
REVIEW ARTICLE

The effectiveness of psychosocial interventions in war-traumatized refugee
and internally displaced minors: systematic review and meta-analysis
Agnes Nocon , Rima Eberle-Sejari, Johanna Unterhitzenberger* and Rita Rosner*

Department of Psychology, Catholic University Eichstätt-Ingolstadt, Eichstätt, Germany

ABSTRACT
Background: The United Nations reported that in 2016 over 65 million people worldwide
have forcibly left home. Over 50% are children and adolescents; a substantial number has
been traumatized and displaced by war.
Objective: To provide an overview of the effectiveness of psychosocial interventions in this
group we conducted a narrative review and a meta-analysis of intervention studies providing
data on posttraumatic stress symptoms (PTSS), depression, anxiety, grief, and general distress.
Method: We searched PILOTS, MEDLINE, WoS, Embase, CENTRAL, LILACS, PsycINFO, ASSIA,
CSA, and SA for studies on treatment outcomes for war-traumatized displaced children and
adolescents. Between-group effect sizes (ES) and pre-post ES were reconstructed for each
trial. Overall pre-post ES were calculated using a random effects model.
Results: The narrative review covers 23 studies with a variety of treatments. Out of the 35
calculated between-group ES, only six were significant, all compared to untreated controls.
Two of them indicated significant adverse effects on symptoms of general distress or
depression. When calculating pre-post effect sizes, the positive between-group results of
cognitive behavioural therapy (CBT) and interpersonal therapy (IPT) were reproduced and
singular other treatments showed significant positive effects. However, the mean pre-post
effects for PTSS and depression could not be interpreted due to the high heterogeneity of
the included studies (PTSS: ES = 0.78; I2 = 88.6%; depression: ES = 0.35; I2 = 93.1%). Only the
mean pre-post effect for seven active CBT treatment groups for depression (ES = 0.30, 95%
CI [0.18, 0.43]) was interpretable (Q = 3.3, df = 6, p = .77).
Conclusion: Given the large number of children and adolescents displaced by war there
were regrettably few treatment studies available, and many of them were of low methodo-
logical quality. The effect sizes lagged behind the effects observed in traumatized minors in
general, and often were small or non-significant. However, CBT and IPT showed promising
results that need further replication.

La eficacia de las intervenciones psicosociales en menores traumati-
zados por la guerra, refugiados e internamente desplazados: Revisión
sistemática y metaanálisis
Planteamiento: Las Naciones Unidas informaron de que en 2016 más de 65 millones de
personas en todo el mundo han tenido que abandonar a la fuerza sus hogares. Más del 50%
son niños y adolescentes. Muchos de ellos han sido traumatizados y desplazados por la
guerra.
Objetivo: Con el fin de proporcionar una visión general de la eficacia de las intervenciones
psicosociales en este grupo, se realizó una revisión narrativa y un metanálisis de los estudios
de intervención que proporcionaban datos sobre síntomas de estrés postraumático (SEPT),
depresión, ansiedad, duelo y malestar general.
Método: Buscamos en PILOTS, MEDLINE, WoS, Embase, CENTRAL, LILACS, PsycINFO, ASSIA,
CSA y SA estudios sobre resultados de tratamiento para niños y adolescentes traumatizados
y desplazados por la guerra. Se reconstruyeron los tamaños del efecto (TE) entre los grupos
y los TE pre-post para cada ensayo. Los TE generales pre-post fueron calculados usando un
modelo de efectos aleatorios.
Resultados: La revisión narrativa consta de 23 estudios con una amplia variedad de
tratamientos. De los 35 TE entre grupos calculados, sólo 6 fueron significativos, todos en
comparación con controles no tratados. Dos de ellos indicaban efectos adversos significa-
tivos en los síntomas de malestar general o en los síntomas de depresión. Al calcular los TE
pre-post, se reprodujeron los TE entre grupos positivos de la terapia cognitivo-conductual
(TCC) y la terapia interpersonal (TIP) y otros tratamientos singulares mostraron efectos
positivos significativos. Sin embargo, los efectos promedio pre-post para SEPT y depresión
no pudieron interpretarse debido a la alta heterogeneidad de los estudios incluidos (SEPT:
TE = 0.78, I2 = 88.6%, depresión: TE = 0.35; I2 = 93.1%). Sólo se pudo interpretar el efecto
promedio pre-post para 7 grupos activos de tratamiento con TCC para la depresión, TE =
0.30, IC del 95% [0.18, 0.43] (Q = 3.3, df = 6, p = 0.77).
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HGHLIGHTS
• We performed a review
and meta-analysis on
intervention effects in
forcibly displaced war-
traumatized minors.
• The field is marked by the
use of weak research
designs and non-evidence-
based interventions.
• The majority of studied
interventions show null
effects or are non-
significant.
• Evidence-based
interventions like cognitive
behavioural treatment or
interpersonal therapy
showed promising but
inconsistent results.
Replication studies are
missing.
• The effect sizes stay behind
the effects reported in
children and adolescents
from the general population.
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Conclusión: Dado el gran número de niños y adolescentes desplazados por la guerra,
lamentablemente existen pocos estudios de tratamiento disponibles y muchos de ellos de
baja calidad metodológica. Los tamaños del efecto se quedaron a la zaga de los efectos
observados en los menores traumatizados en general, y a menudo eran pequeños o no
significativos. Sin embargo, la TCC y la TIP mostraron resultados prometedores que necesi-
tan replicarse más.

标题：对战争创伤的难民和流离失所的未成年人的心理社会干预的有效

性–系统性综述和元分析

背景：联合国报道在2016年全世界超过650万人口被迫离开家园，其中超过50%是儿童和
青少年，大多数都经历了创伤，并因为战争流离失所。

目标：为了提供一个在这个群体里心理社会干预的总结，我们进行了一个叙述性综述和干
预研究的元分析，提供了关于创伤后应激症状、抑郁、焦虑、哀痛和一般痛苦的数据。

方法：我们在PILOTS, MEDLINE, WoS, Embase, CENTRAL, LILACS, PsycINFO, ASSIA, CSA 和
SA数据库检索了战争创伤流离失所的儿童和青少年的治疗结果研究。组间效应量（ES）
和前-后ES针对每一个试验进行了重组。总体的前-后ES使用随机效应模型进行计算。

结果：这个叙述性综述涵盖了23个关于多种治疗方法的研究。在35个计算出来的并和未
治疗控制组进行对比的组间ES中，只有6个是显著的。2个研究报告了表现对一般痛苦或
者抑郁症状的显著负面影响。计算前-后效应量时，CBT和人际关系治疗（IPT）的组间阳
性结果得到了重复，其他治疗方法单一地显示了显著的阳性结果。但是PTSD和抑郁的平
均前-后效应量不能被解释，因为所包括的研究的高异质性(PTSD: ES = 0.78; I2 = 88.6%; 抑
郁: ES = 0.35; I2 = 93.1%)。只有7个抑郁CBT治疗组的平均前-后效应量（ES = 0.30, 95% CI
[0.18, 0.43]）是可以解释的（Q = 3.3, df = 6, p = 0.77）。

结论：大量的儿童青少年在战争中流离失所，遗憾的是相关治疗研究太少了，其中许多
研究的研究质量较低。效应量比在创伤青少年中观察总体效应低，并且经常较小或者不
显著。但是，CBT和IPT显示了有希望的结果，需要更多的重复研究。

1. Introduction

The last few years have seen a fourfold increase in
mass displacement resulting from wars and conflicts
worldwide. In 2016, over 65 million people world-
wide were forced to leave their homes (UNHCR,
2017). Children below 18 years make up 51% of this
population, a rate that has been rising constantly.
Although forced displacement and its causes consti-
tute sufficiently severe stressors to cause suffering in
anyone, children and adolescents are particularly vul-
nerable. A substantial body of literature documents
the accumulation of diverse traumata and psychoso-
cial risk factors in displaced war-affected minors
(Jensen & Shaw, 1993; Kletter et al., 2013), leading
to large rates of psychological problems (Lustig et al.,
2004) and subsequent complications (e.g. Vervliet,
Lammertyn, Broekaert, & Derluyn, 2014). For exam-
ple, several research groups report prevalence rates
for mental health problems of up to 80% in unac-
companied asylum-seeking children, with posttrau-
matic stress disorder (PTSD), depression, and
anxiety disorders (Bronstein, Montgomery, &
Dobrowolski, 2012; Bronstein, Montgomery, & Ott,
2013; Huemer et al., 2009; Jakobsen, Demott, & Heir,
2014), as well as traumatic grief and conduct pro-
blems (Betancourt, Newnham, Layne, et al., 2012b),
the latter being the most frequent diagnoses.

Overall, there is a consensus among health care pro-
fessionals that these young people require particular
assistance, but a number of obstacles hamper the delivery
of psycho-social support: there are not enough trained

psychotherapists available; access to effective treatment
for refugees is limited for a number of reasons like
geographical location or finances; the concept of psy-
chotherapy and motivation for it differs across cultures;
and there is no clear-cut recommendation on whether
western evidence-based treatments are effective and
applicable in this group.

Recentmeta-analyses on PTSD treatment in children
and adolescents after various kinds of trauma show
converging evidence with overall effect sizes of
g = 0.83 and 0.89 when compared to waitlist and of
g = 0.41 and 0.45 when compared to active controls
(Gutermann et al., 2016; Morina, Koerssen, & Pollet,
2016; respectively). Effect sizes for depression were 0.60
and for anxiety 0.67 when compared to waitlist, and
0.37 and 0.42 in comparison to active controls
(Gutermann et al., 2016). Both meta-analyses, however,
report considerable heterogeneity in their study, ren-
dering the interpretation of the results difficult.

Contrary to the emerging evidence for children
and adolescents with PTSD after various traumatic
events, the evidence-based guidance for the treatment
of war-affected displaced minors, though increasingly
necessary, remains scarce.

Some authors provide a first overview of the field.
Tyrer & Fazel (2014) reviewed health interventions for
displaced children in school and community settings,
identifying 21 studies. Due to the considerable variation
in the delivered treatments, the authors refrained from
calculating an overall effect size for controlled compar-
isons. Cohen’s d were reported for two studies on
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depression (d = 0.57 and 0.93), two on anxiety (d = 0.64
and 0.93), three on PTSD-symptoms (d = 0.31–0.92),
and six studies on other conditions like functional
impairment and behavioural problems (d = 0.32–
0.79), without specifying the respective control groups.

A recent meta-analysis on war-affected children and
adolescents in low- and middle-income countries
(Morina, Malek, Nickerson, & Bryant, 2017) identified
21 randomized controlled trials and reported pre-post
effect sizes of g = 1.15 and amedium effect size of g = 0.53
compared to waitlist for posttraumatic stress symptoms.
Effects on depressive symptomswere considerably lower,
with g = 0.30 and g = 0.25, respectively. However, sub-
stantial heterogeneity impairs the interpretation of these
overall effect sizes. The study sample in this publication
consisted of children with mixed traumata, including a
number of original studies on child soldiers who were
perpetrators and victims at the same time. Their treat-
ment might need to be specifically adapted (Betancourt,
Newnham, Brennan, et al., 2012a, showed that treatment
effects in abducted and non-abducted children were dif-
ferent) and should possibly include reconciliation.

Summarizing the above, previous reviews were based
on samples of young people who were either affected by
war or displaced, but not necessarily both. We aim to
detect the efficacy of any putatively useful psychosocial
interventions for forcedly displaced minors, as these
children constitute a group with particular needs. To
this end, we build on our previous work on displaced
minors (Eberle-Sejari, Nocon, & Rosner, 2015), focus
specifically on those who were traumatized by war, and
expand on it by including a meta-analytic approach. To
include all identified publications irrespective of their
study design, we will also consider pre-post effect sizes.

2. Methods

2.1. Eligibility criteria

To detect any psychosocial intervention for the
affected population, including primary prevention
programmes, we chose broad search criteria:

● Participants: refugees and internally displaced per-
sons with direct war-related trauma exposure at the
age of 18 years or under. Child soldiers were
excluded.

● Interventions: any intervention within the health
care system intended to alleviate symptoms of
trauma-related disorders.

● Comparators: all comparators were eligible.
● Outcomes: diagnosis and symptoms of PTSD,

depression, anxiety, general distress, and com-
plicated grief, as measured by some form of
structured interview or questionnaire.

● Study design: randomized controlled trials (RCT),
controlled trials (CT), and uncontrolled pre-post
studies. If they provided any information about

negative effects, we aimed to include case studies
and case reports in the narrative review.

There were no language restrictions. We planned to
identify all possible studies and search for translators
in cases where no member of the research team could
read the paper. We aimed to include all relevant studies,
regardless of their publication status, to avoid publica-
tion bias. Unpublished and ongoing studies were
sourced and included; to this end, potential authors
were contacted. Conference abstracts were not included.

2.2. Literature search

We searched for published and unpublished studies in
the following databases: Pilots, Medline (through the
PubMed interface), Web of Science Core Collection,
Embase, Central, Lilacs, PsycInfo, ASSIA, CSA, and SA
(date of last search: 28 June 2017). Snowballing techni-
ques included searching websites, journal hand searches,
contacting authors and colleagues, and reference list
checking. Searches were not restricted by language or
publication date.

Keywords were child, adolescent, war, refugee, ther-
apy, treatment, psychotherapy, treatment outcomes,
and emotional trauma, according to the thesaurus
and truncation options of the respective database.

2.3. Data collection

One author screened titles and abstracts (AN). Two other
authors independently rated study characteristics (RES,
JU). Each of them checked the other’s work to ensure
accuracy. Coded study characteristics were: (1) residence
status (refugee, internally displaced); (2) group assign-
ment (randomized, matched, convenience, no control
group); (3) age range; (4) percentage of female partici-
pants; (5) exclusion of severe cases (suicidal, severe symp-
tomatology, psychosis, language, other); (6) status of
providerswith regard to training; (7) type of intervention;
(8) dose of intervention (in 50 minute sessions); (9)
handling of drop-outs (intent to treat analysis, last obser-
vation carried forward, completer analysis); (10) number
and duration of follow-up assessments; (11) control con-
dition (waitlist/no treatment, unspecific treatment like
support or counselling, psychotherapy). In cases where
the raters were discordant on any characteristic, two
other authors recoded the information (AN, RR). One
author extracted data on statistical measures (AN).
Primary outcomes were changes in symptom measures
such as PTSD, depression, anxiety, general distress, or
complicated grief.

As a major part of identified studies was of low
study quality (no control group, no quantitative
data), we indicated risk of bias only via the broad
category of study design (RCT, CT, uncontrolled pre-
post study). We aimed to use all available studies at
this very early stage of research in the field, and
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focused the meta-analysis on within-group treatment
effects. To appraise the validity of the pre-post effects,
we additionally considered unexplained drop-out
rates and whether intent-to-treat analyses were used.

2.4. Statistics

For controlled trials, between-group effect sizes (standar-
dized mean differences; SMD) were reconstructed as
Cohen’s d with pooled standard deviation. To detect all
putatively positive effects regardless of study design, pre-
post effect sizes were reconstructed for all eligible treat-
ment conditions (i.e. from control groups and uncon-
trolled studies also). In these cases, standardized mean
changes (SMCs) were computed as raw score standar-
dized mean changes (Morris & DeShon, 2002). In the
paper byOnyut et al. (2005) the depression effect size was
calculated using the marginal odds ratio (Zou, 2007),
missing values were imputed using follow-up data on
n = 6, and 0.5 was added to every cell of the contingency
table to address the problem of empty cells (Cox, 1970).
All effect sizes were corrected for sample size.

We used the random effects model for data synth-
esis as we did not expect all included studies to share
one true effect size (samples may, for example, differ
with regard to types of traumatization, age ranges, and
treatments). I2 was used as the measure for consistency
and the Q-test for heterogeneity. To test for small study
effects that can indicate publication bias we used
regression tests (Egger, Smith, Schneider, & Minder,
1997). The effect of residence status as moderator was
assessed using a mixed-effects model for subgroup
comparisons (Borenstein, Hedges, Higgins, &
Rothstein, 2009) and the Q-test for moderator variables
was reported (QM). We refrained from further mod-
erator analyses (e.g. regarding control conditions) as
the small number of studies only allowed for modera-
tor analysis with dichotomized moderators.

All statistics were computed using the statistics
software R 3.2.2 (R Core Team, 2015) including the
metafor package (Viechtbauer, 2010).

3. Results

3.1. Study selection

Twenty-three publications met the inclusion criteria
(Figure 1) and were included in the narrative review.
Two studies were part of doctoral theses (Ooi, 2012,
pilot study; Schauer, 2008), three were short reports in
an omnibus volume (Išpanović-Radojković, Petrović,
Davis, Tenjović, & Minčić, 2002; Šehović, 2002;
Šestan, 2002), and 17 were original articles. All identi-
fied publications were in English.

Nine studies were excluded although they initially
fulfilled eligibility criteria. The pilot study of Sadeh and
colleagues (2008), reported baseline data in Israeli

childrenwhowere internally displaced during the second
Lebanon–Israel war, with post-assessment after the end
of war and the return home. It was excluded for metho-
dological bias, as the end of the war may account for any
effects detected in this study. Five publications were
excluded because displaced persons represented a min-
ority (up to 31%) in the study sample (Diab, Peltonen,
Qouta, Palosaari, & Punamäki, 2015; Kangaslampi,
Punamäki, Qouta, Diab, & Peltonen, 2016; Newnham
et al., 2015; Punamäki, Peltonen, Diab, & Qouta, 2014;
Tol et al., 2008). Two studies were excluded because only
a minority (up to 35%) reported war-related traumata
(Unterhitzenberger et al., 2015; Ruf et al., 2010). One
study (Ispanovic-Radojkovic, 2003) was a double publi-
cation with Ispanovic-Radojkovic et al. (2002).

3.2. Part 1: narrative review

3.2.1. Study characteristics
All 23 identified publications were published in the last
15 years. The studies included children of diverse psy-
chopathological status: children stemming from a war-
affected area irrespective of their individual distress to
children with full-blown PTSD diagnosis. Sample sizes
ranged from N = 4 (Ooi, 2012) to N = 399 (Tol et al.,
2012).

Eight studies used a randomized controlled design, six
used non-randomized control groups, and eight were
uncontrolled pre-post studies (see Table 1, where the
studies are grouped accordingly). Among the eight
RCTs, three studies did not provide full details of the
randomization method (Kalantari, Yule, Dyregrov,
Neshatdoost, & Ahmadi, 2012; Lange-Nielsen et al.,
2012; Tol et al., 2012) and three used small experimental
and control groups (n < 30) (Catani et al., 2009; Schauer,
2008; Schottelkorb, Doumas, & Garcia, 2012), which
means that the randomization may not have been suc-
cessful. However, no significant group differences on
putatively relevant characteristics were detected in either
of these studies. Among all studies with control groups,
only five studies reported blinding of raters to participant
group allocation (Betancourt et al., 2012a; Catani et al.,
2009; Dybdahl, 2001; Ellis et al., 2013; Schauer, 2008).
The success of the blinding procedures was not tested in
any of these studies.

Attrition was fully reported or did not occur in 15 out
of 23 studies. In three studies, drop-outs were not
recorded (Išpanović-Radojković et al., 2002; Šehović,
2002; Šestan, 2002). Five studies reported drop-outs but
gave no reasons for them (Dybdahl, 2001; Kalantari et al.,
2012; Lange-Nielsen et al., 2012;O’Shea,Hodes, Down,&
Bramley, 2000; Schottelkorb et al., 2012). Attrition rates
ranged from 2.9% (Gupta & Zimmer, 2008) to 50%
(O’Shea et al., 2000).O’Shea and colleagues did not report
the reasons for the high attrition. Two studies reported
intent-to-treat analyses (Betancourt et al., 2012a; Onyut
et al., 2005).
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Two studies reported treatment fidelity problems. In
the study of Schottelkorb and colleagues (2012), parents
did not participate in the therapies as expected. In the
study of Schauer (2008), trained teachers supported
families beyond the scope of the manual.

3.2.2. Treatment characteristics
Thirteen out of 23 studies examined the effect of
evidence-based treatments, such as interpersonal
therapy (IPT) (Betancourt et al., 2012a), strict cogni-
tive behavioural therapy (CBT) (Catani et al., 2009;
Onyut et al., 2005; Pfeiffer & Goldbeck, 2017;

Schauer, 2008; Schottelkorb et al., 2012), eclectic
CBT with other elements (Ehntholt, Smith, & Yule,
2005; Möhlen, Parzer, Resch, & Brunner, 2005; Ooi,
2012; Ooi et al., 2016; Šehović, 2002; Tol et al., 2012),
or eye movement desensitization and reprocessing
(EMDR; within a psychodynamic therapy) (Oras,
De Ezpeleta, & Ahmad, 2004).

Additionally, the following non-evidence based
treatments were examined either in the experimen-
tal or the control condition: creative play
(Betancourt et al., 2012a), child-centred play ther-
apy (Schottelkorb et al., 2012), writing intervention

Titles and abstracts 
identified and screened 

n=2151 

Full copies retrieved and 
assessed for eligibility 

n=85 

Excluded n=2051 

Unable to obtain / further 
information required to make 
assessment n=15 

Publications meeting 
inclusion criteria 

n=32 

Excluded n=60 

Adult sample n=2 

No intervention n=5 

No data n=17 

Child soldiers/mixed with 
child soldiers n=3 

Not displaced/no information 
whether displaced n=19 

No war-related trauma n=7 

No outcomes of interest n=4 

Case study w/o adverse 
effects n=3 

Excluded n=9 

Methodical bias n=1 

<50% with war-related 
trauma or displaced status 
n=7 

Double publication n=1 

Studies identified from 
contact with experts 

n=2 

Studies identified from 
search in reference list n=3 

Studies in collected editions 
n=2 

Publications included in the 
narrative review: n=23 

Publications included in the meta-
analysis: n=17 

reporting   
PTSD-outcomes for n=19 active 

treatment groups, 
depression outcomes for n=18 

active treatment groups 

Figure 1. PRISMA flow diagram of the literature search.
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(writing for recovery; Kalantari et al., 2012; Lange-
Nielsen et al., 2012), meditation and relaxation
techniques (Schauer, 2008), crisis intervention
(Thabet, Vostanis, & Karim, 2005), psychosocial
support (Šestan, 2002), psychoeducation alone
(Thabet et al., 2005), a systemic approach with
preventive skill building (Ellis et al., 2013), psycho-
social support combined with medical care
(Dybdahl, 2001), or mixed interventions/eclectic
(Fazel, Doll, & Stein, 2009; O’Shea et al., 2000).
One study examined the effects of a school educa-
tional programme (Gupta & Zimmer, 2008). The
four-week programme was provided by trained tea-
chers, and its additive psychological parts consisted
of structured trauma-focused activities twice a week
(mainly psychoeducation), play, and expression
techniques (UNESCO, 2000; UNESCO/FAWE,
1999). One study presented a preventive school
programme including social games and sociother-
apy groups on a voluntary basis (Išpanović-
Radojković et al., 2002).

The treatment dose varied from 1.5 hours to weekly
sessions throughout an entire school year. In 13 studies,
the interventions were provided in a school setting
(Ehntholt et al., 2005; Ellis et al., 2013; Fazel et al., 2009;
Išpanović-Radojković et al., 2002; Kalantari et al., 2012;
Lange-Nielsen et al., 2012; O’Shea et al., 2000; Ooi, 2012;
pilot; Ooi et al., 2016; Schauer, 2008; Schottelkorb et al.,
2012; Thabet et al., 2005; Tol et al., 2012). In 12 studies,
trained lay persons (e.g. teachers, social workers) pro-
vided the main intervention (Betancourt et al., 2012a;
Catani et al., 2009; Dybdahl, 2001; Ellis et al., 2013;
Gupta & Zimmer, 2008; Išpanović-Radojković et al.,
2002; Möhlen et al., 2005; Pfeiffer & Goldbeck, 2017;
Schauer, 2008; Schottelkorb et al., 2012; Thabet et al.,
2005; in the psychoeducation group; Tol et al., 2012).

3.2.3. Between-group effect sizes in studies using
control groups
To enhance the comparability of the achieved treatment
effects, we report between-group effect sizes according
to broad categories of the used control conditions: no
treatment/waitlist, unspecific treatment, psychotherapy.

Table 1 summarizes the between-group effect sizes
for PTSD and depression, together with their respective
95% confidence intervals. Two studies using CBT
reported medium and large effects on PTSD compared
to untreated controls (SMD= 0.88, Ehntholt et al., 2005;
SMD = 0.37 in the group of girls, Tol et al., 2012; see
Table 1). Any other effects on PTSD were null or not
significant, that is, the confidence intervals included the
zero. Regarding treatment effects on depression, IPT
had large positive effects compared to waitlist controls,
but only in girls (SMD = 1.06, Betancourt et al., 2012a),
while writing for recovery had large adverse effects
(SMD = −1.25, Lange-Nielsen et al., 2012) which had

disappeared by follow-up. Any other reported effects
were null or small, and not significant.

Therapeutic effects for traumatic grief, anxiety, and
general distress are not presented in Table 1 and thus are
presented here. The study ofKalantari and colleagueswas
the only study on traumatic grief symptoms (Kalantari
et al., 2012). The authors used writing for recovery as
treatment condition and reported a medium effect com-
pared to untreated controls (SMD = 0.67, 95% CI [0.15,
1.19]). The study of Fazel et al. (2009) resulted in negative
treatment effects on general distress using a multilevel
counselling approach compared to an untreated ethnic
minority group (SMD = −0.67, 95% CI [−1.09, −0.25]).
Any other effects on general distress were small and not
significant, with the largest effect being reported by
Catani et al., 2009, who compared narrative exposure
therapy to a meditation-relaxation control group
(SMD = 0.34, 95% CI [−0.37, 1.06]). Treatment effects
on anxiety symptoms covered the range from
SMD = −0.20, 95% CI [−0.56, 0.15] (Lange-Nielsen
et al., 2012) to SMD = 0.29, 95% CI [−0.26, 0.84]
(Ehntholt et al., 2005), all controls were untreated, not
one effect was significant. Ispanovic and colleagues
reported only qualitative positive effects of the participa-
tion in psychosocial youth club activities on symptoms of
anxiety (Išpanović-Radojković et al., 2002).

Altogether, 35 between-group effect sizes were
calculated. Six were significant, four of them were
positive and two negative. All significant effect sizes
were achieved in group treatment settings. Due to the
great variety of treatments and small numbers of
studies in every group of control conditions, we did
not further integrate the effect sizes.

3.2.4. Pre-post effect sizes in all active treatment
groups
To detect any sign of an effective treatment, pre-post
effect sizes were calculated for any experimental and
control condition with an active treatment condition,
irrespective of whether the treatment was psychother-
apeutic or unspecific (see Table 2). Fourteen of 20 pre-
post effect sizes for PTSDwere significant, ranging from
small (SMC = 0.29, Lange-Nielsen et al., 2012) to large
(SMC = 1.94, Onyut et al., 2005). Eight of the significant
effects were achieved using CBT techniques, two in a
meditation-relaxation condition (Catani et al., 2009;
Schauer, 2008), one with a general education pro-
gramme (Gupta & Zimmer, 2008), one with EMDR
combined with psychodynamic therapy (Oras et al.,
2004), one with a writing intervention (Lange-Nielsen
et al., 2012), and a multilevel treatment particularly
oriented to the needs of young refugees (Ellis et al.,
2013). Seven of 19 calculated effect sizes for depression
were significant, six of them showed positive effects
between medium (SMC = 0.31, Tol et al., 2012, in the
group of girls) and large (SMC = 1.98, Betancourt et al.,
2012a, in the group of girls treated with IPT), with the
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Ta
bl
e
1.

St
ud

y
ch
ar
ac
te
ris
tic
s
an
d
be
tw
ee
n-
gr
ou

p
ef
fe
ct

si
ze
s
(s
ta
nd

ar
di
ze
d
m
ea
n
di
ffe

re
nc
es
)
by

st
ud

y
de
si
gn

. SM
D
ex
pe
rim

en
ta
lv
s
co
nt
ro
l

co
nd

iti
on

fo
r
PT
SD

(9
5%

CI
)

SM
D
ex
pe
rim

en
ta
lv
s
co
nt
ro
lc
on

di
tio

n
fo
r
de
pr
es
si
on

(9
5%

CI
)

Pu
bl
ic
at
io
n

Ag
e

N
Co

un
tr
y
of

or
ig
in

Pa
th
ol
og

y
at

in
cl
us
io
n

Ex
pe
rim

en
ta
l

co
nd

iti
on

In
te
rv
en
tio

n
do

se
#

Co
nt
ro
lc
on

di
tio

n
In
st
ru
m
en
t

PT
SD

vs
no

tr
ea
tm

en
t

vs
un

sp
ec
ifi
c

tr
ea
tm

en
t

vs
ps
yc
ho

th
er
ap
y

In
st
ru
m
en
t

D
ep
re
ss
io
n

vs
no

tr
ea
tm

en
t

vs
un

sp
ec
ifi
c

tr
ea
tm

en
t

vs
ps
yc
ho

th
er
ap
y

In
st
ru
m
en
ts

ot
he
r
ou

tc
om

es

Ra
nd

om
iz
ed

co
nt
ro
lle

d
tr
ia
ls

Be
ta
nc
ou

rt
et

al
.

(2
01
2a
)

14
–1
7

31
4

U
ga
nd

a
Si
gn

ifi
ca
nt

de
pr
es
si
on

sy
m
pt
om

s

IP
T

21
–2
8

1)
CP

;2
)
W
L

–
–

–
–

AP
AI

−
0.
02

[−
0.
64
,

0.
60
]
(b
oy
s)
$;

1.
06

[0
.6
1,

1.
52
]
(g
irl
s)
$

N
A

–
–

Ca
ta
ni

et
al
.

(2
00
9)

8–
14

31
Sr
iL
an
ka

Pr
el
im
in
ar
y

PT
SD

di
ag
no

si
s

(3
w
ee
ks

af
te
r

ts
un

am
i)

KI
D
N
ET

7.
2–
10
.8

M
ed
-R
el
ax

U
CL
A

–
0.
01

[−
0.
68
,

0.
71
]

–
–

–
–

–
di
st
re
ss
:5

se
lf-

de
si
gn

ed
qu

es
tio

ns
re
la
te
d
to

pr
ob

le
m
s
in

fu
nc
tio

ni
ng

D
yb
da
hl

(2
00
1)

5–
6

87
Bo

sn
ia
an
d

H
er
ze
go

vi
na

An
y
ch
ild
re
n

fr
om

di
sp
la
ce
d

m
ot
he
rs

Pa
re
nt

ps
yc
ho

so
ci
al

su
pp

or
t
+

m
ed
ic
al

ca
re

20
M
ed

–
–

–
–

BD
Ii
nt
er
vi
ew

–
−
0.
07

[−
0.
53
,

0.
38
]

–
di
st
re
ss
:t
ot
al

sc
or
e
of

m
ot
he
rs
’r
at
in
g

of
ch
ild
re
n’
s

pr
ob

le
m
s

Ka
la
nt
ar
ie

t
al
.

(2
01
2)

12
–1
8

61
Af
gh

an
is
ta
n

H
ig
he
st

tr
au
m
at
ic
gr
ie
f

sc
or
e

W
rit
in
g
fo
r

Re
co
ve
ry

1.
8

N
A

–
–

–
–

–
–

–
–

gr
ie
f:
TG

I

La
ng

e-
N
ie
ls
en

et
al
.(
20
12
)

12
–1
7

16
9

G
az
a

An
y
ch
ild
re
n

fr
om

re
fu
ge
e

ca
m
ps

W
rit
in
g
fo
r

Re
co
ve
ry

1.
8

W
L

CR
IE
S-
13

0.
11

[−
0.
25
,

0.
47
]

–
–

D
SR
S

−
1.
25

[−
1.
64
,

−
0.
86
]

–
–

An
x:
RC

M
AS

Sc
ha
ue
r
(2
00
8)

11
–1
5

47
Sr
iL
an
ka

Fu
ll
PT
SD

di
ag
no

si
s

KI
D
N
ET

10
.8

M
ed
-R
el
ax

CA
PS
-C
A

–
0.
06

[−
0.
44
,

0.
56
]

–
M
IN
I

–
0.
22

[−
0.
28
,

0.
72
]

–
–

Sc
ho

tt
el
ko
rb

et
al
.(
20
12
)

6–
13

31
Pr
ed
om

in
an
tly

cr
is
is
re
gi
on

s
PT
SD

sy
m
pt
om

s
CC

PT
11
.1

m
od

ifi
ed

TF
-C
BT

U
CL
A

–
–

0.
26

[−
0.
49
,

1.
01
]

–
–

–
–

–

To
le

t
al
.(
20
12
)

9–
12

39
9

Sr
iL
an
ka

Sc
re
en
ed

as
be
in
g

tr
au
m
at
iz
ed

CB
T

15
W
L

CP
SS

0.
00

[−
0.
26
,

0.
26
]
(b
oy
s)
;

0.
37

[0
.0
5,

0.
69
]
(g
irl
s)

–
–

D
SR
S

−
0.
04

[−
0.
30
,

0.
21
]
(b
oy
s)
;

0.
15

[−
0.
17
,

0.
48
]
(g
irl
s)

–
–

An
x:
SC
AR

ED
-5

Co
nt
ro
lle

d
tr
ia
ls

Eh
nt
ho

lt
et

al
.

(2
00
5)

11
–1
5

26
M
ix
ed

Ps
yc
ho

lo
gi
ca
l

or
be
ha
vi
ou

ra
l

di
ffi
cu
lti
es

TR
T

7.
2

W
L

CR
IE
S-
13

0.
88

[0
.0
7,

1.
69
]

–
–

D
SR
S

0.
26

[−
0.
52
,

1.
05
]

–
–

an
xi
et
y:
RC

M
AS

,
di
st
re
ss
:S
D
Q

(t
ea
ch
er
)

El
lis

et
al
.,
20
13

11
–1
5

30
So
m
al
ia

TG
:s
ig
ns

of
em

ot
io
n

dy
sr
eg
ul
at
io
n;

CG
:n

o
si
gn

s
of

em
ot
io
n

dy
sr
eg
ul
at
io
n

TS
T

tie
r
3:

23
;t
ie
r

4:
n.
a.

pr
ev
en
tiv
e
sk
ill

bu
ild
in
g

U
CL
A

–
−
0.
01

[−
0.
60
,

0.
57
]

–
D
SR
S

–
−
0.
26

[−
0.
85
,

0.
32
]

–
–

Fa
ze
le
t
al
.(
20
09
)

5–
17

14
1

M
ix
ed

Em
ot
io
na
la
nd

be
ha
vi
ou

ra
l

pr
ob

le
m
s

M
ul
til
ev
el
:

co
un

se
lli
ng

of
te
ac
he
rs
,d

ire
ct

di
ve
rs
e

te
ch
ni
qu

es

2–
36

U
nt
re
at
ed

et
hn

ic
m
in
or
ity

an
d

in
di
ge
no

us
ch
ild
re
n

–
–

–
–

–
–

–
–

di
st
re
ss
:S
D
Q

(t
ea
ch
er
)

Is
pa
no

vi
c
et

al
.

(2
00
2)

15
–1
8

15
8

Se
rb
ia

An
y

ad
ol
es
ce
nt
s

Yo
ut
h
Cl
ub

24
U
nt
re
at
ed

–
–

–
–

YS
F

fa
vo
ur
ab
le

fo
r

ex
pe
rim

en
ta
l

co
nd

iti
on

–
–

an
xi
et
y:
YS
F

O
oi

et
al
.(
20
16
)

11
–1
7
an
d

ou
ts
id
e

82
Af
ric
a
an
d

ot
he
r

M
ild

to
m
od

er
at
e

PT
SD

sy
m
pt
om

s

TR
T

9.
6

W
L
(w
as

tr
ea
te
d

po
st
in
te
rv
en
tio

n)
CR

IE
S-
13

−
0.
02

[−
0.
44
,

0.
40
]

–
–

D
SR
S

0.
03

[−
0.
39
,

0.
44
]

–
–

di
st
re
ss
:S
D
Q

(p
ar
en
t
an
d

te
ac
he
r)

Še
ho

vi
ć
(2
00
2)

6.
5–
16

12
2

Bo
sn
ia
an
d

H
er
ze
go

vi
na

Tr
au
m
at
iz
ed

CB
T
an
d
ot
he
r

36
ec
le
ct
ic

PT
SD

-R
I,
IE
S-
R,

PT
SD

-
qu

es
tio

nn
ai
re

fo
r
ch
ild
re
n

–
–

fa
vo
ur
ab
le

fo
r

ex
pe
rim

en
ta
l

co
nd

iti
on

–
–

–
–

–

Še
st
an

(2
00
2)

6–
7

96
Bo

sn
ia
an
d

H
er
ze
go

vi
na

An
y
ch
ild
re
n

Ps
yc
ho

so
ci
al

su
pp

or
t
gr
ou

ps
in

ki
nd

er
ga
rt
en
s

N
A

1)
ki
nd

er
ga
rt
en

w
/o

su
pp

or
t

gr
ou

ps
;2

)
no

ki
nd

er
ga
rt
en

PT
SS
-1
0

1)
&
2)

fa
vo
ur
ab
le

fo
r

ex
pe
rim

en
ta
l

co
nd

iti
on

–
–

–
–

–
–

–

(C
on

tin
ue
d
)

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 7



Ta
bl
e
1.

(C
on

tin
ue
d)
.

SM
D
ex
pe
rim

en
ta
lv
s
co
nt
ro
l

co
nd

iti
on

fo
r
PT
SD

(9
5%

CI
)

SM
D
ex
pe
rim

en
ta
lv
s
co
nt
ro
lc
on

di
tio

n
fo
r
de
pr
es
si
on

(9
5%

CI
)

Pu
bl
ic
at
io
n

Ag
e

N
Co

un
tr
y
of

or
ig
in

Pa
th
ol
og

y
at

in
cl
us
io
n

Ex
pe
rim

en
ta
l

co
nd

iti
on

In
te
rv
en
tio

n
do

se
#

Co
nt
ro
lc
on

di
tio

n
In
st
ru
m
en
t

PT
SD

vs
no

tr
ea
tm

en
t

vs
un

sp
ec
ifi
c

tr
ea
tm

en
t

vs
ps
yc
ho

th
er
ap
y

In
st
ru
m
en
t

D
ep
re
ss
io
n

vs
no

tr
ea
tm

en
t

vs
un

sp
ec
ifi
c

tr
ea
tm

en
t

vs
ps
yc
ho

th
er
ap
y

In
st
ru
m
en
ts

ot
he
r
ou

tc
om

es

Th
ab
et

et
al
.

(2
00
5)

9–
15

11
1

G
az
a

M
od

er
at
e
to

se
ve
re

PT
SD

re
ac
tio

ns

Cr
is
is

in
te
rv
en
tio

n
7

1)
ps
yc
ho

ed
uc
at
io
n;

2)
un

tr
ea
te
d

CP
TS
D
-R
I

0.
21

[−
0.
20
,

0.
62
]

0.
32

[−
0.
19
,

0.
84
]

–
CD

I
−
0.
16

[−
0.
57
,

0.
25
]

−
0.
24

[−
0.
75
,

0.
27
]

–
–

U
nc
on

tr
ol
le
d
pr
e-
po

st
st
ud

ie
s

G
up

ta
&
Zi
m
m
er

(2
00
8)

8–
17

31
5

Si
er
ra

Le
on

e
An

y
ch
ild
re
n

Ra
pi
d-
Ed

9.
6

no
ne

IE
S

–
–

–
–

–
–

–
–

M
öh

le
n
et

al
.

(2
00
5)

10
–1
6

13
Ko

so
vo
-

Al
ba
ni
a

An
y
ch
ild
re
n

M
ul
tim

od
al

Pr
og

ra
m
m
e

33
.6
–5
7.
6

no
ne

H
TQ

–
–

–
D
IS
YP
S-
KJ

–
–

–
an
xi
et
y:
D
IS
YP
S-

KJ
O
ny
ut

et
al
.

(2
00
5)

13
–1
7

6
So
m
al
ia

Sc
re
en
ed

as
ha
vi
ng

PT
SD

KI
D
N
ET

4.
8–
14
.4

no
ne

CI
D
I

–
–

–
CI
D
I

–
–

–
–

O
oi

(2
01
2)

(p
ilo
t)

13
–1
6

4
Af
ric
a
an
d

M
id
dl
e
Ea
st

M
ild

to
se
ve
re

PT
SD

sy
m
pt
om

s

TR
T

9.
6

no
ne

–
–

–
–

–
–

–
– –

di
st
re
ss
:S
D
Q

(p
ar
en
t)

–

O
ra
s
et

al
.(
20
04
)

8–
16

13
M
ix
ed

O
ut
pa
tie
nt
s

EM
D
R
+

ps
yc
ho

dy
na
m
ic

th
er
ap
y

5–
25

se
ss
io
n

(le
ng

th
of

se
ss
io
n

di
ffe

re
d
fo
r

ea
ch

ch
ild
)

no
ne

PT
SS
-C

–
–

–
5
ite
m
s
in

th
e

PT
SS

–
–

O
’S
he
a
et

al
.

(2
00
0)

ca
.7

–1
1

14
M
ix
ed

Se
ve
re

ps
yc
ho

lo
gi
ca
l

pr
ob

le
m
s

Ec
le
ct
ic

5.
5

no
ne

–
–

–
–

–
–

–
–

di
st
re
ss
:S
D
Q

(t
ea
ch
er
)

Pf
ei
ffe

r
an
d

G
ol
db

ec
k
(2
01
7)

14
–1
8

29
M
ix
ed

M
ild

to
se
ve
re

PT
SD

sy
m
pt
om

s

CB
T

12
no

ne
CA

TS
–

–
–

–
–

–
–

–

N
A
=
no

t
as
se
ss
ed
/n
ot

av
ai
la
bl
e.
SM

D
=
st
an
da
rd
iz
ed

m
ea
n
di
ffe

re
nc
e.
$
co
nf
id
en
ce

in
te
rv
al

es
tim

at
ed

fr
om

(B
ol
to
n
et

al
.,
20
07
).
#
D
os
e
=
to
ta
li
nt
er
ve
nt
io
n
tim

e
co
nv
er
te
d
to

nu
m
be
r
of

50
m
in

se
ss
io
ns
.

TG
I=

Tr
au
m
at
ic
G
rie
f
In
ve
nt
or
y.
SD

Q
=
St
re
ng

th
s
an
d
D
iff
ic
ul
tie
s
Q
ue
st
io
nn

ai
re
.D

IS
YP
S-
KJ

=
D
ia
gn

os
tic

Sy
st
em

fo
r
Ps
yc
ho

lo
gi
ca
lD

is
or
de
rs
.R

CM
AS

=
Re
vi
se
d
Ch

ild
re
n’
s
M
an
ife
st
An

xi
et
y
Sc
al
e.
YS
F
=
Yo
ut
h
Se
lf
Re
po

rt
.S
CA

RE
D
-5

=
Sc
re
en

fo
r
An

xi
et
y
Re
la
te
d
Em

ot
io
na
lD

is
or
de
rs
.D

SR
S
=
D
ep
re
ss
io
n
Se
lf-
Ra
tin

g
Sc
al
e.

CI
D
I
=
Co

m
po

si
te

In
te
rn
at
io
na
l
D
ia
gn

os
tic

In
te
rv
ie
w
.
PT
SS

=
Po
st
tr
au
m
at
ic
St
re
ss

Sy
m
pt
om

Sc
al
e.

AP
AI

=
Ac
ho

li
Ps
yc
ho

so
ci
al

As
se
ss
m
en
t
In
st
ru
m
en
t.
CD

I
=
Ch

ild
re
n’
s
D
ep
re
ss
io
n
In
ve
nt
or
y.

M
IN
I
=
M
in
i-I
nt
er
na
tio

na
l
N
eu
ro
ps
yc
hi
at
ric

In
te
rv
ie
w
.
CR

IE
S-
13

=
Ch

ild
re
n’
s
Re
vi
se
d
Im
pa
ct

of
Ev
en
t
Sc
al
e.

IE
S
=
Im
pa
ct

of
Ev
en
ts

Sc
al
e.
CP

SS
=
Ch

ild
PT
SD

Sy
m
pt
om

Sc
al
e.
PT
SS
-C

=
Po
st
tr
au
m
at
ic
St
re
ss

Sy
m
pt
om

Sc
al
e
fo
r
Ch

ild
re
n.

H
TQ

=
H
ar
va
rd

Tr
au
m
a
Q
ue
st
io
nn

ai
re
.C

PT
SD

-R
I=

Ch
ild

Po
st

Tr
au
m
at
ic
St
re
ss

Re
ac
tio

n
In
de
x.
CA

PS
-C
A
=
Cl
in
ic
ia
n
Ad

m
in
is
te
re
d
PT
SD

Sc
al
e
fo
r
Ch

ild
re
n
an
d
Ad

ol
es
ce
nt
s.

TF
-C
BT

=
tr
au
m
a-
fo
cu
se
d
CB

T.
KI
D
N
ET

=
N
ar
ra
tiv
e
Ex
po

su
re

Th
er
ap
y.

CB
T
=
Co

gn
iti
ve

Be
ha
vi
ou

ra
l
Th
er
ap
y.

TR
T
=
Te
ac
hi
ng

Re
co
ve
ry

Te
ch
ni
qu

es
.
CC

PT
=
Ch

ild
Ce
nt
re
d
Pl
ay

Th
er
ap
y.

TS
T
=
Tr
au
m
a
Sy
st
em

s
Th
er
ap
y.

EM
D
R
=
Ey
e
M
ov
em

en
t
D
es
en
si
tiz
at
io
n
an
d
Re
pr
oc
es
si
ng

.
IP
T
=
In
te
rp
er
so
na
l
Th
er
ap
y.

CP
=
Cr
ea
tiv
e
Pl
ay
.R

ap
id

Ed
=
Ra
pi
d
Ed
uc
at
io
na
lR

es
po

ns
e.
M
ed
-R
el
ax

=
m
ed
ita
tio

n/
re
la
xa
tio

n.
W
L
=
w
ai
tin

g
lis
t.
m
ed

=
m
ed
ic
al
ca
re
.

8 A. NOCON ET AL.



Ta
bl
e
2.

Pr
e-
po

st
ef
fe
ct

si
ze
s
(s
ta
nd

ar
di
ze
d
m
ea
n
ch
an
ge
s)
by

ou
tc
om

e.
PT
SD

D
ep
re
ss
io
n

An
xi
et
y

G
en
er
al

di
st
re
ss

St
ud

y
Tr
ea
tm

en
t
(T
G
)/
(C
G
)

n
SM

C
[9
5%

CI
]

SM
C
[9
5%

CI
]

SM
C
[9
5%

CI
]

SM
C
[9
5%

CI
]

Be
ta
nc
ou

rt
et

al
.(
20
12
a)

IP
T,
bo

ys
(T
G
)

21
–

1.
06

[0
.5
2,

1.
60
]

–
–

Be
ta
nc
ou

rt
et

al
.(
20
12
a)

IP
T,
gi
rls

(T
G
)

41
–

1.
98

[1
.7
53
,2

.4
0]

–
–

Be
ta
nc
ou

rt
et

al
.(
20
12
a)

CP
,b

oy
s
(T
G
)

22
–

0.
97

[0
.4
5,

1.
48
]

–
–

Be
ta
nc
ou

rt
et

al
.(
20
12
a)

CP
,g

irl
s
(T
G
)

31
–

0.
11

[−
0.
26
,0

.4
8]

–
–

Ca
ta
ni

et
al
.(
20
09
)

KI
D
N
ET

(T
G
)

16
1.
63

[0
.9
6,

2.
31
]

–
–

1.
11

[0
.4
8,

1.
73
]

Ca
ta
ni

et
al
.(
20
09
)

M
ed
-R
el
ax

(C
G
)

15
1.
53

[0
.8
4,

2.
22
]

–
–

1.
08

[0
.4
4,

1.
72
]

D
yb
da
hl

(2
00
1)

Ps
yc
ho

so
ci
al
su
pp

or
t
+
m
ed

(T
G
)

35
&

–
0.
08

[−
0.
26
,0

.4
3]

–
0.
40

[0
.0
3,

0.
77
]

Eh
nt
ho

lt
et

al
.(
20
05
)

TR
T
(T
G
)

15
0.
68

[0
.0
8,

1.
27
]

0.
13

[−
0.
40
,0

.6
6]

0.
30

[−
0.
25
,0

.8
6]

0.
44

[−
0.
25
,1

.1
4]

El
lis

et
al
.(
20
13
)

TS
T
(T
G
)

23
0.
57
$
[0
.1
0,

1.
04
]

0.
20

[−
0.
24
,0

.6
3]

–
–

Fa
ze
le

t
al
.(
20
09
)

M
ul
til
ev
el

(T
G
)

47
–

–
–

0.
24

[−
0.
06
,0

.5
5]

G
up

ta
&
Zi
m
m
er

(2
00
8)

Ra
pi
d-
Ed

(T
G
)

28
2

1.
12

[0
.9
7,

1.
27
]

–
–

–
Iš
pa
no

vi
ć-
Ra
do

jk
ov
ić
et

al
.(
20
02
)

Yo
ut
h
Cl
ub

(T
G
)

28
nr

nr
nr

–
Ka
la
nt
ar
ie

t
al
.(
20
12
)

W
fR

(T
G
)

29
–

–
–

–
La
ng

e-
N
ie
ls
en

et
al
.(
20
12
)

W
fR

(T
G
)

66
0.
29

[0
.0
2,

0.
55
]

−
1.
12

[−
1.
28
,−

0.
96
]

−
0.
08

[−
0.
56
,0

.1
5]

–
M
öh

le
n
et

al
.(
20
05
)

M
ul
tim

od
al

(T
G
)

10
0.
61

[−
0.
11
,1

.3
3]

0.
45

[−
0.
25
,1

.1
5]

0.
36

[−
1.
42
,2

.1
5]

–
O
ny
ut

et
al
.(
20
05
)

KI
D
N
ET

(T
G
)

6£
1.
94
§
[0
.7
6,

3.
12
]

1.
49

[−
1.
49
,4

.4
7]

–
–

O
oi

(2
01
2)

TR
T
pi
lo
t
(T
G
)

4
–

–
–

0.
42

[−
0.
69
,1

.5
3]

O
oi

et
al
.(
20
16
)

TR
T
(T
G
)

45
0.
67

[0
.3
2,

1.
01
]

0.
43

[0
.1
0,

0.
75
]

–
pa
re
nt
s:
0.
41

[0
.0
8,

0.
73
],
te
ac
he
rs
:−

0.
08

[−
0.
37
,0

.2
1]

O
oi

et
al
.(
20
16
)

TR
T,
w
ai
tli
st
#
(C
G
)

37
0.
17

[−
0.
17
,0

.5
1]

0.
16

[−
0.
18
,0

.5
0]

–
pa
re
nt
s:
0.
32

[−
0.
04
,0

.6
7]
,t
ea
ch
er
s:
0.
53

[0
.1
6,

0.
90
]

O
ra
s
et

al
.(
20
04
)

EM
D
R+

PD
(T
G
)

13
1.
79

[1
.0
3,

2.
56
]

1.
50

[0
.7
7,

2.
24
]

–
–

O
’S
he
a
et

al
.(
20
00
)

Ec
le
ct
ic
(T
G
)

7
–

–
–

0.
99

[0
.0
6,

1.
93
]

Pf
ei
ffe

r
an
d
G
ol
db

ec
k
(2
01
7)

CB
T
(T
G
)

29
0.
85

[0
.4
1,

1.
30
]

–
–

–
Sc
ha
ue
r
(2
00
8)

KI
D
N
ET

(T
G
)

25
1.
55

[1
.0
2,

2.
08
]

0.
13

[−
0.
28
,0

.5
4]

–
–

Sc
ha
ue
r
(2
00
8)

M
ed
-R
el
ax

(C
G
)

22
1.
67

[1
.0
9,

2.
25
]

0.
10

[−
0.
33
,0

.5
3]

–
–

Sc
ho

tt
el
ko
rb

et
al
.(
20
12
)

CC
PT

(T
G
)

14
0.
27

[−
0.
30
,0

.8
3]

–
–

–
Sc
ho

tt
el
ko
rb

et
al
.(
20
12
)

TF
-C
BT

(C
G
)

12
0.
21

[−
0.
39
,0

.8
1]

–
–

–
Še
ho

vi
ć
(2
00
2)

CB
T
(T
G
)

nr
nr

–
–

–
Še
st
an

(2
00
2)

Ps
yc
ho

so
ci
al
su
pp

or
t
(T
G
)

32
nr

–
–

–
Th
ab
et

et
al
.(
20
05
)

CI
(T
G
)

47
0.
10

[−
0.
20
,0

.4
0]

−
0.
19

[−
0.
46
,0

.0
9]

–
–

Th
ab
et

et
al
.(
20
05
)

TE
(C
G
)

22
0.
10

[−
0.
34
,0

.5
3]

−
0.
03

[−
0.
45
,0

.3
9]

–
–

To
le

t
al
.(
20
12
)

CB
T,
bo

ys
(T
G
)

12
2

0.
61
¶
[0
.4
0,

0.
82
]

0.
36
¶
[0
.1
6,

0.
56
]

0.
79
¶
[0
.5
8,

1.
01
]

0.
60

[0
.3
9,

0.
80
]

To
le

t
al
.(
20
12
)

CB
T,
gi
rls

(T
G
)

76
0.
54
¶
[0
.2
8,

0.
80
]

0.
31
¶
[0
.0
6,

0.
56
]

1.
06
¶
[0
.7
8,

1.
35
]

0.
60

[0
.3
4,

0.
86
]

In
th
e
ca
se

of
no

n-
as
se
ss
m
en
t
ce
lls

ar
e
le
ft
em

pt
y.
nr

=
no

t
re
po

rt
ed
.

$
po

st
-a
ss
es
sm

en
t
th
re
e
m
on

th
s
af
te
r
th
e
en
d
of

th
e
in
te
rv
en
tio

n.
§
ca
lc
ul
at
ed

fr
om

fo
llo
w
-u
p
da
ta
.&

gr
ou

p
si
ze
s
un

cl
ea
r
du

e
to

no
t
in
di
ca
te
d
m
is
si
ng

s.
#
ES

al
so

co
m
pu

te
d
fo
r
co
nt
ro
lg

ro
up

,a
s
it
w
as

tr
ea
te
d
an
d
as
se
ss
ed

af
te
r
th
e

w
ai
tin

g
pe
rio

d.
¥
ES

ar
e
no

tb
as
ed

on
po

st
-a
ss
es
sm

en
t,
bu

to
n
gr
ou

p-
di
ffe

re
nc
es

in
pr
e-

to
po

st
-a
ss
es
sm

en
tc
ha
ng

es
.£

Fo
rt
he

re
vi
ew

an
d
m
et
a-
an
al
ys
is
,n

=
2
m
is
si
ng

da
ta

at
po

st
-a
ss
es
sm

en
tw

er
e
im
pu

te
d
us
in
g
th
e
fo
llo
w
-u
p
da
ta
.¶

In
th
e
st
ud

y
of

To
l,
th
e
m
is
si
ng

gr
ou

p
pr
e-
tr
ea
tm

en
t
va
ria
nc
e
w
as

re
pl
ac
ed

us
in
g
th
e
va
ria
nc
e
fo
r
th
e
to
ta
ls
am

pl
e.

TG
=
Tr
ea
tm

en
t
gr
ou

p.
CG

=
Co

nt
ro
l
gr
ou

p.
W
fR

=
W
rit
in
g
fo
r
Re
co
ve
ry
.P

D
=
Ps
yc
ho

dy
na
m
ic
Th
er
ap
y.
TF
-C
BT

=
tr
au
m
a-
fo
cu
se
d
CB

T.
KI
D
N
ET

=
N
ar
ra
tiv
e
Ex
po

su
re

Th
er
ap
y.
CB

T
=
Co

gn
iti
ve

Be
ha
vi
ou

ra
l
Th
er
ap
y.
TR
T
=
Te
ac
hi
ng

Re
co
ve
ry

Te
ch
ni
qu

es
.C

CP
T
=
Ch

ild
Ce
nt
re
d
Pl
ay

Th
er
ap
y.
TS
T
=
Tr
au
m
a
Sy
st
em

s
Th
er
ap
y.
EM

D
R
=
Ey
e
M
ov
em

en
t
D
es
en
si
tiz
at
io
n
an
d
Re
pr
oc
es
si
ng

.I
PT

=
In
te
rp
er
so
na
lT

he
ra
py
.C

P
=
Cr
ea
tiv
e
Pl
ay
.R

ap
id
-E
d
=
Ra
pi
d
Ed
uc
at
io
na
l

Re
sp
on

se
.M

ed
-R
el
ax

=
m
ed
ita
tio

n/
re
la
xa
tio

n.
W
L
=
w
ai
tin

g
lis
t.
m
ed

=
m
ed
ic
al
ca
re
.

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 9



clinically relevant results being achieved in three CBT
conditions, two conditions that used IPT (Betancourt
et al., 2012a), one using EMDR (Oras et al., 2004), and
one using creative play (Betancourt et al., 2012a).
Writing for recovery had negative effects on depression
symptoms (SMC = −1.12, Lange-Nielsen et al., 2012),
but beneficial effects on traumatic grief symptoms
(SMC = 0.96, 95% CI [0.51, 1.41]) (Kalantari et al.,
2012) (not reported in Table 2). Thirteen within-
group comparisons on general distress were calculated,
with eight significant effect sizes, ranging frommedium
(SMC = 0.40, Dybdahl, 2001) to large (SMC = 1.11,
Catani et al., 2009). Five conditions with significant
effect sizes used CBT, one a combination psychosocial
support and medical care of the mother (Dybdahl,
2001), one meditation-relaxation (Catani et al., 2009),
and one was eclectic (O’Shea et al., 2000). Regarding
effects on anxiety, two of five effect sizes were signifi-
cant and medium to large, both in the study of Tol and
colleagues (SMC = 0.79 in boys and SMC = 1.06 in girls,
Tol et al., 2012, with CBT).

3.3. Part 2: meta-analysis

Twenty pre-post effect sizes for PTSD and 19 for
depression were the basis for calculation of a com-
bined effect. The combined pre-post effect size for
PTSD was SMC = 0.78, 95% CI [0.53, 1.03], and for
depression SMC = 0.35, 95% CI [0.04, 0.67]. The
overall test suggested considerable heterogeneity

among the true effects for both PTSD (I2 = 88.6%,
Q = 129.0, df = 19, p < .05) and depression
(I2 = 93.1%, Q = 349.2, df = 18, p < .05), revealing
that the combined effect cannot be interpreted
meaningfully. Residence status (refugee or internally
displaced) was not a significant moderator (PTSD:
QM = 0.39, p = .53; depression: QM = 0.30, p = .58).
Indication for publication bias was not tested as all
known tests perform poorly in the presence of sub-
stantial heterogeneity (Peters et al., 2010).

We repeated the meta-analysis for the subgroup of
CBT-based interventions, as we expected this group to be
more homogeneous. PTSD outcomes were reported for
10 active CBT treatment groups (Catani et al., 2009;
Ehntholt et al., 2005; Onyut et al., 2005; Ooi et al., 2016;
both treatment and later treated waitlist group; Pfeiffer &
Goldbeck, 2017; Schauer, 2008; Schottelkorb et al., 2012;
Tol et al., 2012; separately for boys/girls), and depression
outcomes for seven active CBT treatment groups
(Ehntholt et al., 2005; Onyut et al., 2005; Ooi et al.,
2016; treatment and later treated waitlist group;
Schauer, 2008; Tol et al., 2012; separately for boys/
girls). The combined pre-post effect sizes were
SMC = 0.79, 95% CI [0.47, 1.11] for PTSD (total
N = 394), and SMC = 0.30, 95% CI [0.18, 0.43] for
depression (totalN = 337) (Figures 2 and 3, respectively).
The overall test for heterogeneity was significant for
PTSD (I2 = 83.5, Q = 35.8, df = 9, p < .05), but not for
depression (I2 = 0.0, Q = 3.3, df = 6, p = .77), indicating a
meaningful combined effect size for depression.

Figure 2. PTSD pre-post effects (SMC) in groups with cognitive behavioural treatment.
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Residence status (refugee or internally displaced) was not
a significant moderator (PTSD: QM= 1.3, df = 1, p = .25;
depression: QM = 0.09, df = 1, p = .77). A regression test
for funnel plot asymmetry on the homogeneous effect
size for depression did not indicate any publication
bias (p = .32).

4. Discussion

In our review on treatments for displaced minors who
were traumatized by war, we considered data from pub-
lished and unpublished studies and did not exclude non-
randomized trials. Our goal was to include any possibly
effective interventions at this early stage of treatment
research. In spite of our very broad search criteria, we
were able to find only 23 studies. The results demonstrate
that treatment studies in displaced minors constitute a
relatively young field of research. All identified studies
were published in the last 15 years, with a substantial
number of pilot studies and studies of poor methodolo-
gical quality. Very diverse treatments were applied, most
of them not evidence-based, and a substantial number of
them did not yield significant effects. Before discussing
this further we should consider the limitations of this
paper.

4.1. Limitations

First, some of the original studies had methodological
flaws which affected the reported statistics in diverse

directions. Only a minority of studies used randomized
controlled designs. Some authors reported serious pro-
blems in motivating the parents to participate, or
changes in the residence status that prevented the chil-
dren from attending all therapy sessions. Almost all
studies relied on completer analyses, with sometimes
high attrition rates and no reported reasons for drop-
out. These shortcomings, together with others like no
blinding of raters, might have led to overestimation or
underestimation of the true effect sizes.

Second, there are limitations on the level of the
narrative review. Between-group effect sizes were not
comparable, as even randomized controlled trials
control for diverse variables which have a substantial
impact on the treatment effect (e.g. gender).

Third, there are limitations on the level of the meta-
analysis of the pre-post effect sizes. We included
uncontrolled studies in order to detect any possibly
effective treatment, and the computed SMCs certainly
include time effects. So, the one non-heterogeneous
overall effect for the treatment of depressive symptoms
with CBT is probably overestimating the true effect.

4.2. Treatment effects

Most between-group effect sizes in war-affected dis-
placed minors were not significant, some were nega-
tive, although several trials applied evidence-based
psychotherapies. Concerning PTSD symptoms, only
two studies using CBT detected a clinically relevant

Figure 3. Depression pre-post effects (SMC) in groups with cognitive behavioural treatment.
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difference between the treatment group and untreated
controls. The analysis of pre-post effects confirmed the
positive effects for CBT, but there were some other
treatments with positive pre-post effects that might be
promising candidates for future investigation: EMDR,
meditation-relaxation, an educational programme in
schools as developed by the UNESCO, a stepped sys-
temic treatment designed to the needs of young refu-
gee youth, and writing for recovery. The positive CBT
and EMDR effects are in line with the recent literature
on youth from the general population (Gillies, Taylor,
Gray, O’Brien, & D’Abrew, 2013; Gutermann et al.,
2016). The mean pre-post effect size in our study
cannot be meaningfully interpreted due to the high
heterogeneity, which has also been reported in a num-
ber of other meta-analyses (e.g. Morina et al., 2017). In
our view this shows how understudied this field of
research is, as there are too few studies with obviously
too different interventions available. Effect sizes in our
sample were somewhat lower than effect sizes from the
general population (Gillies et al., 2013: SMD = 1.34
compared to any control condition; Gutermann et al.,
2016: SMC = 0.89 and SMD = 0.89 compared to
untreated controls; Morina et al., 2016: SMD = 0.83
compared to waitlist controls), although they probably
overestimated true treatment effects. They were also
lower than those reported in children affected by war
(Morina et al., 2017: SMC = 1.15). Part of the differ-
ence might be accounted by the small overlap between
Morina et al. and our study. First, Morina and collea-
gues only included RCTs and the overlap with the
eight RCTs in our study involves only three publica-
tions (Catani et al., 2009; Schauer, 2008; Tol et al.,
2012). This is explained by differing inclusion criteria:
Morina et al. included child soldiers, restricted their
analysis on those who live in low- and middle-income
countries, and did not include those who had to flee to
a high-income country. However, some part of the
difference in effect sizes might be no artefact: displaced
children in need of psychosocial treatment might ben-
efit substantially less from available treatments due to
a number of factors, like loss of social support, and
their specific living conditions might account in some
part for the lower effects in our study. As we did not
find any indication that residence status (refugees or
internally displaced) had some impact on treatment
benefit, this could hold true for both groups.

Our results for depression as outcome reveal a similar
lack of evidence. Compared to untreated controls, only
IPT was proven to be beneficiary out of all investigated
treatments. Significant pre-post effect sizes were achieved
using established interventions like CBT, IPT, and
EMDR. This, again, is in line with the meta-analysis of
Gillies et al. (2013), who showed that exposure-based
interventions in children and adolescents from the gen-
eral population had larger effects on depression symp-
toms than other psychological approaches. CBT

treatments resulted in an overall small to medium pre-
post effect size for depressive symptoms (SMC = 0.30) in
this group, which is lower than psychotherapy effects in
general population minors with mixed traumata (Gillies
et al., 2013: SMD = 0.80 compared to any control con-
dition; Gutermann et al., 2016: SMC= 0.62;Morina et al.,
2016: SMD = 0.30 compared to waitlist controls).

It is worth noting that in our review several sig-
nificant effects resulted from treatments that were
provided by trained lay persons (Betancourt et al.,
2012a; Catani et al., 2009; Dybdahl, 2001; Gupta &
Zimmer, 2008; Pfeiffer & Goldbeck, 2017; Schauer,
2008; Tol et al., 2012), demonstrating that substantial
symptom reduction can be achieved by this means.
On the other hand, some treatments delivered by
clinicians were ineffective (Schottelkorb et al., 2012;
Thabet et al., 2005) or even harmful (Lange-Nielsen
et al., 2012). Some treatments were effectively admi-
nistered in group settings (Betancourt et al., 2012a;
Pfeiffer & Goldbeck, 2017) or at school (Gupta &
Zimmer, 2008; Ooi et al., 2016; Schauer, 2008; Tol
et al., 2012). Other reviews (Newman et al., 2014;
Rolfsnes & Idsoe, 2011) have reported moderate
(Rolfsnes & Idsoe, 2011) to large (Newman et al.,
2014) effect sizes for trauma-related psychotherapies
in the group/school setting, even if they were pro-
vided by trained lay persons like teachers or social
workers. A substantial number of affected school-
aged refugee children could be reached this way, if
effective interventions were available. The potential of
dissemination of evidence-based treatments by train-
ing lay practitioners should be further investigated.

To summarize, we saw that therapeutic effects for
war-affected displaced minors stay behind the
expected range, which is especially discouraging
given the fact that they often decrease on the long
run, even one month post-treatment (Gillies et al.,
2016, 2013; Schauer, 2008). Additionally, an overall
zero effect indicates that, while some subjects might
benefit from a treatment, it probably has negative
effects on others; a fact that has been discussed in
the past (Ertl & Neuner, 2014; Tol et al., 2014). We
think that displaced children constitute a particularly
vulnerable group with specific challenges for thera-
pists. Perhaps available interventions need to be
adapted to the specific needs of this population and
the specific context factors in this group, as even
CBT-based interventions showed only moderate
effect sizes. The population is certainly understudied,
which is deplorable in light of their number. Hence,
more large quality studies are urgently needed for
concrete treatment recommendations.
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