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ABSTRACT 

OF THE THESIS OF 

 

 

 

Joelle Mouin Jaber  for  Master of Arts 

      Major: Clinical Psychology   

 

 

 

Title: The Effectiveness of Systemic Interventions for Children and Adolescents 

Affected by Armed Conflict: A Systematic Review and Meta-Analysis  

 

 

Higher prevalence rates of mental health problems have been found in areas affected by 

armed conflict among children. To mitigate the impact of war on children’s mental 

health, studies have identified strong evidence of a buffering effect for a range of 

systemic factors, such as social support, family functioning, and community cohesion. 

International guidelines for mental health and psychosocial support promote the need to 

include these factors in interventions, in order to holistically address the social ecology 

of the child. Despite this, no know study has systematically reviewed the evidence-base 

for systemic psychosocial interventions. This review aims at examining the 

effectiveness of systemic family, school and community based interventions for 

children affected by war. A systematic search was conducted using 3 databases. 

Comparable studies underwent a meta-analysis, and the remaining studies findings were 

analyzed using a narrative synthesis. This review included 15 studies of family, school 

and community based interventions in low-, middle- and high-income countries. Results 

of the meta-analyses showed that school-based interventions significantly improved 

depressive symptoms, but no significant improvement was found for anxiety. The 

narrative synthesis found mixed results whereby school-based interventions in some 

studies showed to be effective in reducing PTSD, functional impairment, and other 

symptoms, while other studies did not show any significant effect for the same 

outcomes. Similar results were found for different moderators. Despite preliminary 

effectiveness of systemic interventions for child and adolescent mental health in 

conflict-affected settings, gaps in quality and quantity of evidence remains and should 

be targeted in future research.  
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CHAPTER I 

INTRODUCTION 

The number of conflict-related humanitarian disasters is rising, not least 

including the recent violent conflicts in Afghanistan, Iraq, Nigeria, Somalia, South 

Sudan, Syria and Yemen (Charlson et al, 2019). According to UN estimates, the number 

of people affected by armed conflict is above 68.8 million people worldwide, which is 

the highest number of people affected since World War II (OCHA, 2019). By 

definition, armed conflicts exist in areas where there is use of armed force between at 

least two organized armed groups (governmental or non-governmental) (ICRC, 2015). 

International humanitarian law distinguishes between three types of armed conflict: 

international armed conflict, internationalized armed conflict and non-international 

armed conflict, depending on the parties involved in the use of violence (Chelimo, 

2011). Accordingly, conflict affected areas are areas that are experiencing current 

violence, or where there is ongoing social and political instability (UN, n.d.).  

A higher prevalence of mental health problems has been found in areas affected 

by armed conflict, in particular among children. An estimated 22.1% of conflict-

affected adult populations have a mental health disorder according to a meta-analysis 

conducted by Charlson et al. (2019). A systematic review of 7,920 children, conducted 

by Attanayake et al. (2009), reported that approximately 50% of children who have 

been exposed to war met criteria for post-traumatic stress disorder (PTSD), 43% for 

affective disorders and 27% for anxiety disorders. Studies have extensively looked at 

how armed conflicts impact children’s mental health directly, through exposure to 

violence and loss, and indirectly through the multi-level systems in which they are 
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living, including strain on their families, schools and communities (Betancourt et al, 

2013). In areas affected by war, resources on each level are affected. Therefore, the 

exposure of children to armed conflicts combined by damage to the extended support 

systems (family, social, economic, political) which usually play a role in enhancing the 

healthy development of children, put them at risk of poor developmental outcomes and 

increase in mental health problems (Betancourt et al., 2008; Tol et al., 2009). Thus, 

interventions aimed at strengthening these resources are hypothesized to play a role in 

decreasing mental health problems and fostering resilience in children (Rutter, 1985; 

Betancourt et al., 2008; Betancourt et al., 2008).  

In this light, the aim of the present systematic review is to examine the 

effectiveness of systemic family, school and community based interventions for 

children living in areas affected by armed conflict. 
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CHAPTER II 

LITERATURE REVIEW 

In the following section, the literature on the effectiveness of psychosocial 

interventions in areas affected by armed conflict will be reviewed. Findings pertinent to 

each level of intervention will be specifically examined, and the overall literature on 

psychosocial interventions will be critiqued. 

 

A. Overview of Effectiveness of Psychosocial Interventions for Children Affected 

by Armed Conflict 

Psychosocial interventions are “interpersonal or informational activities, 

techniques, or strategies that target biological, behavioral, cognitive, emotional, 

interpersonal, social, or environmental factors with the aim of improving health 

functioning and well-being” (England, Butler & Gonzalez, 2015, p.4). Psychosocial 

interventions for children affected by armed conflicts have been increasingly studied, 

with evidence of effectiveness for reducing post-traumatic stress, internalizing 

symptoms (depression and anxiety), externalizing symptoms, pro-social behavior, and 

functioning (Betancourt et al., 2013; Jordans et al., 2009; Jordans et., 2016; O’Sullivan 

et al., 2016; Brown et al., 2017). In addition, several reviews have found that 

psychosocial interventions for children who have experienced disasters (man-made and 

natural disasters) are effective in increasing the social and emotional wellbeing of 

children (Ager et al, 2013), in reducing symptoms of PTSD, and in increasing 

functioning and quality of life (Gillies et al, 2016). However, as mentioned above, 

children are not only affected by the armed conflict but also by the functioning of 
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different systems around them. In order to explore interventions within these different 

systems, evidence on the effectiveness of psychosocial interventions will be divided 

based on Bronfrenbrenner’s ecological model, which will be delineated below. 

 

B. Theoretical Framework: The Ecological Systems Model  

Psychosocial interventions include a wide range of interventions designed to 

address the mental health and wellbeing of children. According to Betancourt & Khan 

(2008), the impact of war on children can be best understood through Bronfenbrenner’s 

ecological model of human development (Figure 1). This model divides the child’s key 

developmental contexts into microsystems, mesosystems, exosystems and 

macrosystems. The first layer of the child’s social context is the microsystem, which 

involves the child and their immediate setting where primary interactions and 

relationships are established, such as the home environment. The mesosystem consists 

of the interactions between two or more settings, such as the home environment and the 

school. The exosystem is considered the extension of the mesosystem. It includes 

government structures and major societal institutions. The macrosystem is the larger 

cultural context (Bronfenbrenner, 1994; Bentacourt & Khan, 2008).  

Bronfenbrenner’s ecological systems model is based on systems theory. Ludwig 

Von Bertalanffy established general systems theory, which was used to understand how 

mental health disorders do not reside solely in the individual but rather within the 

disturbances that take place in the interacting social systems (Von Bertalanffy, 1956; 

Marmor, 1975). Ludwig von Bertalanffy defined a system as several elements 

interacting together (Kilburg, 1976). A system is a structure constituted of several 

subsystems that are related by different types of boundaries (flexible or rigid), and are 
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grouped based on an identified hierarchy. It is governed by several processes that 

dictate the functioning of that system, such as communication, transaction, organization 

and change. In particular, the process through which a system regulates itself after being 

subjected to a change is called homeostasis. Therefore, for systems theorists, mental 

health problems take place when a system’s balance has been shaken, and hence the 

system is not able to regain its homeostasis (Kilburg, 1976).  

This theory, and by extension Bronfenbrenner’s ecological model, is therefore 

helpful in understanding the mental health of children and families affected by armed 

conflict, violence, and displacement, where family and community systems have been 

shaken. It is also helpful in exploring interventions targeting the different levels of 

social systems, rather than focusing on individual treatments.   

Based on this understanding of child mental health in the context of conflict, 

interventions have increasingly addressed different systems. The international 

guidelines for mental health and psychosocial support in emergencies (IASC, 2007), 

specifically recommends multi-level care (Figure 2). Reviews of psychosocial 

interventions for children affected by armed conflict have identified interventions at 

each ecological level; individual, family, peer and school, and community.  

 

Figure 1Bronfenbrenner's Ecological Model 
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1. Individual Level Interventions 

Individual interventions generally aim to produce change in the individual at the 

cognitive, emotional and behavioral level (Ricou et al., 2019), and are largely targeted 

at treating individuals with clinically assessed mental disorders. For example, narrative 

exposure therapy for children (KidNET) which is based on narrative therapy and 

prolonged exposure (Schauer et al., 2011), has been found to be effective in reducing 

PTSD symptoms among children and adolescents affected by armed conflict (Onyut et 

al., 2005; Neuner et al., 2008; Catani et al., 2009). Similarly, trauma focused cognitive 

behavioral therapy (TF-CBT), a trauma-informed adaptation of CBT (Cohen et al. 

2012), has been found to be effective in reducing PTSD symptoms in children affected 

by conflict (Buhmann et al., 2016; Hinton et al., 2005; Hinton et al., 2009; McMullen., 

2013). The evidence provided by systematic reviews supporting the effectiveness of 

individual interventions in reducing PTSD symptoms, internalizing and externalizing 

symptoms, is quite important (Betancourt et al. 2013; Gillies et al. 2016; Jordans et al. 

2016). However, individual interventions are limited by focusing on clinical disorders 

and individual cognitions and emotions, neglecting the impact of armed conflicts on the 

Figure 2 IASC Model 
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family and community’s systems as a whole. In particular, post-traumatic stress impacts 

families through several relational symptoms such as shattered emotional bonds, 

blaming the victim for systemic change, decreased ability in integrating new 

information and reduced flexibility, discouraging discussion about the trauma, and 

adopting dysfunctional rules that govern the household. This in turn has been found to 

have a negative impact on children’s mental health (Coulter, 2013). These limitations 

warrant the targeting of the wider systems affecting children. 

 

2. Family Level Interventions  

Family level interventions consist of working with the family as a whole in order to 

tackle interactions between the different family subsystems thought to be maintaining 

the mental health problem of the child (Carr, 2012). It can also include parenting skills 

training, which aims to change maladaptive parenting practices, promoting the well-

being of both the child and the parents, and facilitate the child’s development and 

adaptation within the home and the community (Elder, 1997). 

 

a. Parenting Interventions  

A study conducted by Dybdahl (2001) evaluated a psychosocial intervention 

program implemented in Bosnia. The psychosocial support consisted of semi-structured 

discussions with mothers that aimed at teaching the mothers coping skills and 

promoting better mother-child interactions. Results showed that in comparison to the 

control group, the intervention group showed increases in mothers’ wellbeing, 

decreased anxiety and sadness in children, as well as increase in their functioning 

(Dybdahl, 2001). Another study conducted by Puffer et al (2015), evaluated a brief 
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parenting intervention in Liberia grounded in behavioral theory called “Parents Make 

the Difference”. The intervention group that received 10 sessions of parenting was 

compared to a control group. Results showed that the program was effective in reducing 

harsh discipline and increasing positive child-parent interaction. In addition, small 

improvements in children’s emotional and cognitive well-being were found (Puffer et 

al., 2015). Similarly, a study conducted by Jordans et al. (2012) evaluated a brief 

parenting intervention in Burundi. The intervention was effective in reducing conduct 

problems compared to the control group, and in increasing awareness with regards to 

positive parenting strategies and appropriate discipline techniques. 

 

b. Family Interventions 

Two studies looked at the effectiveness of family interventions. One study 

conducted by Annan et al. (2017) evaluated an intervention called “Happy Families 

Program” implemented in Thailand. The intervention is a parenting and family skills 

intervention that is based on a family approach. It consisted of 14 sessions during which 

both the caregiver and the child learn different sets of skills, followed up by interactive 

family sessions. Results showed that the family intervention was effective in decreasing 

internalizing and externalizing problems in children as well as increasing prosocial 

protective factors. Similarly, a study conducted by O’Callaghan et al. (2013) evaluated 

the effectiveness of a family focused psychosocial intervention implemented in north-

eastern Democratic Republic of Congo. The intervention involved 1) psychoeducation 

about stress responses and the role of the family and community in fostering better 

mental health, 2) relaxation techniques, 3) brainstorming major problems at the families 

with solutions to these problems, 4) improving inter-personal communication in 
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between family members, 5) finding solutions to major problems in the community and 

6) effective parenting. Results showed that the intervention was effective in decreasing 

post-traumatic stress responses, internalizing problems and conduct problems, as well as 

in increasing pro-social behaviors. In sum, family and parenting interventions have been 

shown to be effective in reducing post-traumatic stress reactions in children, decreasing 

their internalizing and externalizing behaviors, and increasing their pro-social behaviors 

and positive child-parent interactions, in a number of different countries and contexts. 

Despite evidence supporting the effectiveness of family interventions, there are limited 

studies examining their effectiveness compared to other modalities and systems levels, 

and limited translation into practice (Tol et al., 2011). Multiple systematic reviews of 

psychosocial interventions have highlighted the importance of further exploring family 

oriented interventions (Jordans et al., 2016; Betancourt et al., 2013). In addition, several 

reviews mention the importance of the family and the role it plays as a protective factor, 

however they do not examine the effectiveness of family based treatments (Tol et al., 

2013; Reed et al., 2011). Furthermore, very few studies examine the effectiveness of 

interventions based on systems theory and instead examine the effectiveness of 

including parents and providing them with skills.  

 

c. Peer and school level interventions  

Schools play an important role in children’s development, including social, 

emotional, cognitive and behavioral development. School based interventions are 

implemented in school settings, usually in classrooms and group settings, and aim to 

reduce high risk problems and promote children’s mental health and well-being (Fazel 

et al., 2014). School-based cognitive behavioral therapy has been shown to be effective 
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in reducing mental health problems in war affected children aged 8 to 12 years old 

(Betancourt et al., 2013); in reducing symptoms of PTSD and functional impairment 

among female children in Indonesia, and maintenance of hope among both female and 

male children (Tol et al., 2008). However, in Nepal, Burundi and Sri Lanka, effects 

were minimal or non-existent (Tol et al., 2012; Jordans et al., 2016; Jordans et al., 

2010). In addition, mind-body techniques delivered in a school setting, which include 

meditation, biofeedback, drawing, and self-relaxation and breathing techniques, showed 

to have effects in reducing PTSD symptoms among 82 school students in postwar 

Kosovo compared to a control group (Gordon et al., 2008). School-based 

psychoeducation, skills building, and counseling, showed effectiveness in reducing 

PTSD and depressive symptoms among Bosnian adolescents in comparison to a control 

group (Layne et al., 2001).  

A systematic review of school based interventions for refugees and asylum 

seekers showed that they were effective in overcoming difficulties associated with 

forced migration such as depression, anxiety, PTSD symptoms, behavioral and 

emotional problems, and peer and conduct problems (Tyrer & Fazel, 2014). However, 

the review did not include children living in current conflict.  

 

d. Community Level Interventions  

The literature on the effectiveness of community level interventions has major 

gaps, despite reviews consistently highlighting their importance (Betancourt et al., 

2013; Jordans et al., 2016). For example, a sensitization campaign was piloted in 

Angola. This intervention aimed at raising awareness on youth mental health and reduce 

stigma around it. It included sensitization dialogues between community groups 
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whereby children’s problems were discussed, and training seminars for community 

leaders about children’s needs and emotional expression were provided (Wessells & 

Monteiro, 2004). Reports showed that the intervention helped in strengthening the 

community’s local protective processes. However, no systematic quantitative evaluation 

was conducted (Wessells & Monteiro, 2004). Another example of a community level 

intervention is the use of mass media to disseminate messages of reconciliation and 

healing to a large number of people (Betancourt et al., 2013). In Angola and 

Mozambique, they tried psychoeducating the community about the experiences of 

children affected by war using radio programs (Wessels, 1996). However, neither of 

these programs were empirically tested. 

 

C. Effectiveness of Family and School Systems Interventions in Different Contexts 

Whilst research on family, school, and community level interventions is limited 

for populations affected by conflict, there is growing evidence in other countries and 

contexts.  

 

1. Family Systems Interventions  

Family systems interventions have been found to be effective in non-conflict 

affected countries, in preventing and reducing marijuana use in adolescents in general 

populations (Vermeulen-Smit, Verdurmen & Engels, 2015), and in improving sleep, 

feeding and attachment problems in infancy, in addition to reducing child abuse and 

neglect, conduct problems, emotional problems, eating problems, and somatic problems 

(Carr, 2009).  
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2. School Systems Interventions 

School based interventions based on a systems approach have been found to be 

effective in in decreasing bullying in children (Chalamandaris & Piette, 2015), and 

aggressive behavior (Fonagy et al., 2009).  

 

3. Community Level Intervention 

Community level interventions based on a systems approach have been found to 

effective in reducing substance use in adolescents. In particular, regulatory interventions 

that use of decriminalization and harm reduction policies were found to be highly 

effective in high-income countries (Toumbourou et al., 2007). Other community level 

interventions were found to be effective in reducing mental health stigma. One 

population based intervention (social marketing campaign) was effective in reducing 

mental health stigma using mass media channels, social media and social contact events 

(Sampogna et al. 2017). In conclusion, systemic interventions have strong evidence of 

effectiveness for a broad range of child and adolescent mental health and behavioral 

difficulties, but have yet to be reviewed in conflict-affected populations.   

 

D. Systematic Reviews Examining the Effectiveness of Psychosocial Interventions 

in Areas Affected by Armed Conflict 

There are at least eight reviews that have been conducted in the last 20 years on 

the effectiveness of psychosocial interventions in areas affected by armed conflict. The 

following section will describe their scope and gaps, further demonstrating the need for 

the current proposed systematic review. 
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A systematic review conducted by Ager at al. (2013) examined studies that 

looked at the effectiveness of implementing community based “child friendly spaces”, 

which aim to provide safe spaces for children affected by humanitarian disasters, and to 

support their resilience and well-being through structured activities. The review found 

that the programs were effective in increasing children’s emotional and social well-

being. In addition, improvements in protection outcomes were reported, such as 

increase in sense of safety and decrease in sexual exploitation (Ager et al., 2013). Tol et 

al. (2011) reviewed studies that looked at the effectiveness of different psychosocial 

interventions in humanitarian settings including, armed conflict, natural, and industrial 

disasters. They found that group psychotherapy, school-based support and other 

psychosocial support are effective in decreasing internalizing symptoms in children. 

They also found gender, symptom severity, and the phase of conflict, have a moderating 

effect on treatment outcomes. Gillies et al. (2016) review of psychological interventions 

for PTSD picked up on family and school based interventions. They found that the 

likelihood of being diagnosed with PTSD, and PTSD symptoms decreased for children 

and adolescents who received a psychological treatment compared to a control group. In 

the short term, CBT was not found to be more effective than Eye Movement 

Desensitization and Reprocessing (EMDR), play therapy and supportive therapy. 

However, at one month follow up CBT was favored over the other three conditions. 

However, these reviews are limited because they did not specifically search for systems 

interventions and their included family, school and community based interventions were 

not based on a systemic approach. In addition, these reviews included different types of 

disasters. This distinction is important because of differences in the severity of clinical 

impairments between man-made and natural disasters (Norris et al., 2002; Sederer, 
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2012). Natural disasters tend to take place at a single point in time while man-made 

disasters generally have no limit, generating a greater sense of unsafety and 

unpredictability (Sederer, 2012).   

Four reviews examined the effectiveness of psychological interventions 

specifically in countries affected by armed violence. O’Sullivan et al. (2016) found that, 

for clinical cohorts of conflict affects youths, group trauma focused cognitive 

behavioral interventions was effective in reducing symptoms of anxiety and conduct 

problems. In addition, they found it to be effective in increasing pro-social behavior. 

For non-clinical cohorts, classroom based intervention was the only intervention that 

showed to significantly increase hope. These were the results yielded in the meta-

analyses conducted in the review. Studies that couldn’t be included in the meta-

analyses, included mind-body, systemic, narrative and interpersonal interventions. 

However, no conclusive evidence could be drawn about their effectiveness because only 

few studies were found. A review conducted by Betancourt et al. (2013) delineated the 

evidence associated with different levels of interventions including individual level, 

family level, peer and school and community level interventions. Overall, individual, 

family and school based interventions were found to be effective in reducing PTSD 

symptoms, internalizing and externalizing symptoms. However, the review showed that 

studies on the effectiveness of community-based treatments were mainly constituted of 

qualitative reports and strong conclusions could not be drawn. The search terms were 

not specific to systemic interventions which may have led to missing systemic-

orientated studies. Jordans et al. (2009) reviewed specialized and non-specialized 

interventions ranging from traumatic grief psychotherapy to school and community 

based interventions. Although this review included classroom-based psychotherapy, 
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they were mainly creative expressive focused CBT. Similarly, Jordans et al. (2016) 

included school-based interventions, which were found to be mainly effective in 

increasing positive secondary outcomes instead of reducing negative primary outcomes 

(i.e. disorder specific outcomes). 

Although the reviews included a number of family, school-based and 

community-based interventions, they are limited because they 1) did not adopt a 

systems approach as a theoretical framework underlying the search strategy, 2) did not 

include all the different ecological levels, and 3) did not include multi-level approaches, 

which are the least represented in the literature. The only review that focused on 

parenting and family intervention was conducted by Pedersen et al. (2019), who broadly 

reviewed these interventions in low and middle-income countries. They found that 

parenting and family based interventions are beneficial in low and middle-income 

countries and showed significant positive effects on child and youth well-being. 

Common practice elements that were found to be beneficial were strategies delivered to 

caregivers (e.g. caregiver coping skills), to both caregivers and children (e.g. 

communication skills, cognitive strategies) and strategies delivered to caregivers to 

implement with children (e.g. praise, activity scheduling for the family). 

Whilst this review was vital in demonstrating the growing evidence base for 

family and parenting interventions in low and middle-income countries, the review is 

limited because it took a broad approach to family interventions, without a focus on 

systems levels and theory, it included all middle and low income countries, without 

focusing on conflict affected contexts, and excluded high income countries affected by 

conflict. This may have missed relevant interventions, such as the school based program 

“Roots of Empathy” which aims to improve social and emotional well-being outcomes 
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among 8 to 9 year olds in Northern Ireland (Connolly et al., 2018). Therefore, there is a 

need for a systems theory-informed systematic review of family and systemic 

interventions for children affected by armed conflict, to tackle these limitations. 

 

E. Mechanisms and Moderators of Change 

Mechanisms of change refers to the processes through which change occurs 

during a therapeutic intervention (Kazdin, 2007). This term is sometimes used 

interchangeably with therapeutic processes, contextual processes, mechanisms of 

counselling, treatment processes, factors that produce change, or mediators of change 

(Bosqui & Marshoud, 2018). Increasingly, intervention studies are generating data not 

just on whether an intervention is effective but in which ways. Whilst our understanding 

is still in its infancy (Kazdin & Nock, 2003; Kazdin, 2007), recent evidence has shown 

that family and caregiver capacity building, family and caregiver relationship 

strengthening, problem solving, and therapeutic rapport are mediators of change with a 

moderate to high quality of evidence (Bosqui & Marshoud, 2018). In addition, Brown et 

al. (2017) identified several practice elements that are common between more than 50% 

of the effective interventions included, such as psychoeducation for children and 

parents, insight and rapport building, cognitive techniques, use of narratives, and 

exposure and relapse prevention techniques. Given these findings, we will include a 

sub-analysis on mediators of change included in the studies.  

In addition to mediators of change, moderators of change can also be helpful in 

informing when an intervention is indicated and for whom. Moderators of change refer 

to the factors that impact the effectiveness of an intervention (Kazdin, 2007). Studies 

have found that gender and age moderate the effectiveness of psychosocial interventions 
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implemented in conflict-affected areas (Tol et al. 2010; Brown at al. 2017). For 

example, in a study conducted by Bolton et al. (2007), depressive symptoms only 

decreased in females following the group interpersonal psychotherapy. In another study, 

boys showed greater reductions in PTSD symptoms and loneliness than girls following 

a ‘teaching recovery techniques’ intervention (Qouta et al. 2012). Additionally, in a 

study conducted by Jordans et al. (2010) in Nepal, improvements were seen for boys on 

overall mental health and physical aggression, for girls on pro-sociality, and for older 

children on hope following a classroom based psychosocial intervention.  

 

F. Aims and Rationale 

Although several reviews have been conducted on the effectiveness of 

psychosocial interventions for children in areas affected by conflict, they are limited by 

excluding systems terminology in their search terms and excluding high-income 

countries affected by conflict. Despite good evidence in other contexts, we have yet to 

understand whether a systemic approach, family, school-based, and community 

interventions, are effective for children in areas affected by armed conflict, and how and 

for whom these interventions work.  

In order to address this need, we will conduct a systematic review of systems 

interventions at every level of the ecological systems model, except for individual level 

which was extensively studied, for children in areas affected by armed conflict, in low, 

middle and high-income countries.  

 

G. Research Questions  

In light of the above, this review addresses the following questions:  
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a) Are systemic interventions effective in reducing mental health difficulties for 

children living in areas affected by armed conflict? 

b) Are systemic interventions effective in promoting wellbeing for children living 

in areas affected by armed conflict? 

c) What are the mechanisms of change of these interventions? 

d) What are the moderators of change of these interventions? 

 

H. Aims and Hypotheses 

Based on research that found systemic interventions to be effective in reducing 

mental health problems in children living in areas affected by conflict and promoting 

their well-being we make the following hypotheses: 

Hypothesis 1. Systemic interventions are effective in reducing mental health problems 

in children living in areas affected by armed conflict. 

Hypothesis 2. Systemic interventions are effective in promoting the well-being of 

children living in areas affected by armed conflict.  

Hypothesis 3. The effectiveness of systemic interventions is mediated by family and 

caregiver capacity building, family and caregiver relationship strengthening, problem 

solving and therapeutic rapport in areas affected by conflict.  

Hypothesis 4. The effectiveness of systemic interventions is moderated by age and 

gender in areas affected by conflict. 
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CHAPTER III 

METHODS 

 

A systematic review and meta-analysis was conducted in accordance with the 

Cochrane Handbook for Systematic Reviews of Interventions (Cochrane, 2011), 

alongside the guidelines of the Preferred Reporting Items for Systematic Reviews and 

Meta-analyses (PRISMA) (Shamseer et al., 2015).  

This study was conducted according to the Cochrane handbook for Systematic Reviews 

of Interventions (Cochrane, 2019) and the guidelines of the Preferred Reporting Items 

for Systematic Reviews and Meta-analyses (PRISMA) (Shamseer et al., 2015).  

 

A. Search Strategy  

The databases PubMed, PsychINFO and PILOTS were searched. The following 

Boolean operators were used: “OR” - in order to detect all studies that have used any of 

the terms or their synonyms, in addition to “AND”- in order to detect the studies that 

have combined the various concepts specified in the search engine. A pilot of search 

terms based on terms generated from previous similar reviews (e.g. Pedersen et al., 

2019) and known existing studies, was conducted. The pilot found searching abstract 

and titles for the setting and the intervention was sufficient, while the population and 

outcome variables needed to be set as ‘all fields.’ There were no restrictions based on 

date of publication or language.  

The following combination of search terms were run: 

"war-zone" OR "conflict area" OR "armed-conflicts" OR "armed" OR "conflicts" OR 

"armed-conflicts" OR "war" OR "armed-conflict" OR "armed-conflict" OR "armed 
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violence" OR "violence affected" OR "conflict-affected" OR "displaced" OR "post-

conflict" OR "war exposed" OR "post-war"[All Fields] 

AND "children" OR "child" OR "youth" OR "teen" OR "teenager" OR "teenagers" OR 

"adolescent" OR "adolescents"[Title/Abstract] 

AND "parenting" OR "parent training" OR "family focused" OR "family-focused" OR 

"family-based" OR "school-focused" OR "school-based" OR "school" OR "schools" OR 

"community" OR "communities" OR "community based" OR "systemic" OR "Family 

focused" OR "Father" OR "mother" [Title/Abstract]  

AND "mental health" OR "mental illness" OR "psychologic" OR "psychological" OR 

"psychologically" OR "psychologized" OR "psychologizing" OR "psychological 

outcomes" OR "behavioral outcomes"  OR "emotional outcomes" OR "emotional well-

being" OR "mental well-being" OR "psychological wellbeing" OR "externalizing 

problems" OR "internalizing problems" OR "externalizing behavior" OR "internalizing 

behavior" OR "externalizing behaviors" OR "internalizing behaviors" OR "externalizing 

outcomes" OR "internalizing outcomes" OR "psychological trauma" OR "psychological 

disorder" OR "cognitive outcomes" OR " Psychosocial" OR "Mental health" OR "Child 

outcomes" OR "behavioral outcomes" OR "Cognitive outcomes" OR "Resilience"[All 

Fields] 

The databases were searched by independent researchers on the same date, and 

duplicates removed. Titles were screened using the inclusion and exclusion criteria, and 

then abstracts and full texts screened independently by two members of the research 

team. When the duplicate screening was complete, the researchers met to pool findings, 

and discussed discrepancies. Disagreements were discussed with a third party until a 
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consensus was reached. An agreement coefficient was calculated and reported. The 

reference lists of included studies were also screened. 

 

B. Inclusion and Exclusion Criteria 

1. Types of Studies  

The interventions included are systemic interventions (i.e. informed by systems 

theory) organized based on the ecological model delineated above (i.e. family, school 

and community based interventions).  Systemic interventions were identified by the 

authors description of the intervention and/or the theoretical underpinning. The main 

focus of systemic interventions is targeting the interactions and dynamics between 

members at the level of different social systems (members of a family, peers and 

teachers at schools, and members belonging to the general community). The 

aforementioned definition entails excluding parenting interventions that does not 

necessarily focus on the dynamics and communication between family members and the 

different subsystems within the family constellation.  

 

2. Participants Characteristics 

The inclusion criteria are children and adolescents – up to the age of 25 years 

old, who are currently affected by armed conflict. Studies have examined the 

differential experience of people who have been internally displaced due to armed 

conflict and those who had to cross borders and move to another country (i.e. refugees 

and asylum seekers), and how this differential experience might impact people’s mental 

health differently (Reed et al, 2012; O’Sullivan et al, 2016; Turrini et al, 2019). In order 

to remain focused on children currently affected by conflict, this review included 
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current armed conflicts and related internal displacement, and excluded refugees and 

asylum seekers who have moved to a non-conflict affected country.  

 

3. Setting 

The studies included were those conducted in areas affected by conflict. The 

definition of armed conflicts includes civil and state violence, and related internal 

displacement. Armed conflict is defined as the use of armed force between two 

organized armed groups, be it governmental or non-governmental (ICRC, 2015). 

Decisions about this criteria were made using author descriptions, and when needed 

cross-checked against the Uppsala Conflict Data Program (UCDP, 2019). 

 

4. Experimental interventions 

All relevant randomized controlled trials and non-randomized controlled trials 

were included. Whilst it is preferred to include only RCTs to reduce the risk of bias, we 

included non-randomised control trials due to the nature of the study context and the 

limited access to resources that makes high quality research methodology particularly 

difficult to implement. However, it is important to note that a quality assessment was 

conducted using the Standard Quality Assessment Criteria for Evaluating Primary 

Research Papers from Variety of Fields by Kmet, Lee & Cook (2004) (Appendix), and 

results were weighted and interpreted based on this assessment.  

 

5. Comparator interventions 

Control groups were either active controls (i.e. another type of intervention) or 

waiting list.  



30 

 

C. Type of Outcome Measure 

Inclusion and exclusion criteria did not include outcomes or outcome measures, 

given the broad range of possible outcomes for systemic interventions. However, the 

following outcomes were examined: 

 

1. Primary Outcomes 

Any child mental health outcome which encompass the cognitive, emotional and 

behavioral domains of the child’s well-being.  

 

2. Secondary Outcomes 

Psychosocial outcomes such as child functioning, family cohesion, parental 

practices, hope, positivity and prosocial behavior, self-harm behaviors, and loss to 

follow up.  

 

D. Outcome Scales  

All outcome measures were included as long as there was sufficient evidence of 

acceptable psychometric properties.  

 

E. Subgroup Analyses 

Sub-analyses were planned to compare effectiveness for low and middle income 

vs. high-income countries and type of therapeutic approach (treatment modalities). 

However, sub-group analyses were limited due to insufficient data. 

 



31 

 

F. Data Synthesis and Analysis Methodology 

Interventions were categorized based on Bronfebrenner’s s ecological model, 

which mainly encompasses 3 levels: family, school and community. Accordingly, 

studies were divided based on the systemic level targeted by the intervention as follows: 

family based interventions, school based interventions and community based 

interventions.  

When comparable interventions, outcomes and outcome measures were found, 

meta-analyses were conducted using post-treatment means and standard deviations for 

treatment and control group. Since studies were inherently heterogeneous, random 

effects modelling were used instead of fixed effects. In addition, although some 

included studies used the same scales to measure outcomes, different versions in terms 

of number of items were often used. Hence, standardized mean differences (SDM) were 

used instead of mean differences (MD). Moreover, not all studies reported long-term 

effect, so short-term outcomes were inputted instead. Results were weighted by sample 

size. To run the meta-analyses, Revman 5.3 (The Cochrane Collaboration, 2019) was 

used. For outcomes that do not have comparable measures and for those that do not 

have means and standard deviations reported along with them at post-treatment for both 

treatment and control group, a narrative synthesis was conducted.  
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CHAPTER IV 

RESULTS 

 

A. Study Selection 

Of the 6118 studies identified in the initial search, 17 studies were agreed upon 

by team members as meriting full review (Figure 3). Of these, 3 studies were excluded 

as they failed to meet the inclusion criteria of the study, and one additional study was 

included after reference lists screening. Duplication of the screening process took place 

at the level of the abstract and full-text by two raters. The percentage of agreement 

between rates was 71.43 %, with an interrater reliability coefficient of 0.43. This entails 

moderate agreement between raters. A third rater was used in order to discuss 

disagreements among studies to include/exclude. The most common exclusion reasons 

were inappropriate methodology, absence of an evaluation of an intervention, setting 

not affected by armed conflict, refugees or asylum seekers, adult participants, and single 

terrorism events. The final included studies are presented in Table 1 
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Table 1 Table of Included Studies 

 

Level of the 
Intervention 

Study Study 
Location 

Population Sample 

Size; 

age 

group 

Intervention 

Type, setting, 

therapist type 

Compa

rison 

Group 

Primary 

Outcomes 

Secondary 

Outcomes 
Quality 

Rating 

Family 

Based 

Interventio

ns 

O'Callaghan 

et al. (2014).  

A pilot study 

of a family 

focused, 

psychosocial 

intervention 

with war-

exposed 

youth at risk 

of attack and 

abduction in 

north-

eastern 

Democratic 

Republic of 

Congo  

 

North 

Eastern 

Democr

atic 

Republi

c of 

Congo 

 

Congolese 

children and 

young 

people 

 

 

 

 

 

N=159. 

Age 

Range:

7-18 

years 

Family Focused 

Psychosocial 

Sessions 

included 

psycho-

education, 

stigma, 

relaxation 

techniques, 

conflict 

resolution skills 

in the family 

and community, 

effective 

communication, 

effective 

parenting and 

youth 

contribution to 

the community. 

Waitlist Post-traumatic 

stress reaction 

symptoms, 

internalising 

symptoms, and 

conduct 

problems  

Pro-social 

behaviour  

 

92.86 % 
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Setting: 
Community 

space 

Therapist 

Type: 

Trained and 

supervised 

facilitators 

 Annan et al. 

(2017). 

Improving 

Mental 

Health 

Outcomes of 

Burmese 

Migrant and 

Displaced 

Children in 

Thailand: a 

Community-

Based 

Randomized 

Controlled 

Trial of a 

Parenting 

and Family 

Skills 

Intervention. 

 

North-

Western 

province 

of Tak, 

Thailand

, on the 

border 

with 

Burma 

Burmese 

Migrant and 

displaced 

children and 

parents 

N=513 

caregiv

ers, 

N=479 

childre

n. 

Averag

e age of 

childre

n is 10 

years 

old 

Intervention 

adapted from 

Strengthening 

Families 

Program, which 

includes 

parenting and 

family skills. 

Sessions 

included 

psychoeducatio

n, teaching 

social skills, 

vivo-practice 

and feedback 

from facilitators 

and 

unstructured 

play. Setting: 

Community 

space 

Waitlist Internalizing, 

externalizing, 

and attention 

problems 

Protective 

factors 

such as 

prosocial 

behavior 

 

89.28 % 
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Therapist 

Type: Trained 

and supervised 

facilitators 

 

 Al. Tawil et 

al. (2018). 

The 

Effectivenes

s of 

Therapeutic 

and 

Psychologic

al 

Intervention 

Programs in 

PTC-

GAZAT 

 

Gaza, 

Palestin

e 

Palestinian 

patients with 

Posttraumati

c Stress 

Disorder 

(PTSD) 

 

N= 227 

childre

n, 

adolesc

ents 

and 

adults. 

Age 

Range: 

12 to 

75 

years 

Family Therapy 

Programme 

(FTP). It 

included 

psychoeducatio

n, role-playing, 

building coping 

strategies, 

empowering 

psychological 

resources in the 

families.  

Setting: Homes, 

PCT center or at 

local non-

governmental 

organizations 

Therapist type: 
Trained 

teachers, 

parents, youth 

workers and 

medical staff  

 

Two 

other 

groups 

receivin

g 

differen

t 

treatme

nts 

(Psycho

social 

support 

and 

commu

nity 

based 

interve

ntion)  

 

Obsessive-

Compulsive 

Symptoms 

(OCS), 

Avoidance 

Symptoms 

(AS), Negative 

Changes (NC), 

and Irritability 

Symptoms (IS) 

Personal/

Professio

nal 

Functiona

l 

Accompli

shment 

(PFA) 

67.86 % 
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School 

Based 

Interventio

ns 

Berger et al. 

(2007). 

School-

Based 

Intervention 

for 

Prevention 

and 

Treatment of 

Elementary-

Students’ 

Terror-

Related 

Distress in 

Israel: 

A Quasi-

Randomized 

Controlled 

Trial 

Israel Israeli 

Children 

N=328, 

Age 

Range 

(Grade 

2 to 6) 

The intervention 

OTT is a 

classroom-based 

program 

designed 

to help children 

cope with the 

threat and the 

exposure 

to terrorism. It 

mainly included 

psychoeducatio

n, skills training 

and experiential 

group activities.  

Setting: School 

Therapist 

Type: Trained 

and supervised 

facilitators 

Waitlist Objective 

exposure to 

terrorism, 

subjective 

response to 

trauma 

exposure, 

PTSD 

symptoms , 

separation and 

generalized 

anxiety, and 

somatic 

complaints 

 

Functiona

l 

problems 

85.71 % 

 Layne et al. 

(2008). 

Effectivenes

s of a 

school-based 

group 

psychothera

py program 

for war-

exposed 

Central 

Bosnia 

Muslim 

secondary 

school 

students 

attending 10 

schools in 

central 

Bosnia who 

reported 

severe 

N=127 

childre

n and 

adolesc

ents. 

Age 

Range 

for 

interve

ntion 

TCGT: 

Intervention 

included 

psychoeducatio

n, trauma and 

grief processing, 

reappraising 

traumatic 

experiences, 

problem solving 

Active 

compar

ison 

group- 

Psycho

educati

on and 

skills 

training 

alone 

PTSD 

symptoms, 

depression 

symptoms, and 

maladaptive 

grief reactions  

 78.57 % 
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adolescents: 

A 

randomized 

controlled 

trial.  

 

symptoms 

of 

posttraumati

c stress 

disorder 

(PTSD), 

depression, 

or 

maladaptive 

grief and 

significant 

impairment 

in school or 

relationships 

 

group: 

13 to 

18 

years. 

Age 

range 

for 

control 

group: 

14 to 

19 

years 

skills, building 

social 

connections, 

and facilitating 

resilience and 

empowerment. 

Setting: School 

Therapist 

Type: Trained 

school 

counselors 

 Tol et al. 

(2008). 

"School-

based mental 

health 

intervention 

for children 

affected by 

political 

violence in 

Indonesia: a 

cluster 

randomized 

trial. 

 

Indonesi

a 

Indonesian 

Children 

N=495, 

Age 

Range: 

7 to 15 

years 

Classroom 

based 

intervention 

involving 

sessions of  

trauma-

processing 

activities, 

cooperative 

play, and 

creative 

expressive 

elements.  

Setting: School 

Active 

Control 

Group- 

Psycho

educati

on 

PTSD, 

depressive and 

anxiety 

symptoms 

Hope and 

functionin

g 

 

82.14 % 
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Therapist 

Type: Locally 

trained 

paraprofessional

s. 

 

 

 Jordans et al. 

(2010). 

Evaluation 

of a 

classroom-

based 

psychosocial 

intervention 

in conflict-

affected 

Nepal: a 

cluster 

randomized 

controlled 

trial  

 

Nepal Nepalese 

Children 

and 

adolescents 

N=325, 

Age 

range: 

11-14 

The Classroom-

Based 

Intervention 

(CBI).  

It included 

concepts from 

creative-

expressive and 

experiential 

therapy, 

cooperative play 

and 

cognitive 

behavioral 

therapy. 

Setting: School 

Therapist Type: 

Trained and 

supervised 

facilitators 

 

Waitlist 

Psychiatric 

symptoms 

(depression, 

anxiety, 

posttraumatic 

stress 

disorder), and 

psychological 

difficulties 

Resilience 

indicators 

(hope, 

prosocial 

behavior) 

and 

function 

impairme

nt 

85.71 % 

 Ager et al. 

(2011). The 

impact of 

Norther

n 

Uganda 

Ugandan 

Children 

N=403 

childre

n. Age 

Psychosocial 

Structured 

Activities 

A 

compar

ison 

Child Well-

being 

 75 % 
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the school-

based 

Psychosocial 

Structured 

Activities 

(PSSA) 

program on 

conflict-

affected 

children in 

Northern 

Uganda.  

 

Range: 

10-14 

years 

(PSSA) 

program.  

Intervention 

includes 

thematic 

activities 

addressing 

issues of safety 

and control, 

self-esteem, 

thoughts and 

reactions during 

danger, resource 

identification 

and coping 

skills. It 

incorporates a 

family and 

community 

component. 

Setting: School 

Therapist Type: 

Trained and 

supervised 

school teachers 

 

 

group 

compris

ed 200 

childre

n 

selected 

from 

schools 

that had 

met 

inclusio

n 

criteria 

for 

receipt 

of 

interve

ntion, 

but 

were 

not 

schedul

ed for 

interve

ntion 

coverag

e until 

later. 
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 Tol et al. 

(2012). 

Outcomes 

and 

moderators 

of a 

preventive 

school-based 

mental 

health 

intervention 

for children 

affected by 

war in Sri 

Lanka: a 

cluster 

randomized 

trial. 

 

Norther

n Sri 

Lanka 

 

Children 

from Sri 

Lanka 

N=399 

childre

n. Age 

Range: 

9-12 

years. 

 

Intervention 

included 

cognitive 

behavioral 

techniques 

(psychoeducatio

n, strengthening 

coping, 

and guided 

exposure to past 

traumatic events 

through 

drawing) 

and creative 

expressive 

elements.  

Setting: School 

Therapist 

Type: Trained 

and supervised 

facilitators 

 

Waitlist PTSD, 

depressive and 

anxiety 

symptoms,  

total 

Difficulties, 

Supernatural 

complaints and 

conduct 

problems 

 

Pro-social 

behavior, 

function 

impairme

nt 

 

82.14 % 

 Slone, M., et 

al. (2013). 

Helping 

youth 

immediately 

following 

war 

exposure: a 

Ashkelo

n in 

south 

Israel 

 

 

Adolescents 

from two 

demographi

cally similar 

schools in 

Ashkelon in 

south Israel. 

N=179 

adolesc

ents. 

Age 

range: 

16.7-

17.9 

years 

The intervention 

incorporated 

two resilience 

factors— 

mobilization of 

support and 

self-efficacy. 

Intervention 

Active 

control 

group- 

Particip

ants 

attende

d 

seminar

Psychological 

symptoms 

including 

somatization, 

obsessive–

compulsive, 

interpersonal 

sensitivity, 

Peer 

problems, 

prosocial 

behaviour

, self-

efficacy  

and 

adolescen

78.57 % 
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randomized 

controlled 

trial of a 

school-based 

intervention 

program. 

included 

psychoeducatio

n, social 

support, coping 

mechanisms 

self-relaxation 

and self-control 

techniques and 

outdoor 

activities. 

Setting: School 

Therapist 

Type: 
Psychologists 

s that 

consiste

d of 

imparti

ng 

informa

tion and 

discussi

ng 

general 

issues 

relating 

to 

adolesc

ence 

depression, 

anxiety, 

hostility, 

phobic anxiety, 

paranoid 

ideation, 

psychotic 

ideation and 

miscellaneous.  

Also, 

emotional 

symptoms, 

conduct 

problems, and 

hyperactivity 

symptoms 

 

ts’ self-

perceptio

ns of 

ability to 

mobilize 

support 

from 

different 

possible 

providers 

of 

support. 

 Tol et al. 

(2014). 

School-

based mental 

health 

intervention 

for children 

in war-

affected 

Burundi: a 

cluster 

randomized 

trial  

Burundi Burundi’s 

children 

N=329. 

Age 

range: 

8 to 17 

 

Classroom 

based 

intervention 

(CBI).  

Sessions had the 

following foci: 

1) information, 

safety, and 

control, 2) 

stabilization, 

awareness, 

and self-esteem, 

3) trauma 

Waitlist PTSD, 

depressive and 

anxiety 

symptoms.  

 

Hope and 

functionin

g.  

 

 

85.71 % 
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 narrative, 4) 

resource 

identification 

and coping 

skills, and 5) 

reconnection 

with the social 

context and 

future planning. 

Setting: School 

Therapist 

Type: Trained 

and supervised 

facilitators 

 

 Diab et al 

(2015). 

Effectivenes

s of 

psychosocial 

intervention 

enhancing 

resilience 

among war-

affected 

children and 

the 

moderating 

role of 

Gaza, 

Palestin

e 

Palestinian 

Children 

N=482, 

Age 

Range: 

10 to 

13 

Teaching 

Recovery 

Techniques 

(TRT), which 

involves 

evidence-based 

tools following 

Cognitive 

Behavioral 

Therapy (CBT), 

and it intends to 

help children 

develop 

effective coping 

skills, 

Waitlist Well-being Family 

atmospher

e and 

prosocial 

behavior 

78.57 % 
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family 

factors  

 

empowerment, 

and emotion 

regulation by 

narrative, 

imagery, body-, 

and mind-

related, and 

psycho-

educational 

techniques. 

Setting: School 

Therapist 

Type: 
Counsellors 

 

 

 Berger et al. 

(2016). A 

school-based 

intervention 

for reducing 

posttraumati

c 

symptomatol

ogy and 

intolerance 

during 

political 

violence. 

 

Okakim, 

south 

Israel 

Israeli 

children 

N=200, 

Age 

Range: 

grade 3 

to 

grade 6. 

ERASE-Stress-

Pro-Social 

program. It 

included 

cognitive– 

behavioral, 

somatic, and 

narrative stress 

reduction 

interventions in 

combination 

with 

mindfulness. 

Setting: School 

Active 

Control 

Group- 

Regular 

social 

skills 

progra

m 

Posttraumatic 

symptomatolo

gy (PTS), 

anxiety, and 

somatic 

complaints 

 

Functiona

l 

Problems, 

and 

stereotypi

ng and 

discrimin

atory 

tendencie

s toward 

White, 

Arab, and 

Ethiopian 

children 

78.57 % 
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Therapist type: 
Trained and 

supervised 

teachers 

at 2 time-

points 

 

 Berger et al. 

(2018).  

Enhancing 

resiliency 

and 

promoting 

prosocial 

behavior 

among 

Tanzanian 

primary-

school 

students: A 

school-based 

intervention. 

 

Meru 

district 

of 

Tanzani

a 

 

Tanzanian 

Primary 

School 

children 

N=183. 

Age 

range: 

grade 4 

to 6 

ERASE-Stress-

Prosocial 

(ESPS). 

Classroom 

based 

intervention 

which includes 

stress reduction 

interventions 

and prosocial 

interventions 

(perspective-

taking, empathy 

training, 

mindfulness and 

compassion-

cultivating 

practices).   

Setting: School 

Therapist 

Type: Trained 

and supervised 

teachers 

Active 

control 

group 

 

Social 

difficulties, 

hyperactivity, 

somatization, 

level of 

anxiety, and 

disciplinary 

problems 

Prosocial 

behaviors 

and 

school 

functionin

g as well 

as 

academic 

achievem

ents  

 

71.43% 

 Maalouf et 

al. (2020). 

Building 

Beirut, 

Lebanon 

Middle 

School 

Students 

N=280. 

Age 

Range: 

The FRIENDS 

Program. It 

included 

Waitlist Emotional and 

behavioral 

difficulties of 

 75% 



45 

 

Emotional 

Resilience in 

Youth in 

Lebanon: a 

School-

Based 

Randomized 

Controlled 

Trial of the 

FRIENDS 

Intervention  

11–13 

years 

 

understanding 

feelings, 

practicing 

empathy, 

learning to 

relax, 

challenging one 

’ s thoughts, 

problem 

solving, and 

making and 

keeping friends.   

Setting: School 

Therapist Type: 

Trained and 

supervised 

mental health 

professionals 

the child; 

depressive 

symptoms for 

children and 

adolescents; 

anxiety related 

disorders 

Community 

Based 

Interventio

ns 

Al Tawil et 

al. (2018). 

The 

Effectivenes

s of 

Therapeutic 

and 

Psychologic

al 

Intervention 

Programs in 

Gaza, 

Palestin

e 

Palestinian 

patients with 

Posttraumati

c Stress 

Disorder 

(PTSD) 

 

N= 227 

childre

n, 

adolesc

ents 

and 

adults. 

Age 

Range: 

12 to 

75 

years 

SANID, a 

psychosocial 

support 

intervention, 

aimed at 

strengthening 

the resilience of 

families and to 

help them 

overcome 

psychological 

difficulties and 

Two 

other 

interve

ntions: 

Family 

Therap

y 

Progra

mme 

(FTP), 

and 

Commu

PSTC scores 

divided as the 

following: 

Obsessive-

Compulsive 

Symptoms 

(OCS), 

Avoidance 

Symptoms 

(AS), Negative 

Changes (NC), 

Personal/

Professio

nal 

Functiona

l 

Accompli

shment 

(PFA).  

 

67.86 % 
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PTC-

GAZAT. 

also learn how 

to face 

challenges in 

various settings 

such as the 

Centre and out-

reach (family 

visit, school and 

street). It also 

includes 

psycho-

education to 

reinforce a 

family’s social 

relationships. 

Setting: Homes, 

PCT center or at 

local non-

governmental 

organizations 

Therapist type: 
Trained 

teachers, 

parents, youth 

workers and 

medical staff  

nity 

Wellne

ss 

Focusin

g 

(CWF)  

and Irritability 

Symptoms (IS) 

     Community 

Wellness 

Focusing 

(CWF). It 

Two 

other 

interve

ntions: 

PSTC scores 

divided as the 

following: 

Obsessive-

Personal/

Professio

nal 

Functiona

67.86 % 
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included 

emotional 

reflective skills, 

emotional 

literacy and 

expression, and 

building trust 

and resilience. 

Setting: Homes, 

PCT center or at 

local non-

governmental 

organizations 

Therapist type: 
Trained 

teachers, 

parents, youth 

workers and 

medical staff 

 

Family 

Therap

y 

Progra

mme 

(FTP), 

and 

SANID 

Compulsive 

Symptoms 

(OCS), 

Avoidance 

Symptoms 

(AS), Negative 

Changes (NC), 

and Irritability 

Symptoms (IS) 

l 

Accompli

shment 

(PFA).  
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Figure 3 Flow Chart of Studies Included 

 

B. Intervention Features  

An overview of the 3 included intervention characteristics is displayed in Table 

1. All interventions involved providing psychoeducation for the parents regarding child-

rearing activities, child development and parental coping mechanisms, in addition to in-

session skills practices with modifications. Two of the interventions also involved 

home-visits to provide psychosocial support (Dybdahl, 2001; Puffer et al., 2015), and to 

reinforce the skills learned by the parents (Puffer et al., 2015). The interventions 
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focused solely on parents, whereby caregivers were involved in discussions around 

children’s development, parenting behaviors, adaptive parent-child communicational 

patter, and coping mechanisms to target parental mental health. 

 

C. Setting and sample size 

All settings were in low and middle-income countries affected by armed conflict 

with the exception of Israel. Studies included areas with a range of current war and 

conflict settings, including active violence and conflict-related sociopolitical instability. 

These studies were in North Eastern Democratic Republic of Congo, Palestine, 

Thailand, Nepal, Tanzania, Bosnia, Uganda, Burundi, Sri Lanka, Northern Sri Lanka, 

Indonesia, and Lebanon. Sample sizes ranged from 127 to 495 children/adolescents.  

 

D. Participants 

The age of participants ranged from 4 to 25 years old. In 13 out of the 14 

studies, participants were children and adolescents with ages ranging between 4 and 18. 

One study included children, adolescents and adults with ages ranging from 12 to 75. 

Adults represented the caregivers of the children and adolescents included in the study. 

E. Outcomes 

Primary outcomes included child post-traumatic stress reactions or post-

traumatic stress disorder symptoms, anxiety symptoms and somatization, depressive 

symptoms, irritability, obsessive-compulsive symptoms, avoidance symptoms, attention 

problems, conduct problems, well-being and self-efficacy. 
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Secondary outcomes included resilience indicators such as hope and prosocial 

behaviour, positive aspects of well-being, function impairment, and perceived family 

social support. 

Ten of twelve school-based studies measured anxiety levels as part of their 

primary outcomes (Berger et al., 2007, 2016, 2018; Jordans et al., 2010;  Layne et al., 

2008; Maalouf et al., 2020; Slone et al., 2014; Tol et al., 2008, 2012, 2014). Depressive 

and post-traumatic symptoms and functional impairment were measured in 6 school-

based studies (Berger et al., 2016, 2018; Jordans et al., 2010;  Layne et al., 2008; 

Maalouf et al., 2020; Tol et al., 2008, 2012, 2014). Hope was measured as a secondary 

outcome by 3 studies (Tol et al., 2008, 2010, 2014), it being one of the resilience factors 

along with pro-social behavior which was measured in 5 studies (Berger et al., 2018; 

Diab et al., 2015; Jordans et al., 2010; Tol et al., 2012; Slone et al., 2013). Two school-

based studies only had a measure for overall child well-being as their primary outcomes 

(Ager et al., 2011; Diab et al., 2015).   

Two family-based studies measured internalizing and externalizing symptoms 

and pro-social behavior as common outcome variables (O’Callaghan et al., 2014; Annan 

et al., 2017). Other variables such as obsessive-compulsive symptoms, avoidance 

symptoms, negative changes, irritability symptoms and functional accomplishment, 

were only measured by one study that included both family- and community-based 

interventions (Al Tawil et al., 2018).  

 

F. Theoretical frameworks and approaches 

Theoretical frameworks varied across levels of interventions. They all had, 

however, a systemic component, which was part of our inclusion criteria. The 
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theoretical framework of family based interventions ranged from systemic, family 

focused, community-based psychosocial intervention to more psychoeducation and 

skills based interventions. On the other hand, theoretical frameworks in school-based 

interventions ranged from narrative exposure therapy, mind-body techniques (e.g. 

meditation, breathing techniques), cognitive behavioural therapy, and creative 

expressive and experiential therapy. It is important to note that all school-based 

interventions included different components of the aforementioned theoretical 

frameworks, and all interventions targeted interactions between students or the 

classroom/school environment. At last, community-based interventions were mainly 

skills based and targeted resilience and enhancement of social connections between 

families. Nevertheless, it is important to note that although terms are sometimes used 

interchangeably, studies have focused more on components and types of therapy rather 

than theoretical frameworks.  

 

G. Quality assessment 

Quality assessment was done using the Standard Quality Assessment Criteria for 

Evaluating Primary Research Papers from Variety of Fields by Kmet, Lee and Cook 

(2004). Average study quality was high, meeting 80.47% of the criteria (range: 67.86-

92.86%). Blinding of both investigators and participants to the group condition lacked 

in most studies. Other studies did not implement randomization for their method of 

selection. Lastly, some studies did not report some of the estimates of variance.  

 



52 

 

H. Effectiveness of interventions 

The effectiveness of interventions is divided into 3 sections, 1) family based 

interventions, 2) school based interventions, and 3) community based interventions. All 

three sections include meta-analyses for comparable studies where possible, and a 

narrative synthesis for the rest of the studies and outcomes. 

 

1. Family Based Interventions 

No meta-analysis could be conducted for family based interventions due to the 

high heterogeneity of outcomes between studies. Therefore, this section will only 

include a narrative synthesis of the 3 studies that examined the effectiveness of family-

based interventions.  

Two studies examined the effectiveness of family-based interventions in 

decreasing PTSD symptoms. O’Callaghan et al. (2014) examined the effectiveness of a 

group trauma focused cognitive behavioral therapy (GTF-CBT) and found a moderate 

positive effect in decreasing post-traumatic stress symptoms (Cohen’s d=0.40), as 

compared to the wait-list group. The effectiveness of a Family Therapy Programme 

(FTP), which included psychoeducation, role-playing, building coping strategies and 

empowering psychological resources in the families, was evaluated by Al Tawil et al. 

(2018). Results showed that the intervention significantly reduced PTSD symptoms 

among children compared to an active control, but no effect sizes were reported. 

For internalizing and externalizing problems, a family skills training program 

showed a significant decrease in externalizing problems ,with a small effect size (ES=-

0.22) as reported by the caregivers, and no significant change for internalizing 

problems, compared to the wait-list group (Annan et al., 2017).  
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For pro-social behaviour, group trauma focused cognitive behavioural therapy as 

examined by O’Callaghan et al. (2014), showed effectiveness with a small effect size 

(Cohen’s d= 0.22) in comparison to the wait-list group. 

 

a. Moderators and Mediators 

None of the family based studies looked at the role of mediators and moderators 

in the relationship between family-based interventions and outcome variables.  

 

2. School Based Interventions 

a. Meta-Analyses of School Based Interventions for Anxiety and Depression 

i. Anxiety 

Anxiety was measured using the Screen for Child Anxiety Related Disorders 

(SCARED-5) in two studies of school-based interventions (Berger et al., 2007; Jordans 

et al., 2010). Figure 4 indicates that the interventions yielded a standard mean difference 

of -.42, however it was not significant (95% CI -1.44 - .60, p >.05). Heterogeneity was 

significant (I2 =96%; p<0.001).  

 

ii. Depression 

Table 2 Forest Plot of Comparisons: School Based Interventions, outcome: Anxiety 
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Depression was measured using the Depression Self-Rating Scale (DSRS) in 

two studies (Layne et al., 2008 & Jordans et al., 2010). Figure 5 indicates that the 

school-based interventions yielded a significant standard mean difference of -.27 (95% 

CI -.52 - -.01, p >0.05). Heterogeneity was not significant (I2 =39%; p=0.2). 

 

b. Narrative Synthesis of Remaining School Based Interventions 

The remaining school-based interventions that were not eligible for a meta-

analysis due to major methodological inconsistencies across studies, will be delineated 

below through a narrative synthesis. 

The effectiveness of several interventions on anxiety symptoms was examined 

in four studies that were not included in the meta-analyses. Berger et al. (2016, 2018) 

examined the effectiveness of ERASE-Stress-Prosocial (ESPS). Both studies showed 

significant decreases in anxiety symptoms in the treatment group as compared to the 

control group, with a large effect size as reported by Berger et al. (2018) (η2=0.25). No 

effect size was reported by Berger et al. (2016). However, two other studies reported no 

significant difference between treatment group and control group in terms of anxiety 

symptoms post-treatment (Tol et al., 2014 & Maalouf et al., 2020). One of them is a 

classroom-based intervention that focused on coping skills and narrative exposure 

therapy, and the other targeted the various components of resilience.   

Table 3 Forest plot of comparison: School Based Interventions, outcome: Depression 
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Jordans et al. (2010) found that a classroom-based intervention focusing on 

concepts from creative-expressive and experiential therapy, cooperative play and 

cognitive behavioral therapy was effective in decreasing functional impairment with a 

medium effect size (Cohen’s d= 0.58). Similarly, ERASE-Stress-Prosocial (ESPS) 

showed effectiveness with a medium effect size (η2=.19) (Berger et al.,2018). The same 

intervention showed effectiveness in decreasing functional impairment but no effect 

sizes were reported (Berger et al., 2016).  

For pro-social behaviour, Jordans et al. (2010) found that their classroom based 

intervention was effective in increasing pro-social behaviour with a large effect size 

(Cohen’s d=.44). Similarly, ERASE-Stress-Prosocial (ESPS) showed effectiveness with 

a large effect size (η2=.22) (Berger et al. (2018). The same intervention showed 

effectiveness in increasing pro-social behavior but no effect sizes were reported (Berger 

et al., 2016).  

For PTSD symptoms, Tol et al. (2008) found that their classroom based 

intervention including trauma processing and cooperative play is effective in decreasing 

PTSD symptoms with a moderate effect size; the value of the effect size was not 

reported however. Berger et al. (2007) showed that Overshadowing the Threat of 

Terrorism is effective in decreasing both PTSD symptoms and severity. In addition, 

Berger et al. (2016) showed similar results for ERASE-Stress-Prosocial (ESPS). No 

effect sizes were reported in both studies. However, two other interventions (cognitive 

behavioural techniques, and trauma processing and cooperative play) showed no 

significant effect in decreasing PTSD symptoms (Jordans et al., 2010; Layne et al., 

2008).  
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For depression, Jordans et al. (2010) found that their classroom based 

intervention was effective in decreasing depressive symptoms, which were measured as 

part of generic psychological difficulties The effect size of the intervention was medium 

(Cohen’s d=.41). Slone et al. (2013) found a similar medium effect size for an 

intervention that targeted resilience factors (η2=.06), with depression being measured as 

part of psychological distress. In addition, Layne et al. (2008) found that Trauma and 

Grief Component Therapy is effective in decreasing depressive symptoms; however, no 

effect size was reported. On the other hand, three other interventions (classroom based 

intervention including trauma processing and cooperative play, cognitive behavioural 

intervention, and an intervention targeting trauma processing and coping skills) did not 

produce any significant change in depressive symptoms (Tol et al., 2008, 2012, 2014).  

Only Tol et al. (2008) found that classroom based intervention including trauma 

processing and cooperative play had a main effect, with a moderate effect size, in 

increasing levels of hope in children. However, the value of the effect size was not 

reported.  

Berger et al. (2016, 2018) found that ERASE-Stress-Prosocial (ESPS) is 

effective in reducing somatic symptoms with a medium effect size (η2=.08) as reported 

by Berger et al. (2018). However, the intervention Overshadowing the Threat of 

Terrorism examined by Berger et al. (2007) did not yield any main effect for somatic 

symptoms reductions, but yielded an effect contingent upon age as a moderator whereby 

younger children in the treatment group showed to have lower levels of somatic 

symptoms at post-treatment level as compared to the control group.  

Resilience was measured by only two studies that examined the effectiveness of 

Teaching Recovery Techniques and another school based intervention that targeted 
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resilience factors (Diab et al., 2015 & Slone et al., 2013). Slone et al. (2013) found that 

their school based interventions targeting resilience was effective in increasing both of 

resilience factors, mobilization of support (η2=.21, medium to large effect size) and 

self-efficacy (η2=.03, small effect size). On the contrary, Diab et al. (2015) found that 

the opposite effect whereby children in the treatment group displayed lower resilience, 

as defined by high psychosocial well-being and pro-social behaviour, after the 

intervention. No effect sizes were reported however.  

Hyperactivity was targeted by two interventions only (Berger et al., 2018 & 

Maalouf et al., 2020). Berger et al. (2018) found that ERASE-Stress-Prosocial (ESPS) is 

effective in reducing hyperactivity in children with a large effect size (η2=.24). On the 

other hand, FRIENDS intervention did not produced any significant effect in reducing 

hyperactivity (Maalouf et al., 2020).  

Aggression was conceptualized differently across studies; some studies assessed 

the level of aggression as part of disciplinary problems (Berger et al., 2018), others 

under conduct problems (Tol et al., 2012 & Maalouf et al., 2020) and others examined it 

as a separate construct (Jordans et al., 2010). Berger et al. (2018) found that ERASE-

Stress-Prosocial (ESPS) was effective in reducing disciplinary problems with a small to 

medium effect size (η2=.04). Tol et al. (2012) found that cognitive behavioural 

techniques was effective in reducing conduct problems but no effect sizes were 

reported. However, FRIENDS intervention showed no significant effect in reducing 

conduct problems.  

Only two studies examined the effectiveness of school-based interventions in 

increasing children’s well-being. Ager et al. (2011) found that Psychosocial Structured 

Activities (PSSA) program was effective in increasing well-being. However, Teaching 
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Recovery Techniques was not shown to be effective (Diab et al., 2015). None of the 

studies reported effect sizes.  

 

c. Moderators and Mediators 

No mediating factors were reported for school-based interventions. However, 

several moderating variables were found to affect the effectiveness of school-based 

interventions on different outcome variables, as follows. 

i. Gender 

Gender significantly moderated the effectiveness of a Classroom-Based 

Intervention, on pro-social behavior, psychological difficulties and aggression (Jordans 

et al., 2010). Girls showed higher pro-social behaviors than boys did in the intervention 

group. Boys showed lower aggression levels and fewer psychological difficulties than 

boys did in the intervention group (Jordans et al., 2010). In addition, gender 

significantly moderated the effectiveness of cognitive behavioral techniques on PTSD 

and anxiety symptoms whereby boys showed lower levels of both as compared to girls 

(Tol et al., 2012). Moreover, gender significantly moderated the effectiveness of a 

Classroom-Based Intervention on PTSD symptoms and function impairment whereby 

significant effect was observed only in girls (Tol et al., 2008). Last but not least, gender 

also significantly moderated the effect of the FRIENDS intervention on anxiety 

whereby significant effect was only observed in girls (Maalouf et al., 2020). At last, 

gender significantly moderated the effectiveness of Overshadowing the Threat of 

Terrorism on functional problems whereby boys showed bigger reduction in functional 

problems as compared to girls (Berger et al., 2007).  
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ii. Age 

Age significantly moderated the effectiveness of a Classroom-Based 

Intervention on hope levels, whereby older children showed higher levels of hope than 

younger children in the intervention group (Jordans et al., 2010). In contrast, age 

significantly moderated the effectiveness of another Classroom-Based Intervention on 

hope levels, whereby younger children showed higher levels of hope than older children 

in the intervention group (Tol et al., 2014). In addition, age significantly moderated the 

effectiveness of cognitive behavioural techniques on conduct problems and pro-social 

behaviors whereby younger children scored lower on conduct problems and higher on 

pro-social behaviors than older children (Tol et al., 2012). At last, age significantly 

moderated the effectiveness of Overshadowing the Threat of Terrorism on PTSD 

severity, somatic complaints and separation anxiety symptoms, whereby younger 

children showed bigger reduction in the aforementioned variables as compared to older 

children (Berger et al., 2007).  

iii. Family Composition 

Family composition, meaning whether the child is living with both parents or 

not, significantly moderated the effectiveness of a Classroom Based Intervention on 

PTSD and depressive symptoms whereby living with both parents led to a bigger 

decrease in PTSD and depressive symptoms as compared to living with one or none of 

the parents (Tol et al., 2014).  

iv. Number of Family Members 

Number of family members significantly moderated the effectiveness of a 

Classroom Based Intervention on PTSD and depressive symptoms whereby a higher 
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number was associated with a bigger reduction in depressive symptoms and functional 

impairment as compared to a smaller number of family members (Tol et al., 2014).  

v. Level of Trauma Exposure 

Level of trauma exposure significantly moderated the effectiveness of a 

Classroom Based Intervention on hope levels whereby a lower level of trauma exposure 

was associated with higher levels of hope as compared to a higher level of trauma 

exposure (Tol et al., 2014).  

vi. Experience of Current War Related Daily Stressors 

Experience of current war related daily stressors significantly moderated the 

effectiveness of cognitive behavioural techniques whereby lower levels were associated 

with a bigger decrease in PTSD symptoms, anxiety symptoms, and functional 

impairment as compared to higher levels of daily stressors (Tol et al., 2012).  

 

3. Community Based Interventions 

The review identified one study that examined the effectiveness of two 

community-based interventions (Psycho-Social Support Programme (SANID) and 

Community Wellness Focusing (CWF)) in decreasing mental health symptoms in 

children/adolescents affected by war as compared to a family-based intervention (Al 

Tawil et al., 2018). The two interventions were compared to a family based 

interventions mentioned above. In CWF, PTSD diagnosis reduced from 97% before 

intervention to 19% after intervention, while in SANID, PTSD diagnosis reduced from 

50% before intervention to only 14% after intervention. Results showed CWF is the 

most effective and SANID the least effective. However, effect sizes were not reported.  
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a. Moderators and Mediators 

The community-based study did not look at the role of mediators and 

moderators in the relationship between the intervention and outcome variables.  
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CHAPTER V 

DISCUSSION 

In light of the gaps in the literature, the main aim of this systematic review and 

meta-analyses was to examine whether systemic family, school-based, and community 

interventions are effective for children living in areas affected by armed conflict, and 

how and for whom these interventions work best. This review was able to shed light on 

several interventions and approaches informed by systems theory that have evidence of 

increasing children’s well-being through decreasing PTSD symptoms, anxiety and 

depressive symptoms, hyperactivity, aggression and functional impairment, and 

increasing hope, pro-social behavior and resilience. In this section, key findings will be 

highlighted in light of intervention and theoretical approaches, along with limitations 

and future research directions.  

Despite finding rigorous studies through this review about interventions that 

target children affected by armed conflict, inconsistencies across studies affected our 

ability to draw conclusions regarding effectiveness and to generalize our findings. In 

addition, only fifteen studies were identified despite the much larger number of conflicts 

across the world. The discussion will be divided based on the level of intervention (i.e. 

family, school and community), in addition to a general discussion pertaining to all.  

 

A. Family-Based Interventions 

Only 3 family-based interventions were identified, and all were included in a 

narrative synthesis only as no meta-analysis could be conducted due to the major 

heterogeneity between studies, both in terms of interventions content and outcomes 
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measured. Included family-based interventions studies reported significant decreases in 

post-traumatic symptoms (O’Callaghan et al., 2014 & Al Tawil et al., 2018), 

externalizing symptoms (Annan et al., 2017), and increasing pro-social behaviour 

(O’Callaghan et al., 2014). No significant effect was found for internalizing symptoms 

(Annan et al., 2017). Although the studies had a systemic component to them, meeting 

our definition of family systemic interventions, which consist of interventions working 

with the family as a whole in order to tackle interactions between the different family 

subsystems that are thought to be maintaining the mental health problem of the child 

(Carr, 2012), the interventions also drew on a range of other theoretical frameworks. 

The lack of systems theoretical approaches underlying included family interventions 

demonstrates how this approach has been slow to translate into humanitarian work 

(Bosqui et al., 2020). This is despite evidence of effectiveness of family systems 

interventions in other country contexts (Carr, 2009; Vermeulen-Smit, Verdurmen & 

Engels, 2015) and research that has clearly and consistently shown that children are not 

only directly affected by the exposure to armed conflict but also by the impact that war 

has on their parents mental health, parental capacity and their overall family functioning 

(Von Bertalanffy, 1956; Marmor, 1975; Coulter, 2013). In terms of systems theory, 

humanitarian emergencies disturb the fundamental homeostasis of family systems, 

creating interpersonal friction and instability that increases the risk of mental health 

difficulties in its members. Stress and adversity affects families’ interpersonal 

relationships, increasing conflict, reducing the family’s capacity to integrate and adapt 

to new information, decreasing its flexibility, and reducing parental competence 

(Coulter, 2013). Therefore, targeting these systemic and interpersonal processes that 

impact on the functioning of the family system, such as communication and 
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interactional patterns, could help buffer the impact of war on mental health (Kilburg, 

1976; Coulter, 2013). In addition to targeting the family system, some interventions 

aimed for the wider community as well. The intervention examined by O’Callaghan et 

al. (2014), not only targeted positive family interactions but also family support 

networks and community cohesion. Similarly, Al Tawil et al. (2018) extended the 

Family Therapy Program to the wider systems including school and community. The 

school and the community are the wider systems in which the child lives. According the 

Bronfrenbrenner’s ecological model, targeting a component in the wider system (i.e. 

school, community) is likely to influence the functioning of the smaller system (i.e. 

family) (Bronfenbrenner, 1994). Therefore, strengthening family support networks in 

O’Callaghan et al. (2014) through achieving community acceptance for the displaced 

children and their families is thought to play a role in reducing mental health problems 

(e.g. post-traumatic stress symptoms) and increasing protective factors (e.g. pro-social 

behaviour).  

 

B. School Based Interventions 

The meta-analysis of the effect of two school-based interventions on anxiety 

symptoms showed that the overall effect of Overshadowing the Threat of Terrorism, an 

experiential and skills training intervention, and an eclectic Classroom Based 

Psychosocial Support intervention, on reducing anxiety symptoms in children living in 

areas affected by war was not significant (Berger et al., 2007; Jordans et al., 2010). It is 

important to note that heterogeneity between the two studies was significant which 

could explain having a non-significant overall effect. Additionally, the sample size in 
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Berger et al. (2007) (N=142) is almost half of the sample size in Jordans et al. (2010) 

(N=325). The latter could impact the predictive value of the intervention. 

The second meta-analysis showed that the overall effect of Classroom Based 

Interventions on reducing depressive symptoms is significant (Layne et al., 2008; 

Jordans et al., 2010). Both interventions had the following components in common: 

psychoeducation, trauma and grief processing, reappraising traumatic experiences, and 

facilitating resilience and empowerment, in addition to the systemic element of 

interaction between peers or a focus on classroom or school environment. Therefore, the 

aforementioned components could explain the decrease in depressive symptoms 

observed.  

On the other hand, the narrative synthesis found differences in the theoretical 

frameworks underpinning the interventions. A common component to all interventions 

was incorporating an element of interaction between peers or a focus on classroom or 

school environment, which falls in line with systems theory previously described. 

However, as with family interventions, none of the studies clearly stated that their 

intervention were informed by systems theory. Some interventions emphasized CBT 

principles and resilience enhancement approaches (Ager et al., 2011; Jordans et al., 

2010., Diab et al., 2015). Some made use of a Classroom Based Intervention 

incorporating elements of CBT principles, narrative exposure therapy and resilience 

enhancement as well (Tol et al., 2008, 2012, 2014). Other interventions joined CBT 

principles with mind-body techniques (e.g. relaxation techniques and mindfulness) and 

skills training (Berger et al., 2007, 2016, 2018). Our review uncovered mixed 

effectiveness findings for different outcomes. These differences are not likely explained 

by the theoretical approach, as there was no clear pattern of effectiveness of one 
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approach over another. This is particularly difficult to unpack due to limited 

intervention and theoretical descriptions, and no analysis of mechanisms of change in 

included studies. There are many ways future studies could measure mechanisms of 

change, such as by including an active control instead of a waitlist control (Slone et al., 

2013), and mediation analyses (Kazdin, 2007; Brown et al., 2017). None of our 

included studies measured possible mediating variables. Nevertheless, included studies 

did include an analysis of moderating variables, which is helpful in understanding for 

whom the interventions were most effective.  

Significant moderators included age, gender, lower trauma exposure, family 

composition/living with both parents, number of members in the household, and 

experience of current war related daily stressors (Berger et al., 2007; Jordans et al., 

2010; Maalouf et al., 2020; Tol et al., 2008, 2012, 2014). The literature holds significant 

gaps in the realm of mediators and moderators. In fact, only one review (Brown et al., 

2017) out of 8 previously conducted on the effectiveness of psychosocial interventions 

in areas affected by armed conflict, looked at the role of mediators and moderators in 

the effectiveness of interventions. Only two reviews mentioned the importance of 

studying mediators and moderators as a way of identifying the elements responsible for 

changes in outcome variables (Pedersen et al., 2019; Tol et al., 2011). Similar to our 

findings, Brown et al. (2017) concluded that although many studies involved mediators 

and moderators, there wasn’t any consistent pattern in subgroup effects. This hinders 

the ability to determine which intervention works optimally for a specific population or 

within specific conditions. Hence, additional research is needed to examine moderators 

and mediators in order to be able to determine for which subgroups of individuals are 

specific treatment most effective in terms of symptoms domains and patients 
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characteristics. Interestingly, significant moderators identified do not only include 

individual characteristics but also characteristics pertaining to different systems other 

than the school system targeted by the intervention. For example, whether the child is 

living with one or both parents moderates the effect of a Classroom Based Intervention 

on decreasing PTSD and depressive symptoms (Tol et al., 2014). This indicates that 

family composition, which is related to the family system, interacts with the wider 

system, which is the school, hence influencing the effect of the intervention. Same 

understanding applies to the number of members in the household whereby a higher 

number is linked to lower functional impairment and lower depression levels (Tol et al., 

2014). Experience of current war related daily stressors moderated the effectiveness of 

the school-based intervention on PTSD and anxiety symptoms, and functional 

impairment (Tol et al., 2012). The latter moderator is related to a wider system, which is 

the community. Once again, it appears that the effectiveness of school-based 

interventions is influenced by an interaction between two systems (school and 

community). On another note, the intervention examined by Slone et al., (2013) targeted 

two resilience factors, mobilization of support and self-efficacy. Enhancing 

mobilization of support consisted of learning about the different types of social support, 

mapping previously existing social support groups, and knowing when to give and when 

to receive support. Mobilization of social support is founded on the importance of 

connecting individuals to social networks as a protective and resiliency factor. This 

entails the usage of a system wider than the school (i.e. community) for the school-

based intervention to be effective, which falls in line with the foundations of the 

ecological model and systems theory. The interaction between two systems was 

highlighted by previous reviews where they posited that having a family or community 
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element to a school-based intervention plays a role in its effectiveness (Betancourt et al., 

2013).  

In sum, due to the reasons aforementioned and to the lack of reporting of effect 

sizes our ability to draw conclusions about the effectiveness of systemic school-based 

interventions in humanitarian settings is limited. However, the pattern of an interaction 

between different social systems appears to play a role in the effectiveness of the 

included school-based interventions in decreasing children’s mental health problems 

and increasing their well-being. The latter falls in line with the mesosystem of 

Bronfenbrenner’s ecological model, constituted of the interaction between two systems 

(e.g. home and school) (Bronfenbrenner, 1994; Bentacourt & Khan, 2008).  

 

C. Community Based Interventions 

The single study found by this review under community-based interventions, 

examined the effectiveness of two interventions, Psycho-Social Support Programme 

(SANID) and Community Wellness Focusing (CWF) (Al Tawil et al., 2018). CWF was 

found to be the most effective intervention as compared to SANID and FTP. CWF is a 

community-based intervention that targets the different agents and systems in the 

community. In other words, it targets certain elements of social support such as parental 

guidance and well-being or support from teachers (not targeted in the other two 

interventions), which in turn was hypothesized to generate a greater sense of security 

within children. Whilst only a single study, it provides preliminary evidence for a 

stepped care model that addresses safety and stabilization before moving to a focused 

support. A stepped care model (Figure 2) encompasses 4 levels of treatment focus and 

mode of delivery as follows: 1) integrating social considerations into basic services and 

security, 2) strengthening community and family supports, 3) providing focused non-
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specialized supports, and 4) providing specialized services. It has long been promoted 

as essential in humanitarian settings, by previous reviews of mental health and 

psychosocial support (e.g. Betancourt et al., 2013; Layne et al., 2008; Tol et al., 2011) 

and by international guidelines of best practice (IASC, 2007). It is important to note 

CWF and SANID were also developed based on the needs of the Palestinian community 

targeted in the study, which helped ground the content in context and culture (Al Tawil 

et al., 2018). This is also in line with international best practice (IASC, 2007).  

Despite consistent calls for an increased evidence-base for community-based 

interventions (Betancourt et al., 2013), the low count of studies in this review is 

disappointing, and highlights that this remains a research gap. Throughout the process 

of screening, it was clear that many community interventions were being excluded 

because the study designs did not meet our inclusion, which was limited to controlled or 

randomized controlled trials. Throughout the screening process, it was clear that studies 

of community based interventions was mainly constituted of qualitative studies and 

reports. 
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CHAPTER VI 

FUTURE DIRECTIONS AND IMPLICATIONS 

Our review has found good evidence for the effectiveness of systemic 

interventions in conflict settings, particularly for classroom-based interventions in 

decreasing both anxiety and depressive symptoms (Berger et al., 2007; Jordans et al., 

2010; Layne et al., 2008). The review also highlighted clear evidence gaps for family 

and community-based interventions, and for mechanisms of change, echoing the 

findings of previous reviews (e.g. Bosqui & Marshoud, 2018). In addition, the findings 

highlight the need to examine more closely how different systems interact with the 

effects of the intervention in areas affected by war (Tol et al., 2014). This would entail 

adapting programming to multi-disciplinary and multi-layered delivery, in line with the 

ecological model (Bronfenbrenner, 1994; Bentacourt & Khan, 2008) and international 

guidance (IASC, 2007). Improving the evidence-base for this model is paramount, 

particularly for low-resource settings affected by conflict in which a stepped care 

approach can improve accessibility and reduce costs of secondary care (Tol et al., 

2011). Most included studies belong to tier 3 of the IASC model in terms of the focus of 

the intervention and the training provided for the facilitators. Some also belong to tier 4, 

which is specialized care, and less belonged to tier 2 which is non-specialized care. 

Training families and communities at the non-specialized Tier 2 and 3 levels, could 

ensure the sustainability of interventions (Betancourt et al., 2013).  

Although there has been an advancement in research with regards to targeting 

more non-clinical outcomes (e.g. psychosocial outcomes, like. pro-social behavior, 

functional impairment, hope, resilience, etc) in addition to clinical outcomes (e.g. 
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PTSD, depressive symptoms, anxiety symptoms, etc), the major focus of most studies is 

still on clinical outcomes. The latter finding was consistent with previous reviews 

(O’Sullivan et al., 2016). This can create limitations to evaluation of systemic and 

community level interventions, as the use of clinical measures for non-clinical 

populations may yield floor-effect results whereby clinical changes occurring at a sub 

clinical level are missed (O’Sullivan et al., 2016). This might explain the limited 

effectiveness of some interventions conducted for non-clinical populations using 

clinical measures in our study and in reviews of broader MHPSS interventions (Tol et 

al., 2012, 2014; Jordans et al., 2010). In addition, several studies in our review made use 

of measures that were not culturally validated (Jordans et al., 2010; Slone et al., 2013). 

Symptom expression can differ across different cultures and contexts, hence using 

outcome measures that are not culturally and contextually validated might yield 

inaccurate results (Betancourt et al., 2013). Major advancements in locally validated 

psychometric measures, particularly in the MENA region (Hariz et al., 2012; Sawaya et 

al., 2016; Tavitian et al., 2014; Zeinoun et al., 2013; Zeinoun et al., 2020) should help to 

address this problem in future research. 

Other implications of our findings include the timing of interventions and age-

appropriateness. We found major variability across studies for the amount of time 

between the interventions and exposure to armed conflict, ranging from during 

pervasive exposure to several months post-conflict. Timing of interventions has been 

shown to have an impact on the size of improvement whereby earlier intervention is 

associated with greater improvement (Layne et al., 2001). The timing of intervention 

was also emphasized by two previous reviews whereby the importance of preventive 

interventions was highlighted (Betancourt et al., 2013; O’Sullivan et al., 2016). The 
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long gap for some settings and programs is important to reduce as a priority in the field. 

In terms of age-appropriateness, interventions were administered unanimously for all 

age groups, ranging from 0 to 25 years old. Age was found to moderate effectiveness, in 

both directions depending on intervention and outcome. Universal interventions not 

adapted for different physical, emotional and social developmental stages of children 

and adolescents may limit their effectiveness, and need to be an integral part of 

intervention development in research and programming. 

Finally, the lack of systems theory informing systemic interventions was stark, 

and may have been related to including only controlled and randomized controlled 

designs. We may have missed interventions that are informed by theoretical frameworks 

different than CBT type protocols that are more easily manualized and tested in this 

way (Bosqui, 2018). Reviews that also summarize program evaluations and include 

grey literature may be better able to pick up on these interventions, and targeted funding 

and research capacity building could also improve the quality of studies of a broader 

range of interventions that are used in the field.   
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CHAPTER VII 

LIMITATIONS AND CONCLUSION 

 

A. Strengths and Limitations 

This review is the first of its kind to explicitly target systemic interventions for 

child and adolescent mental health in conflict settings, answering to the consistent call 

for improved evidence for these types of interventions (Betancourt et al., 2013; 

O’Sullivan et al., 2016; Tol et al., 2011). We included a broad definition of systemic 

interventions, all country income levels, and focused on populations directly affected by 

conflict.  Nevertheless, this review had several limitations. Firstly, excluding studies 

that did not have a control group may have led to missing important interventions with 

poorer evaluation methodologies. However, the inclusion criteria was based on 

PRISMA and Cochrane guidelines to improve the validity of the results. Secondly, 

while the aim of this review was to examine the effectiveness of systemic interventions 

in areas affected by conflict in low, middle and high-income countries, most included 

studies were conducted in low and middle-income countries. This may be due to a lack 

of systemic programming in high-income countries, who benefit from state-led, large 

and (relatively) more accessible mental health services. It may also be explained by the 

nature of our inclusion criteria, as we included only conflict-affected settings, which are 

disproportionately in low and middle-income countries (Jacobsen, 2014; World Bank, 

2021). In any case, the gap for high-income countries affects our ability to explore 

similarities of intervention effectiveness across different kinds of conflict settings. 

Finally, high heterogeneity across studies and some unreported means and standard 
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deviations, limited our ability to conduct meta-analyses for all intervention types and 

outcomes. However, remaining studies were analyzed using a narrative synthesis.  

 

B. Conclusions  

This review demonstrates preliminary effectiveness of systemic interventions for 

child and adolescent mental health in conflict-affected settings, but also highlights 

remaining gaps in quality and quantity of evidence. The need to focus more on systemic 

components in interventions implemented in areas affected by armed conflict is clear, 

especially given that included studies provide good evidence for a protective role of 

secure and trusting relationships and multi-layered care in counteracting stressors 

created by war (O’Sullivan et al., 2016), In addition, there is a need to focus more on 

psychosocial outcomes rather than clinical outcomes especially in non-clinical 

populations. Cultural and contextual validation and adaptation of interventions and 

outcome measures are necessary especially that interventions are being implemented in 

different contexts in which people deal with traumatic experiences differently.  
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