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Abstract
Background: Currently, over 75∙9 million people globally are internally displaced. Internally displaced
persons are among those most likely to suffer symptoms of trauma. We aimed to explore the
effectiveness of a lay counselor delivered thought field therapy intervention in reducing trauma-related
symptoms among women residing in a displaced persons camp in the Kurdistan Region of Iraq.

Methods:In this cluster-randomized double-blind controlled study, participants from each of two camps
received a one-time intervention of either thought field therapy or relaxation therapy delivered by
professionally trained lay counselors. The camps were cluster-allocated to the intervention, and lay
counselors were assigned to groups by computer randomization conducted by an independent
statistician. Participants were analyzed according to treatment received. No harm was reported.

Results:A total of 109 participants in the thought field therapy group and 102 in the relaxation group
completed pretest assessments and received treatment. Posttest assessments were completed by 102
participants in the thought field therapy group and 100 in the relaxation group, and follow-up
assessments by 98 and 95, respectively. At baseline, 86∙7% of the thought field therapy group scored
above the clinical cut-off for post-traumatic stress disorder, decreasing to 39∙8% post-intervention and
6∙1% at follow-up. In the relaxation group, 72∙6% were above the cut-off at baseline, reducing to 50∙5%
post-test and 37∙9% at follow-up.

Conclusion:These findings support the use of thought field therapy as a potential community-based
intervention delivered by lay counselors in conflict-affected settings.

Trial Registration : ISRCTN─15345050.

Introduction
According to the United Nations, internally displaced persons (IDPs) are “persons or groups of persons
who have been forced or obliged to flee or to leave their homes or places of habitual residence, in
particular as a result of or in order to avoid the effects of armed conflict, situations of generalized
violence, violations of human rights, or natural or human-made disasters, and who have not crossed an
internationally recognized border.”[1] By the end of 2023, the number of IDPs worldwide had reached
75∙9 million. Every day, groups of people are on the move forcibly within their own countries and Iraq is
no exception. As of the end of 2023, there were 1,124,000 IDPs in the country who had been displaced by
conflict and violence.[2]

Massive and systematic population displacements based on ethnicity and civil unrest have been
common in Iraq over the last half-century. Following the war of 2003, the collapse of state control,
organized crime, and sectarian violence led to further large-scale internal displacement. Further
displacements in Iraq followed the attack by the Islamic State in Iraq and Levant (ISIL) in 2014. Ethnic
and religious minorities are disproportionately represented in the overall IDP population in Iraq, including
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the Kurdistan region of Iraq (KRI). [3] Displacement disrupts access to essential services, including
healthcare, and is associated with increased vulnerability to adverse health outcomes.

More broadly, internal displacement typically occurs in settings affected by conflict and violence, where
resources, including mental health services, are often already scarce. Displacement affects all
individuals, particularly those most vulnerable, such as individuals with disabilities, the elderly, women,
and children. [4] A scoping review of studies on IDPs displaced by war and violence [5] found that, across
demographics, IDP populations reported higher rates of mental health disorders compared with local
non-IDP populations and even international refugee populations.

A cross-sectional survey conducted in the Garmian region of the KRI [6] found that the 100 participants
interviewed had experienced an average of 4∙4 traumatic events; 92% had experienced oppression due
to religion, sex, or ethnicity; and 83% had been exposed to combat situations. There is an urgent need for
practical, scalable, and contextually appropriate approaches to address mental health needs in conflict-
affected and resource-limited settings. [7, 8] The use of professionally trained lay counselors has been
studied as one partial solution. [9─11] While interventions delivered by mental health professionals may
achieve strong outcomes, the training and deployment of lay counselors remains a practical and
scalable solution in resource-limited and conflict-affected settings. [12] The use of lay counselors has
the advantage of building on existing community strengths and strengthening community capacity. [13]
Additional advantages include cost-effectiveness, scalability, and feasibility for delivery in low-resource
and humanitarian settings. [14]

A 2002 meta-analysis of randomized controlled trials (RCTs) published by the World Health Organization
(WHO) demonstrated that lay counselor-delivered mental health interventions in low and middle-income
countries (LMICs) can, and often do, achieve a medium to large effect sizes. [9] These authors analyzed
20 RCTs of lay counselor interventions in LMICs; six showed medium effect sizes and five demonstrated
large effect sizes. Three of the studies included in the meta-analysis utilized Thought Field Therapy
(TFT), the intervention explored in this study. Of the three TFT studies, one demonstrated a medium
effect size and two demonstrated large effect sizes. [15─17] TFT involves tapping on specific points on
the face, hands, and body while recalling a specific thought or memory that triggers unwanted emotions
and/or memories. [18, 19]

Although studies of lay counselor interventions with IDPs living in the KRI have been scarce, one recent
study compared eye movement desensitization and reprocessing (EMDR) to trauma focused cognitive
therapy in an IDP population living in camps in Northern Iraq. [11] Both treatments were administered up
to six times per participant and each group demonstrated significant reductions in symptoms.
Additionally, a retrospective case series conducted in the Garmian Region of the KRI found TFT more
effective than cognitive behavioral therapy in treating 33 IDPs. [20] The authors found TFT to be more
aligned with traditional practices in this region.

Despite emerging evidence supporting lay counselor-delivered mental health interventions, there remains
limited comparative evidence on brief, scalable interventions delivered by lay counselors for trauma-

Page 3/20



related symptoms in conflict-affected populations, particularly within camp-based settings. Identifying
interventions that can be delivered efficiently, with minimal resources, and that are adaptable to unstable
humanitarian contexts is essential.

TFT has been explored as a potentially scalable intervention that can be delivered by lay counselors,
particularly due to its simplicity, brief delivery format, and prior use in low-resource settings. [9] However,
comparative evidence of its effectiveness against other low-intensity interventions in conflict-affected
populations remains limited.

In addition, there is limited evidence from cluster randomized designs evaluating such interventions in
real-world camp settings. The primary objective of this study was to evaluate the effectiveness of a lay
counselor-delivered TFT intervention compared with a relaxation-based approach in reducing trauma-
related symptoms among women residing in IDPs camps in the KRI. Secondary objectives included
assessing changes in general psychological distress and subjective units of distress following the
interventions.

Methods

Study design
This was a cluster randomized controlled trial with blinded outcome assessment conducted in the KRI.
Study sites were selected based on predefined criteria, including official camp status, the presence of a
sufficient number of eligible participants, and logistical feasibility for conducting the intervention and
data collection. The camps served as the units of randomization to minimize the risk of contamination
between participants. Given the use of camp-level allocation and the constraints of conducting research
in a humanitarian setting, the study is best interpreted as a pragmatic evaluation of intervention
effectiveness rather than a formally powered efficacy trial. No formal a priori sample size calculation
was performed. Instead, the sample size was determined pragmatically based on the number of eligible
participants available within the selected camps and the logistical feasibility during the study period.

Study setting
The study was conducted in two IDP camps, Tazadey and Qurato, located in the Garmian administration,
Sulaymaniyah province in the KRI. These camps host populations displaced due to conflict, war, and
ethnic or religious persecution. The camps are characterized by limited access to healthcare and mental
health services, reflecting the broader challenges of service provision in conflict-affected and resource-
constrained settings.

Participants
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Participants were internally displaced women living in the two selected camps (Tazadey and Quratoo).
These camps host individuals forcibly displaced and marginalized within Iraq due to conflict, war, and
religious or ethnic persecution.[21] Eligible participants were women aged 24─67 years who were
residing in either of the two selected camps, spoke Kurdish or Arabic, and self-reported symptoms
consistent with trauma-related distress (e.g., anxiety, anger, flashbacks, intrusive memories, and
emotional distress). Exclusion criteria included a diagnosis of severe mental disorders (e.g.,
schizophrenia, psychosis) severe cognitive impairment or substance dependence.

Participants were recruited through community announcements and coordination with camp
administrators. All individuals who met the eligibility criteria and were willing to participate were invited
to enroll in the study. Information about the study was provided in participants’ native languages, and
written informed consent was obtained following a verbal explanation of study procedures. No financial
incentives were offered for participation.

Interventions
Participants received one of two interventions delivered by trained lay counselors: Thought Field Therapy
(TFT) or a relaxation-based breathing technique. Lay counselors assigned to the TFT group received a
two-week training focused on the delivery of TFT for trauma-related symptoms. The intervention involved
guiding participants through sequences of tapping on specific acupoints while focusing on distressing
thoughts or memories. Participants were also encouraged to practice self-administered tapping
techniques. Lay counselors assigned to the comparison group received a two-day training in a
relaxation-based intervention using the 4–7–8 breathing technique. This intervention involved instructing
participants to inhale for four seconds, hold their breath for seven seconds, and exhale slowly for eight
seconds to promote relaxation and emotional regulation. Both interventions were delivered in a single
session by trained lay counselors following standardized procedures. Further details of the intervention
protocols are provided in the appendices.

Randomization and masking
To prevent cross-contamination, the camps were used as the units of randomization and were cluster
randomized using Random Allocation Software. [22] Simple randomization without blocking or
stratification was used. A computer-generated allocation sequence with a fixed seed was produced by
an independent statistician, and the allocation was concealed until assignment. The two IDP camps
were allocated to either the TFT intervention or an active waitlist control group receiving a relaxation-
based intervention. Participants in Tazadey Camp received the TFT intervention whereas participants in
Qurato camp were assigned to the relaxation group. The study followed CONSORT extension guidelines
for cluster randomized studies.
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After forming an initial consent form (Appendix A), lay counselors were also randomly assigned to
intervention arms using Random Allocation Software [22], resulting in 15 TFT facilitators in TFT group
and 15 in the relaxation group. Due to the nature of the interventions, lay counselors were aware of their
assigned intervention; however, outcome assessors were blinded to group allocation. Following
allocation, counselors received intervention-specific training and provided written informed consent
(Appendices B and C).

Procedures
Selected lay counsellors received training specific to their assigned intervention. Counsellors in the TFT
group completed a two-week training programme focused on delivering TFT for trauma-related and
psychological symptoms. Counsellors in the comparison group completed a two-day training
programme in the 4–7–8 breathing technique aimed at promoting relaxation and emotional regulation.

All study participants initially signed a general consent form (Appendix D) and following allocation of
camps signed a more specific consent form describing the treatment they would be receiving
(Appendices E and F depending on group). The information in the consent forms was also explained to
them verbally in their own languages.

All participants completed the PTSD Checklist for DSM-5 (PCL-5) [23] (Appendix G), the General Health
Questionnaire (GHQ) [24] (Appendix H), and a demographic questionnaire (Appendix I) on their first day
of the study. The pretesting was completed over a two-day period by blind assessors who were graduate
university students and were blinded to group allocation. Four groups of 25 participants arrived at two-
hour intervals each day, allowing two hours of assessment for each group throughout the day. The
assignment of participants to the four daily time slots was randomized using the SPSS random number
generator (SPSS version 26) [25] ensuring that assessment timing was randomly distributed, without
affecting participant allocation. As the participants arrived the first day, they were handed a folder
labelled with a number which had been selected randomly by computer. Their pretests, posttests, and
follow-up assessments included only their assigned numbers and were stored in their respective folders
in a locked file cabinet in the research team office at University of Garmian for the duration of the study.

The study was conducted between May 1 and August 17, 2023 including preparatory activities and
training prior to participant enrolment. Pretesting and randomization began on July 8, 2023, followed by
post-testing on July 15─17, 2023, and one-month follow-up assessments on August 15─17, 2023.

The lay counselors were given adverse events forms (Appendix J) to report any adverse experiences that
might occur as the result of participating in this study and forms to record subjective units of distress
(SUDs) immediately before and after the interventions. (Appendix K).

Participants in the Tazadey Camp (allocated to the TFT group) received the TFT intervention by the newly
trained lay counselors one day after completing their pretest. On the third and fourth day, each
participant was invited to return at the same time of the day for their posttest and, one month later, for
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their follow-up assessments. The same assessment schedule was followed in the Quratoo Camp except
that lay counselors instructed participants in the relaxation technique.

Outcomes
The primary outcome was the change in PTSD symptom severity, measured using PCL-5 [23], from
baseline to post-intervention and one-month follow-up.

The secondary outcome was the change in general psychological distress, measured using GHQ-28 [24],
over the same time points.

SUDs were recorded immediately before and after the intervention sessions as an additional outcome
measure.

No adverse events were reported.

Statistical Analysis
Scores were analyzed as the mean change from baseline to immediately after the intervention and to a
one-month follow-up. Group means and standard deviations were used for aggregation. [25] Analyses
examined mean score reductions over time (baseline, post-intervention, follow-up) and effect sizes were
calculated using partial η² and Cohen’s d.

Frequency and percentage were used to describe the demographic data that included the main place of
residence of the participants. The data related to the initial trauma experience questions were described
using frequency and percentage. The mean and standard deviation of variables were calculated in
Statistical Package for the Social Sciences (SPSS) version 26 statistical software. [26] The normality of
data distribution was examined using the Kolmogorov–Smirnov test [27], and equality of variances was
confirmed with Levene’s test [26].

Investigating the effectiveness of TFT and comparing time and group interaction was conducted using
repeated-measures ANOVA. Analyses accounted for the clustered design at the camp level. Effect sizes
were reported as partial η² for results and as Cohen’s d for pairwise comparisons, using conventional
thresholds for small, medium, and large effects.

The results of the Kolmogorov Smirnov analysis showed that none of the test statistics were significant
at 0∙05. Therefore, a parametric test was run for data. Additionally, the Levene’s test was used to
determine the equality of variances. In this study, Levene’s test results for the PTSD variable were not
significant at either the pretest ( F = 2∙28, P = 0∙30) or post-test ( F = 0∙65, p = 0∙41). For the GHQ
variable, the F value was 0∙64 (pretest) and 0∙14 (post-test), also not significant at the 0∙05 level.

Sphericity was assessed using Mauchly's test of sphericity (Mauchly’s W) [26]. In this study, the
sphericity assumption was satisfied. Therefore, the main assumptions for repeated-measures ANOVA
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(two-way mixed ANOVA), otherwise known as a two-way mixed ANOVA, were met.

As SUD data were ordinal, the Kruskal-Wallis test [28] was used to compare SUD scores.

Results
Two IDP camps located in the KRI were randomly allocated to either the TFT group or the relaxation
group. All enrolled participants (109 in the TFT group and 102 in the relaxation group) completed pretest
assessments and received the intervention allocated to their camp. A total of seven women in the TFT
group did not show for post-testing, and a total of two women in the relaxation group did not attend
post-test assessments. Four additional women in the TFT group, and five additional women in the
relaxation group did not attend follow-up assessments. A total of 98 women in the TFT group and a total
of 95 women in the relaxation group completed the study. (See Fig. 1).

see Fig. 1

Baseline characteristics
Baseline demographic and trauma-related characteristics were broadly similar between the TFT and
relaxation groups (Table 1). Comparable between the TFT and relaxation groups. The mean age was
41∙47 years (SD 10.33) in the TFT group and 40.05 years (SD 8.82) in the relaxation group. High levels of
trauma exposure were reported in both groups, including experiences of abuse, physical assault,
witnessing violence, and forced actions against personal will. Only a small proportion of participants in
either group had previously sought counselling or psychological treatment. (See Table 1).
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Table 1
Baseline characteristics of participants by group

Variable Relaxation TFT

Age (years), mean ± SD 40∙05 ± 
8∙82

41∙47 ± 
10∙33

Cases experienced being abused (n/N) 9/98 9/95

Experienced being beaten (n/N) 12/98 17/95

Witnessed others being beaten (n/N) 24/98 30/95

Cases witnessed others being killed (n/N) 9/98 7/95

Heard about others being hit (n/N) 85/98 79/95

Forced to do things one is against (n/N) 7/98 7/95

Already spoken to anyone (e.g., counsellor) about experiences
(n/N)

9/98 9/95

Sought treatment for experienced problems (n/N) 4/98 6/95

Region % %

Baghdad 35∙7 15∙8

Al-Qādisiyyah 16∙3 15∙8

Salāh ad-Dīn 3∙1 3∙2

Wāsit 33∙7 49∙5

Al-Muthannā 2∙0 1∙1

Arbīl 6∙1 11∙6

Sulaymāniyyah 2∙.0 1∙1

see Table 1

Primary outcome: PTSD symptoms (PCL-5)
Descriptive statistics indicated a progressive reduction in PTSD symptom severity from baseline to post-
intervention and follow-up in both groups (Table 2). In the TFT group, the proportion of participants
scoring above the clinical cut-off decreased from 86∙7% at baseline to 39∙8% post-intervention and 6∙1%
at follow-up, whereas corresponding reductions in the relaxation group were more modest (72∙6% to
50∙5% and 37∙9%, respectively).Repeated-measures ANOVA demonstrated a significant main effect of
time on PTSD symptoms (p < 0∙001). A significant time × group interaction was observed (F = 385.12, p 
< 0∙001), with a large effect size (partial η²=0∙66), indicating a difference in symptom change patterns
between the TFT and relaxation groups (Table 3).
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Table 2
Descriptive indexes of PTSD and GHQ at baseline, post-intervention, and follow-up

Group Outcome Index Baseline Post-
intervention

Follow-up

TFT (n = 98) PTSD Mean ± SD 28.70 ± 4∙38 22∙75 ± 3∙58 18∙44 ± 
3∙27

TFT (n = 98) PTSD Below 23, n
(%)

13 (13∙3) 59 (60∙2) 92 (93∙9)

TFT (n = 98) PTSD Above 23, n
(%)

85 (86∙7) 39 (39∙8) 6 (6∙1)

TFT (n = 98) GHQ Mean ± SD 45∙61 ± 
5∙26

39∙30 ± 4.38 36∙75 ± 
4∙63

Relaxation (n = 
95)

PTSD Mean ± SD 26∙12 ± 
3∙84

24∙37 ± 4.02 22∙68 ± 
4∙05

Relaxation (n = 
95)

PTSD Below 23, n
(%)

26 (27∙4) 47 (49∙5) 59 (62∙1)

Relaxation (n = 
95)

PTSD Above 23, n
(%)

69 (72∙6) 48 (50∙5) 36 (37∙9)

Relaxation (n = 
95)

GHQ Mean ± SD 45∙40 ± 
5∙18

43∙88 ± 4∙94 42∙96 ± 
4∙19
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Table 3
Repeated-measures ANOVA for PTSD and GHQ over time and between groups

Outcome Effect Sum of
squares

df Mean
square

F p
value

Partial
η²

GHQ Time 3226∙12 1∙64 1965∙71 1242∙80 < 
0∙001

0∙86

GHQ Time×group 1075∙88 1∙64 655∙53 414∙45 < 
0∙001

0∙68

GHQ Error (within-
subjects)

495∙80 313∙46 1∙58      

GHQ Group 1799∙59 1 1799∙59 25∙95 < 
0∙001

0∙12

GHQ Error (between-
subjects)

13241∙82 191 69∙32      

PTSD Time 4554∙66 1∙55 2923∙88 1534∙68 < 
0∙001

0∙88

PTSD Time×group 1142∙96 1∙55 733∙73 385∙12 < 
0∙001

0∙66

PTSD Error (within-
subjects)

566∙85 297∙52 1∙90      

PTSD Group 174∙20 1 174∙20 4∙13 0∙04 0∙02

PTSD Error (between-
subjects)

8049∙19 191 42∙14      

Between-group analyses showed a statistically significant overall difference between groups (F = 4∙13, p 
= 0∙04); however, the magnitude of this effect was small (partial η²=0∙02). Pairwise comparisons
confirmed significant reductions in PTSD symptoms within both groups across all time intervals (all p < 
0∙05). Effect size estimates indicated moderate and sustained reductions in the TFT group (Cohen’s d = 
0∙59–0∙79), whereas reductions in the relaxation group were small across all intervals (d = 0∙20–0∙39)
(Table 4).
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Table 4
Pairwise comparisons of PTSD and GHQ scores over time within groups

Outcome Group Comparison Mean
difference

SE 95% CI
lower

95% CI
upper

Cohen's
d

GHQ TFT Baseline vs
post-
intervention

6∙30* 0∙18 5∙84 6∙76 0∙54

GHQ TFT Baseline vs
follow-up

8∙85* 0∙20 8∙35 9∙36 0∙66

GHQ TFT Post-
intervention vs
follow-up

2∙55* 0∙12 2∙25 2∙85 0∙.27

GHQ Relaxation Baseline vs
post-
intervention

1∙15* 0∙11 1∙23 1∙79 0∙16

GHQ Relaxation Baseline vs
follow-up

2∙43* 0∙18 1∙98 2∙88 0∙24

GHQ Relaxation Post-
intervention vs
follow-up

0∙91* 0∙13 0∙57 1∙25 0∙09

PTSD TFT Baseline vs
post-
intervention

5∙94* 0∙17 5∙52 6∙36 0∙59

PTSD TFT Baseline vs
follow-up

10∙26* 0∙23 9∙69 10∙83 0∙79

PTSD TFT Post-
intervention vs
follow-up

4∙31* 0∙16 3∙92 4∙71 0∙75

PTSD Relaxation Baseline vs
post-
intervention

1∙74* 0∙12 1∙73 2∙05 0∙21

PTSD Relaxation Baseline vs
follow-up

3∙44* 0∙20 2∙95 3∙92 0∙39

PTSD Relaxation Post-
intervention vs
follow-up

1∙69* 0∙13 1∙37 2∙01 0∙20

D = Cohen’s d effect size. *p < 0.05.

Secondary outcome: General psychological distress (GHQ-
28)
Mean GHQ-28 scores declined over time in both intervention groups (Table 2). Repeated-measures
ANOVA showed a significant main effect of time (p < 0∙001). A significant time × group interaction was
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observed (F = 414∙45, p < 0∙001), with a large effect size (partial η²=0∙68). Between-group differences
were statistically significant (F = 25∙95, p < 0∙001), with a small-to-moderate effect size (partial η²=0∙12)
(Table 3).

Pairwise comparisons showed that moderate reductions were observed in the TFT group from baseline
to post-intervention and from baseline to follow-up (Cohen’s d = 0.54–0.66), with smaller changes
between post-intervention and follow-up. The relaxation group showed only small effect sizes across all
intervals (Table 4).

Subjective Units of Distress (SUD)
Mean SUD scores declined following intervention and at follow-up in both groups (Table 5). No
significant difference was observed at baseline; however, significant between-group differences were
detected at post-intervention (χ²=78∙08, p = 0∙001) and follow-up (χ²=132∙10, p = 0∙001), with
participants in the TFT group demonstrating substantially greater reductions in distress. (See Table 5)

Table 5
Subjective Units of Distress (SUD) scores at baseline, post-intervention, and follow-up

Group /
comparison

Baseline (mean ± 
SD)

Post-intervention (mean ± 
SD)

Follow-up (mean ± 
SD)

TFT (intervention) 7∙95 ± 1∙74 2∙67 ± 1∙62 0∙32 ± 0∙53

Relaxation 7∙38 ± 1∙75 5∙45 ± 1∙78 3∙23 ± 1∙51

Kruskal–Wallis χ² 3∙29 78∙08 132∙10

p value 0∙07 0∙001 0∙001

(see Table 5)

Discussion
This randomized controlled study with follow-up investigated the effectiveness of TFT as an intervention
compared with a relaxation intervention for symptoms of trauma in women living in IDP camps in the
Garmian Region of the KRI. The TFT intervention was associated with greater reductions compared with
the relaxation intervention.

The findings indicate a substantial reduction in PTSD symptomatology in both intervention groups, with
greater improvements observed in the TFT group. At baseline, a high proportion of participants in both
groups met the clinical threshold for PTSD (86∙7% in the TFT group and 72∙6% in the relaxation group).
Post-intervention assessments revealed a decline in clinical cases among those who received TFT, with
only 39∙8% remaining above the cut-off, compared to 50∙5% in the relaxation group. This trend continued
at follow-up, where the proportion in the TFT group further decreased to just 6∙1%, while the relaxation
group showed a more modest reduction to 37∙9%. These findings suggest that TFT may offer greater
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improvements in sustained symptom relief than relaxation techniques alone. Importantly, the relatively
high retention rates across post-test and follow-up (ranging from 95 to 102 participants per group)
support the consistency of these findings and reinforce the clinical potential of TFT as an intervention
for PTSD.

This randomized controlled study provides further evidence that TFT can be effective for treatment of
symptoms of trauma in a wide variety of communities affected by conflict and that it can be delivered by
trained lay counsellors in community settings.

Our findings are similar to earlier randomized and quasi-randomized trials of TFT in conflict affected or
post-disaster settings. In Rwanda, a randomized study with 145 adult genocide survivors found large and
statistically significant reductions in PTSD symptoms on multiple trauma symptom inventories after a
single TFT intervention, with effects sustained at two‑year follow-up. [16] Another similar study found
comparable results at posttest and a qualitative follow-up. [15] In Uganda, a randomized trial with 256
volunteers treated by community workers newly trained on TFT showed substantial reductions in PTSD
measures one week post treatment, and evidence of sustained effect up to 19 months later. [17]

These findings add to the growing evidence base supporting TFT as a potentially effective and scalable
intervention for trauma-related symptoms in conflict-affected settings. When delivered by trained lay
counsellors, TFT was associated with symptom reduction, supporting its potential use in resource-
limited humanitarian contexts.

Limitations
Limitations in working in underserved communities abound, especially in post-conflict settings. In our
case all work was completed by volunteers, with the help of a small grant, but this may not always be
feasible. Also, in post-conflict situations conditions can change rapidly. As an example, toward the end
of our study, the Iraq Government announced a program to disband IDP camps, and some participants
were busy relocating and were therefore unable to complete their follow-up assessment. This also,
unfortunately, meant that the waitlist group could not be treated as they were dispersing into other
areas. In addition, the use of a small number of clusters and the absence of a formal sample size
calculation should be considered when interpreting the findings.

Suggestions for further research
Despite the hardships involved in addressing the mental health needs of underserved populations, this
remains a priority area for research. The consequences of untreated trauma can last a lifetime and often
affect subsequent generations. [29, 30] More research exploring the use of professionally trained lay
counselors to address this global issue is needed, including the testing of various interventions suitable
for training lay counselors in low and middle-income countries.

Conclusion
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This randomized controlled study provides evidence that in displacement settings, TFT delivered by
trained lay counselors was associated with improvements in trauma symptoms, with effects maintained
for at least one month. These results add to prior RCTs in Rwanda, Uganda, and elsewhere, supporting
the potential role in TFT as a scalable, community-based therapeutic intervention in conflict‑affected
communities.

Appendices available at: https://doi.org/10.6084/m9.figshare.32257395. [31]
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