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ABSTRACT
Background  Children represent nearly 40% of 
forcibly displaced populations and are subject to 
stressors that affect well-being. Little is known about 
the effects of interventions to enhance psychological 
resilience in these children, outside clinical settings.
Methods  We conducted a systematic review, 
following Cochrane methods. Eligible studies tested 
resilience-enhancing interventions outside clinical 
settings in forcibly displaced children/adolescents. 
We included longitudinal quantitative studies with 
comparator conditions irrespective of geographical 
scope or language. We searched articles published 
between January 2010 and April 2020 in PubMed, 
Embase, Cochrane Library, Web of Science, PsycINFO 
and the WHO’s Global Index Medicus. To standardise 
effect sizes across the different reported outcomes, 
we transformed reported mean differences to 
standardised mean differences using Hedge’s g 
statistic with associated 95% CI. We pooled data for 
meta-analysis where appropriate. We used Cochrane 
tools to assess study risk of bias and used Grading 
of Recommendations Assessment, Development and 
Evaluation to determine evidence quality for meta-
analysed outcomes.
Results  Searches yielded 4829 results. Twenty-three 
studies met inclusion criteria. Studies reported 18 
outcomes measured by 48 different scales; only 1 
study explicitly measured resilience. Eight studies 
were randomised controlled trials; the rest were 
non-randomised pre–post studies. Interventions were 
diverse and typically implemented in group settings. 
Studies reported significant improvement in outcomes 
pertinent to behavioural problems, coping mechanisms 
and general well-being but not to caregiver support 
or psychiatric symptoms. In meta-analysis, resilience 
was improved (g

av=0.194, 95% CI 0.018 to 0.369), 
but anxiety symptoms and quality of life were not 
(gav=−0.326, 95% CI −0.782 to 0.131 and gav=0.325, 
95% CI −0.027 to 0.678, respectively). Risk of bias 
varied. Quality of evidence for most graded outcomes 
was very low.
Conclusions  The multiplicity of study designs, 
intervention types, outcomes and measures 
incumbered quantifying intervention effectiveness. 
Future resilience research in this population should 
use rigorous methods and follow reporting guidelines.
PROSPERO registration number  CRD42020177069.

BACKGROUND
A forcibly displaced population (FDP) is 
defined by the International Organization for 
Migration as, ‘Persons or groups of persons 
who have been forced or obliged to flee or to 
leave their homes or places of habitual resi-
dence, either across an international border 
or within a state, in particular as a result of or 
in order to avoid the effects of armed conflict, 
situations of generalised violence, violations 
of human rights or natural or human-made 
disasters’.1

Psychological sequelae are a major effect 
of forced displacement, an increasingly 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Forcibly displaced persons are a growing population 
globally and children (ages 0–18) comprise 40% of 
this group.

	⇒ Most (80%) of these children experience psycholog-
ical problems in conjunction with trauma endured 
before, during and/or after forced displacement.

	⇒ Clinical interventions can improve outcomes as-
sociated with child mental health and well-being. 
However, forcibly displaced populations may not be 
able to access clinical settings.

WHAT THIS STUDY ADDS
	⇒ Studies reported improvement in behavioural prob-
lems, coping mechanisms and general well-being 
but not in caregiver support or psychiatric symptoms.

	⇒ In meta-analysis, resilience was improved but anxi-
ety symptoms and quality of life were not.

	⇒ Variation in data collection methods across studies 
precluded further meta-analysis.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Non-clinical interventions, including those deliv-
ered by lay practitioners, offer scalable methods to 
improve many resilience outcomes among forcibly 
displaced children.

	⇒ Future research would benefit from guidance on 
reporting and use of standardised measurement 
scales.

http://gh.bmj.com/
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjgh-2021-007320&domain=pdf&date_stamp=2023-02-02
http://orcid.org/0000-0002-8485-2723
http://dx.doi.org/10.1136/bmjgh-2021-007320
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prevalent experience that disproportionately affects 
young people. In 2010, 40 million people worldwide were 
estimated to be forcibly displaced, a figure that nearly 
doubled to 79.5 million by the end of 2019.2 Around 40% 
of forcibly displaced individuals in 2019 were below age 
18.2

An estimated 80% of forcibly displaced children expe-
rience psychological problems.3 4 For these children, 
premigration traumas of exposure to violence and depri-
vation are reinforced by extreme hardship experienced 
during displacement and challenges following arrival in 
the host location. For example, children may become 
separated from their caregivers, which increases risk of 
exposure to sexual and physical violence, poor nutrition 
and other resource deprivation. Postmigration, chil-
dren and their families may experience discrimination, 
impeded access to resources, acculturation challenges 
and elevated family conflict.5

While resettlement may offer some short-term relief 
for forcibly displaced children, it is often associated with 
exposure to a range of other adversities such as discrim-
ination, social marginalisation, economic struggles, 
language barriers and loss of status. This can be further 
compounded by a phase of grief, which may cause deep 
traumas to resurface.5–7 Such stressors become further 
aggravated among unaccompanied minors, who become 
vulnerable to additional trauma-inducing events such as 
child labour, kidnapping or exploitation by drug dealers, 
human traffickers and militia.4

Given the elicited variability and complexity of trauma-
inducing factors in forcibly displaced children, ‘child-
hood adversities’ in this context not only encompass 
the commonly cited causes of psychological trauma in 
childhood (eg, neglect, abuse, household dysfunction) 
but also the effects of exposure to armed conflicts. This 
includes but is not limited to family separation, witnessing 
murders and exposure to bombing and shelling.8 9

Practitioners largely agree that resilience, defined as 
‘the ability to maintain stable, healthy psychological and 
physical functioning despite exposure to trauma,’ is a key 
lever for mitigating morbidities associated with childhood 
trauma.6 10 Nevertheless, many of the conceptual dimen-
sions used to describe and measure resilience are still 
widely debatable, starting with its own definition.11 While 
some researchers think of resilience as a dynamic lifelong 
process, others see it as an outcome of different personal 
traits.10 However, one attribute that most researchers 
agree on is that resilience does not exist in a dichoto-
mous ‘all or none’ form, but is rather present in individ-
uals to varying degrees and is evidence of a compilation 
of strengths.12 Resilience is conventionally measured 
through composite assessments addressing one or more 
of: cognitive ability, psychological strength, self-esteem, 
social skills, respect for others, engagement in hobbies, 
feelings of hope and control, good peer relationships, 
feelings of safety and/or consistency in behaviour.12 13 
Quantifying resilience is inherently challenging as the 
context of adversity often means that deterioration in 

well-being is expected and a favourable outcome could 
potentially be reflected in the absence of a change in 
related indicators, rather than positive change. This is 
challenging to prove outside of an randomised controlled 
trial (RCT). Additionally, where study populations have 
all experienced trauma at baseline, evidence of improve-
ment is necessary to inform strategies for mitigating the 
effects of that trauma, even if populations remain at risk 
for further adversities.

Although effective under optimal conditions, experi-
ence illustrates practical shortcomings of clinical settings 
as venues for resilience-enhancing interventions serving 
FDP, such as lack of services, too few clinicians proficient 
in relevant languages, distance between FDP residences 
and service-delivery locations and cost.14 Research also 
shows, however, that non-clinical settings can facilitate 
effective resilience-enhancing interventions that deliver 
evidence-based programming at accessible venues (eg, 
school, religious institution), often via trained lay workers, 
a strategy that simultaneously addresses language and 
fiscal barriers.14–20

Yet, the best approaches to mitigate childhood adversi-
ties and develop resilience in forcibly displaced children 
remain unclear. Most research has focused on psychopa-
thology rather than factors linked to improved resilience 
outcomes in children.20 Additionally, most evidence 
focuses on interventions using credentialed profes-
sionals, who are too limited in number to meet the need 
among FDP, particularly in low-resource settings.14 21 
Further, there is a general paucity of research on the 
effect of childhood adversities on younger children due 
to logistical and ethical factors, including challenges to 
obtaining consent and fear, mistrust or suspicion felt 
by caregivers.4 22 Finally, established models of trauma-
informed parenting do not recognise the fact that parents 
of children experiencing adversities in conflict zones are 
traumatised themselves. This can render parents unable 
to meet their basic parenting responsibilities; studies 
have shown that parents exposed to extreme hardship or 
those who suffer from mental health conditions such as 
depression become less emotionally responsive and with-
drawn from their children, which can lead to intrusive 
and abusive parenting.4 23 24 Collectively, these factors 
result in a knowledge gap around effective, accessible, 
realistic strategies for enhancing resilience among forc-
ibly displaced children.

Rationale for review
Prior systematic reviews have focused on specific 
outcomes, settings, intervention types and/or high-
income countries.25–30 Although useful, these do not 
provide actionable information for decision makers in 
low-resource settings nor a holistic analysis of the global 
evidence on psychological resilience-enhancing interven-
tions for forcibly displaced children. This review aims to 
answer the question, ‘among forcibly displaced children 
and adolescents (ages 3–17 years) or their caregivers, 
what is the effect of psychological resilience-enhancing 
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interventions offered outside clinical settings (compared 
with no intervention, an alternative resilience-enhancing 
intervention or standard of care) in terms of improved 
resilience or improved resilience-protective factors, as 
measured with validated scales?’

METHODS
We followed Cochrane methods and Preferred 
Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidance.31 32 The study protocol 
was registered in the international prospective 
register of systematic reviews.

We developed a search strategy using indexing terms 
and keywords related to our inclusion criteria based 
on scoping searches run in PubMed. We searched 
PubMed, Embase, PsycINFO, Cochrane Library, Web 
of Science and the WHO Global Index Medicus for 
studies between 1 January 2010 and 15 May 2020. We 
excluded studies published prior 2010 because the 
global refugee crisis started in 2011 and our resources 
limited our project timeline. See online supplemental 
appendix 1 for complete search strategies. We used 
EndNote V.X9 software33 to remove duplicate records.

Eligible studies were quantitative, interventional, 
randomised or non-randomised studies with compar-
ators, published in any language, conducted to assess 
the impact of any intervention designed to develop or 
enhance resilience (or an associated factor) in forc-
ibly displaced children and adolescents aged between 
3 and 17 years at the time of intervention. We defined 
psychological resilience-enhancing interventions as 
those that aimed to improve resilience—as defined 
by investigators—or any of the modifiable factors 
associated with it as improvement in; psychological 
strength, self-esteem, social skills and interaction 
in addition to respect for others, hobbies, feelings 
of hope, willingness to accept support, feelings of 
control, good peer relationship, feelings of safety and 
consistency in behaviour.12 13 Interventions could be 
directed to children or to their caregivers. We did 
not restrict geography, country-income level, type of 
comparator, or follow-up duration, or type outcomes 
measured.

We excluded studies requiring a threshold of 
severity of psychological disease in their study popu-
lations. We also excluded studies conducted in 
populations exposed to war but not displaced and 
those displaced due to natural disasters. We further 
excluded populations of child soldiers, torture survi-
vors and sexually abused children. The decision to 
exclude those specific populations was made after 
consulting a subject matter expert (SG) who consid-
ered such trauma and subsequent interventions to be 
very specific and not generalisable to the target popu-
lation within the scope of the study. The decision to 
exclude populations exposed to war but not displaced 
emerged from the understanding that displacement 

adds further challenges to the experience of polit-
ical violence. Those challenges affect both the types 
of war-related psychological trauma as well as the 
types of interventions that can be implemented. The 
complete inclusion and exclusion criteria for this 
systematic review are summarised in online supple-
mental appendix 2.

Eligible outcomes included effect size of change 
in psychological resilience as defined by authors and 
measured by recognised, validated scales. We also included 
secondary outcomes, also measured with recognised, vali-
dated scales, measuring change in factors research has 
shown to be associated with resilience (cognitive ability, 
psychological strength, self-esteem, social skills, respect 
for others, hobbies, feelings of hope and control, good 
peer relationships, feelings of safety and consistency in 
behaviour).12 13 Measurements could assess resilience 
enhancement in the short term or long term, which we 
defined as within or beyond 3 months of the end of the 
intervention, respectively.

Two authors (AT and SG) reviewed the titles of dedu-
plicated records and excluded clearly irrelevant titles. 
Both authors then independently reviewed abstracts 
for remaining records and excluded those they deemed 
ineligible. Following that, two authors (AT and SG) inde-
pendently examined the full text of all potentially eligible 
studies, reconciling disagreement via discussion and/or 
the arbitrating third author (MM).

We developed and pilot-tested data extraction templates 
in Microsoft Excel.34 We collected data on study design, 
setting, sample size and participant demographic char-
acteristics including nationality, intervention characteris-
tics and assessed outcomes. Data extraction was done by 
two authors (AT and SG) who are fluent in English. One 
author (AT) extracted data from each study; a second 
author (SG) verified the extracted data against source 
documents. All studies were in English except one, which 
was published in German; data abstraction of this study 
was done by a faculty colleague fluent in German.

We used two Cochrane instruments to assess the risk 
of bias in included studies: the Revised Risk of Bias Tool 
(ROB-2) for RCTs and ROBINS-I for non-randomised 
studies.31 ROB-2 domains included: selection bias, 
reporting bias and general sources of bias. ROBINS-I 
domains included: confounding bias, selection bias, 
classification bias, bias due to deviation from interven-
tions, missing data bias, measurement bias and reporting 
bias. For each study, we assigned a rating of high, low 
or unclear risk of bias for each of the applicable instru-
ment’s domains.

Initial scoping searches determined that relevant 
studies typically report effects in terms of the mean 
difference (MD). To standardise effect sizes across 
different outcomes and measurement scales, we trans-
formed the reported MD to the standardised MD (SMD) 
using Hedge’s g statistic.35 Analysis was performed by 
one review author (AT). Where studies had a two-group, 
pretest and post-test design, we used Morris’s methods 

https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
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(the difference of differences) as a reference for calcu-
lating the SMD.36

Where studies reported outcomes as mean scores on 
assessment instruments, we converted mean scores to 
SMDs. Where studies reported the significance of differ-
ence between baseline and post-intervention scores 
rather than the actual mean scores, we contacted study 
authors to obtain additional data in order to calculate 
SMDs. Where studies reported SE or 95% CIs rather than 
SD, we back-calculated SDs from reported data points. 
Where validated scales showed positive effect size with 
negative scores or vice versa, we inverted these scales 
to standardise the direction of effect size reporting to 
present improvement in desirable outcomes with positive 
scores and increases in undesirable outcomes with nega-
tive scores.

Where there was missing information, ambiguity or 
discrepancies in manuscripts, we conducted additional 
calculations from study data, where provided; identi-
fied/reviewed publications associated from the same 
study and/or contacted study authors. When none of 
these strategies resulted in adequate data, we performed 
descriptive analysis only.

Given the variety of study designs, interventions and 
outcome types within the scope of the review, we expected 
methodological, clinical and statistical heterogeneity. We 
used the χ2 test of homogeneity to assess heterogeneity 
and the I2 statistic to guide our choice of meta-analytic 
models.37 We let I2 guide our choice of meta-analysis 
model: I2<40 (fixed effect), I2 (40%–80%): random-
effects mode and explore heterogeneity, and subgroup 
analysis, and >80% we did not pool data.

Following data extraction but prior to meta-analysis, 
we grouped similar interventions by type, setting and 
intensity of intervention to explore potential categori-
sations of the reported outcome data. We conducted 
meta-analysis across groups of studies sharing compa-
rable populations, interventions and outcomes, using 
Open Meta-Analyst software.38 Where the same outcomes 
were reported by different types of study participants (eg, 
youth vs caregivers), we used data reported by the group 
with the greatest number of participants across relevant 
studies. To address heterogeneity in pooled effect sizes, 
we conducted subgroup analyses for studies with similar 
intervention-content domains, participant ages, interven-
tion settings, personnel training levels or intervention 
intensities.

Where we considered two analytical models for the 
same comparison, we ran sensitivity analysis to quantify 
the difference. Where there were stark differences across 
models, we interpreted the results with caution and 
recommend further investigation or research.

For anxiety, depression and post-traumatic stress 
disorder (PTSD), we reported results in the context of 
statistical significance (based on the CIs) and clinical 
significance. Clinical significance indicated a change in 
mean scores relative to the clinical threshold for diag-
nosis with the relevant measurement scale. We reported 

a clinical significance value of ‘yes’ where mean scores 
crossed the clinical threshold to achieve subclinical scores 
of undesirable outcomes and ‘improved’ where scores 
improved but did not reach the non-clinical threshold 
of undesirable outcomes. We reported ‘worsened’ where 
either: (1) scores were below the threshold for diagnosis 
before treatment but increased after treatment and 
crossed the clinical threshold or (2) mean scores became 
less desirable but did not cross a clinical threshold. 
Where baseline scores were below the threshold for diag-
nosis and increased to remain subclinical, we reported a 
value of ‘no’.

We used the Grading of Recommendations Assessment, 
Development and Evaluation (GRADE) methodology39 to 
assess the quality of the overall body of evidence for meta-
analysed outcomes. We rated the quality of evidence for 
each outcome as high, moderate, low or very low for the 
following domains: inconsistency among study results, 
indirectness of effect measurement, imprecision of effect 
estimates and the risk of publication bias.

Patient and public involvement was not a component 
of this project. As a systematic review, patients were not 
directly involved in this research. Resource constraints 
precluded public involvement in study design, execution 
and dissemination.

RESULTS
Electronic searches yielded 4829 results. After 
removing 1758 duplicates, we screened 3071 records. 
276 articles passed title screening and 87 passed 
abstract screening. We reviewed the full text of those 
87 studies and excluded 64. Twenty-three studies met 
eligibility criteria and are included in this review 
(figure 1).

Reasons for study exclusions after full text review 
were: population was exposed to war but not 
displaced (n=50); study inclusion criteria required a 
certain severity of psychiatric symptoms (n=7); chil-
dren of FDP were born after resettlement (n=3); 
interventions targeted adult FDPs (n=2); interven-
tion conducted in a clinical setting (n=1) and inter-
vention was not specific (n=1). Online supplemental 
appendix 3 reports rationale for each excluded study.

Eight40–47 included studies were RCTs; 1548–62 were 
non-randomised single-group pre–post studies. 
Studies were diverse in intervention setting, popula-
tion age group, intervention type, intervention form 
and intensity. Studies were conducted in 16 countries, 
with settings including schools (n=6), refugee camps 
(n=4), community centres (n=3), units of unaccom-
panied minors (n=3), homes (n=1), online (n=1), 
and unspecified or mixed venues (n=5). Ages of the 
involved children varied, and we categorised age 
groups into younger than 12 years (n=2), age 12–18 
years (n=7), and, broadly, ‘younger than 18 years’ 
where data were not disaggregated between chil-
dren and adolescents (n=13) or unspecified (n=1). 

https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
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Intervention content typically involved multiple 
domains and included psychosocial skills (n=22), 
family therapy (n=6), parenting skills (n=6) and art 
therapy (n=10). Interventions were typically imple-
mented in a group setting (n=17) rather than indi-
vidual sessions (n=3) or mixed individual and group 
meetings (n=3) and had varying intensities, most 
commonly between 6 and 9 sessions (n=8) (table 1). 
Ten studies reported on interventions implemented 
with professional mental health practitioner, some-
times in conjunction with non-professionals; 12 
involved non-professional mental health interven-
tionists (eg, teachers, lay workers).

Outcomes
Studies reported a total of 77 result measurements 
addressing 18 distinct outcomes assessed with 1 or 
more of 48 different scales. Ten studies reported sepa-
rate estimates for the same outcome based on child-
reported and caregiver-reported data. Effect sizes for 
eight results could not be calculated.

To prepare for meta-analysis, we organised outcomes 
into six categories: resilience (comprised ‘resilience’ 
(n=1), child psychosocial protective factors (n=1) and 
family satisfaction (n=1)); coping style (including 
internalising problems (n=3), externalising problems 
(n=3) and attention problems (n=1)); behavioural 
problems of childhood (n=10, no subcategories); 
psychiatric symptoms (depression (n=7), anxiety 
(n=4), PTSD (n=9) and general psychopathological 
symptoms (n=3)); general well-being (including 
‘well-being’ (n=3), self-esteem (n=1), optimism (n=2) 
and quality of life (n=3)); and caregiver support 

(comprised of caregiver distress (n=5), parenting 
(n=3) and family communication (n=2)). Online 
supplemental appendix 4 details outcome definitions 
and assessment instruments.

Effects of interventions
Due to a lack of combinable effect sizes and high heter-
ogeneity where outcomes were potentially combinable, 
we were able to perform meta-analysis only in the behav-
iour problems of childhood and psychiatric symptoms 
categories. Table 2 reports pooled estimates; study-level 
results appear in table 1 and are organised by outcome in 
online supplemental appendix 5. Online supplemental 
appendix 6 reports subgroup analyses.

Resilience
Child psychosocial protective factors, resilience and family 
satisfaction outcomes were reported by one study each. 
The effect of interventions on child psychosocial protec-
tive factors reported by children was gav=0.206 (0.027, 
0.386), and gav=0.063 (−0.110, 0.237) when reported by 
caregivers, compared with the control groups.40 The effect 
on resilience was gav=−0.08 (-0.916, 0.756)53; the effect on 
family satisfaction was gav=1.789 (1.058, 2.520).53 55 We 
deemed child psychological protective factors and resil-
ience to be sufficiently similar to combine and generated 
a pooled estimate of gav=0.194 (0.018, 0.369) with 0% 
heterogeneity (see figure 2A).

Coping mechanisms
Most data showed favourable change in coping mecha-
nisms. Internalising problems were reported by three 
studies. Murray reported a significant reduction by both 
children (gav=−1.600 (−2.123, –1.076)) and caregivers 
(gav= −1.428 (−1.939, −0.918))56 in pre–post analysis and 
Annan et al reported non-significant differences among 
intervention participants (children: gav=0.084 (−0.095, 
0.263), caregivers: gav=−0.127 (−0.300, 0.046)) when 
compared with the control groups.40 Betancourt et al 
reported an association between caregiver distress and 
internalising problems (β=4.02, p<0.05), however, the 
effect size of the intervention on internalising problems 
could not be estimated.48 The same studies also reported 
on externalising problems. Annan et al reported an 
effect size of gav=−0.092 (−0.271, 0.087) by children and 
gav=−0.22 (−0.395,–0.048) by caregivers when compared 
with control groups.40 Murray et al reported an effect 
size of gav=−1.55 (−2.070, –1.030) by children and gav= 
−1.239 (−1.737, −0.742) by caregivers.56 The effect size 
for Betancourt et al could not be estimated. The effect of 
an intervention on the reduction in attention problems 
was reported only by Annan et al, at gav=−0.275 (−0.449, 
–0.100) by caregivers and gav= 0.04 (−0.139, 0.219) by 
children, compared with the control group.40

Behavioral problems of childhood
Six out of the 10 reported effect size estimates showed 
statistically significant improvements in this category, 
however, meta-analysis was not appropriate due to the use 

Figure 1  Search and screening results.

https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
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of differing assessment scales. Additionally, two studies 
reported significant differences in a desirable direction, 
but effect sizes could not be calculated.46 49 Significant 
effect sizes ranged from gav=−5.012 (−5.563, –4.462) to 
gav= −0.111 (−0.336, 0.114).43 One study reported a unde-
sirable positive effect size (0.059 (−0.410, 0.527)), but it 
was not significant.53

Psychiatric symptoms
Psychiatric symptoms was the only category in which 
studies reported statistically significant undesirable effect 

sizes, . Clinically significant change, in which mean scores 
crossed a clinical threshold, were reported by at least 
one study for all three outcomes in this category. Online 
supplemental appendix 7 reports clinical significance 
of study findings in context with statistical significance, 
study design and effect size.

Because depression was reported by seven studies but 
with variable designs and intervention types, meta-analysis 
was inappropriate. Individual study results were prom-
ising, with four studies reporting statistically significant 

Table 2  Results of meta-analysis of interventions to enhance psychological resilience in Forcibly displaced children

Category Outcome N Estimated effect
Evidence 
certainty

Resilience Pooled estimate of child psychological 
protective factors and resilience

2 gav=0.194 (0.018 to 0.369), I2=0% Very low

Child psychosocial protective factors 1 Child report: gav=0.206 (0.027 to 0.386)
Caregiver report: gav=0.063 (−0.110 to 0.237)

Moderate

Resilience (not further defined) 1 gav=−0.08 (−0.916 to 0.756) Very low

Family satisfaction 1 gav=1.789 (1.058 to 2.520) Very low

Coping 
mechanisms

Internalising problems 2 Data not pooled due to heterogeneity
Caregiver report: I2=96.87%, range: gav=−1.428 to −0.127, Mix 
of significant and non-significant effect sizes.
Child report: I2=96.53%, range: gav=−1.600 to 0.084, mix of 
significant and non-significant effect sizes.

Not applicable

Externalising problems 2 Data not pooled due to heterogeneity
Caregiver report: I2=96.62%, range: gav=−1.239 to −0.22, both 
significant
Child report: I2=97.09%, range: gav=−1.55 to −0.092,mix of 
significant and non-significant effect sizes.

Not applicable

Attention problems 1 Child report: gav=0.04 (−0.139 to 0.219)
Caregiver report: gav=−0.275 (−0.449 to –0.100)

Moderate

Behavioural 
Problems of 
Childhood

Behavioural problems of Childhood 8 Effect sizes not combinable, range: gav=−5.012 to 0.059, mix 
of significant and non-significant effect sizes

Not applicable

Psychiatric 
symptoms

Depression 7 Data not pooled due to heterogeneity
I2=95.51%, range: gav= −2.077 to 1.129, mix of significant and 
non-significant effect sizes

Not applicable

Anxiety 4 gav=−0.326 (−0.782 to 0.131), I2=75.34% Very low

PTSD 7 Data not pooled due to heterogeneity
I2=88.22%, range gav=−1.421 to 0.367, mix of significant and 
non-significant effect sizes

Not applicable

General psychopathological symptoms 2 Effect sizes not combinable, range: gav=0.539 to 3.308, mix of 
significant and non-significant effect sizes

Not applicable

General well-
being

Well-being 3 Data not pooled due to heterogeneity however, all of the 
studies reported statistically significant improvements
I2=99.53%, range gav=0.963 to 7.82.

Not applicable

Optimism 2 Data not pooled due to heterogeneity, however both studies 
reported statistically significant improvements
I2=80.92%, range gav=0.755 to 1.481.

Not applicable

Self-esteem 1 gav=1.810 (1.260 to 2.360) Very low

Quality of life 2 gav=0.325 (−0.027 to 0.678), I2=0% Very low

Caregiver 
support

Caregiver distress 3 Effect sizes not combinable, range: gav=−0.247 to 0.056, none 
significant

Not applicable

Parenting 3 Effect sizes not combinable, range: gav=0.067 to 0.675, none 
significant

Not applicable

Family communication 2 Effect sizes not combinable, range gav=0.081 to 3.026 (mix of 
significant and non-significant effect sizes)

Not applicable

https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
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improvement; only two of those reported clinically signif-
icant improvement, as baseline scores for the other two 
studies were already above the clinical threshold.50 52 60 61 
Two studies reported clinically and statistically significant 
worsening.43 44

The effect on anxiety was reported by four studies with a 
pooled estimate of gav=−0.326 (−0.782, 0.131) (figure 2A). 
Due to high heterogeneity (I2=75.34%), which we attri-
bute to variation in intervention types, intervention inten-
sities, staff training levels and target population ages, we 
conducted sensitivity analysis for this outcome, with those 
estimates ranging from gav=−0.534 (−0.818,–0.249) to gav= 
−0.193 (−0.693, 0.298) (figure 2C).

Meta-analysis was also not possible for PTSD symp-
toms and evidence was weak overall. While the direc-
tionality of results was favourable for most studies, only 
one study reported clinical and statistically significant 
improvement.56

General well-being
Meta-analysis was not possible for the well-being outcome, 
but strong results were observed with effect sizes 
ranging from gav=0.963 (0.481, 1.444) to 7.821 (7.328, 
8.314).41 52 56 The effect on self-esteem was only reported 
by Foka (gav=1.810 (1.26, 2.36)).52 Two studies showed 
an effect on optimism, both significant improvements 
(gav=1.481 (0.958, 2.003), gav=0.755 (0.419, 1.091)).45 52 
Meta-analysis was possible for the quality of life outcome, 
although effect sizes could not be estimated for two 
studies,42 so our pooled estimate of gav=0.325 (−0.027, 
0.678) reflects only two studies (figure 2D).

Caregiver support
Evidence was also weak across the caregiver-support 
category with only one statistically significant result, 
which showed improvement in family communication 
(gav=3.026 (1.885, 4.167)).55

Figure 2  Meta-analysis of effect of interventions to enhance child psychological protective factors and resilience in forcibly 
displaced children.



Thabet A, et al. BMJ Global Health 2023;8:e007320. doi:10.1136/bmjgh-2021-007320 13

BMJ Global Health

Subgroup analysis
We conducted subgroup analysis for each reported 
outcome by intervention setting, age group, interven-
tion intensity, intervention content and mental health 
expertise of interventionists. No conclusive pattern was 
observed by any of those variables across all categories 
(see online supplemental appendix 6).

Risk of bias and quality of evidence using grade
Two of the eight RCTs had high overall risk of bias; three 
were judged to be of concern and three to be at low risk 
of bias. Of the 15 non-randomised interventional studies, 

1 had serious risk of bias, 9 had moderate risk of bias and 
5 had low risk of bias (figure 3).

The overall quality of evidence for the three outcomes 
in which meta-analysis was feasible (pooled estimate of 
child psychological protective factors and resilience, 
symptoms of anxiety and quality of life) was ‘very low’. 
In all three categories, imprecision was the lowest-scored 
domain. See online supplemental appendix 8. Where 
outcomes were reported by single studies, evidence 
certainty was moderate for child psychological protective 
factors and attention problems, which were reported in 

Figure 3  Risk of bias ratings for individual studies.

https://dx.doi.org/10.1136/bmjgh-2021-007320
https://dx.doi.org/10.1136/bmjgh-2021-007320
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an RCT,40 and very low for resilience, family satisfaction 
and self-esteem, which were reported in observational 
studies.52 53 55 We were unable to statistically explore risk 
of reporting bias or generate funnel plots because we 
identified so few effect sizes per meta-analysed outcome.

Quality of evidence
Results of the overall level evidence for the three outcomes 
in which meta-analysis was feasible showed a ‘very low’ 
quality grade for each of resilience, symptoms of anxiety 
and quality of life (online supplemental appendix 8).

The reporting quality of this systematic review was 
ensured by using PRISMA 2009 reporting checklist.

DISCUSSION
To our knowledge, this is the first review to thoroughly 
assess evidence on the effectiveness of non-clinical, 
resilience-enhancing interventions targeting forcibly 
displaced children irrespective of the clinical manifes-
tations of psychological trauma and without geographic 
limitations. In general, we found that statistically signif-
icant improvements were reported by the majority of 
studies across all outcome categories except for outcomes 
related to caregiver support and psychiatric symptoms. 
However, meta-analyses, where possible, found effective-
ness of these interventions to be low to moderate and 
GRADE assessment indicated very low quality of evidence. 
With such limitations to the evidence, we encourage 
caution in application to our findings to policy and advo-
cate for further, rigorous research.

The lack of clarity on the effectiveness of the studied 
interventions can be explained by several factors. 
Primary studies had design limitations, since randomi-
sation is extremely challenging in humanitarian emer-
gencies.52 Most studies did not include a control group 
and constraints in resources resulted in variations in 
intervention formats, durations, follow-up intervals and 
personnel training. Meta-analysis of SMD had the limita-
tion of combining effect sizes of randomised and non-
randomised studies, which provide different quality of 
evidence. This resulted in heterogeneity and bias in effect-
size estimations, which limits their utility in programme 
implementation. Furthermore, SMD assumes that the 
differences in SD among studies are due to differences in 
measurement scales rather than variability among study 
populations, which is unlikely given the global scope of 
the review.

Interventions targeting both children and caregivers 
and involving multiple content domains had greater 
impacts. However, rigorous comparison and ranking of 
intervention effectiveness was not possible and the long-
term effects interventions could not be determined, nor 
could implications for global mental health programmes. 
Jordans et al reached the same conclusions in his review 
of mental health and psychosocial interventions for chil-
dren exposed to protracted violence and war in LMICs.63 
That review reported weak evidence for comparative 

assessment of interventions due to methodological (eg, 
absence of control groups) and geographical limitations. 
We were unable to identify specific, promising interven-
tions or address our fourth research aim of exploring 
commonalities among successful interventions to inform 
the design of universal resilience-enhancing interven-
tions for non-clinical settings. In the absence of stronger 
evidence, we recommend integrating existing resilience-
enhancing interventions with related interventions 
already recognised as effective, such as trauma-focused 
cognitive behavioural therapy.64 Service delivery in group 
settings could provide an effective, lower-cost strategy for 
low-resource settings.64 65

We expected that most interventions would involve 
professional mental health personnel but found that 
fewer than half did. We believe that this is a positive 
marker for potential scalability, suggesting a paradigm 
shift in addressing the mental health of children who are 
exposed to armed conflicts in Low and Middle Income 
Countries (LMICs). This shift from tertiary prevention 
at clinical settings to community-based approaches has 
been widely advocated for.66–68 Within clinical settings, 
training general practitioners on mental health services 
in order to integrate them with the primary care deliv-
ered to FDP. There may also be an opportunity to 
leverage the expertise of healthcare professionals within 
FDP, a strategy that could counteract language and 
cultural barriers while supporting these professionals’ 
integration into their host countries, assuming sufficient 
funding and training were available, as appropriate, 
and understanding that some providers in the FDP may 
experience trauma symptoms that prevent them from 
practising.

Our findings also highlight many of the recognised 
challenges in mental health research. We observed incon-
gruence between the geographical distribution of study 
locations (mostly Europe and high-income countries) vs 
the global distribution of FDPs. This is consistent with the 
fact that more than 70% of the global burden of mental 
health comes from LMICs, yet almost 94% of published 
mental health research in major psychiatric journals is 
from Europe, North America and Australia.69 70 It is also 
yet another reason to advocate for further research, to 
build the body of evidence closely alliged with the actual 
settings where most forcibly displaced children live.

It was feasible to measure clinical implications of inter-
ventions in only a few cases. Many measurement scales 
were intended to be descriptive rather than diagnostic and 
the psychometric properties of measurement scales were 
extremely variable in sensitivity and internal consistency. 
Some scales did not have hard cut-off points, and their 
developers advised that the threshold should be set based 
on the distribution of mean scores and context in which 
the interventions took place, which were not reported in 
the studies. Even in cases where clear thresholds were set, 
some studies reported removal or replacement of items 
in validated instruments for cultural reasons, rendering 
the recommended thresholds inapplicable.

https://dx.doi.org/10.1136/bmjgh-2021-007320
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The clinical interpretation of effect size estimates 
of psychological scales is particularly complex. Unlike 
hypertension, for instance, where any three-point differ-
ence in mmHg across the measurement scale imply a 
clinically significant change, no concrete thresholds are 
available in mental health research.71 Instead, interpreta-
tion should consider difference in mean scores relative to 
baseline in concert with the clinical thresholds and direc-
tion of each measurement tool.

The main limitation of our study reflects limitations 
in the fields of mental health research in that primary 
studies must rely on self-reported and parent-reported 
data. We also note that there is an inherent complexity 
in the assignment of outcomes to particular categories, 
although we consulted a subject-area expert prior to 
making assignments; assessment scales typically cover 
multiple domains, so symptoms measured to assess 
anxiety, for example, could potentially reflect depression 
symptoms as well, although the instrument would report 
only on anxiety. Finally, we could not draw funnel plots 
to support our risk-of-publication bias assessments. On 
the other hand, the main strength of this review is that 
we did not restrict included studies by region, language 
or outcome. We also searched six major databases, which 
provided access to a holistic set of publications.

Our review highlights the need for further resilience 
research, specifically more rigorous study-design and 
reporting guidelines. Research guidelines should specify 
core outcomes and recommended measurement scales. 
Enhanced efforts should be made to drive mental health 
research in LMICs, especially among forcibly displaced 
children since they are a particularly vulnerable and 
disadvantaged population.
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