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ABSTRACT 

Nikolaos Tezas 

Community & School Based Mental Health Interventions for Refugee Children and Adolescents:  

A 2010-2020 Systematic Literature Review                                                                          Pages: 28 

Introduction: Traumatic experiences before, during but also after refugee children’s and adolescents’ 

displacement impose harmful mental health symptoms like post-traumatic stress disorder, depression 

and anxiety. Nevertheless, such threats can be addressed since mental health interventions have been 

found not only effective but are seen as a legal and ethical obligation.  

Aim: This study’s aim was to systematically investigate and present available school and community 

based mental health interventions for refugee children and adolescents from 2010-2020 and to report on 

their outcome. This systematic review was conducted in order to address certain gaps in literature about 

contemporary mental health interventions for refugee children and adolescents. 

Method: Specific search terms were used in three scientific online databases (EBSCO-ERIC, PsycINFO 

and Scopus) and for a manual searching. Six prime studies emerged through title, abstract and full-text 

examination based on inclusion and exclusion criteria and quality assessment. 

Results: After data analysis was completed several themes and categories were identified. Most mental 

health interventions were community based and adopted Cognitive Behavioural Therapy’s principles. 

There was also a school based mental health intervention that adopted creative arts. However, all yielded 

promising results in alleviating harmful mental health symptoms. Key concepts like caregivers’ role, 

culture, activities employed and reflection on theories seem to follow similar patterns in the prime stud-

ies. The results are discussed in relation to literature and are critically reflected upon.  

Conclusion: Successful mental health interventions for refugee children and adolescents allow for hope 

to be fostered. Intervention designers and other professionals can use the discussed characteristics and 

factors in their approaches that seemingly can lead to resilience and post traumatic growth.  

 

Keywords: interventions, “mental health”, “refugee children”, “refugee adolescents”, school, commu-
nity, “systematic review” 
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Abstract in Greek 

Περίληψη 
 

Εισαγωγή: Οι τραυματικές εμπειρίες που βιώνονται τα παιδιά και οι έφηβοι πρόσφυγες πριν, κατά 

αλλά και μετά την μετανάστευση οδηγούν σε αρνητικά συμπτώματα ψυχικής υγείας όπως  διαταραχή 

μετατραυματικού στρες, κατάθλιψη και αγχώδη διαταραχή. Παρ’ όλα αυτά, τέτοιες απειλές μπορούν 

να αντιμετωπιστούν αφού οι παρεμβάσεις ψυχικής υγείας έχουν υποστηριχθεί όχι μόνο ως αποτελε-

σματικές αλλά θεωρούνται νομική και ηθική υποχρέωση.  

Σκοπός: Ο σκοπός αυτής της εργασίας ήταν να παρουσιαστούν μετά από συστηματική έρευνα διαθέ-

σιμες σχολικές και κοινοτικές παρεμβάσεις ψυχικής υγείας για παιδιά και εφήβους πρόσφυγες από το 

2010- 2020 και να αναφερθούν τα αποτελέσματά τους. Η παρούσα συστηματική βιβλιογραφική ανα-

σκόπηση πραγματοποιήθηκε ως συνεισφορά σε ορισμένα κενά στη βιβλιογραφία όσον αφορά τις σύγ-

χρονες παρεμβάσεις ψυχικής υγείας για παιδιά και εφήβους πρόσφυγες.  

Μέθοδος: Συγκεκριμένοι ερευνητικοί όροι χρησιμοποιήθηκαν σε τρεις διαδικτυακές ερευνητικές πη-

γές δεδομένων (EBSCO-ERIC, PsycINFO and Scopus) και μια ανεξάρτητη έρευνα. Μετά από αξιο-

λογήσεις σε τίτλο, περίληψη και κυρίως κείμενο βάση συγκεκριμένων κριτηρίων επιλογής και από-

κλισης  καθώς και μετά από μια ποιοτική αξιολόγηση αναδύθηκαν έξι ερευνητικές μελέτες. 

Αποτελέσματα: Η ανάλυση των δεδομένων ανέδειξε αρκετά θέματα και κατηγορίες στις έρευνες. 

Στην πλειοψηφία τους παρουσιάστηκαν κοινοτικές παρεμβάσεις ψυχικής υγείας που ακολούθησαν τις 

αρχές της Γνωστικής Συμπεριφοριστικής Θεωρίας. Υπήρξε και μια παρέμβαση ψυχικής υγείας που 

πραγματοποιήθηκε σε σχολείο και βασίστηκε σε τέχνες. Ωστόσο, όλες παρουσίασαν υποσχόμενα α-

ποτελέσματα όσον αφορά την μείωση των αρνητικών συμπτωμάτων ψυχικής υγείας. Κύριες έννοιες 

όπως ο ρόλος των κηδεμόνων, η κουλτούρα, οι δραστηριότητες που πραγματοποιήθηκαν καθώς και 

θεωρίες που συσχετίζονταν με τις παρεμβάσεις παρουσιάστηκαν με όμοιο τρόπο στις ερευνητικές 

μελέτες. Τα αποτελέσματα συζητούνται με βάση την βιβλιογραφία και αναλύονται με βάση κριτικά 

επιχειρήματα.  

Συμπεράσματα: Η ύπαρξη επιτυχημένων παρεμβάσεων ψυχικής υγείας για παιδιά και εφήβους πρό-

σφυγες ενισχύουν ελπιδοφόρες προοπτικές. Οι υπεύθυνοι για τον σχεδιασμό παρεμβάσεων και άλλοι 

επαγγελματίες μπορούν να ενσωματώσουν στις παρεμβάσεις τους τα χαρακτηριστικά και τους παρά-

γοντες που συζητούνται και που πιθανώς να οδηγούν σε ψυχική ανθεκτικότητα και μετατραυματική 

ψυχική ανάπτυξη.  
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1 Introduction 

“Refugees face two journeys, one leading to hope, the other to despair. It is up to us to help them 

along the right path.” 

–UN High Commissioner for Refugees Filippo Grandi  

(UNHCR, 2016) 

Based on figures presented by the United Nations High Commissioner for Refugees (UN-

HCR), the world is experiencing unparalleled levels of displacement.  It is estimated that approxi-

mately 74.7 million people by the end of 2018 alone, abandoned their homes and fled seeking 

refuge away from their countries because of persecution, conflict, violence, or human rights viola-

tions. Amongst this unprecedented number of displaced people, approximately 30 million were 

refugees or asylum seekers more than half of whom were children under the age of 18 (United 

Nations High Commissioner for Refugees [UNHCR], 2019). Nevertheless, there are additional 

reasons apart from the numbers that heightens the relevance of this topic.  

Children are a vulnerable group and several conventions and organisations of global commit-

ment have been set to ensure their human rights (United Nations International Children's Emer-

gency Fund, 2016). The United Nations Convention on the Rights of the Child (UNCRC, 1989), 

with its 24th article maintains that children have the right of the enjoyment of the highest attainable 

standard of health. About refugee children in particular, the 22nd article states the importance for 

national as well as international special treatments to realise their right of undisturbed health. Ref-

ugee children though seem to be deprived of the enjoyment of such rights due to health-related 

conditions. 

One of the most documented refugee children’s health issues concerns the mental health im-

plications displacement has had on them (Bronstein & Montgomery, 2011; Crowley, 2009; Fazel 

2003; Fazel, Wheeler & Danesh, 2005). As it seems refugee children’s mental health is poorer than 

their peers’ in the host countries whether they are native or coming from other minority groups 

(Fazel, 2003). As it is reflected in the constitution of the World Health Organisation (WHO), men-

tal health is an integral and inextricable component of health and well-being (WHO, 2014), thus 

UNCRC’s 22nd and 24th article are gaining in importance (UNCRC, 1989).  

These policy documents could be translated as a safety net in the case of refugee children as a 

means of ensuring interventions on their mental health since displacement’s impact seems to be 

unavoidable. In this way refugee children’s psychological sequel after displacement could be ad-

dressed, thus allowing an undisturbed enjoyment of the human right of health and mental health. 
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2 Aim 

This thesis’ aim is set to systematically investigate and report on the available school and commu-

nity based interventions within the last decade (2010-2020) aiming to improve refugee children’s 

and adolescents’1 mental health. The topic will be examined based on the following research ques-

tions: 

I. What are the available community and school based mental health interventions (MHIs) 

for refugee children and adolescents (CA)? 

II. What are the reported outcomes of those community and school based MHIs? 

 

Table 1. provides the PEOS guidelines (Population-Exposure-Outcome-Settings), which were used 

to describe the aim (Speckman & Friedly, 2019). 

 

Table 1. PEOS 

Population Refugee Children and Adolescents 

Exposure Mental Health Interventions 

Outcome Mental Health Symptoms 

Settings School and Community 

3 Background 

In this part, several aspects will be presented and discussed that will function as mediators to en-

hance readers’ understanding of this thesis’ main concepts. 

3.1  Defining the term ‘Refugees’  

UNHCR’s “Global Trends of Displacements” for 2018 suggests that 67% of the refugee and asy-

lum seeking population comes from the Syrian Arab Republic, Afghanistan, South Sudan, Myan-

mar and Somalia (UNHCR, 2019), while their chosen top 3 destinations seeking refuge seem to be 

Europe, Africa and Asia and the Pacific (UNHCR, 2018a, p.61). Permanent asylum however is 

granted after a careful examination concerning the fulfillment of certain criteria. Hence, the dis-

tinction between refugee and asylum seeker needs to be further comprehended.  

This procedure is applied equally for adults and for displaced CA who seek asylum. For this 

reason it must be carefully executed since only upon obtaining the refugee title a displaced child or 

                                                      
1 According to the UNCRC (1989) anyone under the age of 18 is considered a child. An individual however, 

experiences distinct changes after the age of 10 both from a biological and a socio-psychological aspect (Blum, 

Bastos, Kabiru & Le, 2012; WHO, 2018). These changes could consequently influence mental health accordingly. 

Based on such claims, the distinction of adolescence as a separate but still a continuum of childhood was adopted 

as a precaution measure in terms of presenting valid and reliable results. 
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adolescent can move beyond the ‘asylum seeking’ condition. In this way certain legal regime, rights, 

protection and benefits can be applied to them internationally. This procedure is based on the 

United Nation’s multilateral treaty (1951) and its Protocol (1967) that define who can be a refugee 

(UNHCR, 1951). According to the 1st Article (A, [2]) of the 1951 Convention, someone is defined 

as a refugee if he or she fled his or her country out of: 

"A well-founded fear of being persecuted for reasons of race, religion, nationality, mem-

bership of a particular social group or political opinion, is outside the country of his na-

tionality and is unable or, owing to such fear, is unwilling to avail himself of the protection 

of that country; or who, not having a nationality and being outside the country of his former 

habitual residence as a result of such events, is unable or, owing to such fear, is unwilling 

to return to it.” 2 (UNHCR, 1951, p.14). 

Asylum is granted or rejected based on careful examination of the definition. The United Na-

tion foresees such a procedure by analysing in detail all possible thresholds of the definition such 

as what is exactly defined as “well-founded fear”, “persecution” and  all the involved components 

that are or could be implied (i.e. all the rights that persecution infringes), (UNHCR, 2005).  

However, despite the existence of such a definition and all the defying components’ explana-

tion, there is still confusion in the public’s awareness mainly because of the way the mass media 

and other policy makers sometimes refer to displaced populations. Many times the term migrant 

or ‘forced’ migrant is equated with the term refugee. Also, they attribute the term asylum seeker 

only to refugees even if that is not always the case. Such confusion however, imposes implications 

in the refugee status determination process since conflating ‘refugees’ and ‘migrants’ can undermine 

public support for refugees when they need protection and support more than ever before (UN-

HCR, 2018b). That is because ‘migration’ has a voluntary quality embedded. 

Consequently, for the UNHCR (2018b) ‘refugees’ and ‘migrants’ are referred to as separate 

groups of people, following international law. Generally, displaced people upon arrival in a chosen 

country seek asylum, thus all of them are identified as asylum seekers. However, since asylum seek-

ers’ migration as a whole can derive from multiple reasons (finding work, education, family reunion, 

natural disasters, famine, or extreme poverty as well as for reasons recognised in the 1951 Conven-

tion’s definition for the refugees), not all of those requests will be ratified. Only asylum seekers 

who are found eligible on the grounds of the refugee definition will be granted the refugee title and 

international protection. For those who will be rejected further assessment of their situation may 

                                                      
2 Despite the masculine form of the noun in the 1951 Convention the definition applies (as stated also in the 

Convention) to “any person” fulfilling the criteria presented (men, women, children, anyone identified as ‘other’). 
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be made since other equally essential human rights apply to them that could eventually grand them 

asylum (UNHCR, 2018b).  

To avoid confusion, the UNHCR’s approach is adopted in this thesis meaning that refugee CA 

are considered as the targeted population and not asylum seeking CA. The basis of such an ap-

proach is also supported by findings supporting that migrant CA’s mental health might be different 

than those who have witnessed war-like situations and had to experience persecution or violence 

(Heeren et al., 2014; Rasmussen, Crager, Baser, Chu & Gany, 2012). Since mental health is one of 

the key concepts of this project combining populations could possibly lead to invalid answers con-

cerning the research questions of this paper.  

Lastly, it is important to mention that apart from the UNCRC (1989) and UNHCR (1951) there 

are more international legal policies and human rights batteries that lead to equitable health pre-

vention and care for refugees (United Nations, 1965; WHO, 2019). The existence of such an inter-

national team of instrument illustrates the already mentioned vulnerability that this group faces 

during and after migration (Feijen, 2008). 

3.2 Mental Health and Adverse Childhood Experiences 

As stated, according to the WHO (2014) mental health is an extricable component of overall health 

and not just the absence of a mental disorder or disability. On the contrary it is seen as a state of 

well-being in which an individual is aware of his or her capacities, is able to cope with every day 

stressors and to work productively while contributing in his or her community. In essence, it is a 

fundamental ability to “think, emote, interact with each other, earn a living and enjoy life” (WHO, 

2020; Galderisi, Heinz, Kastrup, Beezhold & Sartorius, 2015).  

It is also stated in the WHO website (2020) that poor mental health is found to be associated 

with rapid social change, stressful events, discrimination, human rights violations, violence and 

other adverse experiences. Referring to children, the experience of certain life events that can lead 

to trauma (indication of a poor mental health) are defined as adverse childhood experiences (Cen-

ters for Disease Control and Prevention, 2019). Traumatic events can take many forms such as 

witnessing or experiencing maltreatment in form of abuse (physical, sexual or emotional), violence 

or neglect (physical or emotional), any kind of exploitation, living in environments that inhibit a 

sense of safety and impact on the stability and bonding and other trauma-inducing situations (Cen-

ters for Disease Control and Prevention, 2019; WHO, 1999). The literature shows that refugee CA 

can experience amongst others loss of family members or separation, war, persecution, combat, 

torture, violence, sexual abuse and other conflict-related exposures and stressors (Bronstein & 

Montgomery, 2011; Fazel & Stein, 2002; Jakobsen, Demott & Heir, 2014; Montgomery 2010). 
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Experiencing such types of adverse childhood experiences undeniably supports the reports about 

the negative impact observed in refugee CA’s mental health. 

 Refugee Children and Adolescents’ Mental Health 

An indicative approach that illustrates the types of displacement’s impact on refugee CA’s mental 

health is that of addressing the psychological stressors while dividing them in three stages: the 

stressors before the flight, during and after it (Fazel & Stein, 2002; Hodes, 2000; Lustig et al., 2004). 

Hodes (2000) while attempting to report on issues at stake regarding the psychological condi-

tions of young refugees referred to several stress and protective factors that they could possibly 

face using the aforementioned triptych system of division. Later on Fazel and Stein (2002), analysed 

the three stages by indicating what each one of them may entail. Following the same line, Lustig et 

al. (2004), in their systematic literature review presented all the reported psychological symptoms 

refugee children exhibit during each of the stages. In particular, the main reported stressors before 

the flight was the witness of murder and violence, during the flight the experience of combat, 

separation or hardships in detention centers and after the flight the realization of what has hap-

pened which is deepened by barriers concerning language and culture (Lustig et al., 2004).  

Since studies based entirely on refugee children and/or adolescents’ mental health seem to be 

scarce, presenting relevant data that support the three flight stages’ potential impact could fairly 

illustrate this population’s mental health. CA no matter if they get the refugee title or remain in an 

asylum seeking situation face and live under similar circumstances. That is the only reason why 

there will be a retraction from this thesis’ focus to populations that are not described solely as 

refugee CA (asylum seeking/migrant CA).  

For instance, Attanayake et al.’s (2010) systematic review reported that CA who were exposed 

to war exhibited Post-Traumatic Stress Disorder (PTSD) as a primary outcome with a prevalence 

ranging from 4.5 to 89.3%, depression up to 43% as well as anxiety disorder up to 27%. Although 

the above mentioned results were not based on refugee children still they could be interpreted as 

relevant since one of refugee CA’s most reported traumatic event is the experience of war (Jakob-

sen, Demott & Heir, 2014; Montgomery 2010).  

Additionally, Bronstein and Montgomery (2011), in a systematic review reported a prevalence 

of 19 up to 54% and high or very high mean score of PTSD amongst refugee, asylum seeking and 

migrant CA’ mental health. Depression was also reported with a prevalence rate up to 30%, as well 

as internalizing and externalizing problems. Betancourt et al. (2012) support also the presented 

data. After clinically assessing 60 war affected refugee, asylum seeker and migrant CA identified 

prevalence of PTSD (30.4%), anxiety (26.8%), somatization (26.8%), traumatic grief (21.4%) to-
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gether with academic difficulties, substance abuse and self-harm tendencies. Unaccompanied asy-

lum seeking children seem to be dealing with the same conditions (Sanchez‐Cao, Kramer & Hodes, 

2013). 

Moving on, acknowledging that the majority of refugees during the latest wave of displacement 

in 2018 seem to come from the Syrian Arab Republic, Afghanistan, South Sudan, Myanmar and 

Somalia (UNHCR, 2019), exploring the mental health of refugee CA from these countries could 

create a more relevant picture of displacement’s psychological sequele.  

Çeri, Nasıroğlu, Ceri, and Çetin (2018), after investigating the psychiatric morbidity in 117 Syr-

ian CA resettled in Turkey based on criteria mentioned in the DSM-5, identified that almost half 

of them had at least one psychiatric disorder the most relevant of which was PTSD (21.4%), de-

pression (19.7%), enuresis nocturne (10.3%), and specific phobias (8.5%). Hamdan‐Mansour, Ab-

del Razeq, AbdulHaq, Arabiat and Khalil (2017) provided similar results for Syrian CA in Jordan. 

Somali refugee CA seem to exhibit the same mental conditions as well. Jakobsen, Demott, and 

Heir (2014) provided results suggesting the 160 unaccompanied asylum seeking Afghan, Somali 

and Iranian CA that were clinically assessed in Norway, exhibited PTSD (30.5%) and Major De-

pressive Disorder (9.4%). They also exhibited lower prevalence of agoraphobia and anxiety.  

More data for Afghan refugee CA are provided from Bronstein, Montgomery and Ott (2013) 

who reported a clinical image of emotional and behavioural problems (31.4 %) of anxiety (34.6%) 

and of depression (23.4 %) amongst the 222 unaccompanied asylum seeking children that were 

tested. Refugee adolescents from Burma Myanmar do not seem to step outside of this patterns. 

Rowe et al. (2016) alleged that 83% of their Burma participants had experienced trauma that re-

sulted in high levels of anxiety and depression and had very low self-esteem (Rowe et al., 2016). At 

the moment, there is a lack of contemporary data concerning displacement’s psychological impli-

cations specifically on refugee CA from South Sudan. However, due to the similar before, during 

but also after flight experiences refugee CA have to face, it might be safe to suggest that Sudanese 

refugee CA are influenced in a similar way. 

Based on such grounds the concern for approaches that address harmful mental health symp-

toms is justified. Towards this end, there has been studies presenting MHIs as a way of testing such 

approaches. Concerning systematic reviews specifically, Tyrer and Fazel (2014) analysed 21 prom-

ising school and community-based MHIs (1987- 2012) aiming at reducing psychological disorders 

in refugee and asylum-seeking children (aged 2-17). Of the reported 21 MHIs, nine were using 

Cognitive Behavioural Therapy’s principles, seven used Arts and five used both. Additionally, Sul-

livan and Simonson (2016), pointed out 13 more contemporary studies (2000-2013) of school-

based MHIs with refugee, asylum-seeking, or war-traumatized immigrant children (aged 3-19). 
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Both studies reported that there have been successful MHIs for refugee CA that significantly im-

proved their mental health. In the same line Fazel and Betancourt (2018) and Fazel (2018), con-

ducted reviews on MHIs for refugee CA, thus providing further knowledge about current trends. 

 Refugee Children and Adolescents’ Mental Health’s Risk and Protective Fac-

tors  

It has been maintained that mental health is a multidimensional aspect of an individual’s overall 

health and thus many biological socio-psychological and environmental factors can influence it 

(WHO, 2020). Particularly, it is only logical that refugee CA’s mental health, based on such eventful 

and rapid changes, depends on various factors that according to their nature can act either as facil-

itators or risks. 

In fact, a recent systematic review on risk and protective factors to refugee children’s mental 

health in high income countries has identified several of them. Fazel, Reed, Panter-Brick and Stein 

(2012), amongst the factors they assessed as potentially influential, came up with three main cate-

gories of risk and protective factors. This categorisation seems to be in accordance with factors 

identified in low and middle income countries as well (Reed, Fazel, Jones, Panter-Brick & Stein, 

2012). Considering that older studies (Fazel & Stein, 2002), seem to follow the same pattern it can 

be argued that there are factors that apparently impose stable effect on refugee CA’s mental health. 

Table 2. summarises the key factors of the three studies mentioned (Fazel et al., 2012;, Fazel & 

Stein, 2002; Reed et al., 2012). 

Table 2. Protective and Risk factors to refugee children’s mental health. 

Factor Category Influence 

- Exposure to pre-migration 
and post-migration violence 
- Fe/male sex 
- Physical health problems 

 
Individual 

 
Risk Factors 

- Being unaccompanied 
- Parental exposure to vio-
lence,  
- Poor financial condition 
- Having one single parent 
- Parental psychiatric problems 

 
 

 
 

Family 

 
 

Risk Factors 
 
 

- Parental support/cohesion 
- Positive school experience 
- Same ethnic origin foster care 

 
Protective Factors 

 

- Discrimination 
-Displacement within the 
country of origin 
-Residing in resettlement 
camps/shelters 
- Time taken for refugee status 
to be determined 

 
 
 
 
 

Community 

 
 
 

Risk Factors 
 

- Support from friends 
- Repatriation 

Protective Factors 
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Ideally, both risk and factors that either promote resilience and post traumatic growth (promo-

tive factors) or aid in reducing harmful psychological symptoms (protective factors) should be con-

sidered in attempts to study refugee CA’s mental health (Patel & Goodman, 2007). By creating 

such a concrete knowledge base about usually reported traumatic experiences that refugee CA have 

faced and factors associated with resilience, specialists are given an advantage when aiming to de-

sign effective MHIs. 

3.3 Theoretical Approaches to Mental Health Interventions for Refu-

gee Children and Adolescents  

While defying intervention in the domain of health care, Green and Kreuter (1991, as cited in 

Steckler et al., 1995) proposed that as a procedure, an intervention is an organized performance as 

a means of maintaining, enhancing, or interrupting a behavior pattern or condition of living that is 

linked to improved health or to increased risks for illness, injury, disability, or death. 

According to Steckler et al. (1995), elements that facilitate successful interventions are the ex-

istence of detailed theoretical background, a fine set of strategies derived from the theoretical back-

ground, the existence of social support for the individual who receives the intervention and the 

utilization of a broad range of strategies and ecological approaches. Focusing on these facilitators, 

there is indeed a number of theoretical approaches that intervention specialists could adopt when 

addressing refugee CA’s mental health. In this thesis project three theories are reviewed.   

Lazarus and Folkman’s (1984) stress appraisal theory provides a framework of understanding 

stress itself as well as the procedure an individual goes through when having to deal with it. Under 

this theory’s scope, psychological stress arises when individuals perceive that they cannot ade-

quately cope with the demands being made on them or with threats that are presented during their 

relationship with the environment. That is the first stage of this theory; the experience of the 

stressor. The impact of stress on an individuals’ well-being seems to be greatly depended on the 

second and third stage where the primary and secondary appraisal take place (cognitively analysing 

the situation). The employment of successful or unsuccessful coping strategies is determined dur-

ing these stages. Specialists, when designing interventions could follow this theory’s principles thus 

enhancing refugee CA’s self-awareness.  

Moreover, when addressing refugee CA’s right for recovery and resettlement, the Ecological 

Systems Theory can be also of use. This theory allows the identification and contemplation on all 

the parameters surrounding this group’s mental health that could possibly affect the intervention’s 

process and goals. Bronfenbrenner pointed out that an individual’s healthy development, as a mul-

tidimensional concept, is a by-product of constant and reciprocal interactions (proximal processes), 

between the individual and different systems in the other environments (micro-meso-exo-macro-
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chronosystem), (Bronfenbrenner, 1979; Bronfenbrenner & Morris, 2006). Specialists using this 

model in their MHIs can identify factors at the different system levels related to traumatic events 

that happened before, during but also after flight that could potential disrupt the recovery process. 

Also, identifying difficulties that are related with the interference between systems (family, school) 

or identifying difficulties coming from them can enhance the MHIs’ success (McNeely, Sprecher, 

Bates-Fredi, Price & Allen, 2020). 

Lastly, another core theory that interventions could be driven by is that of resilience. Instead 

of focusing merely on the psychopathology resilience theory addresses refugee CA’s capacity to 

overcome their circumstances and make sense of their trauma enhancing mental health. By focus-

ing on the protective and promotive factors when intervening in refugee CA’s mental health, spe-

cialists are able to aim on fostering resilience and post traumatic growth. The American Psycho-

logical Association (2014) approaches resilience as a procedure through which an individual adapts 

well despite stress, trauma or adversity. Nevertheless, depending on the scientific scope, resilience 

can be seen as a trait, process, or outcome, leading to different approaches. However, what many 

definitions have in common is that resilience refers to the ability to move past functional impair-

ment after adversity (Southwick, Bonanno, Masten, Panter-Brick & Yehuda, 2014). 

To summarise, it has been established that mental health is a human right that everyone is 

entitled to. The UNCRC (1989) has provided a detailed analysis of the rights that should be applied 

to every child, refugee CA included. Article 39 in specific highlights the right children have to 

recovery from trauma and reintegration that all signing State Members are obligated to turn into 

action. The WHO reflects also this urgency and obligation in its “2019-2023 Action Plan” for 

refugees by stating as its number one Priority to “Promote the health of refugees and migrants 

through a mix of short-term and long-term public health interventions”, (WHO, 2019, p.7). The 

urgency however for vast implementation of MHIs is further underlined by reports suggesting that 

refugee CA face many disparities when seeking mental help services (Alegria, Vallas, & Pumariega, 

2010). These disparities take several forms like barriers from authorities, stigma, linguistic and cul-

tural barriers (Ellis, Miller, Baldwin & Abdi, 2011; Shannon, Wieling, Simmelink-McCleary & 

Becher, 2015) therefore they abstain from seeking help (Bean, Eurelings-Bontekoe, Mooijaart & 

Spinhoven, 2006). 

4 Rationale 

Mental health seems to be the number one aspect of health that is impacted before, during but also 

after refugee CA’s flight. The right this group has to an undisturbed mental health has been en-

dorsed by many Conventions and other international instruments of global commitment. Acknowl-

edging the reality that refugee CA have to face, authorities on national and international level are 
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advised to move towards the realization of MHIs. Such approaches are not only considered effec-

tive but a legal obligation as well. 

Following the same line this thesis’ aim was set to examine the available MHIs applied to refu-

gee CA in school and other communal settings within the last decade and to report on their out-

come. Contributing to the gap in the literature for contemporary school and community based 

MHIs for refugee CA in specific can be of aid to professionals working with them. Also illustrating 

further the latest wave of displacement that has hit the highest level ever reported (UNHCR, 2019), 

can provide data that are relevant to todays’ refugee issues. 

5 Methodology 

5.1 Systematic Literature Review 

Out of all the literature reviews available (Grant & Booth, 2010), the systematic literature review 

was chosen in order to of fully and suitably address the aim and research questions presented. 

According to Jesson, Matheson and Lacey (2011), that is a methodology that is characterized by 

systematic, transparent and reproducible procedures of gathering, analyzing and synthesizing data 

based on studies that are collected after carefully set criteria and assessment. 

5.2 Procedure 

The systematic review of the peer-reviewed literature begun on January 2020 and lasted till Febru-

ary 2020. Research vocabulary was defined before the searching procedure and was equally applied 

to all implemented searches in the different databases that were chosen. The exact search terms for 

each database are depicted in Appendix A. The inclusion and exclusion criteria that were used 

referred to the targeted population of the study, the exposure, the outcome and settings (PEOS 

guidelines). Table 3. provides more details on the inclusion and exclusion criteria applied. The 

literature provided through the research vocabulary used were examined based on those criteria. A 

primary examination was executed on title and abstract level whereas a secondary examination on 

full-text level. Additionally, a protocol was used for all results in the secondary stage of the exami-

nation as an aid in the extraction of data. Quality assessment was concluded with the use of certain 

quality assessment tools. The whole procedure, which was based on Jesson et al.’s (2011) sugges-

tions on performing literature reviews, is depicted in a flow chart in Figure 1. 

 Search Terms 

The ERIC-EBSCO, PsycINFO and Scopus web-databases were accessed through the Jönkö-

ping University’s electronic library. The databases provide access amongst others to education, 

psychology, anthropology, sociology, psychiatry, medical and arts literature. In all databases certain 
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filters were applied based on the inclusion and exclusion criteria that were set (i.e. English language 

only, 2010 to 2020 only, peer-reviewed only).  The used search terms were the following:  

 (Refugee*) AND (Child* OR adolescent* OR teen OR youth OR pupil* OR student*) 

AND ("Mental health" OR "post traumatic stress disorder" OR PTSD OR anxiety OR 

depression OR stress OR "psycholog* distress" OR "mental disorder" OR "emotion* 

problem*" OR emotion* OR "emotion* dysregulation" OR "well-being" OR function-

ing) AND (Interven* OR therap* OR program* OR Improv* OR support* OR ap-

proach* OR treatment*) AND (School* OR class* OR communit*) 

 

Table 3. Presentation of the Inclusion and Exclusion criteria applied in the examination stages. 

Inclusion Exclusion  

 Population 
-Refugee children 
-Refugee adolescents (till 18) 
-Unaccompanied refugee children 
-Unaccompanied refugee adolescents (till 18) 
-Mixed population (i.e. refugee CA and migrant and asy-
lum seeking CA) only if results are clearly addressed sep-
arately and specific for the refugee CA  
-Studies that have refugee CA together with older young 
adults (i.e. 20) as long as the mean age is still within age 
limits and the Standard Deviation is not big. 
 

- Migrant/immigrant children, adolescents and adults 
- Asylum seeking CA 
- Refugee or asylum seeking adults 
- Studies that have mixed participants (i.e. refugee CA 
and migrant and asylum seeking CA) and reflect on the 
results for the participants as a whole. 

Intervention (Exposure) 
- Interventions (treatments, approaches, therapies, pro-
grams) aiming to improve mental health 

- Interventions with no focus on mental health 
- Segregated implementations of interventions (treat-
ments, approaches, therapies, programs) aiming to im-
prove mental health 
- No interventions 
 

Settings 

- School or community based interventions - Interventions implemented out of school or commu-
nity settings (i.e. camps/shelters/clinics) 
 

Design 
- Peer-reviewed Quantitative studies 
- Peer-reviewed Qualitative studies 
- Peer-reviewed Mixed methods studies 

 

- Other types of literature review 
- Grey literature 
- Conference reports 
- Books  
- Non peer-reviewed studies 
 
 

Publication Details 

- Published in English 
- Published within the last decade (2010-2020) 

- Published in any other languages than English 
- Published before 2010 
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A Thesaurus was used only in the PsycINFO database and especially for the research vocabu-

lary “Intervention” since the other databases did not provide acceptable synonyms. In the Scopus 

database an additional filter was applied limiting the results only to those studies baring the terms 

(refugee*) AND (Interven* OR therap* OR program* OR Improv* OR support* OR approach* 

OR treatment*) in their titles or abstracts. This procedure was applied only in Scopus since the rest 

of databases did not provide the same option or allowed for searching only in the title, abstract and 

keywords section individually. A manual searching strategy was also applied with the same search 

threads used in the databases. 

 Title, Abstract and Full-text examination 

There were 647 studies matching the search terms that were used in the databases and during the 

manual searching (221 from ERIC-EBSCO, 335 from Scopus, 70 from PsycINFO and one manual 

searching). After carefully examining all articles in the primary examination on title and abstract 

level based on the inclusion and exclusion criteria set, 41 studies passed to the secondary full-text 

examination where 10 studies were immediately identified as duplicates and were excluded.  

Finally, from the 31 examined studies eight of them were found to fulfill all the criteria and 

were further assessed on their quality using the “Child Care and Early Education Research Con-

nections” (CCEERC), (CCEERC, 2019) and the Mixed Methods Appraisal Tool (MMAT), (Hong, 

2018). Studies in the secondary examination were mostly excluded because they met the exclusion 

criteria related to Population or Intervention (Figure 1.). 

 Extraction of Data 

As stated (5.2) an extraction protocol was used during the secondary full-text examination of the 

studies based on the inclusion and exclusion criteria that were set. This protocol was designed in 

order to assist in the analysis of the studies and would further aid in the formation and presentation 

of this thesis’ results. Several categories of information was included and addressed.  

Namely, there was a category related to the general information presented in the 31 examined 

studies regarding the authors’ names, date of publication, references and the database from which 

the study was obtained. A second category referred to specific methodology-related information 

like the study’s design, aim and research questions and/or hypotheses, type of intervention, sta-

tus/number/age of participants, setting and country of implementation and results. Finally, there 

was a category addressing specific information about the inclusion or not of each study, the reason 

of exclusion as well as the quality assessment score. 
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Figure 1. Procedure’s Flowchart.  
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The Quality Assessment Score was performed only for the eight studies that remained after the 

secondary examination, thus this part of the extraction protocol was completed after the quality 

assessment. In this thesis a modified protocol is presented with only certain information concern-

ing these six studies that were identified as suitable to include in the analysis after the Quality 

Assessment (authors, dates, intervention applied, participants’ details, settings, results, quality as-

sessment score in Appendix D) as well as a complement to the extraction protocol (design, tools, 

statistical procedures, results in detail, conclusion in Appendix E). 

 Quality Assessment  

Towards the quality assessment of the 8 studies indicated as fulfilling all the inclusion criteria the 

Child Care & Early Education Research Connections (CCERC, 2019) and the Mixed Methods 

Appraisal Tool (Hong, 2018) assessment tools were used.  

The CCEERC (2019) version was used for the quality assessment of quantitative studies. For 

this reason, the tool has a rating of 1, 0 or -1 depending on the applicable response to certain items 

concerning the study’s under examination (i) Methodology (ii) Measurement and (iii) Analysis. For 

this thesis’ purposes the response “Not applicable” was replaced by “Cannot Determine”. Addi-

tionally, the rest of the ratings were altered to (2) for responses that correspond to the items exam-

ined fully, (1) for those who only partly correspond and (-1) for the response that correspond 

poorly or not at all.  

The MMAT (2018) was used to appraise the study that had a mixed methods design (Rowe et 

al., 2017). Depending on the design of the targeted study the tool provides categories that are to 

be assessed and adequate rationale for each of the items examined in each category. For the mixed 

methods study, the tools suggests the assessment of three different categories one for the qualita-

tive methodological part, one for the quantitative methodological parts and one for the mixed 

methods design as a whole. Regarding the items’ available responses, the tool provides a “Yes”, 

“No” or “Can’t Tell” (Hong, 2018). In the course of this paper, the “Yes” response was graded 

with 1, “No” with -1 and “Can’t Tell” with 0.  

In this thesis, the tools were adjusted by the author in order to correspond better to the set aim. 

Initially, three additional items were added in the CCEERC (2019). As a sign of transparency and 

good research practises, an item was created addressing the existence of an aim and research ques-

tions or hypotheses plus one concerning the results and their comprehensibility. A third item ex-

amined the MHIs procedures’ clarity since it would constitute a key part of this thesis’ results. 

Lastly, an adjustment was made in both assessment tools that concerned the inclusion of an addi-

tional item referring to limitations/bias/ethical considerations that awarded points according to 
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each tool’s grading system. This item was included in order to make an additional step towards 

reassuring that unethical or biased studies would not be included in this systematic review.   

After these alterations in the CCEERC (2019) the highest points a study could get were 30 

based on the examination of 15 items (Appendix B), while in the MMAT (2018) 16 after the ex-

amination of 16 items (Appendix C). Out of the eight studies that were assessed one study (Rowe 

et al., 2017) was found unsafe to include in the data analysis due to low quality and another one 

was identified as a letter to an editor, an unfinished study and therefore was excluded (Grasser et 

al., 2019). Of the remaining six studies two were found of high quality (Ellis et al., 2013, Pfeiffer et 

al., 2018) and four of medium high quality (Doumit et al., 2018; Gormez et al., 2017; Mhaidat & 

Alharbi, 2016; Ugurlu et al., 2016), (Table 4). 

 

6 Results 

The results identified from the studies that were included in the analysis will be presented according 

to the research questions (RQ) that guided the research process. To enhance the results’ compre-

hensibility, the prime studies will be presented using the coding system identification numbers that 

was adopted during the quality assessment (Table 4.), except from the part of the results’ main 

presentation (6.2.1) where APA reference style will be utilized. 

 

6.1 RQ: What are the available community and school based Men-

tal Health Interventions for refugee Children and Adolescents from 

2010-2020? 

 

Table 4. Studies’ Identification Number (IN) and Quality Assessment Score (QAS). 

IN     -   QAS Study Country 

I           19/30 Doumit, Kazandjian & Militello, 2018 Lebanon, Asia 

II          24/30             Ellis et al. 2013 U.S.A., America 

III        23/30 Gormez et al. 2017 Turkey, Asia 

IV        15/30 Grasser, Al-Saghir, Wanna, Spinei & Javanbakht, 2019 U.S.A., America 

V         18/30 Mhaidat & Alharbi, 2016 Jordan, Asia 

VI        25/30 Pfeiffer, Sachser, Rohlmann & Goldbeck, 2018 Germany, Europe 

VII       5/16 Rowe et al. 2017 U.S.A., America 

VIII     23/30 Ugurlu, Akca & Acarturk, 2016 Turkey, Asia 
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 Studies’ Characteristics  

Out of the six prime studies that constituted the core of the data analysis, four are experimental 

studies with one group and before and after intervention comparisons (I; II; III; VIII), two are 

experimental randomized controlled trials (V; VI), (Appendix E). 

Concerning the studies’ settings, four have been implemented in Asia (I; III; V; VIII) while 

next to this majority, one have been implemented in Europe (VI) and one in North America (II), 

(Table 4.). The majority of the interventions were carried out in community settings (I; VI; VIII) 

with only two being school based (III; V). One study was carried out both in school and community 

settings depending on the stage of the intervention (II) and was additionally the only study being 

implemented before the last lustrum (Figure 3.). 

The analysis showed that 5/6 studies were based on Cognitive Behavioural Therapy’s (CBT) 

principles (I; II; III; V; VI). The remaining one study applied creative arts (VIII). It is notable 

however that some of the studies based on CBT’s principles did include creative approaches like 

drawing and writing or playing games as a means of expressing emotions (III; VI). Since these 

predominately CBT studies included Arts are referred as mixed methods in this thesis (Figure 2.). 

Of the clearly CBT Interventions one is community based (I), one school based (V) and one is 

implemented in both settings (II). The creative arts MHI was community based (VIII). Concerning 

the MHIs that applied mixed methods, study VI is applied in a community setting while study III 

in a school setting, (Figure 3.). 

Amongst the questionnaires, scales and other tools that had been used in order to measure the 

refugee CA’s mental health pre and post-intervention (Appendix E), there was not one used more 

than others with only a few exceptions. The UCLA PTSD was used in two different studies (II; 

VIII) the same as the Personal Health Questionnaire (I; VI). Most studies used either self-responses 

or were administered by trained individuals while interviewing the participants. Pfeiffer et al. (2018) 

however, after measuring participants’ PTSD also addressed their caregivers as proxies, while 

Ugurlu et al. (2016) included only parents’ responses on their children’s PTSD in their study. Lastly, 

it its notable that all MHIs were applied in group format either by clinicians and licensed personnel 

or by teachers and social workers after proper training and were supervised except Ellis et al. (2013) 

who provided both individual MHI in Tier 3 and 4 and group in lesser Tiers. 
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Figure 2. Reported Types of MHIs  

 

 

 

 

 

 

Figure 3. CBT and creative arts MHIs’ Settings. 

 

 

 

Types

CBT (n=3) Creative Arts (n=1) Mixed (n=2)

Gormez et al. 2017, 

Pfeiffer et al. 2018 

Doumit et al. 

2018, Ellis et al. 

2013,  

Mhaidat & 

Alharbi, 2016 

 

Ugurlu 

et al. 

2016 

CBT    MHIs

Creative Arts    MHIs

Mixed Methods    MHIs

0

0.2

0.4

0.6

0.8

1

Community
Based

School Based Both

Types & Settings

CBT    MHIs Creative Arts    MHIs Mixed Methods    MHIs



 

18 
 

 Participants 

The 6 described MHIs addressed 275 participants in total. Of them 172 were males and 103 were 

females aged from 7 to 18. Specifically, all of MHIs addressed adolescents (>10 years), except one 

study that included in their sample children as well (Ugurlu et al., 2016). Studies applying MHIs 

solely on children (<10 years) did not meet the inclusion criteria. Concerning the types of inter-

ventions, the majority of the 131 received both CBT and creative arts while 81 participants received 

CBT and 63 creative arts.  

Most of participants originated from Syria (I; III; V), Afghanistan (VI; VIII) and Somalia (II) 

and were characterized as refugee CA. All but one of the analysed studies (V) clearly addressed the 

inclusion of the variable of ‘culture sensitivity’ when planning the MHIs’ procedures. Lastly, it is 

notable that measurements by the tools used indicated that most of refugee CA in the majority of 

the studies exhibited PTSD, depression, anxiety while there had also been measurements indicating 

a variety of secondary symptoms as well (Table 5.). 

6.2 RQ: What are the reported outcomes of those community and 

school based Mental Health Interventions? 

 Aim, procedure and outcome 

All six prime studies’ primary aim was to explore the effects of the targeted MHI as a way of testing 

their effectiveness on reducing potential threats to mental health (Appendix D & Appendix E). 

The MHI’s procedures will be described briefly. Before that, it should be mentioned that all the 

following MHIs managed to significantly improve refugee CA’s mental health (Table 5.), whether 

they were applied in school, community settings or both, or employed theoretical or practical CBT 

or creative arts approaches (Table 6.). Notable information concerns the fact that only three studies 

provided effect sizes (I; V; VI) and were interpreted based on the suggestions reported in Kim 

(2015) and Lenhard and Lenhard (2016). Table 5. illustrates information about the effect sizes of 

the 3 MHIs. Detailed data about the measurements taken in each of the below-presented studies 

can be found in Appendix E. 

Beginning with the community based MHIs, Doumit et al. (2018) suggested a weekly, 7 session 

intervention named ‘Creating Opportunities for Patient Empowerment’ (COPE), based on CBT 

principles. The implementation of the intervention consisted of discussions on topics like the dif-

ference of healthy and unhealthy self-esteem as well as testing on positive self-talk skills, stress 

reduced skills, problem-solving skills, effective communication skills, positive emotion handling 

and self-awareness skills. It should be mentioned that participants were identified to be only be 

mild depressive and had mild anxiety before the intervention. After the MHI’s completion it was 
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shown based on comparisons before and after measurements that there was a significant improve-

ment of small effect size in the Syrian refugee adolescents’ depression, anxiety and sense of quality 

of life. 

 

 

 

Pfeiffer et al.’s (2018) mixed methods MHI had also a significant impact in the 99 refugee 

adolescents’ mental health.  The ‘Mein Weg’ (My Way) Intervention consisted of mainly practical 

activities which were based both on CBT and creative arts guidelines. Participants discussed and 

analyzed what is PTSD, reflected on their own and then their fellow participants’ responses to 

trauma, practiced relaxation skills and expressed and analysed their emotions through drawing. 

Receivers of the Mein Weg had higher PTSS and depression than the control group’s participants. 

The PTSD improvement for the ‘Mein Weg’ group was found to be superior to the control group’s 

as it was shown by a significant interaction between group and time (follow ups). The effect size 

concerning the reduction of the PTSD pre and post intervention was medium for the ‘Mein Weg’ 

while the between group effect size post intervention was small. The receivers of ‘Mein Weg’ also 

reported significant decrease of medium size of their depression compared to the control group, 

based on interaction between group and time. Dysfunctional post traumatic conditions were iden-

tified baring no significant difference between the groups. 

Table 5.  Improvement in mental health symptoms after the MHIs implementation and reported effect sizes. 

Most common symp-
toms 

Studies 

PTSD Doumit et al. 2018, Ellis et al. 2013, Gormez et al. 2017, Pfeiffer et al. 2018, 
Ugurlu et al. 2016 

Depression Doumit et al. 2018, Ellis et al. 2013, Mhaidat and Alharbi, 2016, Pfeiffer et al. 
2018, Ugurlu et al. 2016 

Anxiety Doumit et al. 2018, Gormez et al. 2017, Ugurlu et al. 2016 

Secondary symptoms: Quality of Life (Doumit et al., 2018),  Resource Hardships (Ellis et al., 2013), Conduct, 
Hyperactivity, Peer Problems and Prosocial Behaviour (Gormez et al., 2017), Insecurity (Mhaidat & Alharbi, 
2016),  Dysfunctional Post Traumatic conditions (Pfeiffer et al., 2018), Tendency of feeling anxious (Ugurlu 
et al., 2016) 
 

Study Reported Effect Sizes 

 
                      Most Common Symptoms 

Secondary 
Symptoms 

 PTSD Depression Anxiety  

Doumit et al. 2018 
 d= 0.42 d= 0.37 

Quality of Life d= 
0.39 

Mhaidat & Alharbi 
2016  

 Aita Square= 0.471  
Insecurity Aita 
Square= 0.366 

Pfeiffer et al. 2018 
(self-reports) 

d=.61(Mein Weg), 
d=.15 (Control) 

d= .33 (post-test be-
tween groups) 

    d=.63 (Mein Weg), 
d=.06 (Control) 

d=.67 (post-test be-
tween groups) 
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Mhaidat and Alharbi (2016), focused their 12 session ‘Treatment on Cognitive Distortions’ on 

educating their Syrian refugee adolescent participants on identifying and practically dealing with all 

forms of cognitive distortions (ideas induced by trauma that affects reality): all- or nothing, over 

generalisation, mental filtering, disqualifying positive events, magnification and minimization, 

should or must statements, labeling, personalization and emotional reasoning. Receivers of the 

MHI exhibited greater change concerning the reduction of depression and insecurity compared to 

the control group’s after intervention. Aita Square suggested moderate impact of the independent 

variable to the dependent. Post-test modified means and standard errors were calculated for the 

depression and insecurity performance. It should be noted however that participants were only 

moderately depressed and insecure.   

The ‘Psychosocial Art Intervention’ MHI presented by Ugurlu et al. (2016) lasted 5-day and 

addressed Syrian refugee CA who benefited from three sessions per day of Visual Arts Therapy, 

Dance-Movement Therapy and Music Therapy. Participants practically tested problem solving 

skills, social relationship skills, applied positive practices when feeling stressed (arts), identified 

positive feelings, handled trauma arousals, managed their reactions and applied affective modula-

tion skills. The intervention had a positive effect on participants’ mental health. PTSD, participants’ 

tendency to feel anxious and their depression significantly improved. Particularly, there was a sig-

nificant improvement based on paired sample t-test between pre-assessment measures of trauma 

symptoms and post assessment. Depression was decreased as well comparing before workshop’s 

mean and after. Lastly, the trait of anxiety seemed to follow the same patterns when comparing 

before and after intervention measures. When analysing the aforementioned information it should 

be noted that only some of participants were moderately traumatised (23.4%) and anxious (36.7% 

trait of anxiety, 45.3% feeling anxious). There were no reported effect sizes. 

Analysis of the school based interventions presented similar results either they were based on 

the CBT principles or were creative arts MHI. Gormez et al. (2017) proposed an eight session 

psychological support group program that involved both practical and theoretical approaches fol-

lowing CBT guidelines by also including some creative arts’ practises. Analytically, there was psy-

choeducation on trauma or on the implemented model itself, on distorted thinking and maladaptive 

behaviours. Testing of relaxation techniques, recognizing bodily signs of stress, creating alternative 

explanations for depression, art workshops and games were also implemented. Their aim was to 

motivate participants express or share emotions. The Syrian adolescents reported significant im-

provement concerning their total sense of PTSD, anxiety and other emotional problems. For the 

variables ‘conduct’, ‘hyperactivity’, ‘peer problems’ and ‘prosocial behaviour’ there was no improve-

ments observed. There were no indication of effect sizes reported in this study. 
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Finally, Ellis et al.’s (2013) multi-tier MHI was implemented in both school and community 

settings depending the Tier. With their ‘Supporting health of Immigrant Families and Adolescents’ 

(SHIFA) program the researchers managed to successfully respond to the Somali refugee adoles-

cents’ mental health needs who participated in the study. Tier 1 and 2 of their intervention included 

psychoeducation and practicing skills that promote resilience for all the Somali community. To 

those identified as in need in Tier 1 and 2 more specialized practices were employed. Tier 3 included 

trauma systems therapy for those students that the teachers identified as in danger of exhibiting 

emotional dysregulation. Finally, Tier 4 consisted of more intensive psychotherapy as a form of 

MHI and visits at home when needed. 

Students in Tier 3 and 4 were found more depressed than those in lesser Tiers something that 

remained the same despite participants in all Tiers reporting less depressive symptoms after the 

MHI and in measurements in the follow ups. Refugee CA in Tier 3 and 4 had higher depression 

levels than participants in other Tiers. Resource hardships (difficulties in accessing resources) were 

significantly associated with depression with reduction in resource hardships signifying reduction 

in depression in all Tiers. PTSD levels were higher for participants in higher Tiers but this differ-

ence was not found significant. PTSD symptoms improvement however when resource hardships 

were taken into account in the MHI were significantly higher in Tier 3 and 4. Resource hardships 

Table 6. Range of approaches presented in the mentioned MHIs.  

1. Theoretical Approaches 
1.1. Education 1.2. Discussion 

Psychoeducation: Discussions on ‘how to’: 

- PTSD 
- healthy VS unhealthy self-esteem 
- how stress affects mental health 
- cognitive Distortions’ influence 

- deal with negative thoughts 
- use effective communication 
- adopt healthy coping skills 

2. Practical Approaches 
2.1. Active Practical 2.2. Passive Practical 

Testing Skills: Verbal Processing: 

- relaxation 
- problem solving 
- facing avoided 
thoughts 
- leadership 
- resilience 
 

- social 
- empathy 
- body awareness 
- affective modulation (positive 
self-talk, imagery)  
- expressing or sharing emotions 
in  a positive way 

- trauma narrative 
- create alternative explanations to genitive distortions 
- reflection on self-progress as well as others’ 
- psychotherapy 
 
                      
                          Cognitive testing on: 

How?  
CBT,  therapy, real-time situation handling, drawing/ 
painting/ writing, move/dance/ acting, signing/ play-
ing instruments, games  

- recognizing bodily signs of stress  
- processing aroused emotions 
- identifying feelings 
- reflecting on trauma 
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by the end of the MHI was found to be decreasing across the follow up measurements. Both 

resource hardships and depression changed over time. Especially about recourse hardships it was 

significantly connected with PTSD symptoms and depression over time. There were no indication 

of effect sizes reported in this study. 

7 Discussion3 

The following section will address results as a way of further understanding the research questions. 

The systematic review was developed around one aim which was to present the available MHIs for 

refugee CA during this last decade and to report on their outcome.  

Through the methodology used and the inclusion criteria that were set six studies proceeded to 

the data analysis which indicated a variety of community and a school based MHI implemented 

following CBT principles, creative arts or both. Regardless of the approach or employed proce-

dures, MHIs managed to significantly reduce symptoms like PTSD, depression, anxiety amongst 

others (Table 5.). 

7.1 Primary findings 

Collectively, the MHI were mostly applied in community settings (3/6) while the minority were 

school based (2/6) or were both community and school based (1/6). Particularly about the school 

as a setting, its importance for refugee CA has been praised in the literature not only as an inextri-

cable human right (UNCRC, 1989; UNHCR, 2016) but as an ethical obligation as well (Zembylas, 

2010). Since schools are probably the first ‘taste’ refugee CA get from the new society (Fazel & 

Stein, 2002; Wilkinson, 2002), it is a logical assumption that it would be one of the first settings 

interventionists would consider when working with refugee CA. The importance of school based 

MHIs for this population is heightened especially when considering that attending school by itself 

has been found to promote resilience in refugee CA (Fazel & Stein, 2002; Montgomery, 2010) or 

that stigma related to seeking help for mental health issues is reduced (Rousseau, Measham & 

Nadeau, 2013).  

Nevertheless, reflecting on this systematic review’s results (2/6) as well as other studies’, school 

based MHIs do not seem to be as widespread as it could be assumed (Sullivan & Simonson, 2016). 

One reason for this observed lack could be that despite half of the refugee population being chil-

dren (UNHCR, 2019) only 51% of them seem to attend schools (UNHCR, 2016). This could be a 

                                                      
3 Acronyms that are used in the Discussion section: 
CA= Children and Adolescents  
MHI= Mental Health Intervention 
CBT= Cognitive Behavioral Therapy 
PTSD= Post Traumatic Stress Disorder  
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reason for the focus on community settings as a means of addressing the vast majority of refugee 

CA. Also, this lack may exist because restrictions may be faced when attempts for school based 

MHIs are made. It is also true that concerns and doubts have been made about how successful and 

harmless certain MHIs are (Ertl & Neuner, 2014). Further research is needed to elaborate on rea-

sons why MHIs are not widespread, especially when data show that especially school based MHIs 

can improve significantly harmful psychological symptoms (Sullivan & Simonson 2016; Tyrer & 

Fazel, 2014).  

A systematic review of interventions for CA with PTSD showed that Trauma Focused CBT is 

the most researched form of MHIs (Morina, Koerssen & Pollet, 2016), something that was also 

maintained by this paper’s results. Indeed, the majority of MHIs followed such approaches. CBT 

principles can be utilized when dealing with trauma since the source of this model is thought itself, 

its power to change how individuals feel and from there to moderate behaviours (Beck & Beck, 

2011). Trauma Focused CBT is rather successful when addressing CA. The approach focuses on 

PTSD and symptoms of depression, behavioral problems, and caregivers’ difficulties. Amongst the 

procedures employed there can be psychoeducation, testing of various coping skills, gradual expo-

sure, cognitive processing of trauma-related thoughts and even caregiver involvement (De Arellano 

et al., 2014). These practises were indeed presented in all the MHIs that were analysed, even in 

those that adopted a mixed methodology by including creative arts activities (Table 6.). 

The remaining MHI (1/6) adopted creative arts when addressing refugee CA’s mental health. 

Creative arts include disciplines of art therapy, music therapy, poetry therapy, play therapy and 

other expressing therapies (dance, drama, creative writing) in the context of psychotherapy, reha-

bilitation and counselling (Perry, 2014, p.12). Despite that in this paper there was only one creative 

arts MHI, it should be noted that it did not fail to yield results of equal significance as the CBT 

interventions (Ugurlu et al., 2016). Apart from literature highlighting the benefits of creative arts 

when dealing with trauma in general (Perryman, Blisard & Moss, 2019),  there has also been another 

systematic review identifying arts therapy as a successful method in a variety of situations with 

traumatised CA (Eaton, Doherty & Widrick, 2007), something that enhances this papers’ results’ 

credibility. 

7.2 Secondary Findings  

Since the results have been identified and supported by other corresponding literature, further 

discussion on some of the other themes that were identified could possibly deepen understanding.  

One particular sensitive aspect in refugees’ lives concerns their culture. After displacement, 

keeping the connection with elements that constitute their culture is for many refugees of vital 

importance. However, upon arrival to asylum countries they are called to undergo acculturation by 
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combining their familiar culture with the new that is predominant there, (Sam & Berry, 2010). It 

has been maintained that acculturation should also be taken under consideration when applying 

MHIs since if not interventions can be invalidated. For instance, specifically about measurement 

tools that have been validated in western contexts, are not applicable for populations of other 

culture (Wells, Wells & Lawsin, 2015). Also, due to the identified connection between acculturation 

and mental health, interventions’ procedures that are not sensitive to the refugees’ culture could 

possibly be rejected by the participants or fail to address their needs (d’ Abreu, Castro-Olivo & 

Ura, 2019).  

Based on the author’s best knowledge all but one of the presented MHIs clearly followed ‘cul-

ture sensitive’ practises. Some of them will be presented shortly. Doumit et al. (2018) and Gormez 

et al. (2017) for instance, made sure that the MHIs would be carried out by instructors that spoke 

the native language of the participants and had the measurement tools translated. In addition, MHIs 

provided professionals that acted as interpreters whose service was available when needed (Ugurlu 

et al., 2016). Ellis et al. (2013) hired cultural brokers whose responsibility was to act as a bridge 

since they were knowledgeable both of the participants’ and the hosting country’s culture. In 

Pfeiffer et al.’s (2018) study, all of the ‘self-response’ tools that were administered were properly 

translated. Lastly, even though there are not clearly ‘culture sensitive’ practises mentioned in Mhai-

dat and Alharbi (2016) there is an element that could be translated as such. Their study was imple-

mented in Jordan. The fact that they addressed girls from Syria a neighbouring country with which 

they share the same language together with other potential cultural characteristics, could mean that 

they indeed followed suit. Such practises should be of prime interest when planning MHIs since 

there has been a strong connection found in mental health issues and acculturation in the case of 

refugees (d’Abreu et al., 2019; UNHCR, 2011). 

Finally, another common practise in many MHIs the caregivers’ participation. Specifically, care-

givers constituted sources of information. In some studies they even participated in the data col-

lection as proxies (Pfeiffer et al., 2018; Ugurlu et al., 2016). Intervention designers could move on 

to appropriate considerations since including caregivers as significant parts of the refugee CA’s 

microsystem has been supported from the literature as a successful practise that can promote re-

silience (Tol et al., 2013; Eruyar, Maltby & Vostanis, 2018). 

Referring to caregivers and the influence they can have there is one specific group of refugee 

CA that demands specialists’ utmost care and attention. An unaccompanied refugee minor is a 

particular subgroup of refugees that reach the country of destination without a custodian. This 

particular group whilst having faced what other refugee CA have, they are in an even more vulner-

able state since they are excluded from the benefits of having a caregiver by their side. Indeed, 

Bean, Derluyn, Eurelings-Bontekoe, Broekaert and Spinhoven (2007), provided data suggesting 
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that unaccompanied minors consistently exhibited significantly more internalizing problems, trau-

matic stress reactions, and stressful life events than refugee, migrant CA or their peers who are 

natives in the host country. Perhaps when professionals are called to address this particular group 

starting from establishing a sense or substitute of a functioning microsystem could be a start 

(Raithelhuber, 2018).  

7.3 Applicability of Theories 

Concerning theories that were found to be applicable to the discussed MHIs, Systems Theory 

seems to be relevant in the majority of the studies (Bronfenbrenner 1979; Bronfenbrenner & Mor-

ris, 2006). The microsystem’s significance it is easily seen in the inclusion of caregivers. Also, the 

collaboration between the caregivers and the researchers or those professionals who implemented 

the MHI or their supervision itself signifies the mesosystem’s consideration. Also, the adoption of 

the ‘culture sensitive’ practises and some studies’ attempts to reassure the maintenance of the in-

terventions’ influence on the mental health symptoms with scheduled follow up measurements 

(Ellis et al., 2013; Pfeiffer et al., 2018), can represent macrosystem’s and chronosystem’s principles 

respectively. 

Lazarus and Folkman’s (1984) stress appraisal theory and the theory of resilience can also be 

considered applicable in these MHIs. In the wide range of approaches that were chosen (Table 6.), 

several aimed at making participants aware of their stress, processing it cognitively or verbally and 

choosing positive coping later on. This procedure reflects the two stages of appraisal proposed by 

Lazarus and Folkman (1984). Furthermore, the targeted MHIs were not restricted only in reducing 

harmful mental health symptoms. In fact many approaches aimed in promoting euphoria as well. 

For instance, while sharing or expressing trauma helped participants reduce their PTSD, testing 

techniques like affective modulation (positive self-talk, imagery) were practised in order to foster 

resilience.  

By integrating such theoretical backgrounds, specialists can promote successful implementa-

tions. By combining for example the stress appraisal theory with information about the ecological 

systems, professionals can inform and train refugee CA to respond to reactions stemming from 

their PTSD or depression, recognize their sources in different environments and achieve better 

adaptation. Teaching refugee CA how to respond properly to stressors by using successful coping 

strategies could in the long run promote post-traumatic growth. Such attempts are found essential, 

since individuals who have experienced adverse childhood experiences have reported adopting un-

successful coping strategies, thus prolonging the stressing experience (Mian, Lattanzi & Torgin, 

2018). Also by utilising systematic reviews like the one provided by Tol, Song and Jordans (2013) 

on what protective or promotive factors foster resilience on war affected CA and include associated 
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parameters in MHIs could also be a wise practise. Lastly, interventionists should also consider 

social support’s importance since it has been identified as a risk or protective factor (Fazel et al. 

2012; Steckler et al., 1995). 

7.4 Methodological Issues and Limitations 

There can be several issues occurring in systematic reviews (Egger, Dickersin & Smith, 2011), some 

of which should be addressed. Several of these issues also reflect ethical considerations that should 

be taken into consideration when reviewing systematic reviews.  

Most importantly, all stages of this systematic review were conducted by one author which may 

have allowed for bias to arise. Working on already published papers provides a safety net concern-

ing ethical issues. The one author’s however reflection on those papers should be examined cau-

tiously. Also the clear inclusion and exclusion criteria that were set, the quality assessment of studies 

using specific tools and the inclusion of a bias-related item in those tools were measures taken to 

address this matter. Nevertheless, since there was a lack of peer review procedures, the factor of 

bias may be found present. 

Moreover, there are limitations that are induced by the very same inclusion criteria that were 

applied. Namely, searching in more than the three databases that were used (EBSCO-ERIC, 

PsycINFO, Scopus), more detailed search terms or inclusion of studies written in many languages 

other than English could lead to a more detailed body of MHIs for refugee CA. Hence, any kind 

of generalisation on the targeted population based on this paper’s findings may rise ethical con-

cerns. Trying to respond to this limitation a manual search strategy was adopted by searching in 

more databases (google scholar, ScienceDirect). 

More limitations can be found in the prime studies’ methodology. For instance, there were only 

two studies that applied follow ups to measure the MHIs’ long term outcome and make more 

general conclusions (Ellis et al., 2013; Pfeiffer et al., 2018). Given that more follow ups would 

constitute part of the studies their validity could be enhanced since more essential information 

would be available. Another issue that was risen during the quality assessment, was the realization 

that some of the MHIs’ procedures were not explained in detail (Mhaidat & Alharbi, 2016; Ugurlu 

et al., 2016). It is possible to assume that there could be many activities that were not made explicit 

and could bare meaningful information for this systematic review.  

In the same line, only three studies provided effect sizes (Doumit et al., 2018; Mhaidat & 

Alharbi, 2016; Pfeiffer et al., 2018). Suggesting that the MHIs were successful since they introduced 

significant reduction in mental health symptoms like PTSD, depression and anxiety bares little 

information if the study’s small sample size is not considered. Identifying the MHIs’ impact 

through the measurement of the effect size could make any statement more reliable. Additionally, 
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there were studies that used tools that did not report internal consistency of the sample (Gormez 

et al., 2017; Ugurlu et al., 2016). The aforementioned combined with the fact that in studies like 

Doumit et al. (2018), Mhaidat and Alharbi (2016) and Ugurlu et al. (2016) participants were only 

moderately depressed and had mild PTSD and anxiety could make the MHIs’ results questionable.  

Another limitation can be found in the tools that were used in some of the studies. For instance, 

Doumit et al. (2018) used the Patient Health Questionaire-9 to assess participants for major de-

pressive disorder (Appendix E). Caution should be taken when comparing results from such a 

questionnaire with another tool’s that assess solely depressive symptoms. This justifies the argu-

ments concerning careful examination of screening tools in the case of refugee CA (Gadeberg, 

Montgomery, Frederiksen & Norredam, 2017). Lastly, it should also be noted that confounding 

factors’ influence was not addressed as much in the studies. Knowing that the researchers took 

into consideration factors that could possibly indirectly influence the outcomes measured, could 

enhance credibility. Based on such limitations interpretation should be made with caution.  

7.5 Future Research 

The sensitivity surrounding refugee CA as a whole has been fairly described. Therefore, further 

research on risk, protective and especially promotive factors to mental health, qualities that are 

associated with successful MHIs or even more experimental studies on new approaches of MHIs 

are important.  

The need for further research is also supported by the knowledge that as time passes by each 

generations’ characteristics change so MHIs that were applied and found successful in the early 

2000 will possibly not address properly refugee CA born after 2010 (Bronfenbrenner & Morris, 

2006). Since displacement seems to be the issue of the 21st century, ongoing research should not 

be restricted. In this context, more extended systematic reviews together with testing new pilot 

studies of MHIs about not only refugee but also asylum seeking CA could illuminate the concepts 

at hand further (Unterhitzenberger et al., 2019). Additionally, studying which qualities increase the 

mental health provision in schools (Hek, 2005; McNeely et al., 2020) or the extended community 

(Yamey, 2011), could provide more data about factors that are found to promote mental health. 

Studying MHIs in other settlements like camps or transitional centers could also aid towards that 

end (Jakobs, 2018). In this way a framework could be developed for professionals working with 

refugee CA that could be of use when they are called to apply MHIs.  

Towards that end, studies addressing factors that are found to promote or restrict mental health 

indirectly could also be considered. For example, interventions that are found to adopt specific 

cultural sensitive approaches and therefore enhance mental health outcomes could also be taken 

into account reflecting on the connection between culture and mental health. More information 
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on resilience and Post Traumatic Growth (Chan, Young & Sarif, 2016), or knowing which type of 

activities during a MHI seem to impact refugee CA more could also provide meaningful infor-

mation. Furthermore, more data on which setting in specific seems to impose stronger resilience 

and Post Traumatic Growth compared to others would also be beneficial. Lastly, based again on 

the previously mentioned limitations (7.4), assessing studies conducted in other languages and using 

a plethora of scientific databases could enrich the core of knowledge after data analysis. MHIs that 

respond to all the methodological limitation that were addressed would promote essential and valid 

discussions. More high quality studies with transparent reported methodology, that address ethical 

considerations properly and with a concrete rationale can promote more reliable results.  

8 Conclusion  

This systematic literature review identified several CBT and a creative arts MHIs that were imple-

mented in school and community settings and were found capable of alleviating harmful mental 

health symptoms.  

Stepping on data suggesting that even at the very least a 5 day workshop can improve symp-

toms like PTSD, depression and anxiety (Ugurlu et al., 2016), hope can be fostered. Acknowledging 

mental health’s importance to overall health, this paper can also be considered as a contribution to 

health provision attempts since it shares a body of contemporary information that fills associated 

gaps in research.  

Indicatively, this systematic review’s importance lays in the fact that it presented MHIs that 

managed to improve symptoms that the majority of the refugee CA seem to face according to 

contemporary data (3.2.1). Also UNCRC’s (2019) reports on the highest so far levels of displace-

ment in 2018, revealed that most refugees came from the same countries as the participants of this 

thesis’s presented studies (6.1.2.). This fact enhances the findings’ relevance. Also, intervention 

designers and other professionals can use key themes presented in this paper like caregivers’ role, 

culture, activities employed, influential factors and reflection on theories on their approaches. In 

this way the MHIs for refugee CA can be developed and implemented with better chances of 

success.  
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Appendices 

Appendix A. Search Threads’ per database 
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Keywords 
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ERIC-EBSCO 

( Refugee*) AND ( Child* OR adolescent* OR teen OR youth OR 

pupil* OR student* ) AND ( "Mental health" OR "post traumatic 

stress disorder" OR PTSD OR anxiety OR depression OR stress OR 

"psycholog* distress" OR "mental disorder" OR "emotion* prob-

lem*" OR emotion* OR "emotion* dysregulation" OR "well-being" 

OR functioning ) AND ( Interven* OR therap* OR program* OR Im-

prov* OR support* OR approach* OR treatment* ) AND ( School* 

OR class* OR communit* ) 
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review 
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PsycINFO 
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Appendix B. CCEERC (2019) Quality Assessment Tool  

 

Child Care & Early Education Research Connections (CCEERC), (2019). Quantitative Research As-

sessment Tool. Retrieved from http://www.researchconnections.org/content/childcare/under-

stand/research-quality.html. 

                                      Population and Sample 

1. Population. Does the population that was eligible to be selected for the study include the entire 

population of interest? Or, is the eligible population a selective subgroup of the population of in-

terest? For example, are all the children in the nation eligible to be selected for the study (the entire 

population of interest)? Or, were only children in New York City eligible to be selected for the study 

(a selective subgroup)? Or, were only children in one day care center in New York City eligible to 

be selected (a very selective subgroup)? 

[ 2 ] Eligible population includes entire population of interest or a substantial portion of it 

[ 1 ] Population represents a limited, atypical, or selective subgroup of the population of 

Interest 

[ -1 ] No description of the population 

[CD] Cannot Determine 

 

2. Randomized Selection of Participants. Were study participants randomly selected for the study? 

Or, did study participants volunteer (nonrandom)? Or, were they located through specific organi-

zations (nonrandom) or through acquaintances of the researchers (nonrandom)? 

[ 2 ] Random selection 

[ 1 ] Nonrandom selection 

[ -1 ] No description of the sample selection procedure 

[CD] Cannot Determine 

 

3. Sample Size. How many participants were selected for the study? Does the sample include 

enough participants from key subgroups to accurately assess subgroup differences? This is best 

used in comparison to other studies. 

[ 2 ] Sample size larger than similar studies 

[ 1 ] Sample size the same as similar studies 

[ -1 ] Sample size smaller than similar study or sample size not given 

[CD] Cannot Determine 

 

4. Response and Attrition Rate. What proportion of the selected sample completed the study? In 

longitudinal studies, what proportion of sample members participated in follow-up studies? 

[ 2 ] High response or participation rate (over 65% response rate, over 90% participated in 

http://www.researchconnections.org/content/childcare/understand/research-quality.html
http://www.researchconnections.org/content/childcare/understand/research-quality.html
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follow-up studies) 

[ 1 ] Moderate to low response rate (response rates of less than 65%) 

[ -1 ] No information on response rate or participation rate 

[CD] Cannot Determine 

                                            Measurement 

5. Main Variables or Concepts. Are each of the main variables or concepts of interest described 

fully? Can the main variables or concepts be matched to the variables in the tables? 

[ 2 ] Accurately described and can be matched 

[ 1 ] Vague definition or cannot be matched 

[ -1 ] No definition of main variables or concepts 

[CD] Cannot Determine 

 

6. Operationalization of Concepts. Did the authors choose variables that make sense as good 

measures of the main concepts in the study? Have these variables been used in previous studies or 

are they an improvement over previous studies? 

[ 2 ] Key concepts are measured with variables that make sense. Or, variables have 

either been previously used in research or are improvements over previous measures. 

[ 1 ] Key concepts are measured with variables that do not make sense, and variables 

have not been used in previous research studies 

[ -1 ] Variable operationalization is not discussed 

[CD] Cannot Determine 

                                                         Analysis 

7. Numeric Tables. Are the means and standard deviations/standard errors for all the numeric 

variables presented? 

[ 2 ] Means and standard deviations/standard errors presented 

[ 1 ] Means, but no standard deviations/standard errors presented 

[ -1 ] Neither means nor standard deviations/standard errors presented 

[CD] Cannot Determine 

 

8. Missing Data. Are the number of cases with missing data specified? Is the statistical procedure(s) 

for handling missing data described? 

[ 2 ] Number of cases with missing data are specified and the strategy for handling missing data 

is described 

[ 1 ] Number of cases with missing data specified, but these cases are removed from the 

analysis 

[ -1 ] Missing data issues not discussed 

[CD] Cannot Determine 
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9. Appropriateness of Statistical Techniques. Does the study describe the statistical technique 

used? Does the study explain why the statistical technique was chosen? Does the study include 

caveats about the conclusions that are based on the statistical technique? 

[ 2 ] Statistical techniques, reasons for choosing technique, and caveats are fully explained 

[ 1 ] Statistical technique is explained, but the reasons for choosing technique or the caveats are 

not included. 

[ -1 ] Statistical technique, reasons for choosing technique, and caveats are not explained. 

[CD] Cannot Determine 

 

10. Omitted Variable Bias. Could the results of the study be due to alternative explanations that are 

not addressed in the study? 

[ 2 ] All important explanations are included in the analysis 

[ 1 ] Important explanations are omitted from the analysis 

[ -1 ] Variables and concepts included in the analysis are not described in sufficient detail to 

determine whether key alternative explanations have been omitted 

[CD] Cannot Determine 

 

11. Analysis of Main Effect Variables. Are coefficients for the main effect variables in the statistical 

models presented? Are the standard errors of these coefficients presented? Are significance levels 

or the results of statistical tests presented? 

[ 2 ] Model coefficients and standard errors or hypothesis tests for the main effects variables are 

presented 

[ 1 ] Either model coefficients or hypothesis tests for the main effects variables are presented 

[ -1 ] Neither estimated coefficients or standard errors for the main effects variables are presented 

[CD] Cannot Determine 

                                              Adjusted Questions 

 12. Aim and research question(s) and/or hypothes(i/e)s. Is the aim and research question(s) 

and/or hypothes(i/e)s fully addressed in the study?  

[ 2 ] Both the aim and research question(s) and/or hypothes(i/e)s are addressed  

[ 1 ] The aim is stated clearly but there are no research question(s) and/or hypothes(i/e)s addressed. 

[ -1 ] There is no aim or research question(s)/ hypothes(i/e)s stated in the article.       

13.  Intervention/Exposure. Is the intervention fully described? Were its stages and procedure 

addressed and explained? 

[ 2 ] The intervention is fully described as well as its stages and/or procedure. 

[ 1 ] The intervention is described but its stages and/or procedure not fully. 

[ -1 ] There was no description of the intervention. 
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14. Results/Outcome. Are the results of the intervention mentioned fully and are they clearly 

stated? Are they discussed in a coherent way? 

[ 2 ] Results are presented fully and discussed in a coherent and well-structured way. 

[ 1 ] The presentation of the results are presented in a structured way but are not discussed in 

coherently. 

[ -1 ] Results’ presentation and/or discussion is poor. 

15. Limitations/Bias. Are all important and/or possible limitations presented? Is the factor of 

bias and other ethical concerns taken into consideration? 

[ 2 ] Limitation are presented and bias and other ethical concerns are taken into consideration. 

[ 1 ] Limitations are presented but there is not enough consideration for bias and other ethical 

concerns. 

 [ -1 ] There are limitation and/or bias and other ethical concerns that should have been presented 

but they are not. 
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Appendix C. MMAT (2018) Quality Assessment Tool 

 

Hong, Q. N. (2018). Revision of the Mixed Methods Appraisal Tool (MMAT). A mixed methods study 

(Doctoral dissertation). Department of Family Medicine, McGill University, Montréal. Available at: 

http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-

manual_2018-08-01_ENG.pdf  

 

Screening Questions  

    (For 1, 2, 3, 4 Category of Studies) 

S1. Are there clear research questions? 

S2. Do the collected data allow to address the research questions? 

 

Further appraisal may not be feasible or appropriate when the answer is ‘No’ or ‘Can’t tell’ to one 

or both screening questions. 

1. Qualitative 

1.1. Is the qualitative approach appropriate to answer the research question? 

1.2. Are the qualitative data collection methods adequate to address the research question? 

1.3. Are the findings adequately derived from the data? 

1.4. Is the interpretation of results sufficiently substantiated by data? 

1.5. Is there coherence between qualitative data sources, collection, analysis and interpretation? 

2. Quantitative Randomised Control Trials 

2.1. Is randomization appropriately performed? 

2.2. Are the groups comparable at baseline? 

2.3. Are there complete outcome data? 

2.4. Are outcome assessors blinded to the intervention provided? 

2.5 Did the participants adhere to the assigned intervention? 

3. Quantitative nonrandomized  

3.1. Are the participants representatives of the target population?  

3.2. Are measurements appropriate regarding both the outcome and intervention (or exposure)? 

3.3. Are there complete outcome data? 

3.4. Are the confounders accounted for in the design and analysis? 

3.5. During the study period, is the intervention administered (or exposure occurred) as intended? 

4. Quantitative descriptive 

4.1. Is the sampling strategy relevant to address the research question? 

4.2. Is the sample representative of the target population? 

4.3. Are the measurements appropriate? 

http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
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4.4. Is the risk of nonresponse bias low? 

4.5. Is the statistical analysis appropriate to answer the research question? 

5. Mixed methods  

5.1. Is there an adequate rationale for using a mixed methods design to address the research question? 

5.2. Are the different components of the study effectively integrated to answer the research question? 

5.3. Are the outputs of the integration of qualitative and quantitative components adequately interpreted? 

5.4. Are divergences and inconsistencies between quantitative and qualitative results adequately addressed? 

5.5. Do the different components of the study adhere to the quality criteria of each tradition of the methods 

involved? 

6. Adjusted Question 

6.1. Are all important and/or possible limitations presented? Is the factor of bias and other ethical concerns 

taken into consideration? 

 

 

Available Responses: Yes (1), No (-1), Can’t Tell (0) 

 

For Mixed Methods studies the MMAT (2018) suggests administering the 1st, 5th and either one of the 2nd, 

3rd or 4th category. In this study the 3rd category’s items were addressed together with the 1st and the 

5th’s. 
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Appendix D. Extraction Protocol 

Extraction Protocol for the 6 prime studies presented in the data analysis 

Author IN* Intervention Participants Age Setting Results QAS* 

Doumit, Ka-
zandjian & 
Militello, 2018 
 

I Weekly 60’ sessions for 7 weeks of the “Creating Oppor-
tunities for Patient Empowerment” (COPE) Intervention. 
This pilot study is an evidence based research-tested pro-
gram based on the Cognitive Behavioural Therapy princi-
ples. It aims in cognitive behavioural skills building 
through reflective discussion and coping methods testing, 
to reduce negative thoughts (cognitive reconstructing), in-
crease activities that induce pleasure (behavioural activa-
tion) and improve problem-solving skills (homework as-
signments). It was implemented by licenced personnel. 

31 adolescent 
Syrian refugees 
(15 males, 16 
females) 
 

13 to 17, 
mean 14 
 

Commu-
nity Based, 
Beirut Leb-
anon, Asia 

There was a decrease in the sample’s de-
pression levels, anxiety as well as an in-
crease in the experience of quality of life 
and physical functioning. 

19 
 
 
 
 
 
 
 
 

Ellis, Miller, 
Abdi, Barrett 
& Blood, 
2013 

II “Supporting Health of Immigrant Families and Adoles-
cents” (SHIFA) is a 9 month multi-tier intervention pro-
gram. This pilot intervention addressed the whole popula-
tion of interest (Tier 1, 2) which was offered prevention 
and resilience building services and more individualised 
services (stress-reduction,  trauma systems therapy, spe-
cialised intensive mental health interventions) to a more 
“at-risk” for psychological distress groups (Tier 3,4). It 
was implemented by trained social workers and culture 
brokers (Tier 1,2) and clinicians (Tier 3,4). There was a 6 
and 12-month follow up. 

30  adolescent 
refugees  (19 
males, 11 fe-
male), 18 So-
mali youth, 12 
Somali Bantu 
youth, 

11 to 15, 
mean 13 

School & 
Commu-
nity Based, 
New Eng-
land, 
U.S.A.,  
America 

PTSD and depression was greater in 
higher Tiers’ Participants but were de-
creased over time (follow ups) for all Ti-
ers’ Participants. Tier 3 and 4 participants’ 
PTSD improved more compared to the 
lesser Tiers’ participants. Resource Hard-
ships was associated with PTSD and de-
pression positively. Tiers’ 2 and 3 partici-
pants’ Resource Hardships reduced over 
time (Follow ups). Tier’s 4 participants 
experienced stability in Resource Hard-
ships. 

24 

Gormez et al., 
2017 

III A weekly 70-90’ eight-session group Cognitive Behav-
ioural Therapy program delivered by trained Arabic speak-
ing teachers who were supervised by specialists. Each 
group consisted of 8-10 students and two teachers. 
Trauma narrative, arts and psychoeducation approaches 
were employed to share traumatic experiences, reflect on 
them. There was also testing of relaxation and of other 
techniques.  

32 children and 
adolescent Syr-
ian unaccom-
panied refugees 
(12 males and 
20 females) 
 

10 to 15, 
mean 12 

 

School 
Based, Is-
tanbul, 
Turkey, 
Asia 

Anxiety and PTSD were significantly 
lower after the intervention compared to 
baseline’s indications. A significant im-
provement was shown concerning the 
SDQ’s (tool) emotional problems. Con-
duct, hyperactivity, peer-relationship 
problems and prosocial behaviour 
seemed unaffected by the intervention. 

23 
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* IN: Study’s Identification Number, QAS: Quality Assessment Score  

Mhaidat & 
Alharbi, 2016 

V 2 per week 45’ twelve-session program on “Cognitive Dis-
tortions Treatment”. Based on the principles of Cognitive 
Behavioural Therapy, psychoeducation about cognitive 
distortions was attempted as well as employment of self-
reflective techniques and training on handling cognitive 
distortion types. The Intervention was carried out by 
trained personnel.  

20 Syrian ado-
lescent refu-
gees (all fe-
males), 10 in 
experimental 
and 10 in con-
trol 

7th of pri-
mary - 1st 
of sec-
ondary 
 

School 
Based, 
Zarqa, Jor-
dan, Asia 

Compared to the control group, partici-
pants receiving the intervention reported 
significantly improved levels of depres-
sion whereas the feeling of insecurity was 
reduced.  

18 

Pfeiffer, Sach-
ser, Rohl-
mann & 
Goldbeck, 
2018 
 

VI Six weekly 90’ sessions of the “Mein Weg” (My Way) In-
tervention. The sessions were carried out by trained social 
workers who applied a trauma focused approaches based 
on Cognitive Behavioural Therapy. The sessions included 
trauma- narrative, self-reflective discussions between the 
groups and approaches on different thematic. There was 
psychoeducation on PTSS, learning about appropriate 
coping skills, gradual exposure to overcome traumatic 
events and regain sense of safety. There was a follow- up 
of 2 months. 

99 adolescent 
refugees (7 fe-
males, 92 
males), mainly 
from Afghani-
stan, 50 experi-
mental group 
and 49 in the 
control. 

13 to 21, 
mean 17 

Commu-
nity Based, 
Southern 
Germany, 
Europe 

Receivers of the Mein Weg had higher 
PTSS and depression than the Usual 
Care’s participants. The Mein Weg inter-
ventions seemed to have effect on the re-
ceiver’s depression and PTSS, more than 
the Usual Care did. Significantly less was 
also the Dysfunctional Post Traumatic 
Conditions in the Mein Weg group after 
the implementation although not signifi-
cance were shown when compared to the 
Usual Care. All of the aforementioned 
were based on self-reported results. Re-
sponses from the caregivers concerning 
the aforementioned variables were lower 
than the self-responses but no difference 
were shown between the two groups.  

25 

Ugurlu, Akca 
& Acarturk, 
2016 

VIII The “Psychosocial Art Therapy” program is a five-day 
workshop, run by  volunteer Arabic translators and a Li-
censed Arts therapist who provide Music, Movement and 
Drawing to three groups of adolescents (age divided, 7-8, 
9-10, 11- 12). Skills used in the Psychosocial Recovery pro-
gram was used (problem solving, identifying feelings, cop-
ing strategies, managing reactions, promoting helpful 
thinking, rebuilding social relationships) in order to ad-
dress the children’s psychological symptoms.  

63 Syrian refu-
gee children 
(29 females, 34 
males) 

7 to 12, 
mean 9 

Commu-
nity Based, 
Instable, 
Turkey, 
Asia 

There was a significant improvement of 
PTSD and depression. Participants’ ten-
dency to be anxious was significantly im-
proved but the existence of the anxiety 
feeling and symptoms did not seem to 
significantly change. Caregivers acted as 
proxies during the PTSD measurement. 

23 
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Appendix E. Tools and identified Results 

 

IN* 
Methodological 

Design 
Tools Statistical Procedures Results in Detail Conclusion 

I 

Experimental 
study with one 
group and before 
and after interven-
tion comparisons 

Patient Health Questionnaire–9 (PHQ-9), Self-
report 
 The internal consistency reliability in the sample 

was .59. 

 (SPSS 21) Descriptive 
analysis was used for de-
mographic, satisfaction, 
and post program evalua-
tions.  

 Paired sample t tests were 
used to compare adoles-
cents’ mean scores pre- 
and post-program as indi-
cated by the measure-
ments of the used tools  

 Preliminary effects were 
interpreted using Cohen’s 
d statistic 

 Participants reported feeling overall satisfied 
with each session (mean 8.54/10.00) 

 Participants liked self-esteem enhancing activ-
ities in session 2 the most (mean 8.49/10.00) 

 Participants reported that their view were 
much improved (70.97%) 

 Participants were identified to be mild depres-
sive (mean 6.35) and had mild anxiety (mean 
4.61) before the intervention. Comparison of 
measurements before and after intervention 
showed that there was a statistically significant 
decrease of small effect in depression (d= 
0.42) and anxiety (d= 0.37)  

 After- intervention measurements revealed 
also a significant improvement of small effect 
in the Total Quality of Life (d= 0.39) and the 
Physical Functioning subscale scores (d= 
0.33). 

Provides an-
other suggestion 
of simple and ef-
fective interven-
tion for a popu-
lation in need.  

Generalized Anxiety Disorder–7 (GAD-7), self-
report 
 The internal consistency reliability in the sample 

was .76. 

Pediatric Quality of Life (PedsQL) Inventory,  
Self-report 
 Consists of domains like physical functioning, 

emotional functioning, social functioning and 
school functioning 

 The internal consistency reliability in the sample 
was .84 for the total scale 

 

Satisfaction Rating and Program Evaluation 
 

 

II 

Experimental 
study with one 
group and before 
and after interven-
tion comparisons, 
there was a 6 and 
12-month follow 
ups (longitudinal). 

War Trauma Screening Scale (WTSS), Self-report 
checklist 
 The internal consistency and convergent validity 

for the sample (Kuder-Richardson Formula 20 
coefficient .86) 

 Descriptive analysis was 
used for demographic 
and engagement 

 T tests were used for key 
variables’ potential differ-
ences between those who 
did and did not complete 
the study and between 
participants in different 
tiers 

 PASW Statistics version 
18.0.2 Mixed effects 
models, and regression 
models were used as a 
means of examining 

 There were no differences between those who 
participated in Tier 2 and higher 

 Participants in all tiers showed decreases in re-
source hardships over time, b= - 0.04, t(74)= 
-2.26, p = .027 

 Participants in all tiers showed changes in 
symptoms of depression across time, b= 0.08, 
t(76) = -2.60, p= .011 

 Resource hardships were significantly associ-
ated with depression symptoms over time, 
b=0.81, t(72)= 4.15, p =.01. Those in Tier 2 
had lower symptoms of depression across 
time than those in Tier 3 and higher 

Project SHIFA 
is a promising 
example of how 
a multilayered 
program can ad-
dress different 
mental health 
needs in an ef-
fective way. 
Higher intensity 
mental health 
care is suitable 
for more severe 
mental health 
needs. 

Adolescents Post-War Adversities Scale-Somali 
version (PWA), self-report 
 The internal consistency was .73  

UCLA PTSD Reaction Index for DSM–IV (Re-
vision 1 (PTSD-RI), self-report 
 The internal consistency was .90 

Depression Self-Rating Scale (DSRS), self-report 
 High internal consistency and acceptable psy-

chometric properties 
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changes in PTSD, depres-
sion, and resource hard-
ships 

 

 Time point significantly predicted changes in 
PTSD symptoms, b=0.21, t(74)= -2.45, p = 
.016 

 F(1, 71)= 3.71, p =.058, suggests that the ef-
fect of time on PTSD symptoms differs by tier 
level once resource hardships are taken into 
account, with greater PTSD symptom im-
provement over time for participants in Tier 3 
or 4 

 Resource hardships was significantly associ-
ated with PTSD symptoms over time, b= 
3.95, t(71)= 9.52, p= .01 

III 

Experimental 
study with one 
group and before 
and after interven-
tion comparisons 

Child post-traumatic stress- reaction index 
(CPTS-RI), self-administered 
Spence children’s anxiety scale (SCAS), self-re-
port 
Strengths and difficulties questionnaires (SDQ), 
self-report 
 Covers strengths, emotional difficulties related 

to depression and anxiety and behavioral prob-
lems such as aggression and hyperactivity  
 
 
 
 
 

 

 SPSS version 19.0 for 
Windows was used to cal-
culate Descriptive statis-
tics for mean and stand-
ard deviations.  

 Pre- and post-test 
changes in the frequency 
of diagnoses were ana-
lyzed with exact 
McNemar’s test  

 Symptoms clusters were 
analyzed with t-tests for 
paired samples 

 Correlations were as-
sessed with Pearson cor-
relations 

 Violation of the normal-
ity assumption was 
checked by using the Kol-
mogorov–Smirnoff test 

 Non-parametric equiva-
lents were analyzed by us-
ing the Wilcoxon 
matched pairs signed-
ranks test and Spearman’s 
rank correlation 

 Post-intervention mean anxiety total score (M 
= 40.38, SD = 20.59) was statistically lower 
than the baseline’s scores (M = 53.28, SD = 
13.78, t = 3.73, p =0.001) 

 The same with the PTSD symptoms 
(M=17.63, SD= 13.64) when compared with 
the baseline’s scores (M=23.90, SD=12.76), 
(t= 2.72, p = 0.011) 

 Emotional problems seemed improved as well 
(M=3.26, SD=2.77) compared with the base-
line’s measurements (M=4.32, SD= 1.89), (t= 
2.85, p =0.008) 

 No significant results were observed for the 
variable conduct, pro social behaviour, hyper-
activity and peer related problems  

It is one of few 
suggestions for 
effective school 
based mental 
health interven-
tions delivered 
by teachers. Re-
sponds to argu-
ments about fi-
nancial re-
strictions when 
implementing 
interventions at 
schools. 
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V 

Experimental ran-
domized con-
trolled trial 

Depression Scale, self-report 
 Reliability coefficient in the sample was 0.87 
Scale of Feeling Insecure, self-report 
 Reliability was achieved by reapplying it where 

Pearson test result was 0.96 

 Descriptive Statistics 
(Mean SD) was calculated 
to identify the level of de-
pression and anxiety 

 ANCOVA was used to 
see if differences between 
depression and insecurity 
post- intervention for 
both intervention and 
control group were im-
portant compared to 
baseline 

 Participants were moderately depressed 
(M=26.63, SD=4.47) and insecure (M=37.51, 
SD=6.64) 

 Receivers of the intervention exhibited greater 
change concerning the reduction of depres-
sion (F= 15.14, Aita Square= 0.471) and inse-
curity (F= 9.794, Aita Square= 0.366) com-
pared to the control group’s after interven-
tion. 

 Post-test modified means and standard errors 
were calculated for the depression (Control, 
MM=31.653, SE=1.179), (Experimental, 
MM= 24.247, SE=1.179) and insecurity per-
formance (Control, MM=46.944, SE= 1.179), 
(Experimental, MM=37.959, SE=1.179) 

Contribution on 
the scarce pro-
grams about 
correcting cog-
nitive distor-
tions in specific. 
Adds on the 
available data. 

VI 

Experimental ran-
domized con-
trolled trial, there 
was a 2 months  
follow up (longitu-
dinal) 

Child and Adolescent Trauma Screen (CATS), 
self-report and caregiver report 
 The interval consistency used in this study was 

a=.75 
Patient Health Questionnaire 8 (PHQ-8), self-re-
port 
 Examination of 8 questions for depression  
 The interval consistency used in this study was 

.76 
Child Posttraumatic cognitions Inventory Short 
Version (CPTCI-S), self-report 
 The internal consistency in the sample was .81 

Not Specified in detail  PTSS measures found the Mein Weg group to 
be superior to the Usual Care group as indi-
cated by a significant interaction between 
group and time (F1,82 = 4.69, p = .003). The 
pre–post effect size was d = .61 for the Mein 
Weg group and d = .15 for the UC group 

 Participants receiving Mein Weg improved 
significantly more compared to participants in 
the UC group with regard to severity of de-
pression between group and time (F1,90 = 
10.72, p = .002). The pre-post effect size for 
the Mein Weg group was d = .63 and no effect 
occurred in the UC group 

 No significant interaction effect of group and 
time were found either for dysfunctional 
PTCs (F1,86 = 2.96, p = .089) or for care-
giver-rated PTSS (F1,86 = 0.01, p = .940) 

Adds on the 
available data on 
successful CBT 
interventions. 
Leads further 
discussion.   

VIII 

Experimental 
study with one 
group and before 
and after interven-
tion comparisons 

Stressful Life Events Questionnaire (SLE), self-
report 
Child Depression Inventory (CDI), self-report 
State-Trait Anxiety Scale, self-report 
UCLA Post-traumatic Stress Disorder (UCLA 
PTSD), caregiver report 

 Not Specified in detail  60.30% (N = 35) of the children, who were in 
the third cluster (experiencing 4 to 7 stressful 
events), had a higher risk to develop PTSD 

 PTSD Mean= 26.2 (range from 0 to 55, SD= 
13.98) signified that the majority were not ex-
periencing PTSD. However 23.40% (N = 14) 

Presents im-
portant and 
promising data 
for the success 
of Creative Arts 
interventions 
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of the children had PTSD scores higher than 
38 (cut-off) 

 17.6% (N = 10) of children had a score be-
tween 16 and 23 which indicates higher scores 
of depression 

 14.4% (N = 6) of children had a score higher 
than 39, which indicates severe levels of anxi-
ety. The 45.3% (N = 19) of children showed 
moderate levels of state anxiety symptoms and 
38.3% (N = 17) showed mild levels. 

 Concerning the trait of anxiety 31.1% (N = 
13) of children had a score higher than 39, (se-
vere levels), 36.7% (N = 20) showed moderate 
levels and 19.2% (N = 9) of children showed 
a mild level 

 There was significant improvement based on 
comparison between pre-assessment of 
trauma symptoms (M = 29.80, SD = 10.50) 
and post assessment (M = 15.32, SD = 9.59), 
t(24) = 5.45, p < .05, g = 1.00, 95% CI [.46, 
1.52] 

 The same for depression comparing before 
workshop’s mean (M = 9.97, SD = 1.01) and 
after (M = 6.0, SD = 4.54), t(29) = 3. 95, p < 
.05, g = .72, 95% CI [.20, 1.24] 

 Measurements before the intervention for the 
trait of anxiety (M = 36.92, SD = 6.96), and 
after followed suit (M = 30.30, SD = 7.39), 
t(24) = 4.37, p < .05, g = .80, 95% CI [.27, 
1.32] 

 Feeling of anxiety did not exhibit improve-
ment 

which seem to 
be scarce  

*IN= Study’s Identification Number 


