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Trauma-Focused Therapy for Refugees. Meta-Analytic Findings
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Alliant International University
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High levels of trauma-related psychological distress have been documented among ethnically diverse
refugees. As the number of refugees worldwide continues to grow, determining the efficacy of estab-
lished methods of trauma-focused therapy for this population is crucia. This meta-analysis examined the
results of randomized controlled trials of psychotherapeutic intervention for traumatized adult refugees.
Comparisons of 13 trauma-focused therapies to control groups from 12 studies were included in the
analysis. The aggregate effect size for the primary outcome, posttraumatic stress disorder (PTSD), was
large in magnitude, Hedge's g = .91, p < .001, 95% CI [.56, 1.52]. The aggregate effect size for
depression, assessed in 9 studies, was aso large g = .63, p < .001, 95% CI [.35, .92]. We used
metaregression to evaluate potential moderators of the PTSD effect size. Number of sessions significantly
predicted magnitude of the effect size, and studies that utilized an active control group (e.g., supportive
counseling) had significantly smaller effect size than those with a passive control group. There was no
difference in outcome for studies where an interpreter was used to facilitate sessions and those where no
interpreter was used. There also was no difference in outcome based on type of PTSD assessment. Results
provide evidence in the efficacy of trauma-focused models for treating refugees, and also shed light on

important areas for future research.
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Severe, ongoing political conflicts around the world have re-
sulted in rates of forced displacement at the highest level since
World War Il (United Nations High Commissioner for Refugees
[UNHCRY], 2014). At the end of 2013, the number of refugees and
individuals seeking asylum outside their home country was greater
than 17 million (UNHCR, 2014). The United States is one of the
top resettlement countries in the West. In the past decade alone,
over half a million ethnically diverse refugees resettled in the
United States and more than 250,000 individuals were granted
asylum (Department of Homeland Security, 2012).

Refugee status is a legal designation granted by UNHCR or a
government entity to individuals who have fled their home country
because of persecution based on their race, nationality, religious or
political beliefs, or social group membership, as defined in Article
1 of the 1951 United Nations Convention on the status of refugees
(UNHCR, 1951). Asylum seekers are individuals seeking refugee
or other protected status whose claims have not yet been evaluated
(UNHCR, 2013). Thus, by definition, these individuals have been
exposed to trauma and extreme stress prior to fleeing their country
of origin. Additional stressors are often encountered during the
migration process including separation from family, stays in un-
safe refugee camps, and difficulties obtaining refugee status
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(Ryan, Dooley, & Benson, 2008). Once resettled, refugees are
typically faced with adapting to a new culture, learning a new
language, and rebuilding their lives. Life in a new country may
include a range of difficulties including discrimination, limited
social support, and barriers to finding employment (Miller &
Rasmussen, 2010). Asylum seekers have the additional burden of
insecure residency status and in some cases prolonged stays in
immigration detention while awaiting the adjudication of their case
(Kalt, Hossain, Kiss, & Zimmerman, 2013; Robjant, Hassan, Ka-
tona, 2009).

Given the considerable exposure to pre- and postmigration
stressors, it is not surprising that high levels of psychological
distress have frequently been documented among samples of ref-
ugees and asylum seekers (Hollifield et al., 2002; Keller et al.,
2006; Steel et al., 2009). The exact prevalence of specific disorders
is difficult to determine, however, given the diversity of the
population, methodological differences in existing research and a
lack of culturally validated assessments (Murray, Davidson &
Schweitzer, 2010). It is likely that these reasons explain why
prevalence estimates of posttraumatic stress disorder (PTSD) and
depression, the two most frequently evaluated disorders in the
literature, have ranged widely from 5% (Fazel, Whedler, &
Danesh, 2005) to 30% (Steel et al., 2009). In comparison, data
from the National Comorbidity Study Replication (Kessler, Chiu,
Demler, Merikangas, & Walters, 2005) showed a past year prev-
alence of PTSD and depression in the United States of 3.5% and
6.6%, respectively. Thus, rates of these disorders are at least as
high as or higher among samples of refugees than in the genera
population. Fazel and colleagues (2005) raised the important point
that even if the frequency of disorders was on the lower end of the
range, there would still be tens of thousands of refugees suffering
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from PTSD and depression. Given the potentialy debilitating
effects of these disorders and the likelihood that symptoms inter-
fere with successful adaptation following migration, it isimportant
to determine the efficacy of existing trauma-focused therapies for
treating this population.

The efficacy of trauma-focused therapies for reducing symp-
toms of PTSD among individuals who experienced a range of
traumatic events including combat-related trauma, sexual assault,
domestic violence, motor vehicle accidents, and childhood abuse
has been well established. Meta-analyses of this literature suggest
treatment generally resultsin clinically significant improvement in
symptoms (Bradley, Greene, Russ, Dutra, & Westen, 2005) with
existing models of therapy yielding similar results (Benish, Imel,
& Wampold, 2008). However, results of these studies that were
conducted almost exclusively with Western samples may not gen-
eralize to refugees from non-Western cultures. Refugees capital-
ized now have often been exposed to multiple traumatic events,
sometimes over the course of many years (Ryan et al., 2008; Miller
& Rasmussen, 2010) and continue to face a host of unique,
ongoing psychosocia stressors (Miller, 1999; Murray et al., 2010;
Summerfield, 1999, 2004) that could interfere with successful
treatment outcome. The stress of moving from a familiar, albeit
dangerous, environment to a foreign country and soon thereafter
undergoing psychological treatment could be retraumatizing. Even
if the treatment is culturally adapted, it is likely to be conducted
with an interpreter that potentialy influences the process and
outcome of therapy (Miller, Martell, Pazdirek, Caruth, & Lopez,
2005; Mirdal et a., 2012). These and other unique considerations
warrant further investigation of treatment efficacy with this pop-
ulation.

Compared with other populations, relatively few randomized
controlled trials of trauma-focused therapies have been conducted
with refugees. Existing studies have generally shown promising
results, however, effect sizes have varied widely and not al
treatments have resulted in statistically significant improvements.
There have been severa narrative review papers summarizing
treatment issues with refugees (e.g., Murray et al., 2010; Nicholl &
Thompson, 2004; Nickerson, Bryant, Silove, & Steel, 2011; Palic
& Elklit, 2011; Slobodin & de Jong, 2014), a meta-analysis of
mental health interventions for individualsin humanitarian settings
(Tol et al., 2011), and a study that reported an average effect size
for seven studies that involved the treatment of refugees and other
war-affected samples with one treatment approach (Gwozdziew-
ycz & Mehl-Madrona, 2013). However, to our knowledge, the
literature on controlled trias of trauma-focused therapies for ref-
ugees has yet to be empirically reviewed.

In this study, we used meta-analytic techniques to estimate the
overall effect size for the reduction of PTSD and depression
symptoms among refugees undergoing trauma-focused therapy in
randomized controlled trials. Nearly al studies we located in-
volved comparison of atreatment group to a control group, thuswe
limited our review to studies that involved comparison of a bona
fide, trauma-focused therapy to a wait list or some other type of
control condition. Similar to criteria used in previous psychother-
apy meta-analyses, we defined bona fide therapy as one that was
based in psychological theory, followed a protocol or manual, and
contained rationale for interventions (Wampold et a., 1997). How-
ever, we deviated from criteria used in previous meta-analyses by
allowing inclusion of studiesin which paraprofessionals who were

trained specifically for the study provided treatments. Given the
growing body of research that supports the efficacy of empiricaly
based treatments implemented by lay counselors in low-income
countries where professional therapist are not available (Murray et
al., 2014; Patel, 2009; Patel, Chowdhary, Rahman, & Verdeli,
2011), we used a broad definition of therapist to include lay
counselors who were trained for the treatment study.

We were specifically interested in the efficacy of established
trauma-focused therapies for this population. There has been some
disagreement over how to best define trauma-focused in previous
meta-analyses of PTSD treatments (see Wampold et al., 2010). For
the purpose of this study, we defined trauma-focused therapies as
those that had previously demonstrated efficacy in treatment of
PTSD and included interventions for helping participants process
and cope with specific trauma memories and associated symptoms.
The most commonly evaluated treatments for traumatized refugees
were variants of cognitive—behavioral therapy (CBT) and narrative
exposure therapy (NET). In addition, one study evaluated eye
movement desensitization and reprocessing (EMDR). The CBT
studies we reviewed involved a range of standard techniques
including psychoeducation about trauma and posttraumatic stress,
cognitive restructuring for maladaptive trauma-related beliefs,
teaching of coping skills, and exposure techniques. One variation
on CBT included modification of interventions to be better suited
to the cultural background of participants (Hinton et al., 2005;
Hinton, Hofmann, Pollack, & Otto, 2009; Hinton et al., 2004).

NET is a brief, manual-based, psychotherapy developed for
individuals exposed to torture, organized violence, and other war-
related traumas (Schauer, Neuner, & Elbert, 2011). Such individ-
uals have usualy experienced multiple traumatic events. Thera-
pists work with clients to identify and process each traumatic
event, rather than focusing on asingle or afew events asistypical
in most CBT approaches (Neuner et a., 2008). Over the course of
as few as three sessions, therapists provide psychoeducation about
response to trauma and help clients devel op a cohesive narrative of
their entire life, incorporating both positive and negative events.
Clients are provided with a complete written autobiography at the
end of therapy that they may choose to use in documentation of
human rights abuses (Schauer et al., 2011).

The primary outcome examined in each study was PTSD symp-
toms. Most studies also included measures of depression; because
these two disorders are frequently comorbid, we also generated an
aggregate effect size for depression. Next, we evaluated whether
the variability in outcome for PTSD across studies could be
explained by a series of moderators based on study methods. We
were first interested in determining if treatment outcome depended
on whether an interpreter was used to facilitate therapy sessions.
The use of interpreters potentially influences the quality of the
therapeutic alliance (0 Ardenne, Ruaro, Cestari, Fakhoury, &
Priebe, 2007; Miller et a., 2005), which is particularly salient
given the importance of establishing safety with traumatized cli-
ents (Briere & Scott, 2013). Further, interpreters, who are typically
not trained in psychotherapy, could have difficulty effectively
communicating mental health concepts (Miller et a., 2005;
Westermeyer, 1990). To date there has been little research on the
use of interpreters in psychotherapy with refugees. Although cau-
tion has been raised in the clinical literature (Patel, 2003; Tribe,
1999; Westermeyer, 1990), in a retrospective study of therapeutic
outcomes at a community clinic, d’ Ardenne et al. (2007) found no
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difference in outcome or average number of sessions attended
based on whether an interpreter was used to facilitate sessions.
Because of the potential influence, however, we compared effect
sizes for studies that utilized interpreters versus those that did not.

It is also possible that treatment outcome is moderated by the
average number of treatment sessions. In their review of the
dose-response effect in clinical trials, Hansen, Lambert, and For-
man (2002) found that between 57.6% and 67.2% of participants
improved after approximately 12 sessions of psychotherapy. The
average number of sessions in the studies we reviewed ranged
from three to 12. Studies with NET typically involved fewer
sessions because this treatment was developed to be a brief inter-
vention that could be applied in humanitarian settings (Schauer et
al., 2011). However, given the complexity of the traumatic histo-
ries of some refugees and the high rates of comorbid disorders, it
is possible that the magnitude of the treatment effect is influenced
by number of sessions.

Some studies involved comparison of the treatment group to a
wait-list control whereas othersinvolved a comparison to a control
that received supportive counseling or treatment as usua. We
compared the magnitude of effect sizes for studies with a passive
control to those with an active control because of the likelihood
that studies with active controls would have smaller effect sizes.
We aso evaluated PTSD assessment method as a potential mod-
erator because PTSD symptoms were assessed with structured
diagnostic interviews in some studies and self-report question-
naires in others, which could influence the magnitude of the effect
size.

It is notable that there are a number of other variables that could
be important moderators of treatment outcome including partici-
pant demographics and contextual factors. Symptom reduction
could be influenced by years since migration, income, residency
status, or current living conditions, for example. We were not able
to test these variables as potential moderators because of the few
number of studies.

In summary, the purpose of this study was to estimate the effect
size of bonafide trauma-focused therapies for reducing symptoms
of PTSD and depression among refugees. We focused specifically
on randomized controlled trials with await-list control or a control
group that included a nontrauma-focused intervention such as
supportive therapy. We first generated a summary effect size for
the two outcome variables of interest (i.e., PTSD & depression),
and then evaluated potential moderators of the magnitude of treat-
ment effects for PTSD including: (a) whether an interpreter was
used to facilitate sessions, (b) average number of sessions received
by participants, (c) whether the control condition received some
time of intervention, and (d) method of PTSD assessment (diag-
nostic interview vs. self-report).

M ethod

Literature Search

To locate potential studies for inclusion in the meta-analysis, we
first conducted an electronic literature search using PILOTS, Med-
line, PsycINFO, and Google Scholar. To reduce the file-drawer
bias, we searched the gray literature using PSycEXTRA. Search
terms were broad to maximize the possibility of including all
relevant studies. Search strategies were defined specifically for

each database using unique keywords, descriptors, and limits. For
example, we searched with combinations of the terms referring to
refugees with the terms such as therapy, psychotherapy, and coun-
seling. We also used such terms as clinical trials as limits or
descriptors in the search strategy. In addition, reference pages of
review papers and primary studies were examined to supplement
the electronic search. Peer-reviewed articles and dissertations were
eligible; however, only peer-reviewed articles were located. There
was no limit on publication date. We reviewed the title and abstract
of each potential study, and those that appeared to meet criteria
were collected for more in-depth review (see Figure 1).

To be included in the meta-analysis, studies needed to meet the
following criteria: (a) participants were adult refugees, (b) partic-
ipants were randomized, (c) conditions involved an established
trauma-focused therapy compared to a control condition, and (d)
outcome was assessed with validated psychological measures.
Studies were excluded if (a) the study involved treatment of
conflict affected individuals in their home countries, (b) the study
involved general psychosocial services rather than a structured
psychotherapy, (c) participants were not randomized, and (d) if the
study compared two bona fide treatments with no comparison to a
control.

One study (Meffert et al., 2014) was excluded because the
intervention involved interpersonal therapy (IPT) and did not
directly address trauma-related memories as part of the treatment
protocol. Although IPT has shown promise as an intervention for
traumatized individuals, it is still considered a novel approach in
the treatment of PTSD (Meffert et a., 2014). Other studies ex-
cluded on the basis of treatment included a day treatment program
that combined group psychotherapy with other types of group
interventions including art therapy (Drozdek & Bolwerk, 2010)
and a study with multifamily groups designed to increase access to
mental health services (Weine et a., 2008).

Fifteen studies were excluded for being uncontrolled. Schulz,
Resick, Huber, and Griffin (2006), Halvorsen and Stenmark
(2010), and Morina et al. (2012), for example, evaluated trauma-
focused treatments with no comparison condition. A study by
Kruse, Joksimovic, Cavka, Woller, and Schmitz (2009) met all
inclusion criteria except randomization and was therefore ex-
cluded. In addition, Paunovic and Ost (2001) was excluded be-
cause two different trauma-focused therapies were compared,
whereas all other studies involved comparison of one treatment to
a control.

Coding of Studies

Two graduate students blind to the purpose of the study coded
studies for descriptive information (i.e., authors, publication date,
sample size, participant demographic information, and country
where the study took place) and hypothesized moderators that
included: (a) whether an interpreter was used, (b) average number
of sessions, (c) type of control group, and (d) the method for
assessing PTSD symptoms. The pre- and post mean and standard
deviation values for each outcome measure also were recorded, as
were effect sizesif reported by the authors. The description of the
treatment provided by the study authors was used to code treat-
ment characteristics.

We defined control condition as a condition that involved no
psychological intervention or one that involved a nontrauma-
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Manuscripts identified
through electronic search
using PILOTS, Medline,

PsychINFO & Google Scholar
(n=2353)

Manuscripts after duplicates
were removed
(n=1,460)

Manuscripts screened by
review of title and abstract
(n=1,460)

!

Manuscripts identified for more
detailed review of method (n =211)

Manuscripts further assessed for
inclusion (7 =53)

l

Manuscripts included in the meta-
analysis (n = 12, with 13 comparisons)

Manuscripts excluded for not
involving psychotherapy n =
1,249

Manuscripts excluded for not
meeting following criteria (n =
158): manuscript was not
empirical, involved case studies
only, participants were not
refugees

Manuscripts excluded for not
meeting following criteria (n =
40): no control group,
intervention was broad
psychosocial intervention,
therapy did not meet definition
of trauma-focused, participants
were children, insufficient
information to compute effect
size

Figure 1. Flow diagram of study selection process.

focused intervention including supportive counseling that was
designed to control for nonspecific factors or a nonspecific treat-
ment as usual comparison group. In most cases, the authors ex-
plicitly stated that individuals in the comparison condition did not
receive trauma-focused therapy. The study by Hensel-Dittmann et
al. (2011) involved comparison of NET to stress inoculation train-
ing (SIT). Although Meichenbaum’'s (2007) SIT protocol has
previously been established as an empirically supported treatment
for PTSD, the authors reported that the model used in their study
“explicitly avoid[ed] focusing on the past or exposure to traumatic
memories in order to obtain clearly distinguishable treatments’
(Hensel-Dittmann et al., 2011, p. 346). We classified this version
of SIT as nontrauma-focused because the treatment was modified
from the original, empirically supported version, and because the
therapists explicitly avoided addressing traumatic events in treat-
ment, focusing instead on daily stress. One study (Stenmark,
Catani, Neuner, Elbert, & Holen, 2013) included outcomes for two
independent groups (refugees & asylum seekers) each with their
own control group. We included a separate effect size for each
group.

Statistical Analysis

We used Hedge's g to estimate the overall magnitude of the
difference in outcome scores between treated participants and
controls. Similar to Cohen’s d, g is calculated by dividing the
mean difference by the pooled standard deviation. However,
because the sample pooled standard deviation tends to be an
underestimate of the variance in the population, a correction is
made in the calculation resulting in a less-biased measure of
effect size. We used the Meta-Analysis With Mean Differences
(MAd; Del Re & Hoyt, 2014) package in R (R Core Team,
2014) to compute effect sizes and evaluate proposed moderators
with metaregression. We conducted separate random effects
analyses for PTSD and depression. A random effects analysis
has been recommended for situations in which the true effect
size likely varies in the population (Borenstein, Hedges, Hig-
gins, & Rothstein, 2009). The effect size from each study is
weighted by its inverse variance before calculation of the sum-
mery effect. The summary effect represents the mean of all true
effect sizes (Borenstein et al., 2009).



This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

TRAUMA-FOCUSED THERAPY FOR REFUGEES 5

We also conducted analyses for publication bias for PTSD and
depression. Rosenthal’s (1991) classic fail-safe N was used to
estimate the number of studies with nonsignificant differences
between groups that would be needed to reduce the computed
summary effect to a value that was also not statistically significant
at the .05 level. We calculated Orwin’ s (1983) fail-safe N, to obtain
an estimate of the number of studies needed to reduce the effect
size to atrivia value, which we set at g = .15.

We used metaregression to evaluate the proposed moderators.
Categorical moderators including use of an interpreter to facilitate
treatment sessions (yesvs. no), type of control condition (activevs.
passive) and method used to assess PTSD (diagnostic interview vs.
self-report measure) were dummy coded prior to running the
analysis. The average number of sessions reported for each study
was treated as a continuous variable.

Results

Description of Included Studies

Our fina sample for the meta-analysis of PTSD outcome in-
volved 13 comparisons from 12 studies with atotal of 298 treated
participants and 198 participants in control conditions. Nine stud-
ies were included in the depression analysis. All studies were
published in peer-reviewed journals. Three comparisons involved
NET versus a nontreated group and five involved NET versus an
active control. Four of the comparisons evaluated variants of
trauma-focused CBT to a wait-list control. In addition one study
involved comparison of EMDR (ter Heid, Mooren, Kleijn, de
Jongh & Kleberand, 2011) to supportive counseling. See Table 1
for characteristics of the studies.

Five studies were conducted in Western Europe (Adenauer et
al., 2011; Hensel-Dittmann et al., 2011; Neuner et a., 2010;
Stenmark et al., 2013; ter Heide, Mooren, Kleijn, de Jongh, &
Kleber, 2011) and five were conducted in the United States
(Hijazi et a., 2014; Hinton et al., 2004, 2005, 2009; Otto et a.,
2003). Two studies involved Rwandan and Sudanese partici-

pants treated in a refugee resettlement in Uganda (Neuner,
Schauer, Klaschik, Karunakara, & Elbert, 2004, Neuner et al.,
2008). Treatment providers in one study (Neuner et al., 2008)
were lay counselors trained by the study authors whereas all
others were either professional therapists or graduate students
in training. We included the study with lay counselors because
previous research has shown that trained lay counselors can be
effective in administering evidence-based treatments in human-
itarian settings (Murray et al., 2014; Patel et al., 2010). Partic-
ipants were ethnically diverse across treatments and included
refugees from Bosnia, the Middle East, Southeast Asia, and
Africa The average number of traumatic events reported by
participants across studies ranged from seven to 14. Traumatic
events included torture, assault, and witnessing death of family
members or friends.

PTSD symptoms were assessed with diagnostic interviews in-
cluding the Clinician Administered PTSD Scae (Blake et al.,
1995) and the World Health Organization’s Composite Interna-
tional Diagnostic Interview (WHO CIDI, 1990) or self-report
measures including the Harvard Trauma Questionnaire (Mollica et
al., 1992), and the Posttraumatic Diagnostic Scale (Foa, Cashman,
Jaycox, & Perry, 1997). Symptoms of depression were assessed
with a range of validated measures including the Hopkins Symp-
tom Checklist (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi,
1974) and the Hamilton Depression Rating Scale (Hamilton,
1986). The average number of sessions across treatments ranged
from three to 12. Most studies reported statistically significant
results, with participants in the trauma-focused group faring better
than those on a wait-list or in a nontrauma-focused control condi-
tion.

Results of Analysis

The random effects analysis of PTSD outcome yielded a large
aggregated effect size of g = .91, p < .001, 95% CI [.56, 1.52].
The classic fail safe N analysis indicated 342 studies with nonsig-
nificant results would be needed to reduce this effect size to a

Table 1
Characteristics of Studies Included in the Meta-Analysis
No. of PTSD PTSD  Depression
Study Treatment  Control Interpreter  sessions  assessment g g

Adenauer et a. (2011) NET WLC Yes 12 DI 1.80 1.96
Hijazi et a. (2014) NET WLC No 3 SR 0.33 0.38
Hensel-Dittmann et a (2011) NET SIT Both 10 DI 0.25 0.36
Hinton et a. (2005) CBT WwLC No 12 DI 217 N/A
Hinton, Hofmann, Pollack, and Otto (2009) CBT WLC No 12 DI 1.98 N/A
Hinton et a. (2004) CBT WLC Yes 11 SR 2.40 1.84
Neuner et al. (2010) NET TAU Yes 9 SR 1.01 0.53
Neuner et a. (2008) NET MG No 6 SR 0.66 N/A
Neuner, Schauer, Klaschik, Karunakara, and Elbert (2004) NET SC Yes 4 DI 0.06 N/A
Otto et al. (2003) CBT WLC No 10 DI 0.41 0.41
Stenmark, Catani, Neuner, Elbert, and Holen (2013)

asylum seekers NET TAU Both 10 DI 0.59 0.60
Stenmark et al. (2013) refugees NET TAU Both 10 DI 0.78 0.53
ter Heide et al. (2011) EMDR SC Yes 11 DI 0.54 0.92

Note. PTSD = posttraumatic stress disorder; NET = narrative exposure therapy; WLC = wait-list control; DI = diagnostic interview; SR = self-report;
SIT = stress inoculation training; CBT = cognitive—behavior therapy; N/A = not assessed; TAU = treatment as usual; MG = monitoring group; SC =
supportive counseling; EMDR = eye movement desensitization and reprocessing.
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nonsignificant value. Orwin's fail safe N indicated 237 studies
with an average effect size of .10 would be needed to reduce the
aggregated effect to a trivial value, which we set at g = .15.
Analysis of depression also yielded alarge aggregate effect size of
g = .63, p < .001, 95% CI [.35, .92]; 70 studies with nonsignif-
icant results would reduce this effect to a nonsignificant value, and
37 studies with mean effect size of .10 would be bring the mag-
nitude of the effect to atrivial value.

The test of heterogeneity indicated there was significant vari-
ability in the effect size of PTSD outcome across studies, Q(13) =
33.85, p < .001; the % value indicated 64.54% of the variability
was due to true differences. Variability among effect sizes for
depression was nonsignificant Q(8) = 12.25, p = .14, 12 = 34.70.
Next, we conducted a metaregression to determine if variability in
PTSD effect sizes across studies could be explained by our pro-
posed moderators. Average number of sessions and type of control
group were the only significant moderators. The unstandardized
estimate of average number of sessions, b = .16, p < .001, 95%
Cl [.07, .24], indicated that effect sizeincreased as average number
of sessions increased. The estimate for type of control group
(passive vs. active), b = —.96, p = .014, 95% CI [-1.72, —.20],
indicated that studies with an active control group (e.g., treatment
as usual [TAU], supportive counseling) had a significantly smaller
effect size than studies that utilized a wait-list control. There was
anonsignificant difference based on use of an interpreter b = .30,
p = .428, 95% CI [—.44, 1.03] and PTSD assessment method
b = —.04, p = .878, 95% CI [—.64, .55].

Discussion

In this study, we conducted a meta-analysis of randomized
controlled trials of trauma-focused therapy for refugees. We eval-
uated the overall effect sizes for reduction of PTSD and depres-
sion, and examined moderators of PTSD outcome based on study
methods. The overall effect sizes were large when comparing
treated participants to those in control conditions, suggesting that
the trauma-related distress of refugees can be effectively treated
with these approaches. The effect size for reduction of PTSD
symptoms was larger when participants attended more sessions on
average and when the treatment group was compared to a wait-list
control rather than an active control. We found a nonsignificant
difference between studies that used an interpreter and those that
did not. In addition, there were nonsignificant differences based on
type of measure used to assess PTSD symptoms (diagnostic inter-
view vs. self-report)

Given the complexity of the traumatic events experienced by
participants across studies it is not surprising that average number
of sessions predicted the overall magnitude of change in PTSD
symptoms. Thisis consistent with previous research showing most
participantsin clinical trialsimproved after 12 sessions (Hansen et
al., 2002). It may be that fewer than 10 sessionsis not sufficient for
reduction of symptoms with individuals who have been exposed to
such extreme events. It is important to note, however, that the
maximum number of sessions in the included studies was 12, thus
the finding that number of sessions was positively associated with
effect size may not hold true beyond 12 sessions.

The finding that effect sizes were not significantly different for
studies that utilized an interpreter and those that did not is encour-
aging given that use of an interpreter is often a necessity when

working with refugees. Few studies have examined the use of
interpreters in psychotherapy with refugees or other populations.
Consistent with d’ Ardenne et al.’s (2007) findings from a retro-
spective examination of client records, our results suggest trauma-
focused therapy with interpreters can be effective. Although the
difference in effect size might have been significant if there was
greater power, the magnitude of the effect for studies that used an
interpreter was till in the moderate to large range, suggesting that
participants showed improvement on measures of symptomology.

Regarding type of control condition, as expected, use of an
active control was associated with a smaller effect size than use of
a passive control. Given the heterogeneity of the active control
conditions, it is difficult to draw meaningful conclusions from this
finding. One potential explanation for this difference is that par-
ticipants benefited from nonspecific interventions. There continues
to be a debate in the literature over whether specific trauma-
focused interventions are needed to reduce symptoms of PTSD
(Gerger, Munder & Barth, 2014; Wampold et al., 2010). In their
meta-analysis of studies that involved comparisons between
trauma-specific and nonspecific interventions, Gerger et al. (2014)
found that trauma-specific interventions were superior in studies
where participants presented with noncomplex problems, but only
marginally better than nonspecific interventions when participants
presented with complex problems. Results of severa of the pri-
mary studies included in our review suggested participants in
trauma-focused conditions improved more so than participants in
nonspecific conditions. Additional research is needed to clarify
whether trauma-focused approaches are superior to nonspecific
treatments for this population.

We found no difference in effect size based on method used to
assess PTSD symptoms. Meta-analyses of correlational PTSD data
aso have found no difference in effect size based on assessment
method (e.g., Lambert, Holzer, & Hasbun, 2014), suggesting both
types of assessment will likely yield similar results. This does not,
however, address the validity of the PTSD construct for this
population, which has been the source of debate in the literature on
war affected populations (Rasmussen, Keatley, & Joscelyne,
2014).

Additional limitations are important to consider. The number of
primary studies that met inclusion criteria was relatively small,
which resulted in low power for the moderator analysis. The small
number of studies along with the heterogeneity in samples also
prevented the examination of potentially important sources of
variance including years since migration, type of trauma exposure,
current living conditions, or cultural background of participants.
Only two studies were conducted in humanitarian settings, with the
remainder being conducted in the United States or Europe. As
such, findings may not generalize to individuals in refugee camps
or other settings with limited resources.

Meta-analyses always are subject to the limitations of the in-
cluded primary studies. Many of the studies included in our anal-
ysis had small sample sizes. Participants in some trials were also
taking psychotropic medication, which makes it more difficult to
attribute change to the therapeutic intervention. None took into
account potential therapist effects, which have been found to be a
significant source of variability in treatment outcome (Kim,
Wampold, & Bolt, 2006; Lutz, Leon, Martinovich, Lyons, &
Stiles, 2007; Okiishi, Lambert, Nielsen, & Ogles, 2003).
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Our review focused exclusively on trauma-focused interven-
tions that were compared to control conditions. As such, results do
not provide information on the relative efficacy of trauma-focused
models compared to other bona fide treatments. One criticism of
the trauma-focused approach is that these models may not ade-
quately address the needs of war affected civilians who typically
face amultitude of psychosocial stressorsin their daily lives, some
of which stem from specific traumatic events and others that arise
from living conditions (Miller & Rasmussen, 2010). Such con-
ditions may include poverty, changes in support networks due
to loss and migration, unsafe living conditions, and poor access
to basic resources. In some situations, research has shown that
daily stressors account for a significant proportion of psycho-
logical distress over and above direct exposure to war-related
trauma (Fernando, Miller, & Berger, 2010; Miller, Omidian,
Rasmussen, Yaqubi, & Daudzai, 2008; Panter-Brick, Egger-
man, Mojadidi, & McDade, 2008), leading some authors
(Miller, 1999; Miller & Rasmussen, 2010; Murray et al., 2010;
Silove & Steel, 2006) to argue for a more expansive interven-
tion approach that includes steps to ameliorate problematic
contextual factors. For refugees resettled in Western countries
such approaches may include psychosocial interventions to
assist with adaptation and acculturative stress, community
groups for social support, and job counseling and training.

This review sheds light on several important areas for future
research. Given the significant variability among treatment
outcomes, additional research on factors contributing to suc-
cessful outcomes for this population is needed. Studies that
directly compare established models of treatment would pro-
vide more insight into the relative efficacy of the models.
Studies that more closely examine the role of interpreters could
be used to devel op evidence-based recommendations for trauma
therapists working with clients who speak a different language.
Research on of the role of cultural factors in the treatment of
refugee populations also is needed. Most refugees in the United
States and other high income countries come from non-Western
cultural backgrounds and may hold beliefs about the nature of
symptoms and methods of healing that differ from those es-
poused in the Western mental health field (Rasmussen et al.,
2014). Given the number of individuals from countries in the
Middle East and Africa that have been forcibly displaced be-
cause of the ongoing conflicts (UNHCR, 2014), mental health
research with these populations is particularly important. Re-
search on resiliency factors also is needed, as is the continued
development of psychosocial programs to facilitate adaptation
following resettlement.

In conclusion, results of this meta-analysis provide evidence
that the psychological distress of refugees can be effectively
treated with existing models of trauma-focused therapy, with
the caveat that it is not clear from our results whether trauma-
focused approaches are superior to nonspecific interventions.
Although results are encouraging, there is clearly a need for
more research with this population to better understand their
experiences and needs, and ultimately provide more consis-
tently effective services. Studies that take into account cultural
factors and diversity in life experience are crucial for advancing
the field.
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