depression diagnosis during adolescence is relevant for 
the purposes of this exercise. Those in the cohort who suffer 
from mental health conditions while in school are less likely 
to produce complete final grades in compulsory school.36 
The relative risk of remission over our cohort’s productive 
years is a particularly challenging variable to accommodate 
due to limited evidence from long-term, prospective cohort 
studies following displaced people, and the unpredictable 
duration of displacement for each individual. Hence, the 
impact of depression is linked to lifetime earnings by way of 
a depressed individual’s likelihood of completing secondary 
education. 

Quiroga et al. (2012) provide evidence suggesting 2.75 
increased odds of dropping out of school among those who 
were diagnosed with depression at seventh grade (age 
11 to 12) after controlling for other variables such as grade 
retention and parental education.37 IDPs in S1 already have 
reduced completion rates by way of reduced odds of being 
enrolled compared to not-at-risk populations. To estimate 
the added reduction of completing secondary school due to 
being depressed, an average dropout rate was derived from 
the number who only completed primary school divided by 
the sum of all who completed secondary school and all who 
completed primary school. The increased odds of dropping 
out before completion of secondary school attributable to 
depression in seventh grade (2.75) was then applied to the 
average dropout rate. In this way, depression prevalence and 
dropout odds are assumed to follow an even distribution for 
both genders and age groups. Depressed adolescents have a 
reduced enrolment-to-completion rate which is proportionate 
to their region’s overall enrolment-to-completion rate (see 
Table 4).

Table 5: Economic returns to educational attainment

Parameter Value Source

Economic returns to education: primary, non-private 18% Patrinos and Psacharopoulus 20206.

Economic returns to education: secondary, non-private 12% Patrinos and Psacharopoulus 20206.

© UNICEF/UN0855100/
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Ssegonja et al. (2019) provide a meta-analysis of school-based 
group cognitive behavioural therapy interventions (school-
based CBT) targeting those at risk for developing depression 
and report that individuals who received treatment had an 
overall post-intervention relative risk of depression incidence 
of 0.43 (RR 95 per cent CI 0.21 – 0.87) compared to controls.19 
Blackmore et al. (2020) estimate that about 13.81 per cent of 
forcibly displaced children and adolescents have depression 
symptoms.32 The relative risk reduction (RRR) value of 57 per 
cent was applied to the cohort of adolescents aged 10 to 17 
who are expected to have symptoms of depression based 
on the 13.81 per cent prevalence estimate from Blackmore 
et al. (2020).32 Those who received the intervention were 
then divided into two groups: those who would experience 
remission of symptoms (43 per cent) and those who would 

continue to be symptomatic (57 per cent). The proportion 
who remained symptomatic had the same elevated dropout 
rate calculated for depressed individuals. For those who 
experienced remission of symptoms, school enrolment to 
completion rates returned to the baseline values used for 
at-risk IDPs (see Table 4). Using the intervention description 
outlined in Ssegonja et al. (2020), the per-adolescent cost 
of implementing the school-based group CBT intervention 
in each of the 52 countries included was calculated using 
an ingredients-based costing approach.38 Ingredients were 
obtained in local currencies, inflated to 2019 where necessary, 
and converted to 2019 US$ after adjusting traded and non-
traded goods using the 2019 CPI. Cohort members eligible to 
receive the intervention include those aged 12 to 17 in 2019 
and who had depression symptoms in the same year.

Table 6: Depression intervention effect

Parameter Value Source

The odds ratio of dropout within six years if depressed  
in seventh grade

2.75 Quiroga 201237

The prevalence of depression in adolescent refugees 
 and asylum seekers

13.81% Blackmore 202032

The relative risk of depression incidence post-intervention 0.43 Ssegonja 201919

The school-based social and emotional learning 
(SEL) intervention
In 2010, Srikala et al. implemented a school-based Life Skills 
Education Program (NIMHANS) which aims to promote 
adolescents’ self-esteem and resilience through teacher-
delivered sessions.20 SE skills are defined using five 
components of emotional intelligence by Daniel Goldman and 
referenced as such by UNICEF as emotional self-awareness, 
self-regulation, empathy, motivation and social skills.18 An 
ingredients-based costing approach was used to estimate 
the monthly per-adolescent cost of this intervention in 52 
countries. The unit costs were obtained in local currencies, 
inflated to 2019 dollars where necessary and converted 
into 2019 US$ using 2019 PPP. Total intervention costs were 
obtained by multiplying the per-adolescent value by the target 
population of enrolled IDPs aged 10 to 17 as of 2019. Although 
the authors only implemented this intervention to grades 8–10 

(ages 14–16), we assume coverage for all adolescent grade 
levels in our model. The intervention was simulated once in 
the first year of the model’s projection.

Quality of education is traditionally measured via cognitive 
abilities such as reading and math scores. The effect of non-
cognitive abilities on an individual’s earning potential has 
been approximated by multiple authors.5,7,39 Social-emotional 
skills (non-cognitive) are argued to be equally as influential 
on an individual’s future income as cognitive abilities. Eren 
et al. (2013) provide an estimate for the direct relationship of 
noncognitive ability on earnings over the life course, where 
noncognitive ability is measured as self-esteem using tenth 
grade Rosenberg self-esteem scores. A single standard 
deviation increase in this score was estimated to result in a 
9.1 per cent increase in lifetime earnings.21
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The Impact of the NIMHANS Model Life Skills Education 
Program was measured using the Rosenberg self-esteem 
score which is presented for the control and intervention 
arms. The difference in score was divided by the study 
population’s standard deviation and multiplied against the 
9.1 per cent anticipated increase in total earning potential. 

This increase was then applied to the total lifetime earning 
potential of the population who would have received the 
intervention starting in year 2020 and carried through until the 
age group reached retirement age. The incremental increase 
in lifetime earnings is the difference between the sum of each 
cohort’s lifetime earnings in S3 and S1.

Table 7: SEL intervention effect

Parameter Value Source

The per cent increase in weekly earnings for every one SD  
increase in noncognitive abilities (Rosenberg self-esteem score)

9.10% Eren 201321

The per cent increase in SE skills (measured with Rosenberg self-esteem) 
 post-intervention as a proportion of one standard deviation

38.33% Srikala 201020

The per cent increase in monthly earnings due to increase in  
SE skills from intervention

3.48% Srikala 2010; Eren 201320,2

The community-based group therapy intervention
The Youth Readiness intervention demonstrated by McBain 
et al. (2016) involves behavioural group therapy sessions 
designed to improve trauma-based functional impairment 
while encouraging school enrolment and attendance1. Despite 
an increase in enrolment being one of many measured effects 
from this intervention, the total costs are assumed for the 
model cohort and only enrolment rates are perturbed. The 
intervention’s cost per adolescent per month in the model 
start year of 2019 was calculated using an ingredients-based 
costing approach based on the methods outlined by McBain 
et al. (2016).1 The unit costs were converted from 2019 local 
currency units for 52 countries and summarized in 2019 US$. 
The intervention is assumed to have occurred once during the 
entire model projection. The target population was defined as 
all adolescents (defined by the United Nations as people aged 
10 to 19) within the starting cohort who were not enrolled in 
school in 2019. The intervention total cost was then obtained 
for each country using the target population and cost per 
adolescent per month multiplied by 12.

For each level of education completed, a corresponding 
income premium was applied to the national monthly 
minimum wage for the proportion of the population that 
would complete each level. For those who would not 
complete primary school, the national minimum wage was 
used.25 Wherever national-level data on minimum wage 
were unavailable from the ILO, the average of the set of 
countries included in the model that did have wage data 
was used. Local currencies were converted to 2019 US$ 
using the DEC exchange rate.25 The earnings premiums for 
educational achievement in low-income country, non-private 
school estimates are detailed in Appendix A. These premiums 
were assumed to begin in the first year an individual would 
be eligible to work and remain unchanged throughout their 
working years. The proportion of unemployed people by 
country, gender, 10-year age bands, and level of education 
attained was also applied to the cohort projection such that 
unemployed individuals did not contribute to the cohort’s 
lifetime earning potential.
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Table 8: Intervention effect on educational attainment

Parameter Value Source

Odds Ratio of enrolment post-intervention 8.9* McBain 20161

Primary school enrolment post-intervention 95% McBain 2016; Dryden-Peterson 20111,2

Secondary school enrolment post-intervention 79% McBain 2016; Dryden-Peterson 2011; UNESCO 
20161–3

*OR applied to region-specific enrolment-to-completion ratios based on the receiving adolescent’s country.

Intervention reach and costs

Intervention reach
The modelling for the implementation cost and benefits 
of the MHPSS interventions is focused on an illustrative 
subpopulation within the wider population exposed to 
emergencies. Implementing each intervention offers MHPSS 
support to different groups of children and adolescents who 
are affected by an emergency, and so the modelling for each 
intervention covered a different size of population.

When implemented among the global IDP population, the 
group-based CBT intervention for those with symptoms 
of depression would reach approximately 15,500 internally 
displaced children and adolescents affected by depressive 
symptoms (Table 9). The intervention had the lowest 
implementation costs of the three modelled interventions. The 
school-based SEL educational intervention would have the 
potential to reach nearly 64 per cent, approximately 5 million, 
of all child and adolescent IDPs globally. The community-
based group therapy intervention would have the potential 
to reach 2.7 million children and adolescents in community 
settings.

Intervention costs
Intervention implementation costs also vary by intervention, 
regions, and INFORM risk classification (Table 10; Table 11). 
The total global implementation cost for the school-based 
CBT intervention was US$6.0 million with an average cost of 
US$0.8 per child or adolescent affected and forcibly displaced. 
The total and individual implementation cost was highest 
in the ECA region and was lowest in four regions; MENA, 
SSA, EAP, and SA where administering the intervention cost 

less than US$1 per child or adolescent affected and forcibly 
displaced, on average. The average implementation cost 
was lowest across countries classified as very high risk for 
humanitarian emergencies (US$0.1) and highest among 
medium-risk countries (US$10) (Figure 5).

The total global implementation cost for the school-based 
SEL intervention was US$28.6 million with an average 
cost of US$3.7 per child or adolescent affected and forcibly 
displaced. The total implementation cost was significantly 
higher since this intervention targeted a larger population of 
in-school children and adolescents. The total implementation 
cost was highest in the SSA region US$17.0 million (average 
cost of US$4.7 per child) and was lowest in the EAP region 
(total cost of US$212,626; average cost of US$2). The average 
implementation cost was lowest across countries classified as 
very high (US$3.7) and high-risk for humanitarian emergencies 
(US$3.4) and highest among medium-risk countries (US$5.3).

© UNICEF/UNI398052/
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Implementing the community-based group therapy 
intervention would cost about US$442 million (average 
cost of US$57), globally. The total implementation cost 
was highest in the MENA region US$221.4 million (average 
cost of US$102) and was lowest in the EAP region (total 
cost of US$7.3 million; average cost of US$69). The average 
implementation cost was lowest across countries classified 

as very high risk for humanitarian emergencies (US$38) and 
highest among medium-risk countries (US$457).

The estimated country-specific monthly costs to provide 
the three different interventions to participating children and 
adolescents can be found in Appendix B.

Table 9: Number of intervention recipients by region and INFORM Risk Index class

Number of  
Intervention  
Recipients

Region INFORM Risk Index class

Europe and  
Central 
Asia

East Asia 
and the 
Pacific

Latin Amer-
ica and the  
Caribbean

Middle East  
and North 
Africa

South  
Asia

Sub- 
Saharan 
Africa

Medium High Very High

School-based  
group CBT

8,281 463 3,334 2,192 745 492 5,152 6,989 3,368

School-based  
SEL education

194,871 70,265 620,896 1,330,094 477,702 2,237,223 234,370 1,255,989 3,440,692

Community-based  
group therapy

130,525 51,268 419,144 924,663 328,129 880,536 127,716 701,482 1,905,067

Total  
(% of Global Child and 
Adolescent IDPs)

School-based  
group CBT

15,508 (<1%)

School-based  
SEL education

4,931,051 (64%)

Community-based  
group therapy

2,734,264 (35%)

 

Figure 5. 
Intervention costs 
per crisis-affected child 
and adolescent by 
INFORM Risk Index 
class (2022 US$)

Medium Risk High Risk Very High Risk

School-based group CBT: 
$10 per capita
School-based SEL education: 
$5 per capita
Community-based 
group therapy: 
$457 per capita

School-based group CBT: 
$1 per capita
School-based SEL education: 
$3 per capita
Community-based 
group therapy: 
$54 per capita

School-based group CBT: 
$0.1 per capita
School-based SEL education: 
$4 per capita
Community-based 
group therapy: 
$38 per capita
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Table 10: Total intervention costs and average intervention costs per crisis-affected child and adolescent by 
INFORM Risk Index class (2022 US$)

Risk class Medium (N=16) High (N=17) Very high (N=19)

Total costs Average Cost 
per AFD

Total costs Average Cost 
per AFD

Total costs Average Cost 
per AFD

US$, millions US$ US$, millions US$ US$, millions US$

School-based group CBT 2.9 10.1 2.3 1.4 0.8 <1

School-based SEL education 1.5 5.3 5.8 3.4 21.3 3.7

Community-based group therapy 130.5 456.5 91.8 54.1 219.4 38.3

Table 11. Total intervention costs and average intervention costs per crisis-affected child and adolescent 
(AFD) by UNICEF region (2022 US$)

Region 
 
 

Latin America 
and the  
Caribbean 
(N=6)

Sub-Saharan 
Africa 
 
(N=25)

East Asia and 
the Pacific 
 
(N=5)

Europe and  
Central Asia 
 
(N=5)

South  
Asia 
 
(N=4)

Middle East  
and North 
 Africa 
(N=7)

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

Total  
costs

Average  
Cost per 
AFD

US$,  
millions

US$ US$, 
millions

US$ US$, 
millions

US$ US$, 
millions

US$ US$, 
millions

US$ US$, 
millions

US$

School-based  
group CBT

1.3 1.5 0.2 <1 0.1 <1 5 20.2 0.1 <1 0.6 <1

School-based  
SEL education

4.1 4.9 17.0 4.7 0.2 2.0 1.9 7.9 1.4 1.9 7.7 3.5

Community-based  
group therapy

56.0 66.8 123.9 34.6 7.3 68.7 43.2 174.9 37.2 48.9 221.4 101.6

 

Estimating benefit-cost ratios
The benefit-cost ratio (BCR) represents the net benefits of 
a given intervention divided by total implementation costs 
of that intervention. Net benefits are defined as the cohort’s 
lifetime earnings in real US$ after the implementation of 
intervention minus their expected lifetime earnings in real US$ 
for S1. The cohort’s total expected lifetime earnings for each of 
the five scenarios modelled are presented as the net present 

value of their wages in real US$ using a discount rate of 3 per 
cent. Although the literature reported other positive impacts of 
modelled interventions (Table 1), due to data limitations only 
the effects which could be directly linked to productivity gains 
through increased educational attainment were included in the 
analysis. Hence, the results are conservative and represent 
a lower estimate of the full benefits of investing in MHPSS 
interventions.
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Appendices
Appendix A:  
Key parameters

From To Parameter Value Source

Receive  
intervention 2

Lifetime  
earnings

For every 1 SD increase in 
noncognitive abilities (Rosenberg self-
esteem), the % increase in weekly 
earnings

9.10% Eren 201321

Receive  
intervention 2

SEL skills The increase in SEL skills (measured 
with Rosenberg self-esteem) post-
intervention as a fraction of one 
standard deviation

0.383% Srikala 201020

Receive  
intervention 2

Increase in monthly  
minimum wage

Per cent increase in monthly earnings 
due to increase in SEL skills from 
intervention

3.48% Srikala 2010;  
Eren 201320,21

IDP Enrolment  
primary

Primary school participation in IDP 
camps

69% Dryden-Peterson  
20112

IDP Enrolment  
secondary

Secondary school participation in IDP 
camps

30% Dryden-Peterson  
2011; UNESCO 20162,3

Receive 
intervention 3

Enrolled OR of enrolment post-intervention 8.9% McBain 20161

Receive 
intervention 3

Enrolment  
primary

Primary school participation post-
intervention

95% McBain 2016;  
Dryden-Peterson 20111,2

Receive 
intervention 3

Enrolment  
secondary

Secondary school participation post-
intervention

79% McBain 2016;  
Dryden-Peterson 20111,2

Completed p 
rimary school

Lifetime  
earnings

Income premium for individuals who 
are employed and have completed 
primary school, but not secondary 
school

11.8% Patrinos & 
Psacharopoulos  
20206

Completed  
secondary  
school

Lifetime  
earnings

Income premium for individuals who 
are employed and have completed 
secondary school

17.5% Patrinos & 
Psacharopoulos  
20206

Primary school age Primary school 
completion

Europe and Northern America 99%

UNICEF 202231

Primary school age Primary school 
completion

Latin America and the Caribbean 94%

Primary school age Primary school 
completion

Eastern and South-Eastern Asia 96%

Primary school age Primary school 
completion

Central and Southern Asia 84%

Primary school age Primary school 
completion

Sub-Saharan Africa 62%
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From To Parameter Value Source

Primary school age Primary school 
completion

Northern Africa and Western Asia 85%

UNICEF 202231

Secondary school 
age

Secondary school 
completion

(Upper secondary 
completion)

Europe and Northern America 98%

Secondary school 
age

Secondary school 
completion

(Upper secondary 
completion)

Latin America and the Caribbean 63%

Secondary school 
age

Secondary school 
completion

(Upper secondary 
completion)

Eastern and South-Eastern Asia 63%

Secondary school 
age

Secondary school 
completion

(Upper secondary 
completion)

Central and Southern Asia 38%

Secondary school 
age

Secondary school 
completion

(Upper secondary 
completion)

Sub-Saharan Africa 27%

Secondary school 
age

Secondary school 
completion

(Upper secondary 
completion)

Northern Africa and Western Asia 42%

Crisis-affected 
populations

Share of affected 
populations from 
total populations

Country-specific Education Cannot  
Wait 202313

Crisis-affected and 
forcibly displaced 
populations

Share of affected 
populations who are 
forcibly displaced

Country-specific Education Cannot Wait 
202313

Crisis-affected 
and not forcibly 
displaced 
populations

Share of affected 
populations who are 
forcibly displaced

Country-specific Education Cannot Wait 
202313

Wage pay gap Median pay gap 
between migrants 
and nationals

High income countries 16.1% The migrant pay gap 
202315

Education cost gap Increase in education 
cost per refugee 
(emergency remium)

LMICs 20% Education for all 2000-
2015 202340

Prevalence of 
mental ill health

22.1 per cent pooled 
and adjusted prevalence 
of mental ill health 
among countries in 

Countries in conflict settings 22.1% Charlson et al. (2019)12 
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Appendix B:  
Intervention cost per child or adolescent per month in 2019 US$

Cost Per Receiving Adolescent Per Month (2019 US$) Intervention

Country 1 2 3

Syrian Arab Republic $ 19.12 $ 0.25 $ 8.34

Colombia $ 24.63 $ 0.32 $ 7.05

Dem. Rep. Of The Congo $ 23.52 $ 0.31 $ 7.45

Yemen $ 14.88 $ 0.19 $ 7.43

Afghanistan $ 9.43 $ 0.12 $ 7.98

Somalia $ 20.12 $ 0.26 $ 8.34

Nigeria $ 10.47 $ 0.14 $ 7.83

Sudan $ 63.28 $ 0.83 $ 9.66

Iraq $ 19.50 $ 0.25 $ 7.73

Ethiopia $ 5.27 $ 0.07 $ 9.15

South Sudan $ 20.12 $ 0.26 $ 8.34

Turkiye $ 41.01 $ 0.53 $ 20.56

Cameroon $ 14.65 $ 0.19 $ 11.61

Ukraine $ 24.96 $ 0.33 $ 11.88

Burkina Faso $ 9.69 $ 0.13 $ 8.26

India $ 16.90 $ 0.22 $ 7.36

Myanmar $ 7.19 $ 0.09 $ 11.67

Libya $ 20.14 $ 0.26 $ 22.85

Bangladesh $ 8.07 $ 0.11 $ 7.08

Azerbaijan $ 24.29 $ 0.32 $ 22.37

Mexico $ 21.21 $ 0.28 $ 13.00

Cote D’ivoire $ 10.30 $ 0.13 $ 22.69

Honduras $ 17.75 $ 0.23 $ 11.75

Palestinian Territories $ 20.40 $ 0.26 $ 384.44

Guatemala $ 19.82 $ 0.26 $ 22.94

Mali $ 7.22 $ 0.09 $ 8.29

Niger $ 8.58 $ 0.11 $ 8.24

Philippines $ 19.10 $ 0.25 $ 8.25
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Cost Per Receiving Adolescent Per Month (2019 US$) Intervention

Country 1 2 3

Chad $ 12.59 $ 0.16 $ 8.38

Kenya $ 7.25 $ 0.09 $ 8.57

Congo $ 19.12 $ 0.25 $ 11.86

Mozambique $ 28.99 $ 0.38 $ 8.20

Pakistan $ 7.85 $ 0.10 $ 7.86

Bosnia And Herzegovina $ 28.93 $ 0.38 $ 22.60

Egypt $ 16.09 $ 0.21 $ 26.81

Peru $ 34.66 $ 0.45 $ 22.73

Thailand $ 29.13 $ 0.38 $ 9.57

Indonesia $ 11.79 $ 0.15 $ 16.67

Uganda $ 5.58 $ 0.07 $ 7.16

Burundi $ 2.43 $ 0.03 $ 8.11

Papua New Guinea $ 20.12 $ 0.26 $ 12.03

Senegal $ 14.94 $ 0.20 $ 11.70

Lebanon $ 39.01 $ 0.51 $ 23.19

Sierra Leone $ 19.32 $ 0.25 $ 8.25

Benin $ 7.31 $ 0.10 $ 11.63

Madagascar $ 5.52 $ 0.07 $ 8.23

Haiti $ 6.89 $ 0.09 $ 8.50

Togo $ 9.36 $ 0.12 $ 8.27

Russian Federation $ 45.95 $ 0.60 $ 9.07

South Africa $ 15.86 $ 0.21 $ 16.37

Ghana $ 9.54 $ 0.12 $ 11.59

Malawi $ 5.29 $ 0.07 $ 8.34



The global costs and benefits of mental health and psychosocial support (mhpss) 
interventions in education settings across the Humanitarian - Development Nexus75

Appendix C:  
Costing details

Intervention 1: School-based group CBT

Intervention Component Unit Type Unit Name No. Units

Basic Set Up Coverage

Participants 8.00

Participants per facilitator 4.00

Sessions 9.00

Duration training (weeks) 7.00

Duration implementation (weeks) 9.00

Training  
Costs

Monthly Unit Hours
Trainer 4.67

Participant allowance 2.80

Monthly Unit Per Participant Hours
Trainer 0.58

Participant allowance 2.80

Implementation 
Costs

Monthly Unit

Hours
Facilitator 9.33

Supervisor 4.67

Other
Facility 1.00

Materials 1.00

Monthly Unit Per Participant
Hours

Facilitator 2.33

Supervisor 0.58

Other Materials 0.13

Intervention 2: School-based SEL skills

Intervention Component Unit Type Unit Name No. Units

Basic Set Up Coverage

Schools 261.00

Adolescents 55000.00

Block Education Officers 4.00

Headmasters 261.00

Master Trainers 31.00

Head Trainers 2.0

Months 4.0

Training  
Costs

Monthly Unit Hours

Master Trainer 155.00

Head Trainer 104.0

Block Education Officers 8.00

Headmaster 522.00

Teacher 6000.00
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Intervention 3: Community-based group therapy

Intervention Component Unit Type Unit Name No. Units

Basic Set Up Coverage

Adolescents 222.00

Adolescents per community health worker 13.88

Community health workers per session 2.00

Community health workers per medical officer 8.00

Adolescents per support staff 111.00

Adolescents per clinical space 37.00

During 
Implementation 
Recurring Costs

Monthly Unit
Hours

Community health worker 8.00

Medical Officer 16.00

Support Staff 8.00

Other Transportation 222.00

Monthly Unit Per Adolescent
Hours

Community health worker 0.58

Medical Officer 0.07

Support Staff 0.07

Other Transportation 1.00

Pre- 
Implementation 
Recurring Costs

Monthly Unit Hours

Community health worker 80.00

Medical Officer 80.00

Support Staff 40.00

Monthly Unit Per Adolescent Hours

Community health workers 5.77

Medical Officer 0.36

Support Staff 0.36

Programme  
Fixed Costs

Monthly Unit

Hours Staff training 160.00

Other
Material for treatment groups 555.00

Computers and office supplies 0.80

Monthly Unit Per Adolescent

Hours Staff training 0.72

Other
Material for treatment groups 2.50

Computers and office supplies 0.00

Intervention 2: School-based SEL skills

Intervention Component Unit Type Unit Name No. Units

Training  
Costs

Monthly Unit Per Participant Hours

Master Trainer 0.00

Head Trainer 0.00

Block Education Officers 0.00

Headmaster 0.00

Teacher 0.11

School session 
Costs

Monthly Unit Hours Master Trainer 1044.00

Monthly Unit Per Participant Hours Master Trainer 0.02
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Appendix D: Starting population full distribution
Starting Cohort Female Male

Risk Country 10 11 12 13 14 15 16 17 10 11 12 13 14 15 16 17

6.9
Syrian Arab  

Republic
75,214 75,202 70,143 67,852 66,695 65,382 63,915 62,075 78,169 78,051 73,252 70,746 69,448 67,987 66,385 64,443

5.4 Colombia 40,293 40,749 41,526 42,270 43,105 43,924 44,760 45,561 42,156 42,629 43,458 44,217 45,049 45,856 46,630 47,332

7.6
Dem. Rep. of the 

Congo
74,274 71,197 70,559 67,656 64,895 62,621 60,485 58,253 75,386 72,251 71,457 68,519 65,725 63,425 61,286 59,044

8.1 Yemen 44,155 43,335 43,003 41,974 40,803 39,768 38,634 37,631 45,939 45,063 44,585 43,506 42,298 41,240 40,074 39,008

8.1 Afghanistan 37,899 37,942 39,489 38,392 37,367 36,626 35,769 34,787 39,804 39,869 41,437 40,282 39,204 38,428 37,530 36,467

8.7 Somalia 35,637 34,468 35,532 34,315 33,163 32,055 30,982 29,891 36,098 34,884 35,896 34,674 33,506 32,384 31,296 30,182

6.4 Nigeria 33,645 32,592 31,804 30,798 29,776 28,787 27,834 26,803 35,341 34,245 33,025 32,004 30,943 29,917 28,935 27,882

7.1 Sudan 26,145 25,179 26,300 25,048 24,216 23,853 23,570 23,261 26,818 25,814 27,033 25,734 24,849 24,448 24,136 23,796

6.6 Iraq 17,750 17,220 17,136 16,761 16,466 16,119 15,727 15,487 18,748 18,172 18,106 17,700 17,379 17,002 16,567 16,279

7 Ethiopia 17,751 17,635 17,140 16,817 16,491 16,138 15,840 15,518 18,145 18,010 17,516 17,174 16,814 16,419 16,091 15,749

8.5 South Sudan 16,646 15,914 16,464 16,077 15,804 15,373 14,781 13,905 17,053 16,301 16,761 16,375 16,120 15,724 15,162 14,317

4.7 Turkiye 8,560 8,539 8,771 8,707 8,563 8,435 8,480 8,893 8,951 8,924 9,167 9,103 8,960 8,833 8,886 9,324

6.5 Cameroon 12,608 12,252 12,130 11,768 11,418 11,050 10,640 10,234 12,787 12,408 12,297 11,932 11,576 11,201 10,781 10,365

5.1 Ukraine 4,070 3,916 3,886 3,693 3,551 3,482 3,322 3,183 4,329 4,145 4,119 3,923 3,780 3,694 3,536 3,399

7 Burkina Faso 7,483 7,257 7,295 7,012 6,717 6,461 6,212 5,981 7,752 7,514 7,587 7,289 6,981 6,713 6,452 6,210

5.3 India 3,922 3,919 4,011 4,037 4,081 4,114 4,135 4,146 4,337 4,332 4,471 4,502 4,554 4,590 4,610 4,626

6.8 Myanmar 3,851 3,868 4,104 4,122 4,163 4,217 4,270 4,254 3,892 3,906 4,139 4,155 4,193 4,244 4,294 4,274

6.2 Libya 4,193 4,178 3,917 3,872 3,835 3,774 3,675 3,575 4,433 4,435 4,179 4,130 4,042 3,938 3,825 3,716

5.5 Bangladesh 3,874 3,962 3,780 3,834 3,906 3,955 3,962 3,947 4,029 4,122 3,961 4,014 4,087 4,140 4,149 4,131

5.8 Azerbaijan 2,538 2,454 2,312 2,207 2,103 2,014 1,946 1,917 2,931 2,832 2,739 2,611 2,466 2,314 2,195 2,148

5.1 Mexico 2,938 2,934 2,927 2,926 2,930 2,940 2,944 2,940 3,078 3,070 3,056 3,049 3,051 3,060 3,056 3,039

4.5 Cote d’Ivoire 3,873 3,770 3,728 3,636 3,542 3,451 3,355 3,252 3,921 3,834 3,721 3,643 3,558 3,473 3,382 3,280

5.1 Honduras 2,454 2,466 2,511 2,523 2,531 2,537 2,543 2,545 2,558 2,571 2,616 2,627 2,635 2,642 2,646 2,645

4.6 Palestinian Territories 2,909 2,829 2,709 2,663 2,601 2,527 2,470 2,420 3,010 2,913 2,824 2,771 2,705 2,628 2,567 2,514

5.1 Guatemala 2,558 2,558 2,564 2,556 2,565 2,571 2,572 2,570 2,669 2,668 2,673 2,663 2,672 2,679 2,681 2,680

6.9 Mali 2,902 2,801 2,805 2,710 2,605 2,485 2,369 2,260 3,007 2,902 2,887 2,793 2,687 2,566 2,447 2,336
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78Starting Cohort Female Male

Risk Country 10 11 12 13 14 15 16 17 10 11 12 13 14 15 16 17

7.5 Niger 2,805 2,697 2,582 2,480 2,380 2,279 2,180 2,084 2,903 2,789 2,665 2,560 2,458 2,355 2,255 2,158

5.2 Philippines 1,823 1,811 1,775 1,757 1,731 1,703 1,683 1,670 1,916 1,902 1,887 1,869 1,838 1,798 1,769 1,757

7.9 Chad 2,412 2,326 2,396 2,307 2,211 2,098 2,003 1,940 2,429 2,342 2,410 2,319 2,219 2,103 2,006 1,941

6.7 Kenya 2,104 2,080 2,061 2,000 1,939 1,881 1,830 1,782 2,134 2,107 2,104 2,038 1,972 1,907 1,849 1,793

5.1 Congo 1,712 1,634 1,683 1,609 1,541 1,477 1,422 1,376 1,738 1,658 1,707 1,631 1,562 1,496 1,440 1,393

7.2 Mozambique 1,476 1,413 1,429 1,394 1,361 1,330 1,294 1,255 1,480 1,416 1,424 1,387 1,353 1,321 1,285 1,244

6.1 Pakistan 1,118 1,096 1,081 1,057 1,047 1,039 1,030 1,013 1,209 1,189 1,170 1,146 1,136 1,124 1,112 1,092

3.5
Bosnia and Herze-

govina
502 498 492 489 493 496 504 514 528 522 519 514 516 521 531 537

4.7 Egypt 991 968 869 849 833 820 808 795 1,056 1,030 924 900 881 867 856 846

4.8 Peru 488 488 496 491 481 470 461 458 485 485 479 473 463 451 441 435

4 Thailand 225 226 239 238 238 240 244 251 239 239 253 252 252 253 258 266

4.6 Indonesia 340 339 340 333 327 323 321 321 355 355 361 353 347 342 341 340

7.1 Uganda 457 447 423 414 404 393 382 371 463 452 431 420 410 398 386 375

6 Burundi 314 298 301 286 269 252 237 222 318 302 303 287 271 253 238 223

5.9 Papua New Guinea 151 149 151 149 146 145 143 140 163 161 160 158 156 154 152 150

4.2 Senegal 111 107 103 100 97 94 91 88 114 110 106 103 99 96 93 90

4.5 Lebanon 55 54 58 57 56 55 55 54 61 60 61 60 60 60 59 58

4.4 Sierra Leone 70 69 68 66 64 64 63 61 71 69 68 67 65 64 63 62

3.8 Benin 46 45 45 44 42 41 40 38 48 47 46 45 44 42 41 39

5.3 Madagascar 38 37 36 36 35 34 33 32 38 37 37 36 35 34 33 32

6.5 Haiti 22 22 22 22 21 21 21 21 23 22 22 22 22 22 22 21

4.1 Togo 25 25 25 24 23 23 22 22 26 25 25 24 24 23 22 22

4.1 Russian Federation 11 10 10 9 9 9 9 9 11 11 10 10 10 10 10 9

5.3 South Africa 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2

3.6 Ghana 3 3 2 2 2 2 2 2 3 3 3 3 3 2 2 2

4.6 Malawi 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2
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