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Background: Refugees and asylum seekers often suffer from migration stressors and related psychopa-
thology. However, providing this population with psychological treatment has a number of barriers
(e.g., culture and language differences), which are widely thought to hinder the success and continuation
of treatment. Objective: The current systematic review and meta-analysis aims to provide first comprehen-
sive evidence on the prevalence and predictors of dropout in treatment provided for refugees and asylum
seekers. Method: We synthesized the existing evidence on dropout from psychological and psychosocial
interventions provided to adult refugees and asylum seekers resettled in high-income countries. Specifically,
we meta-analyzed the prevalence of dropout from treatment and explored the factors that predict dropout.
Our database search in Pubmed, PsycINFO, Web of Science, and PTSDpubs identified 28 eligible
randomized controlled trials (RCTs; 2,691 participants; 39 active treatment conditions), published up to
January 31, 2021. Results: Results showed a weighted average dropout rate of 19.14%, 95% confidence
interval [14.66, 24.60] across studies and treatment conditions. Subgroup analyses and meta-regressions
revealed no statistically significant predictors for dropout. However, several refugee-specific variables
(e.g., longer mean duration in country of resettlement, lower rate of insecure asylum status) may merit closer
attention in future research. Conclusions: These findings suggest that, in contrast to widespread assumption,
the estimated average dropout rate is comparable to those reported in nonrefugee populations. However,
more research is needed to establish the underlying mechanisms of dropout, which may differ across
populations.

What is the public health significance of this article?

This study suggests that about 20% of refugees and asylum seekers prematurely terminate psychological
or psychosocial treatment. Contrary to the widespread assumption about the difficulty retaining refugees
in psychological treatment, this rate is comparable to dropout rates found in nonrefugee populations.
Although the variables that influence the dropout rate remain unclear, our analyses point to the
importance of refugee-specific variables (e.g., asylum status) while identifying no influence of the other
sociodemographic variables (e.g., diagnosis, age) on dropout.
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Currently, 79.5 million people worldwide are forcibly displaced
due to war, conflicts, persecution, or human rights violations (United
Nation High Commissioner for Refugees, 2020). Refugees and
asylum seekers are exposed to numerous burdensome experiences
and stressors while living in their home country (Bogic et al., 2012;
Hargreaves, 2002; Kalt et al., 2013; Priebe et al., 2016), as well as
during the displacement (Bottche et al., 2016; Priebe et al., 2016;
Ryan et al., 2008) and resettlement process (Bottche et al., 2016;

Liedl et al., 2016; Porter & Haslam, 2005). The burden of these pre-,
peri-, and postmigration stressors is known to affect the physical and
mental health of refugees and asylum seekers (Nickerson et al.,
2011). A large-scale meta-analysis on refugees across different
home and resettlement countries (Silove et al., 2009) reported
prevalence rates of 30.6% for posttraumatic stress disorder
(PTSD) and 30.8% for depression with a considerable variance
of prevalence rates among studies (PTSD: 0%-99%; depression:
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3%—85.5%). In a large-scale umbrella review focusing on refugees
resettled in high-income countries, Turrini et al. (2017) reported
prevalence rates ranging from 3% to 50% for PTSD, from 3% to
100% for depression, and from 12% to 77% for anxiety disorders.
These figures indicate the need for effective treatment services
targeting mental health problems in refugees and asylum seekers.
As of present, numerous psychological interventions for refugees
and asylum seekers have been developed. The current evidence
shows promising but not entirely consistent results on the effective-
ness of these interventions (Crumlish & O’Rourke, 2010; Nose
et al., 2017; Thompson et al., 2018; Turrini et al., 2019). The most
recent meta-analysis reported an aggregated effect size of g = 0.77
for PTSD and g = 0.82 for depression, although there was consid-
erable heterogeneity in the included studies (Kip et al., 2020).

Although effective treatments for refugees and asylum seekers are
now available, there are still a number of barriers that hinder the
initial start and continuation of treatment. For instance, some authors
highlighted the language differences, unstable residence status, and
the frequency of changed contact addresses as crucial factors that
affect the initiation and might increase the likelihood of dropout
(Bhatia & Wallace, 2007; van Loon et al., 2011); other authors
spotted ongoing postmigration stressors, such as challenging
accommodation situations, poor socioeconomic conditions, loneli-
ness, isolation, and feelings of helplessness (Bottche et al., 2016;
Liedl et al., 2016; Porter & Haslam, 2005; Priebe et al., 2016).
Preliminary findings also suggested that there are prominent cultural
differences in the perceptions and assumptions of mental illness,
psychological treatment, and therapists (Barrett et al., 2008; Liedl
et al., 2016) as well as the expectation for treatment (e.g., Slobodin &
de Jong, 2015; van Loon et al., 2011). As any of these factors are
likely to impact on access and retention of treatment, dropout from
treatment in this population is expected to be more prevalent than
in nonrefugee patients (Barrett et al., 2008; Priebe et al., 2016;
Slobodin & de Jong, 2015; van Loon et al., 2011). Yet, the
likelihood of dropout occurrence across various trial settings and
diverse refugee populations is still unclear. Furthermore, it is of
theoretical and practical importance to identify the factors that best
inform dropout among the refugee-specific barriers that researchers
have documented in the literature. Therefore, the current meta-
analysis aimed to provide comprehensive evidence on the preva-
lence and predictors of dropout in treatment provided for refugees
and asylum seekers.

Definition of Dropout

One of the most widely used definitions of dropout is a termina-
tion of an initiated treatment before the symptoms that had caused
the patient to seek treatment have been alleviated (Garfield, 1986;
Hatchett & Park, 2003; Swift et al., 2009; Swift & Greenberg,
2012). However, in the literature, a number of variants can be found
and no consensus has been reached on the operationalization of
dropout despite repeated calls for developing common standard
(e.g., Barrett et al., 2008; Fernandez et al., 2015; Imel et al., 2013;
Swift & Greenberg, 2012). For example, some studies define
dropout as: (a) Failure to complete an a priori defined number of
therapy sessions that is considered to be the minimum dose for
symptom improvement; (b) failure to attend the complete treatment
protocol; (c) missing a scheduled treatment session without resche-
duling it or attending any further sessions; (d) therapist’s judgment;

(e) clinical significance of change during treatment; termination of
treatment without measurable improvement and without achieving
normal range scoring in the outcome assessment (Hatchett & Park,
2003; Lambert, 2007; Swift et al., 2009; Swift & Greenberg, 2012).
The use of different definitions of dropout may have caused the
inconsistency in reported dropout rates in the literature (Hatchett &
Park, 2003; Swift & Greenberg, 2012; Wierzbicki & Pekarik, 1993).
Therefore, we reviewed how dropout was defined in individual
studies and examined how the variants of definitions influence the
reported dropout rates.

Prevalence and Predictors of Dropout

A handful of meta-analyses have reported the prevalence of
dropout from psychological treatment and its possible predictors
in general (nonrefugee) patient populations. One of the earliest
comprehensive reviews (Wierzbicki & Pekarik, 1993) estimated the
average dropout rate as 46.9%, 95% CI [42.9, 50.8], which was
replicated by follow-up studies in the 1990s (e.g., Garfield, 1994).
However, a more recent large-scale meta-analysis (Swift &
Greenberg, 2012) on 669 studies covering 83,834 adult patients
suggests that dropout may be considerably lower than the earlier
estimation by Wierzbicki and Pekarik (1993). Results showed a
weighted mean dropout rate of 19.7%, 95% CI [18.7, 20.7] with the
range of 0%-74.2%, indicating a high degree of heterogeneity
among the analyzed studies. Dropout rates from recent reviews
with focus on specific treatment orientations or disorders, fall in a
similar range. For cognitive-behavioral therapy (CBT), an estimated
dropout rate of 26.2% was reported (Fernandez et al., 2015). Lewis
et al. (2020) reported a dropout rate of 16.0% from treatments for
PTSD in adults; the estimated dropout rate from guideline-
recommended treatment for PTSD was 20.9% (Varker et al., 2021).

In addition to studying the prevalence of dropout from psycho-
logical treatment, a growing body of research has focused on
predictors for dropout. Although a number of candidate predictors
have been proposed, only few have been demonstrated to be
significant across different studies. Swift and Greenberg (2012)
found higher dropout rates in younger patients as well as those with
personality or eating disorders. The researchers also identified
higher dropout rates for treatments that were provided: with unfixed
(vs. fixed) number of sessions, with lower degrees of manualization,
and in university-based institutions (vs. routine clinical settings). In
addition, higher dropout rates were also found when therapists had
lower levels of experience, and when therapists used their own
judgment to define each dropout case (not relying on a standardized
definition). On the other hand, neither patients’ ethnicity nor their
employment status was predictive of dropout (Swift & Greenberg,
2012). Other reviews are in line with Swift and Greenberg’s (2012)
results, and more recent studies and reviews successfully replicated
their findings, that is, higher dropout rates for younger patients
(Barrett et al., 2008; Winkler, 2018; however, see Varker et al.,
2021; Zimmermann et al., 2017), patients with personality disorder
(Cinkaya, 2016; McMurran et al., 2010; Zimmermann et al., 2017),
therapists with lower levels of experience (Roos & Werbart, 2013),
and studies relying on the therapist defined dropout (Hatchett &
Park, 2003; Wierzbicki & Pekarik, 1993). Some authors have also
identified new predictors such as high initial impairment and low
treatment outcome expectancy (Barrett et al., 2008; Zimmermann
et al., 2017) as well as patients’ gender (more dropout in male
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patients) and level of education (higher dropout in less educated
patients; Zimmermann et al., 2017).

The existent dropout studies have almost exclusively focused on
Western or nonrefugee patients, which means that the actual dropout
rate and its predictors are largely unknown in the context of
treatment offered to refugees and asylum seekers (Semmlinger &
Ehring, 2020). Therefore, we based our meta-analyses on the
approach of Swift and Greenberg (2012) covering the study, sample,
treatment, and therapist characteristics as potential predictors of
dropout (e.g., age and type of disorders), which might serve as a
common mechanism of dropout both in refugee and nonrefugee
populations. In addition, we explored some population-specific
predictors such as the asylum status, number of months in the
host country, and cultural adaptation settings. These variables were
derived from the literature and theories pointing to the key issues in
the retention of treatment for refugees: for example, culturally
specific perceptions and expectations (e.g., Barrett et al., 2008;
Liedl et al., 2016; Priebe et al., 2016; Sandhu et al., 2013;
van Loon et al., 2011), ongoing stressors within the resettlement
process (Liedl et al., 2016; Sandhu et al., 2013; Slobodin & de Jong,
2015), and trust building issues toward authority, and consequently
also therapists (Liedl et al., 2016; Priebe et al., 2016).

Objective

We conducted a systematic review and meta-analysis in order to
identify the prevalence and predictors of dropout (O = outcome
according to Preferred Reporting Items for Systematic Reviews and
Meta-Analysis [PRISMA] guidelines, Moher et al., 2009) in psy-
chological and psychosocial interventions (I = intervention) for
adult refugees and asylum seekers resettled in high-income coun-
tries (P = population). Only randomized controlled trials (RCTs)
were included, with no restrictions regarding the control conditions
(C = comparison).

Method

The protocol was registered in the International Prospective
Register of Systematic Reviews (PROSPERO) with the registration
number: CRD42020179964. The reporting of the meta-analysis
follows the standard provided in the PRISMA guideline (Moher
et al., 2009).

Identification and Selection of Studies
Eligibility Criteria

Inclusion criteria for the current meta-analysis were as follows:
(a) study participants were refugees or asylum seekers resettled in
high-income country; (b) study participants were adults (mean aged
>18 years); (c) treatment under investigation was a psychological or
psychosocial intervention; that is, any nonpharmacological inter-
vention aimed to improve clinical symptoms, behavior, or general
functioning (Nose¢ et al., 2017; Tol et al., 2015)"; (d) treatment
under investigation comprised at least two planned session or
contacts; (e) the study design was an RCT; (f) the study was
published in a peer-reviewed journal; (g) dropout rate is reported
in the article.

We restricted the study design to RCTs to reduce the potential
heterogeneity and risk of bias among included studies (Higgins
et al., 2021): Another advantage of this approach was that almost all
RCTs use appropriate control conditions, which allowed us to
compare dropout rates in active treatment conditions to those in
control conditions. Furthermore, we exclusively targeted studies on
refugees resettled in high-income countries because this restriction
reduces the heterogeneity among included studies and also increases
comparability. In addition, targeting refugees in high-income coun-
tries allowed for valid comparisons of our own findings to the
recently reported dropout rates for patients in high-income countries
(Swift & Greenberg, 2012). No restrictions were made regarding the
intervention format, publication date, or language.

Search Strategy

The literature search was conducted in the following electronic
databases: Pubmed, PsycINFO, Web of Science, and PTSDpubs.
Our search strategy can be summarized as follows: We searched the
databases using two different search strings. In the first search, we
included terms indicative for psychological and psychosocial inter-
vention (e.g., intervention; treatment), refugee/asylum seeker (e.g.,
refugee™; asylum seeker™; displaced person), and RCT (e.g., ran-
domized controlled trial, randomized). In a second search, the terms
indicative for psychological and psychosocial intervention and
refugee/asylum seeker were then combined with the terms indicative
for dropout (i.e., attrition; dropout; noncompletion). To maximize
the number of results, the terms indicative for RCTs were not
included in the second search string. Both searches were conducted
in title, abstract, keyword, and subject headings retrieved from the
specific thesaurus of the particular database. The terms were com-
bined using Boolean operators. In addition, term truncation (*) and
quotes were used (see Supplemental Material, S2 for a detailed
description of the search strategy). To retrieve additional publica-
tions, reference lists of previously published meta-analysis and
systematic reviews on similar topics were reviewed. The meta-
analysis and systematic reviews were retrieved through an addi-
tional search in the described databases. We searched in reference
lists of identified studies. Gray literature including dissertations and
theses, reports, clinical guidelines, books, evaluations published on
websites, and conference contributions were examined to find
additional peer-reviewed articles.

The first search was completed on May 1, 2020. The search was
then updated before finalizing statistical analyzes to identify
recently published studies. The current meta-analysis, therefore,
includes all studies published up to January 31, 2021.

Screening

First, title and abstract of all studies were screened and studies
clearly not fulfilling inclusion criteria were excluded at this stage. In
the next step, all remaining articles were examined on a full-text

! Examples for interventions falling within this definition are: cognitive
and behavior therapies; counseling; behavior management; internet-based
treatment. On the other hand, we did not regard as psychological or
psychosocial interventions: medical treatment; medical education (e.g., for
acquired immunodeficiency syndrome [AIDS]); prevention counseling (e.g.,
for cancer, parasite infections, tuberculosis); pharmacological intervention;
nutritional counseling.
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level. A second independent reviewer (Hannah Schumm) then
reviewed the selected studies and verified the decisions that the
first reviewer (Verena Semmlinger) had made. Any discrepancy was
resolved through close discussion between the first and second
reviewer.

Data Extraction

Two of the authors (Verena Semmlinger and Hannah Schumm)
independently conducted the data extraction, using the predeter-
mined extraction manual and extraction form designed for the
current meta-analysis. If necessary, the authors of each eligible
study were contacted for any unreported data that were needed for
our planned analyses. The mean agreement rate across all variables
was 94.3% (SD = 6.5%) and ranged between 78.6% and 100%.
Any discrepancy was discussed together with the third member of
the team (Thomas Ehring) until a consensus could be reached.

Following Swift and Greenberg (2012), we coded the dropout rate
as well as categorial and continuous variables on the following four
domains: study characteristics, sample characteristics, treatment-
related variables, and therapist characteristics for each treatment
condition (see Table 1). If necessary, the coding criteria were
adapted to our specific context, that is, refugees and asylum seekers.

Dropout

To calculate the dropout rate, we extracted (a) the number of
patients who started a psychological/psychosocial intervention but
terminated prematurely (as a numerator) and (b) the number of
participants who were randomized/allocated to that treatment con-
dition (as a denominator). The dropout rate was also coded for any
active comparators (e.g., treatment as usual) and other types of
control conditions (e.g., wait list).

Study Characteristics

The following study characteristics were coded: year of publica-
tion, country in which the study was conducted (study origin
country), study type (efficacy/effectiveness), sample size (N), as
well as operationalization of dropout. The latter was coded accord-
ing to Swift and Greenberg (2012) and Semmlinger and Ehring
(2020) and included the following categories: dropout based on
duration (less than a given number of sessions); dropout defined as
noncompletion of treatment protocol; dropout defined as missed
appointments without rescheduling or coming to further sessions;
dropout based on therapist judgment; dropout based on clinical
significance (Hatchett & Park, 2003).

Sample Characteristics

Furthermore, the variables related to the sample characteristics
were coded on study level: that is, age (average), gender (percent
female), marital status (percent married or in committed relation-
ships), employment status (percent in full-time or part-time employ-
ment), education (percent with college-level education), asylum
status (percent with insecure status—applied for asylum and await-
ing decision on application for refugee status; United Nation High
Commissioner for Refugees, 2011), months since arrival in host
country (average), most frequent main diagnosis per sample”

(PTSD/depression/anxiety/no clinical diagnosis), and main country
of origin. Countries or regions of origin were grouped according to
the specifications of the United Nation Statistics Division: Sub-
Saharan Africa, Northern Africa and Western Asia, Central and
Southern Asia, Eastern and South-Eastern Asia, Latin America
and the Caribbean, Australia and New Zealand, Oceania, Europe,
and Northern America (United Nations, 2020).

Treatment-Related Variables

The following treatment-related variables were coded: treatment
orientation of the manual (CBT/eye movement desensitization and
reprocessing [EMDR]/narrative exposure therapy [NET]/other),
main treatment target (trauma-focused/depression/anxiety/other),
treatment format (individual/group/combination), number of ses-
sions (number; per treatment condition), duration of each session (in
minutes; per treatment condition), manualization (yes/no), concur-
rent medication allowed (yes/no), cultural adaption of the manual
(yes/no), as well as treatment setting; percentage of patients in
outpatient treatment/inpatient treatment/university-affiliated institu-
tion (inpatient or outpatient)/psychosocial care institution/refugee
health care institution (e.g., refugee accommodation)/online inter-
vention/other.

Therapist Characteristics

We coded the therapists’ age (average), gender (percent female),
race, therapists’ level of experience per treatment condition (trainee/
experienced/mixed/no therapists), as well as whether the use of an
interpreter was permitted (yes/no, per treatment condition).

Quality Assessment

We used the revised Cochrane risk of bias assessment tool (RoB
2.0 tool) to assess the risk of bias for all included studies (Sterne
et al., 2019). In the present meta-analysis, the risk of bias assessment
serves to indicate the study quality and thus potential threats to the
internal validity of the findings, for example, regarding OR of
dropout between conditions. The assessment of bias was achieved
by rating each included study on the associated signaling questions
within following domains: randomization process, deviation from
intended intervention, missing outcome data, measurement of the
outcome, selection of the reported results, using the ratings yes,
probably yes, probably no, no. Following an algorithm (Higgins
et al., 2019), the risk of the bias for each category could be evaluated
as low, some concerns, or high. As the assessment of possible
researcher allegiance is not part of the Cochrane tool, the existence
of this bias was assessed separately and reported where applicable.

Additionally, the quality of assessing, reporting, and handling
dropout was rated for each study using a predetermined manual
designed for the current meta-analysis. The manual consisted of
signaling questions on four domains: the precision of the definition
of dropout, the operationalization method used, the quality of
reporting dropout, as well as any analyses used to handle dropout.
Each question was rated as yes, no information, no; resulting in an
evaluation of each domain as low quality, satisfactory, high quality.

2We coded the most frequent main diagnosis per study. Comorbid
disorders were not coded.
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Table 1
Variables Included in the Moderator Analyses

Domain of variable

Type of variable Study

Sample

Treatment Therapist

Categorial Country of study
Study type

Operationalization of dropout

Continuous Year of publication Age

Sample size

Main diagnosis
Country of origin

Gender

Orientation

Main target

Format
Manualization
Medication

Cultural adaption
Setting

Number of sessions
Duration of sessions

Experience level
Interpreter

Marital status
Employment
Education

Asylum status

Months in host country

Note. Gender and asylum status were treated as a proportion (e.g., % of women) in a treatment group.

Moreover, the overall quality was rated using the same classification
(for details see Supplemental Material, S7).

The risk of bias assessment was conducted by the same indepen-
dent reviewers (Verena Semmlinger; Hannah Schumm) who con-
ducted the data extraction. Any discrepancy was discussed together
with a third member of the team (Thomas Ehring) until a consensus
was reached.

Statistical Analysis
Effect Sizes

Our primary outcomes were the dropout rate and the OR. The
dropout rate was defined as the proportion of the patients who
dropped out to the total number of patients who started treatment.
Some studies had one or two treatment conditions in addition to the
main treatment condition. In this case, the dropout rate was com-
puted separately for the different conditions. The OR was given as
the relative dropout rate of a treatment condition to a control
condition. If a study had multiple active treatment conditions,
ORs were calculated for each treatment condition compared to a
respective control condition. The OR was not calculated for studies
that only had an active treatment condition as the comparator (but
not a no intervention or wait-list control). These studies were
therefore excluded from the OR analysis.

Multilevel Models

We calculated the weighted average dropout rate across all
eligible studies and treatment conditions. Due to the variability
among included studies, which may be caused by the diverse
characteristics of the inclusion criteria, we assumed that the true
effect size varies across studies. Therefore, we used a multilevel
model to estimate the average dropout rate and OR (in a form of log-
transformed proportion or ratio).

Furthermore, as our data had an extra nested structure (i.e., active
treatment conditions nested within a study), we used three-level
multilevel models. We confirmed that the three-level formulation fit
the data better than the two-level model (without the in-between

“study” level). The Akaike information criterion (AIC) and the
Bayesian information criterion (BIC) were lower for the three-level
than the two-level model: for the dropout rate, AIC = 101.95 versus
110.19; BIC = 106.86 versus 113.46. All multilevel models
(including subgroup analyses and meta-regressions) were estimated
using the R metafor package (Viechtbauer, 2010) with the restricted
maximum likelihood (REML) estimation.

Test for Homogeneity

To examine the heterogeneity in the dropout rate and OR, we used
Cochran’s Q and I* (Higgins et al., 2003) statistics. The /* statistic
was interpreted by using the guide provided by Higgins et al.
(2021). According to the authors, an /> in the range of 09%—40%
is potentially not important, an I in the range of 30%—60% is rated
as moderate, in the range of 50%-90% as substantial, and as
considerable when reaching 75%—-100%. Note that Higgins et al.
(2021) proposed these overlapping ranges as a rough guide for
interpretation. In our meta-analysis, we used labels indicating the
overlap when applicable (i.e., <75% = substantial; 75%-90% =
substantial to considerable; >90% = considerable).

Subgroup and Meta-Regression Analyses

Subsequent to the primary analyses, we performed subgroup and
meta-regression analyses in the framework of the three-level multi-
level model (i.e., active treatment conditions nested within a study)
using REML estimation. These analyses targeted the dropout rate
only (but not ORs), as we were specifically interested in the
moderators that are predictive of dropout in treatment conditions.
Also, a smaller number of studies were available for OR as some
studies had nonactive treatment controls.

The subgroup analyses were performed on the following 14
categorial variables as potential moderators (Table 1). Because of
the high heterogeneity of the eligible studies and the considerable
amount of missing data in the variables of interest, we calculated the
subgroup analyses separately for each moderator. Q-statistics were
inspected as an omnibus test that informs whether each group
variable is a significant predictor of dropout.
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Similarly, meta-regression analyses were conducted separately
for the following 11 continuous measures (Table 1). Given the
number of tests that we performed for the subgroup (14) and meta-
regression (11) analyses, we corrected the o level using Benjamini—
Hochberg approach (Benjamini & Hochberg, 1995).

Results

Study Characteristics

A total of 28 studies (k,; including 2,691 participants) were
included in the meta-analysis, reporting the results of 39 active

SEMMLINGER, TAKANO, SCHUMM, AND EHRING

treatment conditions (k;). See Figure 1 for a PRISMA flow diagram
of the study selection process (see Supplemental Material, S3 for a
list of excluded studies). One quarter of the studies were from
Germany (k, = 7) and USA (k, = 7). A completion-based definition
of dropout (failure to comply the treatment protocol) was the most
frequently used definition among the studies (k, = 19). Half of the
studies were coded as efficacy-type studies (k, = 14) and the other
half were effectiveness-type studies (k, = 14; see Supplemental
Material, S4). The majority of treatment conditions can be charac-
terized as trauma-focused treatment (k, = 28) and a cognitive-
behavioral intervention (k, = 17); most of the treatment was

Full-text articles excluded, with
reasons (n = 37)

Not a randomized controlled trial

Not focusing on refugees or asylum
seekers resettled in high-income

Not focusing on refugees or asylum

no peer-reviewed journal article (n = 2)

Figure 1
PRISMA Flow Diagram
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“ Records screened R Records excluded
(n=1,761) " (n=1,696)
| S
v
Full-text articles assessed
2 for eligibility
3 (n=65) .
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b e . * Second report of data (n = 5)
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(n=28) seekers (n=4)
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) .
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(meta-analysis)
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—

No psychosocial intervention (n = 2)
no dropout rate reported (n=1)

Note.
of this figure.

N = number of studies. PRISMA = Preferred Reporting Items for Systematic Reviews and Meta-Analysis. See the online article for the color version
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provided in an individual format (k, = 33). Treatment was mostly
delivered in an outpatient setting (k, = 16). The weighted mean
number of sessions was 26.1 (SD = 15.0, range = 2-78 sessions),
and the mean duration of each session was 70.6 min (SD = 19.8,
range = 53-120 min). Furthermore, most treatments were manua-
lized (k, = 33) and culturally adapted (k, = 18). Most of the therapists
had an elevated experience level (k, = 22). The weighted mean age of
participants in treatment conditions was 40.4 years (SD = 7.0,
range = 21-51 years), and 45.70% were women (SD = 17.0,
range = 0%—82%). Around one third of (27.22%) participants had
an insecure asylum status (SD = 36.5, range = 0%—100%), and the
mean duration of stay in the country of resettlement was
113.6 months (i.e., 9.5 years; SD = 68.3, range = 3-203 months).
In k, = 13 samples, participants mainly came from the countries that
can be grouped as Northern Africa and Western Asia. PTSD was the
most common main diagnosis (k; = 29). On average, 13.63%
(SD = 19.2) of participants were employed, 59.39% (SD = 25.7)
had college-level education, and 55.58% (SD = 22.0) were in com-
mitted relationships; however, note that for these variables data were
available for only less than one third of included studies.

Figure 2
Forest Plot of Dropout Rate

Dropout Rate

The weighted average dropout rate across all studies and active
treatment conditions was 19.14%, 95% CI [14.66%, 24.60%],
ranging from 0% to 64.7%. There was high heterogeneity between
studies, Q(38) = 105.26, p < .0001, I* = 74.76, 95% CI [67.79,
79.66]. Following the criteria of Higgins et al. (2021), this hetero-
geneity is regarded substantial. The between-study effect explained
69.55% of the total variance, whereas 5.21% was attributed to the
within-study heterogeneity. The dropout rate for individual studies
and treatment conditions are displayed in the forest plot (Figure 2).

The pooled OR was OR = 0.52, 95% CI [0.46,0.59]; (see
Figure S5 for a Forest Plot of log OR), which suggests that dropout
was less frequent in the treatment condition compared to the control
condition. The heterogeneity was not statistically significant, Q(26) =
27.22, p = 40, P = 15.23, 95% CI [—52.79, 46.19]; here, 15.23%
of the total variance was explained by the between-study effect and
the remaining (84.77%) was attributed to the sampling variance.
This observation implies that the heterogeneity is potentially not
important for OR, according to the criteria of Higgins et al. (2021).

= Author(s), Year: Arm N (DO) N (TR) Proportion [95% Cl]

S f Adenauer et al. (2011): NET 1 16 — 0.06 [0.00, 0.30]
o0 5 Buhmann et al. (2016, 2018): CBT 18 70 — 0.26 [0.16, 0.38]
S = Buhmann et al. (2016, 2018): CBT 16 71 —.— 0.23[0.13, 0.34]
5 s Buhmann et al. (2016, 2018): Other 9 71 —— 0.13[0.06, 0.23]
Al o Carlsson et al. (2018): CBT 17 70 ——— 0.24[0.15, 0.36]
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E» _3 Morath et al. (2014): NET 0 17 R 0.03[0.00, 0.20]
:3“ s Neuner et al. (2010): NET 2 16 t L | 0.12[0.02, 0.38]
j Kol Nickerson et al. (2019): Other 10 54 —a— 0.19[0.09, 0.31]
- E Nordbrandt el al. (2020): Other 22 114 —— 0.19[0.13, 0.28]
g é Nordbrandt el al. (2020): Other 32 114 — 0.28 [0.20, 0.37]
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= < Renner et al. (2011): CBT 11 21 | 0.52[0.30, 0.74]
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Rohr et al. (2021): CBT 6 65 —— 0.09[0.03, 0.19]
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Weine et al. (2008): Other 19 110 —— 0.17[0.11, 0.26]
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Dropout rate

Note. N = number of participants; DO = dropout; TR = treatment; CI = confidence interval; CBT = cognitive-behavioral therapy; NET = narrative
exposure therapy; EMDR = eye movement desensitization and reprocessing. Zero frequency was trimmed by adding up a small constant for the computation

purpose.
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Subgroup Analyses
Study Characteristics

The analyses of study characteristics as potential moderators
revealed significant differences in the dropout rate between the
countries in which the studies were conducted, Q(7) = 24.03, p < .01,
with the highest reported dropout rates in studies coming from
Austria. In contrast, the dropout rate was not moderated by study
type or the method used to operationalize dropout (see Table 2).

Sample Characteristics

The main diagnosis of participants and their main country of
origin did not significantly predict the dropout rate (see Table 2).

Treatment-Related Variables

There were no significant differences in the dropout rate between
the treatment-related variables after o adjustment for multiple
testing. However, there was a nonsignificant trend (after correction
for multiple testing) for the different treatment formats, Q(2) = 8.43,
p = .01, with higher dropout rates in individual and group treatment
compared to combined treatment. Note however, that our database
had only one study that tested a combined treatment approach
(Table 2). The dropout rate did not differ significantly between
treatment orientation groups, main treatment target, manualization,
whether or not medication was allowed, cultural adaption, or
treatment setting.

Therapist Characteristics

Only two moderators, specifically, the experience level of thera-
pists and the attendance of an interpreter, were submitted to the
subgroup analyses. This is because other moderators concerning the
therapist characteristics (age, gender, race) had a large number of
missing values, which prevented us from forming interpretable
analyses. There was no significant influence of the therapist char-
acteristics on the dropout rate (see Table 2).

Meta-Regression Analyses
Study Characteristics

No relation was found for the year of study publication and the
sample size on the reported dropout rate (see Table 3).

Sample Characteristics

There were no significant differences in the dropout rate between
the sample characteristics after o adjustment for multiple testing.
However, there was a nonsignificant trend (after correction for
multiple testing) for the duration of stay in the country of resettle-
ment, p = .03, as well as the asylum status, p = .02. This trend
indicated higher dropout rates in studies with longer mean duration
of stay in the host country and a lower proportion of insecure asylum
cases in the studies. The dropout rate was unrelated with distribu-
tions of age, gender, marital status, employment status, or education
level (see Table 3).

SEMMLINGER, TAKANO, SCHUMM, AND EHRING

Treatment-Related Variables

There was no significant moderation of the dropout rate by the
number and duration of treatment session in the included treatment
conditions (see Table 3).

Risk of Bias

Overall, 2 studies (7.1%) were rated as low risk of bias, 18 studies
(64.3%) showed some concerns, and 8 studies (28.6%) had a high
risk of bias (for details see Supplemental Material, Figure S6.2). The
majority of studies did not show indications for performance bias
(deviation from the intended intervention; 82.1%) and provided
complete outcome data or appropriate methods to correct for miss-
ingness in the outcome data (attrition bias; 64.3%). Exactly half of
the studies were judged as low risk for selection bias, that is, the risk
of bias arising from the randomization process, and for reporting
bias. The detection bias, as the risk arising from inappropriate
measures for and the nonexistent blinding of the outcome assess-
ment, was at low risk for 46.4% of the studies. No study showed a
high risk of bias on this domain. In addition, some concerns for the
risk of bias due to researcher allegiance was found in 10 studies
(35.7%). These concerns were caused by researchers who were
involved in the development of the treatment manuals also being
(co-) authors of the trial (see Supplemental Material, S6 for a
detailed evaluation).

Overall, the quality of assessing, reporting, and handling dropout
was rated as low quality for the majority of studies (k; = 20;71.4%),
as satisfactory for k; = 5 studies (17.9%), and as high quality for
kg = 3 studies (10.7%). The low quality in the overall assessment
resulted mostly from a lack of a definition of dropout, this being the
case for k; = 20 studies (71.4%; see Table S7.1 and Table S7.2 for
details).

Discussion
Prevalence of Dropout in Refugees

The first aim of this meta-analysis was to investigate the preva-
lence of dropout from psychological and psychosocial interventions
in refugees and asylum seekers. Across 39 psychological and
psychosocial interventions, we found an average weighted dropout
rate of 19.14%, 95% CI [14.66%, 24.60%]. The OR comparing
active treatment conditions with control conditions was 0.52, 95%
CI [0.46, 0.59], implying that patients in the treatment condition are
less likely to dropout compared to the control condition.

It has been widely believed that the cultural differences in the
perception of mental health and psychological treatment might lead
to enhanced dropout rates among refugees and asylum seekers
(e.g., Barrett et al., 2008). Similarly, Slobodin and de Jong
(2015) suggested that language barriers and communication diffi-
culties as well as a high frequency in changing residence and contact
details may increase the likelihood of dropout. However, in contrast
to this view, our meta-analysis indicates that the average dropout
rate is comparable to those reported in previous meta-analyses on
Western populations (e.g., 19.7% in Swift & Greenberg, 2012).
This observation raises an important question: Why is the average
dropout rate of 20% found so universally in psychological treat-
ments with different populations? A number of possible explana-
tions are conceivable. First, dropout rates can be expected to be
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Table 2
Results From Subgroup Analyses on the Dropout Rate
Moderator (k;) Dropout rate (%) 95% CI 9] p Adj. a
Study characteristics
Country of study (39) 24.03 .001* .004
Denmark (10) 22.7 [15.6-31.8]
Germany (8) 11.4 [6.2-20.1]
USA (7) 9.5 [5.4-16.0]
Austria (4) 42.8 [25.7-61.7]
Sweden (4) 27.9 [15.4-45.2]
Netherlands (4) 32.0 [17.5-51.2]
Norway (1) 25.5 [10.1-51.1]
) Australia (1) 18.5 [6.7-41.8]
= Study type (39) 0.0003 .99 .05
5 § Efficacy (18) 19.0 [12.4-28.0]
< 8 Effectiveness (21) 18.9 [13.1-26.6]
=i Operationalization of dropout (39) 2.1 .55 .036
2 g Duration-based (4) 24.9 [11.0-47.1]
E % Completion-based (23) 16.6 [11.6-23.2]
= 2 Missing appointment (11) 24.2 [14.0-38.3]
@z B Therapist judgment (1) 12.5 [1.9-51.9]
Z 2 Sample characteristics
o 8 Main diagnosis (33) 0.25 .88 .046
g 35 PTSD (29) 19.2 [14.9-24.4]
8 Z Depression (3) 22.3 [12.5-36.6]
5= No diagnosis (1) 18.5 [6.6-42.4]
s Country of origin (29) 6.67 25 .018
3 g Sub-Saharan Africa (1) 24.3 [5.9-62.2]
fj = Northern Africa and Western Asia (13) 17.7 [11.2-26.7]
— _g: Central and Southern Asia (5) 10.3 [4.0-24.0]
i = Eastern and South-Eastern Asia (4) 8.3 [2.7-22.7]
gt Europe and Northern America (5) 31.5 [15.7-53.1]
_g ; Ambiguous; 2 regions same nr. (1) 18.9 [4.2-55.3]
7= Treatment-related variables
C‘:‘ i Treatment orientation (39) 2.09 .55 .039
g 2 CBT (17) 21.7 [15.3-29.8]
i = NET (6) 14.6 [7.5-26.6]
g g EMDR (4) 23.3 [12.5-39.3]
o @ Other (12) 18.2 [12.5-25.6]
fE i— Main treatment target (38) 0.72 .70 .043
= =S Trauma-focused (28) 19.2 [13.6-26.5]
B8 Depression (3) 22.6 [10.2-42.6]
Ty > Other (7) 15.6 [8.8-26.3]
£ 2 Treatment format (39) 8.43 .01 .007
§‘ Z Individual (33) 20.7 [16.0-26.2]
- Group (5) 19.6 [10.5-33.5]
= ; Combination (1) 0.8 [0.1-7.7]
g8 Manualization (39) 0.51 A7 .032
2 A No (6) 16.8 [10.6-25.6]
<3 Yes (33) 19.6 [14.8-25.4]
2y Medication allowed (27) 2.81 .09 011
E e No (2) 34.8 [20.6-52.3]
= Yes (25) 22.1 [19.1-25.3]
Cultural adaption (27) 0.74 .39 .029
No (11) 24.5 [16.7-34.6]
Yes (18) 20.0 [15.1-26.1]
Treatment setting (38) 4.60 33 .025
Outpatient treatment (16) 22.5 [14.4-33.4]
University-affiliated institution (9) 13.6 [6.7-25.9]
Refugee health care institution (4) 31.3 [14.2-55.6]
Online intervention (6) 13.8 [7.5-24.2]
Other (3) 22.6 [11.0-40.7]
Therapist characteristics
Therapist experience level (38) 6.28 .09 .014
Trainee (3) 27.3 [15.2-44.1]
Experienced (22) 22.0 [15.9-29.6]
Mixed (6) 21.3 [12.2-34.5]
No therapist (7) 12.7 [7.9-19.8]

(table continues)
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Table 2 (continued)

Moderator (k,) Dropout rate (%) 95% CI1 0] p Adj.
Interpreter (37) 1.21 27 .021
No (14) 18.1 [12.6-25.7]
Yes (23) 22.9 [17.1-30.0]
Note. k, = number of treatment condition; Q = Cochrane’s Q; CI = confidence interval; adj. a = adjusted a level after Benjamini-Hochberg approach;

PTSD = posttraumatic stress disorder; nr. = number; CBT = cognitive-behavioral therapy; NET = narrative exposure therapy; EMDR = eye movement

desensitization and reprocessing.

dependent on a multitude of factors, some of which increase the
likelihood of dropout, whereas others increase the likelihood of
staying in treatment. The hypothesis that dropout should be higher in
refugee populations than in Western populations is usually based on
the existence of specific barriers and challenges as well as ongoing
postmigration stressors (Bhatia & Wallace, 2007; Bottche et al.,
2016; Liedl et al., 2016; Porter & Haslam, 2005; Priebe et al., 2016;
van Loon et al., 2011) that are expected to increase the likelihood of
dropout. However, this view is mainly focused on only one part of
the equation. On the other side, high symptom severities and
associated burden in refugees and asylum seekers make them
urgently in need of therapeutic support, which may partly compen-
sate the negative effects of treatment barriers, decreasing the average
dropout rate to a level that is similar to the one found in Western
populations. This reasoning is also in line with our finding that
dropout was quite substantial in the control conditions of the
different RCTs, whereas it was significantly lower in the active
treatment conditions where support was offered for patients’ mental
health problems. Second, the hypothesis on prevalence and pre-
dictors of dropout in refugees are based on commonly held beliefs in
Western professionals. It is conceivable that these assumptions are
less relevant for acceptability and retention to treatment or even not
true at all. Third, previous studies have highlighted the role of
therapist’s experience level (Roos & Werbart, 2013; Swift &
Greenberg, 2012) and the strength of the therapeutic alliance
(Roos & Werbart, 2013; Sharf et al., 2010), as well as specific
perceptions (Liedl et al., 2016) and expectations (Barrett et al.,
2008; Priebe et al., 2016; Zimmermann et al., 2017) patients per-
ceive about mental health treatment. Notably, most of the

interventions included in this meta-analysis were manualized
(k, = 33), specifically adapted to overcome barriers and challenges
in treatments provided for refugees and asylum seekers (k, = 18),
and were offered by therapists with a high level of experience
(k, =22 on an elaborate level), which may have boosted the
retention rate in these studies, leading to less dropout than would
be expected in this population under different circumstances.
Fourth, psychotherapeutic processes might be more universal
than typically assumed and therefore might go beyond the influence
of cultural differences on the dropout rate. Finally, frequently
documented challenges, such as language barriers, cultural differ-
ences, or ongoing postmigration stressors (Bhatia & Wallace, 2007;
Bottche et al., 2016; Liedl et al., 2016; Porter & Haslam, 2005;
Priebe et al., 2016; van Loon et al., 2011), may have a higher impact
on access to treatment when compared to retention in treatment, at
least when this treatment is delivered by experienced therapists and
tailored to the specific needs in this population.

Predictors of Dropout

Importantly, with dropout rates ranging from 0% to 65%, there
was considerable heterogeneity between studies. The second aim of
the meta-analysis was, therefore, to identify moderators for dropout
in refugees and asylum seekers. Although we were aware that some
moderator variables had missing values, we believe that these
exploratory analyses are informative if an appropriate caution
was used when interpreting the results.

Subgroup analyses and meta-regressions did not reveal any
significant predictors for dropout after correction for multiple

Table 3
Results From Meta-Regression Analyses on the Dropout Rate (Log-Transformed)
Moderator (k;) i 95% CI P Adj. a
Study characteristics
Year of study publication (39) -0.01 [-0.08, 0.05] .68 .032
Sample size (39) —0.00 [—0.00, 0.00] 74 .036
Sample characteristics
Age (25) 0.05 [-0.01, 0.11] .08 .014
Gender (30): % female —0.01 [-0.03, 0.02] .61 .023
Marital (12): % committed relationship -0.00 [-0.03, 0.02] .90 .045
Employment (13): % employed 0.00 [—0.02, 0.02] .85 .036
Education (11): % college-level 0.01 [-0.01, 0.03] .35 .018
Asylum status (14): % insecure —0.01 [-0.03, —0.00] .02 .005
Month since arrival in host country (19) 0.01 [0.00, 0.01] .03 .009
Treatment characteristics
Number of treatment session (34) -0.00 [-0.02, 0.02] 97 .05
Duration of treatment session (23) —0.00 [-0.02, 0.02] .68 .027

Note.
separately for each predictor.

k, = number of treatment conditions; CI = confidence interval; adj. « = Benjamini—Hochberg corrected a level, regression models were estimated
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testing. The only significant predictor was study origin country,
whereby dropout rates were significantly higher in studies from
Austria than in all other countries. Note, however, that there was
only a small number of studies from Austria, which render this
finding very preliminary. If systematic differences between coun-
tries are replicated in future research, it would be important to
investigate systematic differences between patient characteristics,
postmigration stressors, or the organization and content of treat-
ments delivered that may underlie these effects.

It is worth noting that none of the other study, sample, treatment,
or therapist characteristics included in the analyses had a significant
impact on the dropout rate. Thus, previous findings on predictors of
dropout in Western samples cannot be immediately generalized into
refugee populations. For example, there is strong evidence in
Western samples for the influence of patients’ diagnosis (personality
and eating disorders) on dropout rates (McMurran et al., 2010;
Swift & Greenberg, 2012; Zimmermann et al., 2017). Note that the
present meta-analysis mainly covered PTSD and depression. There-
fore, it remains unclear whether particular disorders such as per-
sonality and eating disorders are predictive of dropout in a refugee
sample. Given that these disorders are known to be associated with
dropout in Western samples, future research should investigate a
wider range of disorders to clarify the disorder-specific effects in
refugee populations. Studies further suggest an association with
participants’ age (Barrett et al., 2008; Swift & Greenberg, 2012;
Winkler, 2018), gender (Swift & Greenberg, 2012; Zimmermann
et al., 2017), and education level (Zimmermann et al., 2017). In
addition, Swift and Greenberg (2012) showed a moderation by
treatment-related variables such as time limitation, manualization,
and setting.

How can the overall lack of replication of potential moderators in
refugee populations be accounted for? First, the variance on many of
these potential moderators was only limited in our analysis. For
example, in the majority of studies, trauma-focused interventions
were used and provided by therapists with a high level of experi-
ence, leading to a reduction of variability on this predictor variable.
Second, several candidate variables were not reported in all studies.
These missing values reduced the statistical power, which might be
critical for the multiple tests with the adjusted false discovery rate.
An alternative explanation, however, may be that findings on
predictors for dropout in Western samples may not similarly apply
to treatment of refugees. In the current literature, there are no studies
primarily focusing dropout in treatment of refugees. Therefore,
future studies are needed that are carefully designed to specifically
investigate dropout, testing a large set of potential predictors,
including valid predictors that we know from studies on Western
samples, as well as novel, more refugee-specific variables.

In addition to potential moderators identified in studies with
Western populations, the meta-analysis also included refugee-
specific variables as potential moderators. In contrast to suggestions
put forward in the existing literature and despite considerable
variability, none of these variables emerged as a significant moder-
ator of dropout. Although the effects did not reach statistical
significance, we found preliminary indication that duration of
stay as well as asylum status may be predictive of dropout, there
being a trend for higher dropout rates in samples with longer mean
duration of stay in the country of resettlement and lower dropout for
participants with insecure asylum status. Although the nonsignifi-
cant nature of the findings prevents us from drawing any conclusions

yet, this suggests that the role of these population-specific variables
for treatment retention versus dropout may warrant more attention in
future research. Resettling in a new country can provoke various
postmigration stressors (Porter & Haslam, 2005; Priebe et al., 2016)
that might affect the mental health of refugees and asylum seekers
(Alemi et al., 2016; Aragona et al., 2012). It can be expected that
the burden of these postmigration stressors is particularly high at the
beginning of a resettlement process. The psychological strain of the
refugees and asylum seekers experience might prevent the occur-
rence of premature termination of treatment. In addition, an insecure
asylum status is usually perceived as a severe burden that affects the
mental health of refugees and asylum seekers (Liedl et al., 2016;
Priebe et al., 2016). Asylum seekers in an ongoing asylum proce-
dure are facing fear of deportation, helplessness, and uncertainty.
This may increase the need for psychological support in this
challenging situation. Further research is needed to examine the
influence of these potential predictors on dropout rates.

Limitations

A number of limitations are noteworthy. First, although complex
search strategies were used, including a comprehensive search in the
gray literature, the number of eligible trials was limited. This limits
the interpretation of subgroup analysis, as for some variables, only
small numbers of studies were representative, formed by basis for
the different subgroups. In addition, it cannot be ruled out that a
different search strategy (e.g., different databases) could have led to
different results. Second, insufficient completeness of reported data
for some variables of interest should be noted. Regarding the
variables employment status, education, and marital status, for
example, less than one third of the studies reported data. An
incomplete data set might influence the validity of subgroup analy-
sis. This forced us to test variables separately as entering multiple
predictors simultaneously into a meta-regression model reduced the
number of studies in the analysis drastically. Third, available data
did not allow comparing sample characteristics for completers and
dropouts, as for the latter, hardly any data was reported. Further, as
reliable data on comorbid disorders was not available for most
studies, it was not possible to include comorbidity in the moderator
analysis. Therefore, studies should focus on providing an exhaustive
report of data. Fourth, this meta-analysis focused on a set of
variables based on Swift and Greenberg’s (2012) meta-analysis.
Although the variable set was adapted to the specific context and
additional variables of interest were included, there might be other
variables that influence dropout rates in treatment of refugees and
asylum seekers. Important factors could be culturally specific
assumptions about treatment and therapists (Barrett et al., 2008),
cultural competencies of the therapist (Liedl et al., 2016), and the
strength of the therapeutic alliance (Sharf et al., 2010). Fifth, the
methodological quality of studies included in our meta-analysis
varied. Eight studies were rated as having a high risk of bias and the
majority of studies (k; = 20; 71.4%) were rated as low quality for
assessing, reporting, and handling dropout. Note that the risk of bias
assessment in the present meta-analysis was mainly concerned about
the internal validity of findings from the meta-analyzed studies and
does not address the issues related to external validity. Therefore, the
generalizability of findings to routine clinical settings needs to be
addressed separately in further research.
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Conclusions and Future Directions

Despite these limitations, this meta-analysis provides the first
systematic review and quantitative synthesis of the prevalence of
dropout and its predictors in treatments offered to refugees and
asylum seekers. Results show that, reassuringly, dropout does not
appear to be more prevalent in refugees and asylum seekers than in
Western populations. However, this finding needs to be interpreted
by keeping in mind the fact that mostly manualized and culturally
adapted interventions offered by therapists with a high level of
experience were included. Clearly, much more research is needed to
understand moderators of dropout, which will ultimately help
develop preventive strategies to reduce dropout and its adverse
consequences in this population that is in urgent need of mental
health treatment. Further research is also needed to investigate
dropout outside the research context as well as in different condi-
tions (i.e., low- and middle-income countries).

Preventing dropout appears highly relevant as premature termi-
nation of treatment has crucial effects for patients (Bjork et al.,
2009) and therapists (Farber, 1983; Ogrodniczuk et al., 2005; Piselli
et al., 2011). Current suggestions for interventions aiming to reduce
dropout rates include the development and promotion of cultural
competencies in service providers, enabling them to acquire a skill
set to deal with deviating expectations and goals (Barrett et al.,
2008; Liedl et al., 2016; Maramba & Nagayama Hall, 2002). The
use of case managers (Ogrodniczuk et al., 2005) is further discussed
to adapt treatment to postmigration stressors. There is initial evi-
dence that case management in addition to CBT reduced dropout
rates by 50% compared to CBT alone (Miranda et al., 2003).
Although these interventions appear promising, rigorous studies
testing their efficacy in reducing dropout are needed (Semmlinger &
Ehring, 2020; van Loon et al., 2011).

In conclusion, the results of the current meta-analysis show that
there is considerable variability regarding the handling of dropout in
clinical research and treatment with refugees and asylum seekers.
This variability makes it challenging to synthesize findings, and
thus, we would like to emphasize the need to develop common
standards for assessment, reporting, and management of dropout in
this population, while allowing for some flexibility in the choice of
the method, depending on the purpose and context of assessment. In
clinical practice, therapist’s judgment appears to be a suitable
method that can be complemented by objective outcome monitoring
(clinically significant symptom change). In contrast, clinical
research would benefit from higher comparability of findings across
studies. Therefore, a duration- or dose-based operationalization
method should be used here. Further, we recommend providing
comprehensive information on the dropout cases (i.e., sociodemo-
graphic data, reasons for dropout, time point).
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