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Comparing a trauma focused and non
trauma focused intervention with war
affected Congolese youth: a
preliminary randomised trial

Paul O’Callaghan, JohnMcMullen, Ciara¤ n Shannon & Harry Ra¡erty

While there is broad consensus about the need for

interventions to help psychologically distressed, war

a¡ected youth, there is also limited research and even

less agreement on which interventions work best.

Therefore, this paper presents a randomised trial

of trauma focused, and non trauma focused, inter-

ventions with war a¡ected Congolese youth. Fifty

war a¡ected Congolese youth, who had been exposed

to multiple adverse life events, were randomly

assigned to either a Trauma Focused Cognitive

BehaviouralTherapy group or a non trauma based

psychosocial intervention (Child Friendly Spaces).

Non clinically trained, Congolese facilitators ran

bothgroups.Aconvenience sample,waitinglistgroup

was also formed. Usingblind assessors, participants

were individually interviewed at pre intervention,

post intervention and a 6-month follow-up using

self-report posttraumatic stress and internalising

symptoms, conduct problems and pro social behav-

iour. Both treatment groups made statistically sig-

ni¢cant improvements, compared to the control

group. Large, within subject, e¡ect sizes were

reported at both post intervention and follow-up.

At the 6-month follow-up, only the Child Friendly

Spaces group showed a signi¢cant decrease in pro

social behaviour. The paper concludes that both

trauma focused and non trauma focused interven-

tions led to reductions in psychological distress in

war a¡ected youth.

Keywords: adolescents, Child Friendly
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Democratic Republic of the Congo,Trauma
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Introduction
In the ¢eld of mental health and psycho-

social support (MHPSS) in humanitarian

settings, major disagreement still persists

about the focus of interventions (Tol et al.,

2011). One of these disagreements is between

advocates of trauma focused interventions

and those who favour more psychosocial

approaches (Miller & Rasmussen, 2010).

This divide is compounded by a scarcity of

studies of interventions within con£ict and

post con£ict settings (Patel et al., 2007) that

compares trauma focussed to non trauma

focussed interventions.

Proponents of trauma focused interventions

with youth who have been exposed to

adverse life events believe that the primary

focus of any intervention is to encourage

them to talk about the traumatic event in

detail and revisit the experiencewithin a safe

environment (Neuner et al., 2008). Trauma

focused interventions frequently use pre

and post measures to test for e⁄cacy, and

usually support a small number of young

people via individual therapy that is often

focussedontreating posttraumatic stress dis-

order (PTSD) (Tol et al., 2011).

In justifying this focus, proponents cite:

empirical evidence of e¡ectiveness from

randomised trials (e.g. Ertl, Pfe¡er &

Schauer, 2011; Scheeringa et al., 2011); one

meta analytic review, which concluded that

trauma focused therapies are the only ‘well

established treatment’ for minors exposed to

traumatic events (Silverman et al., 2008);

best practice guidelines that state that
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trauma focused interventions are the most

e¡ective treatment for PTSDand relateddif-

¢culties in children (e.g. AmericanAcademy

of Child and Adolescent Psychiatry, 1998);

and the view that children from any culture

are vulnerable to the symptoms described

in the PTSD syndrome (Derluyn et al.,

2004).

On the other hand, opponents of trauma

focused interventions argue that: talking

about past traumas within certain cultures

can violate cultural beliefs (Honwana,

1997); trauma interventions categorise

people’s normal responses to extreme

war experiences as pathological (Rabaia,

Nguyen-Gillham & Giacaman, 2010); and

trauma interventions underestimate the

resilience of young people (Sommers, 2003).

However, recent randomised trials of inter-

ventions for war a¡ected minors re£ect a

shift in both camps, with a new generation

of ‘group based’, trauma focused interventions

that combine a trauma focus with creative/

expressive activities (e.g. Gelkopf & Berger,

2009; Jordans et al., 2010), and newly devel-

oped psychosocial interventions that use

pre and post measures to test for e⁄cacy

(Gordon et al., 2008).

In addition to piloting new interventions,

researchers have also compared speci¢c

trauma focused interventions with other

active comparison interventions. Ertl et al.

(2011) found that Narrative Exposure

Therapy (NET: an individual, exposure

based therapy) led to a larger reduction in

PTSD symptoms among child soldiers in

Uganda (Cohen’s d¼1.80) (Cohen, 1988)

than academic catch-up (d¼ 0.83) or wait-

ing-list control group (d¼ 0.81). However,

Catani et al. (2009) found no signi¢cant

di¡erence between a trauma based (NET)

and a non traumabased (meditation/relaxa-

tion) intervention in reducing PTSD symp-

toms and impaired functioning in war

a¡ected, post tsunami, Sri Lankan youth.

This is an important ¢nding as it suggests

that trauma based approaches (i.e. those

that involve a child talking about traumatic

events in great detail) may not be any more

e¡ective in reducing traumatic stress symp-

toms than culturally familiar activities that

do not involve any direct processing of

past traumas.

This study sought to examine this hypo-

thesis by comparing an evidence based,

trauma focused intervention (Trauma

Focused Cognitive Behavioural Therapy

(TF-CBT)) with an under researched; yet

widely used (Tol et al., 2011) psychosocial

intervention (Child Friendly Spaces (CFS)).

The authors anticipated that the trauma

based intervention would be superior in

reducing posttraumatic stress and interna-

lising symptoms, while the non trauma

based intervention would be superior in

reducing conduct problems and increasing

pro social behaviour.

Background/context

The study occurred in the village of

Mwenga, with approximately10,000 inhabi-

tants, located in the mineral rich region of

South Kivu in the Democratic Republic of

the Congo (DRC). It is about120 kmby road

from the provincial city of Bukavu. These

days, agriculture is the main income source.

Mwenga is also a hub for food aid distri-

bution, school feeding programmes and

food-for-work programmes run by various

international nongovernmental organis-

ation (NGOs), in and aroundMwenga terri-

tory.

During the 2009 Congolese army o¡ensive

against Forces de¤ mocratiques de libe¤ ration du

Rwanda (Democratic Forces for the Liber-

ation of Rwanda, FDLR) rebels in the sur-

rounding forests, approximately 70% of

Mwenga’s inhabitants were internally dis-

placed, having £ed to Mwenga from remote

villages to avoid the ¢ghting. Mwenga was

also the scene of one of the worst atrocities

in the Democratic Republic of the Congo’s

history: the burying alive of 13 women and

twomenaccusedof supportinga community

based militia group in 1999 (Breackman,

2010).
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Methodology
Trial design

This was a single centre, equal randomisa-

tion, single blind (outcome assessors), paral-

lel group intervention.

Participants

Seventy-two (range: 8^17, mean age¼14.79)

war a¡ected minors participated in this

study in October 2011 and April 2012. Eligi-

bility criteriawere broad:1) aged over seven;

2) prior exposure to traumatic, war related

violence; and 3) the ability to attend a nine

session intervention. Fifty war a¡ected

children met the eligibility criteria (boys:

29, girls: 21, age range: 14^17, mean age:

14.88). All participants were recruited from

a youth club run by the NGOTranscultural

Psychosocial Organisation (TPO) and lived

in, or near, the village Mwenga, DRC.

Recruitment was by invitation and all those

invited agreed to take part.

Procedure

Ethics. The lead author’s university

research ethics review board gave full

ethical approval for this study. In addition,

the protocol was approved by UNICEF

(DRC) and the country director and part-

ner coordinator of TPO (an NGO also

working in the ¢eld of MHPSS for war

a¡ected populations in the eastern DRC)

before informed verbal consent was sought

from all participants in the study. All

participants were also informed of their

freedom to withdraw from the study at

any time during the open information

session held at the start of the study.

Informed verbal consent of caregivers and

parents was sought for all study partici-

pants. All datawas held in a secure location

for the duration of the intervention and

questionnaires were destroyed once data

was computerised. In addition, a local

ethics board, comprising local assessors

and intervention facilitators (formed at

the intervention site), provided ethical

and cultural advice throughout the study.

Translation. All measures used had

already been translated, reviewed by a

bilingual mental health professional, evalu-

ated in a focus group with two comparable

samples and pilot tested with youth in the

DRC (McMullen et al, 2013; O’Callaghan

et al., 2013), so no further translation

occurred in this study. The only addition

was that the measures were back translated

prior to use to ensure translation was in

keeping with the original version. Due to

literacy di⁄culties, all questions were

administered in the form of individual

interviews.

Assessors. Five members of Re¤ seaux

Communautaires pour la Protection de l’Enfance

(RECOPE, child protection community

networks), a community based committee

trained in child protection and psychosocial

support, provided ethical and cultural

advice on the study and, after receiving

training, administered the questionnaires.

Randomisation and blinding. The lead

author randomised eligible participants on

their posttraumatic stress (PTS) score to

either theTF-CBTgroup or the CFS group

using a computer generated random

sequence supplied by one of the research

team o¡ site (CS). Selection bias was

reduced by ensuring that group allocation

was concealed from those responsible for

participant enrolment (RECOPE) and by

ensuring that the person responsible for

assigning the participants met none of them

prior to the group allocation. The inter-

viewers (outcome assessors) were blinded

to the intervention allocation.This involved

withholding the randomisation sequence

from the interviewers, having no overlap

between interviewers and intervention facil-

itators, and by ensuring no interviewers

attended nor participated in any of the

intervention sessions.

Facilitators. In keeping with previous

studies (Ertl et al., 2011; McMullen et al.,

2013; O’Callaghan et al., 2013) the interven-

tions were run by indigenous non clinical

facilitators. The TF-CBT intervention was
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delivered by a teacher who had delivered

three TF-CBT interventions with similar

groups of youth in the DRC (McMullen

et al., 2013; O’Callaghan et al., 2013) and

assisted by two social workers from the

funder, TPO. The CFS sessions were

delivered by trained animators who lived

in Mwenga. The project was overseen by

the lead researcher, who remained on site

for the study’s duration and was available

to support any participants who experi-

enced distress during the study or inter-

vention.

Measures

Posttraumatic stress symptoms. The

severity of posttraumatic stress symptoms

was assessed using the UCLA PTSD-RI

(Reaction Index, revised version) (Pynoos

& Steinberg, 2002) using interviews due to

literacy di⁄culties. In the current study

(n¼ 72) Cronbach’s alpha (a measure of

internal consistency calculated using the

sample of 72 participants) was 0.771 for the

Congolese Swahili version of the PTSD-RI.

Due to concerns with cross cultural applica-

bility of a PTSD diagnosis in a nonwestern

population; this measure was used to record

posttraumatic stress symptoms, but not to

diagnose PTSD. (For comparison, however,

92% of participants reported scores of 38

or higher on the UCLA PTSD-RI, a cut-o¡

point shown previously to have a sensitivity

of 0.93 in detecting PTSD (Steinberg et al.,

2004)).

Internalising symptoms, conduct pro-

blems and pro social behaviour.These

were assessed using the African Youth Psycho-

social Assessment Instrument (AYPA) (Bolton

et al., 2007). This is the only African devel-

oped and validated instrument of psycho-

social functioning and was developed in

East Africa after qualitative consultation

with youth, caregivers and mental health

workers.Test/retest reliability of 0.852 (Pear-

son’s Correlation) was found for the AYPA

in a previous study with a comparable

sample of Congolese youth (O’Callaghan

et al., 2013). In the current study, Cronbach’s

alpha was found to be 0.844 (internalising

symptoms); 0.788 (conduct) and 0.829 (pro

social behaviour).

Adverse life events. A 39 item dichoto-

mous questionnaire measured region

speci¢c adverse life events. This was based

on a 23 item questionnaire used with a

similar population of war a¡ected youth in

the DRC (McMullen et al., 2013), with

additional items coming from interviews

with participants who had worked in the

mines or had been accused of witchcraft,

and members of RECOPE who provided

information on region speci¢c adverse life

events.

Interventions

Treatment format. Each intervention ran

for nine sessions (three sessions per week)

and each session was approximately

1.5 hours. At the end of the interventions

both groups attended a graduation

ceremony (session nine) with their care-

givers. Parallel intervention sessions were

held in the morning or afternoon. The ses-

sions took place in a wooden hanger and

under a tarpaulin tent set up in a ¢eld

attached to a local school. To enhance treat-

ment ¢delity, both the TF-CBT and CFS

facilitators received a minimum of six train-

ing sessions on how to deliver their particu-

lar interventions, members of both teams

had all received prior ‘in-the-¢eld’ supervision

while delivering their speci¢c interventions,

and all facilitators received manuals of their

interventions in French, prior to commen-

cing the study.

TF-CBT, (Cohen,Mannarino&Deblinger,

2006), is a component based intervention

that combines cognitive therapy aimed at

changing the way a person thinks, and

behavioural therapy, which aims to change

the way a person acts. It helps an individual

come to terms with trauma through

exposure to memories of the event (Bisson

et al., 2013). This intervention contained

eight modules:1) introductions, ice breakers,

O’Callaghan et al.
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ground rules, psycho-education on trauma,

normalising stress reactions, intrusive

memories and establishing a safe place; 2)

imagery, auditory and olfactory techniques

to changepictures, sounds or smells of a trau-

matic event in the mind, dual attention tasks

(e.g. knee tapping while thinking of trau-

matic events); 3) controlled breathing, pro-

gressive muscle relaxation, positive self-talk

and sleep hygiene (i.e. sleeping well and at

the proper times); 4) identifying, rating and

productively expressing feelings; 5) the cog-

nitive triangle, identifying and reframing

unhelpful or inaccurate thoughts; 6) graded

exposure, using taught techniques during

an imagery exposure task, good and bad

avoidance;7) traumaprocessing via art work

and individual sharing of narratives with a

facilitator; and 8) challenging unhelpful

and inaccurate cognitions via role play,

exploring responsibility and advice giving

to other youth in overcoming traumatic

events. All sessions began with culturally

familiar games and songs, andafter each ses-

sion, homework was set to practice the con-

cepts learned that day.

CFS is a psychosocial intervention that

improves resilience and wellbeing of youth

through community based, structured

activities held in a safe, child friendly

environment (UNICEF, 2011). Unlike TF-

CBT, CFS does not focus on processing past

traumas or reframing inaccurate or unhelp-

ful cognitions, but uses creative, expressive

and discursive activities to learn about com-

mon dangers young people face and how to

avoid them. The eight module intervention

explored the following: 1) child protection,

i.e. identifying speci¢c risks in the village

and how to avoid them, such as collecting

¢rewood in groups, not accepting gifts or

money from older men, etc.; 2) sexually

transmitted diseases, including HIV/AIDS,

how it a¡ects people and how to avoid

contracting it; 3) child rights under inter-

national and Congolese law, with particu-

larly focus on child labour and the risks in

working in nearby mining zones; 4) theTree

of Life, where participants draw a diagram

of their own personal skills and resources

(leaves) and people in their lives who can

help them (trunk and branches) or have

helped them (roots) achieve their goals; 5)

theJourney of Life, which is a pictorial repres-

entation of challenges youth face in life

(e.g. drug taking, sexually transmitted dis-

eases, lack of school fees, unemployment,

etc.) and how they can be overcome; 6) ^ 8)

involved preparing and acting out a play on

how to protect yourself as a young person

from drug taking, violence and sexual abuse.

Each session began with a warm-up song or

traditional dance, and usually ended with a

game of football. All sessions involved group

discussion and the groupwas split along gen-

der lines for the discussion on sexual health.

Caregiver sessions. Two 90 minute ses-

sions took place for the caregivers of both

the TF-CBT and the CFS intervention

groups. These sessions brie£y explained the

two interventionsbeing run, the psychologic-

al impact of war and violence on young

people, how child rights can be better pro-

tected and respected, and how parents can

improve communication and interaction

with their children at home. The sessions

were delivered by a panel and included the

TF-CBT facilitators, and CFS animators,

the lead researcher, social workers and

religious and civil representatives.

Sample size

A previous randomised controlled trial

(RCT) that compared a trauma therapy

(NET) with academic catch-up (a non

trauma based, psychosocial therapy) (Ertl

et al., 2011) found a between treatment e¡ect

size (Cohen’s d) of 0.72 for posttraumatic

stress symptoms. At a power level of 0.80

(1-b err probability) it was calculated that

the sample size per group, assuming equally

sized groups, to be 25 per treatment group.

Data analysis

Baseline characteristics of the groups were

compared using analysis of variance for all
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continuous variables to examine the

e¡ects of randomisation. All participants

interviewed at the start of the study

were included in the outcome analysis i.e.

post intervention and follow-up analysis

was by intention-to-treat, using a last-

observation-carried forward-procedure.

This means that if a participant was

unavailable for the post intervention

follow-up, then their pre test score was

used for the purposes of data analysis.

Similarly, if a participant could not be

located for the six month follow-up, then

their post intervention score was used for

statistical analysis. This method was used

due to anticipated low attrition rates, as

the improved security situation reduced

the risk of migration or internal displace-

ment during the intervention.

Analysis of covariance (ANCOVA) was

chosen to compare the two interventions on

all four outcome variables (posttraumatic

stress, internalising symptoms, conduct

and pro social behaviour). Following two

previous treatment studies, we expected a

decrease in symptoms from pre intervention

to post intervention, and a further decrease

in symptoms at follow-up. Consequently, a

linear model was used.

E¡ect sizes were calculated by subtracting

the post test and follow-up means from

the pre intervention mean and dividing

by the standard deviation of the mean

di¡erences. Bonferroni adjustment of sig-

ni¢cance levels was applied for multiple

comparisons (Bonferroni-corrected signi¢-

cance level: 0.05/4¼ 0.0125). Data analysis

was carried out using SPSS for Windows,

Release Version 18 (SPSS, Inc., 2009,

Chicago, IL, www.spss.com).

Results
Baseline characteristics

Baseline characteristics of participants in the

three groups are presented in Table 1.

Randomisation resulted in no signi¢cant

di¡erence in age, number of traumatic

events nor any pre intervention symptom

scores.

Adverse life events

The number and percentage of participants

in the intervention that witnessed or

experienced the 39 adverse life events are

presented inTable 2(a). The mean number

of categories of traumatic events experi-

enced was 19.74 events.

Table 1. Participant characteristics at trial baseline (nU 72)

Mean (SD)

Characteristic

TF-CBT

(n¼ 26)

CFS

(n¼ 24)

Control

(n¼ 22)

F

value

P

value
a

Age (years) 14.77 (158) 15.00 (164) 14.59 (252) 0.260 0.772

Number of traumatic

events (n¼ 50)
a

20.81 (513) 18.58 (630) 1.89 0.176

Posttraumatic stress 47.77 (6 61) 45.79 (6 87) 46.59 (793) 0.489 0.615

Depression and anxiety 45.08 (1126) 44.83 (925) 43.41 (1286) 0.150 0.861

Conduct symptoms 13.88 (6 89) 15.63 (654) 14.18 (701) 0.455 0.636

Pro social behaviour 21.18 (584) 22.96 (584) 24.09 (4 80) 1.014 0.368

aOne-wayANOVAs (95% con¢dence interval (CI)) measured baseline signi¢cance for continuous variables.TF-CBT¼Trauma-

Focused Cognitive BehaviouralTherapy, CFS¼Child Friendly Spaces, SD¼ standard deviation.
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Table 2(b) presents the single worst life

event that each of the 72 participants in the

studymentioned.Thiswas an openquestion

asked during the initial interview. A lack of

money to pay for school fees was chosen as

the worst life event experienced by parti-

cipants.

Dropouts and missing data

As anticipated, the drop-out rate in this

study was very low. Only one participant

(in the control group) was unavailable for

post intervention testing (he refused to take

part) and one adolescent was unavailable

at the six month follow-up (he had left

the village to return home to his family in

Burundi). Figure 1 presents a £ow chart of

participants through the study.

Within and between subject e¡ects

Between subjects e¡ects on all outcome

variables are presented in Table 3, while

Table 4 and Table 5 present the within sub-

jects e¡ects for all four outcome variables.

Assessed for eligibility (n = 72)

Enrolment

Excluded (n = 22)

�  Unable to attend 3-week intervention

(formed convenience control group)

Randomised (n = 50)

Allocated to child friendly spaces (n = 24)

�  Received allocated intervention (n = 24)

�  Discontinued intervention (n = 0)

Allocated to group TF-CBT intervention (n = 26)

�  Received allocated intervention (n = 26)

�  Discontinued intervention (n = 0)

Allocation

Included (n = 24)

�  Lost to post-test (n = 0)

Included (n = 24)

�  Lost to follow-up (n = 0)

Analysed (n = 24)

Included (n = 26)

�  Lost to post-test (n = 0)

Post-intervention follow-up 

Included (n = 25)

�  Lost to follow-up (n = 1)

6 Month follow-up

Primary analysis

Analysed (n = 26)

Figure 1: Flow of participants through the study.
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Posttraumatic stress

An ANCOVA, with pre intervention PTS

scores as a covariant, found a signi¢cant

reduction in post intervention PTS symp-

toms (F(2,68)¼ 40.40; P< 0.001), but no

di¡erencebetween the two treatment groups

at either post intervention or follow-up.The

TF-CBT group (t (1, 25)¼ 12.22; P< 0.001)

and the CFS group (t(1,23)¼ 12.91;

P< 0.001) showed signi¢cant within subject

post intervention (d¼ 2.40 (TF-CBT) and

d¼ 2.63 (CFS)) and follow-up reductions

(d¼ 3.81 (TF-CBT) and d¼ 3.09 (CFS)).

Internalising symptoms

An ANCOVA, with pre intervention

internalising symptoms scores as a covari-

ant, found a signi¢cant reduction in

post intervention internalising symptoms

(F(2,68)¼ 18.324; P< 0.001), but no di¡er-

ence between the two treatment groups at

either post intervention or follow-up. The

TF-CBT (t (1, 25)¼ 8.18; P< 0.001) and

CFS group (t(1,23)¼ 9.94; P< 0.001) showed

signi¢cant within subject post intervention

(d¼1.60 (TF-CBT) and d¼ 2.03 (CFS))

and follow-up reductions (d¼ 2.79 (TF-

CBT) and d¼ 3.06 (CFS)).

Conduct

An ANCOVA, with pre-intervention con-

duct scores as a covariant, founda signi¢cant

reduction in post intervention conduct pro-

blems (F(2,68)¼ 13.294; P< 0.001), but no

di¡erence between the two treatment

groups at either post intervention nor

follow-up. The TF-CBT group (t (1, 25)¼

5.50; P< 0.001) and the CFS group

(t(1,23)¼ 6.73; P< 0.001) showed signi¢cant

within subject post intervention (d¼1.08

(TF-CBT) and d¼1.37 (CFS)) and follow-

up reductions (d¼1.45 (TF-CBT) and

d¼1.26 (CFS)].

Pro social behaviour

An ANCOVA, with pre intervention di¡er-

ences in pro social behaviour as a covariant,

found no signi¢cant reduction in conduct

problems between any of the three groups

at post test. At the six months follow-up,

the CFS group had a signi¢cant reduction

inpro social behaviour (i.e. pro social behav-

iour declined) when compared to the TF-

CBT group (F(1,47)¼ 4.63; P< 0.05). The

TF-CBT group and CFS group showed

no signi¢cant pre to post intervention

reductions, but the CFS group showed a sig-

ni¢cant within subject reduction in pro

social behaviour, six months after the inter-

vention (t(1,23)¼ 2.93; P< 0.05).

Discussion
The objective of this study was to examine

whether a trauma focused or non trauma

focused intervention resulted in a greater

reduction in psychological distress and

psychosocial di⁄culties. The authors had

anticipated that a trauma focused inter-

vention would be more successful in

ameliorating mental health problems (e.g.

posttraumatic stress, internalising symp-

toms) while a non trauma focused, general

psychosocial intervention would lead to

greater psychosocial bene¢ts (e.g. an

increase in pro social behaviour and a

reduction in conduct problems). The study

found, however, thatboth interventionswere

equally successful in reducingPTSand inter-

nalising symptoms and conduct problems.

This is a ¢nding in line with previous

research that used randomised trials to

compare two active treatment groups (e.g.

Catani et al., 2009; Neuner et al., 2008;

Newman et al., 2011).

This resultmaybe linkedto the fact thatboth

interventions were group based and pro-

vided opportunities for self-expression and

social support (Gordon et al., 2008), and

both groups had similar expectancy of suc-

cess (Newman & Fisher, 2010). Also, both

interventions involved caregiver sessions on

children’s rights, improving relationships at

home and alternatives to corporal punish-

ment. A rare longitudinal study on child-

hood adversity and mental health in

Afghanistan showed that caregiver violence
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is a critical predictor of war a¡ected chil-

dren’s mental health outcomes, independent

of trauma exposure (Panter-Brick et al.,

2011).Thus, by addressing caregiver violence

in the community and proposing alternative

behaviouralmanagementmethods, systemic

factors in£uencing youth mental health

outcomes were targeted, which the authors

suspected account for some of the posi-

tive outcomes in internalising symptoms

recorded in this study.

What is not so clear is why there was no stat-

istical improvement in pro social behaviour

in either group at post intervention, or why

the psychosocial intervention group actually

showed a reduction in pro social behaviours

in follow-up. Perhaps, pro social norms such

as sharing foodand listening to or respecting

others are so culturally engrained that they

are less likely to either decrease or increase

in response to adverse life events or thera-

peutic interventions. Alternatively, perhaps

as both groups has access to prior psycho-

social support before this intervention, pro

social behaviour was already operating at

optimal levels. The decline in pro social

behaviour in the psychosocial intervention

group at follow-up is harder to explain, but

the small di¡erence found between the

two groups at follow-up may be linked to

regression to the mean, or the fact that as

more variables are tested, the probability of

¢nding statistical di¡erences between the

two groups increases.

When participants were asked about their

most pressing concern, the majority stated

a lack of money to pay for school fees,

not past war experiences, as their greatest

di⁄culty. This is signi¢cant given partici-

pant’s exposure to numerous war stressors

and high levels of reported psychopathology.

Yet, despite this exposure, participants’ per-

ceived need concerned their future lives

and not their past experiences. This ¢nding

demonstrates the importance of including

the voice of participants in the design of

research interventions, instead of deciding

on behalf of participants what type of

intervention is in their best interest. It also

shows the importance of including edu-

cational and vocational training opportu-

nities in interventions for war a¡ected

young people, and suggests that school spon-

sorship schemes or youth income generation

projects should form part of any future inter-

ventions for this group.

This trial had some important limitations.

Firstly, the control group was a convenience

sample of young people originally screened,

but unable to attend a nine session interven-

tion.This population di¡ered from the inter-

vention groups on availability of leisure

time and may have also had di¡erent levels

of motivation, interest in seeking help and

varying trauma exposure pro¢les. Secondly,

the study lacked veri¢cation of self-reported

symptoms. In the absence of caregiver or

teacher reports, therewas nowayof compar-

ing the young people’s reports of their men-

tal health and psychosocial functioning

within the community. Finally, the study’s

small sample size prevented further post

hoc analysis on the impact of social networks

and social supports, or on the impact of

previous psychosocial support on interven-

tion e⁄cacy, and therefore are fruitful areas

of future research.

However, despite these limitations, this

study had many strengths. Firstly, it is one

of the very few studies to speci¢cally com-

pare a trauma and non trauma based inter-

vention in the same study, using measures

of both psychological distress and psycho-

social functioning. As a result, it contributes

to the academic and humanitarian evidence

basis on e¡ective interventions for war

a¡ected youth. A single blind randomised

trial, with a convenient sample control

group, was used and the study included cul-

turally appropriate measures and a six

month follow-up assessment. The study was

also one of the few to rigorously evaluate

the e¡ectiveness of CFS, a much delivered,

yet under researched intervention (Tol

et al., 2011). In addition, by providing paral-

lel parenting sessions, systemic family factors

O’Callaghan et al.
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were targeted that impact on the mental

health of war a¡ected children. The use of

a local ethics board to o¡er cultural advice

on the study’s methodology increased the

validity of the interventions. Also, training

Congolese sta¡ usingamanualised interven-

tion, increases the replicability and sustain-

ability of the intervention with internet

supervision, allowing this intervention to

be delivered to other siteswithother commu-

nities in the future.

Conclusions
In summary, this study has shown that a

broad, non trauma focused psychosocial

intervention can be just as e¡ective as a

speci¢c, trauma focused intervention in

relieving symptoms of trauma, internalising

symptoms and conduct problems in a group

of war a¡ected adolescents. This is an

important ¢nding as it supports the Catani

et al. (2009) ¢nding that a nontraumabased,

psychosocial intervention, delivered by non

clinical lay counsellors results in clinically

signi¢cant reductions in psychological dis-

tress among war a¡ected youth, without

the need for ‘trauma processing’or ‘exposure’ ses-

sions.This ¢nding suggests that mechanisms

such as self-expression, social support,

expectation of recovery and parental

support may be more critical in reducing

psychosocial distress than requiring partici-

pants to relieve and process very distressing

past events during an intervention.
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