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Abstract

Almost half of the trials failed to recruit their targeted

sample size of which 89% could be preventable. Successful

implementation of mental health trials in a context of

forcibly displaced individuals can be even more challenging.

Mental health difficulties have the potential to impact

parenting skills, which are linked to poor development in

children, while parenting interventions can improve par-

ents' mental health and parenting behaviors. However, the

evidence on parenting interventions for refugees is limited.

A parenting intervention, Learning Through Play Plus Eye

Movement Desensitization and Reprocessing Group Treat-

ment Protocol, has been designed to address parental

mental health. This pretrial qualitative study, conducted

with refugees, asylum seekers and professionals, aimed to

explore their perceptions of the intervention and to identify

barriers and recommendations for better engagement,

recruitment, and delivery. Three themes were generated

from thematic analysis: the content of the intervention,

suggestions for improvement and implementation, and
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understanding the role of the facilitator. These themes

provided insights into the issues that might predict the

barriers for delivery of the intervention and offered several

changes, including destigmatization strategies to improve

engagement.

K E YWORD S

asylum seekers, EMDR G‐TEP, intervention, mental health,
parenting, pretrial, refugees

1 | INTRODUCTION

According to a recent study, almost half of the trials conducted in the United Kingdom (44%) failed to recruit their

targeted sample size due to several reasons related to trial design, content and delivery (Walters et al., 2017), of

which 89% could be preventable (Briel et al., 2016). Successful implementation of mental health trials in a context

of forcibly displaced individuals can be even more challenging due to difficulties in recruitment (Gabriel et al., 2017;

Sulaiman‐Hill & Thompson, 2011), problems in gaining trust (Yelland et al., 2014), communication challenges

(Burchill & Pevalin, 2012; N. K. Jensen et al., 2013), a different understanding of mental health (Feldmann, Bensing,

& de Ruijter, 2007; Riggs et al., 2012), time constraints (Bennett & Scammell, 2014), high prevalence of dropout

(Semmlinger & Ehring, 2021) and frequent resettlement and domestic duties (Robertshaw et al., 2017). Several

studies have recommended conducting pretrial in‐depth qualitative studies with the target groups to identify

potential challenges and to improve the chances of successful engagement by exploring the target groups' views on

the proposed interventions at the design phase (Damschroder et al., 2009; Duggleby et al., 2020; Lewin et al., 2009;

O'Cathain et al., 2013, 2014; Turner et al., 2019). Despite many researchers have also highlighted the importance of

focusing on the needs of family members in the displacement context to inform and develop evidence‐based

interventions for refugees and asylum seekers (RAS), this form of pretrial studies is rarely carried out (Eruyar et al.,

2020; O'Cathain et al., 2013; S. M. Weine, 2011).

In the last decade, the scale of the refugee crisis has increased to the point that the greatest number of people in

history have been forcibly displaced worldwide with fewer being able to return to their home countries. According to

the UN High Commissioner for Refugees, there are currently around 26 million refugees globally, with half of them

being children under the age of 18 (United Nations High Commission for Refugees & UNHCR, 2020). With this dramatic

rise in the numbers of displaced individuals worldwide, the mental health of these groups has become a global concern.

It is now well documented that RAS are at great risk of developing mental health difficulties due to forced displacement,

traumatic events during war and flight, and adaptation difficulties during resettlement (Alpak et al., 2015; Steel et al.,

2006). Systematic reviews have reported an increased prevalence of posttraumatic stress disorder, depression, anxiety,

sleep disturbances, and severe disorders, including psychosis in RAS compared to the native population (Blackmore

et al., 2020; Bogic et al., 2015; Fazel et al., 2005, 2012; Morina et al., 2018).

RAS may also face difficulties in supporting their children's emotional and physical development (Frounfelker

et al., 2019; Sangalang et al., 2017). Parents may develop compromised caregiving behaviors as mental health

difficulties, previous traumatic experiences, or daily stressors in the host country may become a catalyst for

preexisting issues (Akesson & Sousa, 2020; Miller et al., 2020). Accumulating research has indicated that refugee

and asylum seeker parents with posttraumatic stress disorder are more likely to show harsh parenting (Bryant et al.,

2018), excessive control behaviors (Sim et al., 2018), maternal withdrawal (East et al., 2018), detachment symptoms

and rejection of parental interactions (Eruyar et al., 2020), role‐reversal behaviors (Field et al., 2013), lack of
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involvement in children's development and insensitive, unstructured, hostile, and unresponsive attitudes

toward their children (van Ee et al., 2012).

The linkage between maltreatment and the tendency for children to develop mental health difficulties is prevalent

in RAS (Scharpf et al., 2020). Traumatic stress in parents is linked to increased depression, anxiety, insecure attachment,

and behavioral problems in refugee children (Back Nielsen et al., 2019; Bryant et al., 2018; T. K. Jensen et al., 2015;

Scharpf et al., 2019, 2020; Tay et al., 2020). On the other hand, parental engagement and family cohesion are factors

that protect children's mental health (S. Weine et al., 2014), as minors living in supportive familial environments have

demonstrated better resilience (Daud et al., 2008; Pieloch et al., 2016). As a result, a large body of research highlights the

necessity for interventions targeting parental traumatic distress to improve the mental health of refugees' and asylum

seekers' children (Akesson & Sousa, 2020; Eruyar et al., 2018, 2020).

The integrated group parenting intervention, LearningThrough Play (LTP) Plus Eye Movement Desensitization and

Reprocessing Group Treatment Protocol (EMDR G‐TEP), has been designed to address parental mental health and

improve the healthy development of children (Kaptan, Varese, et al., 2021). LTP + EMDR G‐TEP has two components:

Component 1 consists of LTP, which is a ten‐session group parenting intervention. LTP aims to promote healthy child

development by improving parents' mental health and strengthening attachment between parents and their children

(The Hincks‐Dellcrest Centre, 2002), and is an intervention informed by theories of attachment and cognitive

development. The manual covers the important aspects of child development by focusing on broad areas, including

physical development, cognitive development, psychological development, interpersonal relationships, and communica-

tion. The key feature of LTP is the pictorial calendar which highlights the importance of parent−child play. The calendar

covers child development from birth until 3 years and helps parents to understand how attachment works. The calendar

also contains culturally adapted illustrations of age‐appropriate activities which parents can engage in with their children

at home to strengthen the parent−child attachment bond. The program can be easily delivered to disadvantaged groups

as it does not require participants to possess formal education. The LTP program was developed in Canada and has been

evaluated in several trials. In a randomized controlled trial (RCT) with depressed mothers in Pakistan, Husain et al. (2017)

observed significant reductions in depression and parenting stress, which were maintained at the 6‐month follow‐up

assessment. These findings have been confirmed by further RCTs with mothers of undernourished children (Khan et al.,

2019) and depressed fathers (Husain et al., 2021).

The second component of the integrated intervention is EMDR G‐TEP (E. Shapiro, 2013). EMDR G‐TEP is a group

psychotherapy intervention for adolescents and adults who experience various forms of psychological distress as a

result of potentially traumatic life experiences. The group protocol covers the core principles of standard individual

EMDR therapy (F. Shapiro, 2007) with a special focus on stabilization and positive future resources. The G‐TEP protocol

has been tested in several studies with promising results for the treatment of PTSD, depression and anxiety (Kaptan,

Dursun, et al., 2021; Lehnung et al., 2016; Roberts, 2018; Tsouvelas et al., 2019; Yurtsever et al., 2018).

This paper reports the pretrial qualitative findings from interviews with refugees, asylum seekers, and

professionals working with these groups. This study aims to: (a) identify recommendations for successful

engagement and recruitment; (b) gain insights into the issues that might pose barriers to delivery, as well as

potential solutions; (c) explore their perceptions of LTP + EMDR G‐TEP intervention; (d) assess needs and interests

of the sample group.

To the best of our knowledge, this is the first pretrial qualitative study focusing on a parenting and EMDR

G‐TEP intervention, and reporting qualitative findings on the design of the intervention.

2 | METHODS

We have used the Consolidated Criteria for Reporting Qualitative Research (COREQ) (Tong et al., 2007) in reporting

our work to ensure transparency. The checklist consists of 32 criteria that covers different aspects of qualitative

studies of related to recruitment, data collection, data analysis, and reporting of the findings.
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2.1 | Study design

This study is a qualitative study using one‐to‐one semi‐structured interviews with two participant groups: (a) adult

RAS; (b) professionals who work with the first group. This method was chosen to identify potential barriers and

facilitators to implementing the planned intervention. Ethical approval was obtained from the University of

Manchester, Research Ethics Committee (Ref: 2020‐7904‐13152).

2.2 | Sample

Snowball and purposive sampling strategies were adopted to recruit participants, which involved contacting

relevant charities and organizations. This included leaflets, telephone calls, and e‐mail invitations. We also used

existing links between the first author (S. K. K.) and the target groups. Inclusion criteria for the refugee and asylum

seeker group were: (a) aged over 18 years; (b) being a parent; (c) being registered with a GP; (d) ability to speak

English. For the professional group, the inclusion criterion was at least 6 months' experience of working with the

target groups. See Table 1 for details of the participants.

2.3 | Data collection

Interviews were performed in 2020 by the first author in a private room at the participants' chosen venues or via

online platforms. The first author, S. K. K., is a PhD candidate at the University of Manchester, in a Clinical

Psychology program. Before the interviews, S. K. K. explained his role, his interests, and the aims of the study.

The interviews were conducted in English, audio‐recorded, and transcribed verbatim by the first‐named

authors. Two different semi‐structured topic guides, one for RAS, and one for professionals, were developed

based on previous works. The topic guides were also informed by a temporal parallel purpose framework

(Maher & Neale, 2019). This framework offers a structure for designing an informative qualitative study to

improve the design of the intervention. The topic guide included issues with the content of LTP and EMDR

G‐TEP interventions, their delivery, perceived acceptability, feasibility, and barriers and facilitators to

participation. Before the interviews commenced, participants were given a summary of the treatment

manuals. Moreover, the steps involved in the interventions were demonstrated to participants before the

interview, and during the interview if necessary. Participants were requested to summarize their

understanding of the intervention before they answered any of the interview questions to make sure that

they had understood it. Interview length ranged from 38−81 min (mean = 56), exclusive of the time spent on

demonstrating the treatment materials. All participants gave written informed consent. The topic guide was

pilot‐tested and continuously updated as the interviews proceeded. Transcriptions of the interviews were

checked against the audio recordings.

2.4 | Data analysis

As the aim was to explore the perceptions of the participants along with the barriers and facilitators in delivering

the intervention, the interviews were transcribed verbatim and analyzed using thematic analysis (Braun & Clarke,

2006). The analysis involved six steps, starting with familiarization with the data and initial coding and proceeding

through to organizing the initial codes into themes, which were named in step 5 and written up in step 6. Data were

coded by the first author using the NVivo software, and transcriptions were double coded by other authors to

generate themes and sub‐themes, which were reviewed and updated through discussion. Despite previous
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literature suggesting that data saturation in the thematic analysis might be reached with 12 participants (Guest

et al., 2006), the current study deployed data saturation according to the latest debates on the topic (Braun &

Clarke, 2019; O'Reilly & Parker, 2013).

3 | RESULTS

3.1 | Sample

A total of 20 individuals were invited to participate in the study, of which 18 expressed a wish to do so. Of these 18

people, 11 were professionals and 7 were refugee or asylum seeker parents. Among the professionals, seven

participants (63%) were male and four were female (37%), while among the caregivers, five (71%) were female.

Regarding marital status among the parents, four (57%) were married and three (43%) were separated. Of the seven

parents, four of them had one child, and three had two or more children. As shown in Table 1, on average the

parents had been in the United Kingdom for 61 months, with a range from 13 months to 17 years. Four parents had

refugee status, while more than half of them (N = 4) were unemployed. Finally, among the professionals, five were

mental health professionals and the average length of experience of working with RAS was nearly 70 months. See

Table 1 for full details of the participants.

3.2 | Themes and sub‐themes

We generated three main themes through data analysis. These were: (1) intervention perceived as positive;

(2) suggestions for improvement; (3) understanding the role of the facilitator. We also generated subthemes and

included quotes to support the themes. See Figure 1 for a thematic map.

3.2.1 | Content of the intervention

The first theme encompasses the perceptions of the intervention content as understood by the participants.

EMDR G‐TEP worksheet

Many of the participants shared their views about the EMDR G‐TEP worksheet. The positive perception of

the G‐TEP worksheet and its advantages were evident throughout the interviews. Participants acknowledged

several strengths of the intervention, including the benefits of the activity‐based nature of the worksheet. In

addition, participants indicated a general consensus on how important it is to not share traumatic experiences

during the sessions. Using the EMDR G‐TEP worksheet seemed to improve issues of privacy which have

been identified as a significant barrier to seeking mental health treatment amongst RAS (Byrow et al., 2020).

P 11: I think this method (G‐TEP worksheet) which takes away the person to person speaking and

talking about their problems is a good thing. I think you have to make it clear that it's not group

therapy in the sense that people can talk to each other. It's that they are in the same room but

everybody's doing their worksheets.

Despite its critical importance in healing, the expressing or sharing of emotions is a challenging phenomenon

among displaced individuals, as many RAS may show reluctant behaviors in talking about their difficulties or

emotions (Shannon et al., 2012). In line with the previous point, several participants reported how they consider the

6 | KAPTAN ET AL.



G‐TEP worksheet to be helpful against lack of willingness or difficulties in expressing emotions among the target

group. These participants valued the flexibility of the worksheet as it allows participants to use drawings or symbols

when expressing traumatic experiences.

P 2: The first thing is it is illustrated (EMDR G‐TEP worksheet), every step is there; this is one point.

The second thing, you do not need to say anything; you need just to draw, because sometimes, you

know, there are people who don't know or don't want to express themselves. It's very comfortable

because you don't need to tell anybody about your problem, and you just draw it, maybe in a

symbolic way.

The value of having EMDR therapy in a group setting, compared to individual therapy, was also acknowledged

by several interviewees. Some participants valued the idea of the group as, to them, group work creates a feeling of

security, of safety nets, and sets the stage for therapy.

RAS 1: Often when you're on that stage you don't, or you won't be able to communicate with others.

And then you have one on one therapy. You only talk about yourself, and you are in a place that you

are forced to talk about them. And you do not want to talk about them, because the more you go

deep into them, the more you're just digging them. I find it really difficult. So, I would say this

worksheet will give them a safer space.

Some participants discussed the design and layout of the G‐TEP worksheet. These included several facilitators

that could improve the participation and attractiveness of the intervention. Several participants indicated the

advantages of the worksheet in addressing other challenges related to different understandings of mental health,

which mirrors the relevant literature (Farley et al., 2014; N. K. Jensen et al., 2013).

P 11: I think the design of it is inviting for people to participate, and it's the layout and colouring. It's

also soothing in a sense.

P 2: I think it is very useful. Because the first thing, it is illustrated (EMDR G‐TEP worksheet); every

step is there, and it is quite helpful.

However, some participants highlighted several caveats indicating a potential communication challenge that

might put participants off. These participants suggested simplifying the language of the EMDR G‐TEP worksheet as

the main strategy to overcome linguistic challenges. This was specifically recommended when working with

participants from non‐western cultures. Other language‐related recommendations included using local terminology

on the worksheet.

P 10: I think this worksheet looks quite complex at first. Okay, so what is this? To explain it verbally,

and to go through it, and I think people will spend some time; I mean, refugees or asylum seekers.

You know, you're asking people to do something quite strange to most people. So, to explain a little

bit about how it might work might be useful.

P 11: … for example, the word “trauma.” I noticed some words used in psychology, handbooks, or

textbooks. Nobody uses them in everyday language; for example, nobody uses the word “trauma” in

a refugee camp.

KAPTAN ET AL. | 7



Approaches to parenting and LTP manual

Participants acknowledged that the parenting component of the intervention may make the intervention more

acceptable and accessible, as it can remove the stigma around receiving mental health support, which was

considered as a barrier throughout the interviews.

P 9: I think parenting is quite popular. It is probably more attractive. I mean, even though your

training is mental health‐related, if you use the parenting route, I mean, if you are using the parenting

as a kind of first stage, engagement will be higher.

P 6: To be honest they love parenting interventions more. Because to them, children are vital. It will

attract their attention more if you label this as a parenting intervention.

Assisting participants to overcome their parenting challenges or to accommodate their parenting needs were

seen as vital aspects of improving responses to mental health challenges. It was also stated repetitively that parent

refugee and asylum seeker parents seek help to become better parents for their children and that the wellbeing of

their children is a priority for them.

P 5: So they've got a lot of PTSD or disturbing memories that they are trying to manage. What you

quickly discover is that, for a lot of these people, there is the wellbeing of their children that is

worrying them a lot. And if that is not to be addressed, their anxiety levels would not drop.

P 11: Everybody has problems with their kids; but refugees, asylum seekers, if you ask them about

parenting, I think this is the number one problem that occupies their minds. And it becomes more

urgent and more nagging as they grow up.

Participants also praised the LTP manual and its pictorial calendar, as they found it to be culturally adapted.

F IGUREE 1 Thematic map. LTP, Learning Through Play.
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P 18: It is a tailored programme for people from certain backgrounds, let's say ethnic backgrounds,

and delivered by a person also from their community, their heritage culture. I think this will help

people to have more trust in the content of this programme.

3.2.2 | Suggestions for improvement and implementation

The previous theme encompasses how participants portray both components of the intervention and how their

perceptions might inform it. The following theme covers the importance of a culturally and personally adapted

approach derived from participants' personal and professional experiences. Moreover, the theme includes how

these might tailor the delivery and the content of the interventions to remove stigma, specifically through activities

and wording.

Destigmatization strategies

The stigma surrounding mental health in RAS was well pronounced by participants and has been well documented

in the previous literature. Around half of the participants emphasized the impact of appropriate language in

increasing participation when introducing the intervention. To serve this goal, participants noted several

recommendations. They described struggling with wording, and how positive wording is linked with hope for the

future and might increase engagement by improving the fit of the planned intervention. They also stated that

rebranding the intervention, for example as “wellbeing,” “skills training,” or “parenting,” might encourage individuals

to participate in this study as it avoids highly stigmatized terms such as “mental health” or “therapy.”

P 1: Basically, if you approach them from a mental health perspective, it's less likely for them to get

involved. But if you approach them from that positive side, so the idea is to have a better future or a

more hopeful kind of approach, it is more likely for them to get in involved.

P 5: What I think the best option which will improve their participation is, if you remove “therapy”;

do it, but say we are providing learning support or training.

More recommendations were offered to improve the acceptability of the intervention. Participants indicated

that interventions that are activity‐based improve the attendance and are linked with reduced stigma and increased

acceptability in the context of displaced groups. One participant described their practice as an example.

P 8: I think there is stigma and shame, but not so much when they come to see me or when they

come to see my colleagues; I think my understanding from the community is that they don't perceive

my work as proper therapy, because I'm doing a lot of fun stuff and activity.

P 4: Because it's interactive, so they might buy it, get more interested in doing it. Okay, and if it is not

interactive, for example, someone is talking, talking, talking, and doing nothing during sessions, they

do not understand the layperson's perspective.

Participants described how the support of partners or other family members can be encouraging,

acknowledging that many participants were satisfied with the support received from family members.

P 1: Okay, I don't have this idea that refugee husbands or wives are not open to their partners going

to treatment. In many cases… I have many cases that they have been supportive of each other and
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their children in going and looking for mental health support from the GPs or the health care

services. I do not remember any experience of people preventing their partners or children going or

not taking care of their children if they need a medical health intervention.

Rethinking recruitment and accessibility

Almost none of the participants were supportive of the use of leaflets or social media as a means of recruiting.

Word of mouth‐type forms of advertisement were felt to be more compatible with the characteristics of the target

groups. Moreover, many of the participants expressed the opinion that it is better for the invitation to come from a

person that they were already in contact with.

P 1: Even though I work with refugees, with those who are educated, also for all of the people

coming to our service, it simply is just through word of mouth. So, they do not go to read the leaflets.

Even though they can read English, they do not pay attention to the leaflets, because I think they are

not used to it.

RAS 1: So how did I get involved in different charities or organizations that helped me to be feeling

more alive and useful, was the chain like one person could have advertised it to others, and they

could tell others “please join, it's very interesting” so and so.

Explaining the study in person to potential participants was linked to building initial rapport with the group. A

participant also mentioned the use of “taster sessions” as an effective form of recruitment.

RAS 5: Most of refugees and asylum seekers want to know you or believe you. They want to see

what this is. So, once you go to them, they can understand and believe you: “Oh, this is what they are

saying, and it makes sense.” So, if you book an appointment, I think if you go to them to have a chat,

or if you go to their drop‐in sessions, I believe if you go there, you can talk to them, every one. So, I

think it will be better than the internet.

Several participants also suggested that charities and other organizations were better platforms for creating a

safe space and gaining trust, which might lead to normalization and a better acceptance of the planned

interventions. This was echoed by other participants who mentioned that expressing mental health difficulties came

only after they had spent some time with the services.

P 11: So yes, going through intermediaries, agencies or charities makes it easier to find people and

meet them. And at the same time, you can win more trust from them based on the trust they have in

these charities. And eventually, after some time, or once you develop a relationship, they might open

up and say, “actually, I don't feel well”.

Group compositions as a prerequisite

The importance of appropriate groupings within the sample was highlighted. Several participants implied that

forcibly displaced individuals are not a single, homogeneous group, and different sub‐groups might have unique

needs and requirements.

P 9: Once you are with asylum seekers, they are starting to complain about how difficult life is. But

refugees do not want to listen to those (complaints) because they passed that period. It reminds

10 | KAPTAN ET AL.



them of the situation that they have passed, and they try to get a new life rather than continuing

reflecting on that. So, the only negative point that they most often see about our project is we have

this mix of groups, refugees and asylum seekers.

The grouping of participants should match their preferences since differences at the levels of language, legal

status or the period of time they have lived in the host country might impact their attitudes to, and readiness for the

planned intervention. Some participants reported the benefits of being in same‐gender groups as a means of

sharing challenges and feeling freer to talk.

P 2: I think you should create two groups. The only criteria we usually use is their English level. One

other important part is the number of years they have been in this country.

RAS 4: If I am with another lady or another woman, I am more stable than speaking alone. So, what I

am seeing, like if I tell her I have this pain, she knows what I mean. But man, they give lots of

descriptions. So, for a woman, we are more comfortable among other women because I know they

know that experience.

Setting

Several participants noted that their previous experiences might remind them of previous traumatic experiences

and shape their mindsets for future treatments. Reflecting on that, the following participant voiced the idea of using

outdoor settings to remove the feeling of entrapment.

RAS 1: I would say not in an old or traditional therapy room; I would say nature, like beside a river, or

in a mountain, a place that you can feel gathered, like camping, all people gather together and you

are in nature; you feel like you're not trapped, you're not imprisoned. You feel more connected to

the, to the moment being in passing and being involved; then you feel like you must go to therapy.

You have to go to the room; there are two seats in front of each other, you know; in your mindset

that looks more like an interrogation than intervention.

Due to issues including stigma and confidentially, the setting/venue of the intervention emerged as

fundamentally important. Many participants suggested holding the sessions in a setting where trust is already

established with the participants, or somewhere they would feel comfortable. A familiar setting was seen as an

icebreaker as it removes shame along with logistical and practical barriers.

P 10: Use a place that people would use anyway so that they would be familiar with it and, that is,

that seemed good because people know where it is and they are comfortable to come there, and this

is not out of people's comfort zone anyway, so the place that people come in is within their comfort

zone. And that makes it, I think, slightly easier.

RAS 7: I believe in an organization where we know the other people. If I go there, I have lots of

friends around. So, I am not ashamed to do anything because I have my friends around, which will

give me the confidence to ask silly questions that I really want…. If you just invite me somewhere I do

not know, I mean I will not be able to have that feeling, you know. I will withdraw because I am not

so used to you and that place.
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Although many participants suggested delivering the planned intervention at places where communities already

have easy access, some participants raised fears about confidentiality due to close networks that exist in the

communities. As a solution, many participants suggested that the place should be “invisible” to allow confidentiality.

P 8: It should be confidential and safe. I mean, if it is possible; I do not know how it works, but if it is

possible to keep the room or the building closed for the duration, then it might actually be a good

place, because they would be able to sort of allow their thinking.

Feeling acknowledged and supported

Many participants mentioned the distinct characteristics within refugee and asylum seeker communities, and

between refugees, asylum seekers, and dominant Western cultures, in the conceptualization of mental health and

treatments. Participants recommended that any intervention targeting mental health or parenting skills should

understand the cultural background of RAS, which suggests tailored content without imposing culturally insensitive

conceptions.

P 1: The point is refugees are not a homogeneous community. It depends on who they are, their

background, their country, their culture or their level of education. But, like I said, it depends on

whom you are approaching, what segments of refugees you are approaching, and then you need to

decide based on the refugees that you have access to; you need to tailor your content to them.

The culturally sensitive approach was echoed by another participant who suggested not presuming that there is

a universal way of being a parent. The presumption of a universally accepted way of parenting might be a barrier to

recognizing cultural differences, therefore preventing participants from accessing interventions.

P 13: There are many ideas that have been developed in Europe, or what the good mother is

supposed to look like and what the good father is supposed to look like, those that were developed

around specific ways of living, whether that's financial, well, it's quite complex. What is healthy here

may not be unhealthy in their culture. Yes. So, it is mainly around the understanding.

Many participants appreciated interventions that would be compatible with participants' current living status,

expectations and needs, as an absence of such understandings within interventions were seen as a barrier. They

mentioned that an acknowledgment of the needs of the participants acted as a key to long‐term engagement.

P 4: We try to see what they need, for example most of them say, “we want to have a driving

license.” So, our English classes are designed on having the driving licence, and they are totally

engaged in the content. But if they go to, for example, English for Speakers of Other Languages,

which is about travelling to Barcelona or having your holiday in somewhere, it is not cultural, and it is

not really about what they need, so they are not engaged.

3.2.3 | Understanding the role of the facilitator

This theme addresses how participants define the role and motivations of facilitators, and how it impacts

participants' willingness to take part. This included several recommendations for the training of facilitators.
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Moreover, several participants indicated prominent issues about the facilitator's role, which ranged from their

personal capacity to more salient behaviors of respect and interpersonal skills.

Power imbalance/savior complex

Some participants raised concerns around the role of the facilitators and the way facilitators perceive participants.

They suggested that perceptions of participants as damaged and broken might compromise the therapeutic

relationship and create pressure for participants.

P 7: People might have quite a bit of a saviour complex. I think it comes from probably a very good

place. They [public] want to help people whom they perceive need help. And I think it can be quite

damaging if you only see people as damaged and broken, then that it is your job to fix them.

In addition, the concept of power imbalance emerged from the interviews as an important behavior to be

mindful of in terms of the involvement of participants. Some participants expressed concerns about some

participants who always agree with the facilitators/professionals. The following quote suggested that appropriate

interaction with participants is an important domain in the training of facilitators.

P 8: So if there is something to be said about the power that we professionals have and the authority

over this client group; for example, some clients that I've worked with, they will do everything that I

ask, because they think I have professional authority and they must listen to me.

Managing expectations

A message that needs to be conveyed to the participants before the intervention is the power and capacity of the

group leader. When asked to consider the facilitators' role, participants indicated that the research team/facilitators

should clarify their capacity, role, aims and professional boundaries to avoid unrealistic expectations.

RAS 6: The group leader or someone can help them in everything; like, they can even bring their

family from their countries, like you have that power.

Some participants also expressed concerns regarding professional boundaries. They also discussed how some

attitudes contribute to creating dependency. Attention to facilitator training and recognition to respond to such

behaviors was recommended.

P 7: If you are trying to, if you are maybe a befriender, you might be asked to do things that are

outside your role. If people say, “oh, I am struggling, if you got any money” or, you know, “if you got

any food” and that might not be appropriate to ask because it creates dependency.

Participants described several factors affecting their trust and their willingness to talk about mental health

difficulties. For some participants, expressing mental health difficulties came only after they had spent some time

with the services.

P1: Because once we start supporting families or individuals, after one month or two months, then

we have that relationship; we can have a good understanding of their situation; they have that trust

in our service.
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P 9: Eventually, after some time, or once you develop a relationship, they might open up and say

“actually, I don't feel well.”

Participants also addressed beliefs, including distrust of authorities, which might result in reduced engagement,

discomfort and fear of disclosing information. This was specifically linked with asylum seekers' concerns over their

residence status.

P 7: I think there is always a fear, or they are not always keen on talking to people with authority or

trying to ask the personal details. They think everything is related to the government in one way or

the other.

P 10: People have come from a really troubled place and troubled times, and there's a sense of “why

would people trust me,” and I understand that, like “what are you going to do with my data?” And

where is this going? Will this affect Home Office decisions? Or like, how much power I got as a

researcher, and just so; that is a massive thing.

Valuing interpersonal skills

Participants emphasized that they found the feeling of acceptance appealing, meaning this improved their

engagement with the intervention. Many participants also said that the characteristics of the facilitator are very

important for engagement with the intervention.

RAS 3: I think, as human beings, we just want to run after the solution; we could make life better if

they say…, if they tell us on that situation; you could have this, you could have done this, and your

life would have changed. I want to say “no, no, I did the right thing,” even though I knew I made a

mistake.

RAS 2: Whatever they (RAS) do, you should just reassure them that they are not the only one, I

mean, with problems. Whatever they say, you believe them; you may not know what they are saying

but say you believe them.

4 | DISCUSSION

Several studies have showed that parenting interventions hold promising results (Ballard et al., 2018; El‐Khani et al.,

2018). However, there is a lack of knowledge about what works in recruiting and maintaining attendance among

refugee and asylum seeker parents. This gap in the field has been echoed by previous studies (Sadavoy et al., 2004;

Thomson et al., 2015), which refer to specific exploration of the views, barriers and facilitators associated with

proposed interventions to improve access (Lakkis et al., 2020; Sim et al., 2019). Therefore, this pretrial qualitative

study is aimed at adding to the existing literature by exploring factors that might influence recruitment for, delivery

of, and engagement with the planned multicomponent intervention.

We conducted a total of 18 interviews with refugee and asylum seeker parents, and professionals who work

with these two groups, to explore their perceptions to develop an acceptable intervention. The findings highlight

several themes regarding personal and cultural preferences, methods of destigmatization, treatment content, group

composition and practical issues, including the role of facilitators and how to address barriers.
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What did we learn from this study? Past studies have reported the need for multicomponent treatments that

address not only parenting needs, but also mental health difficulties in a family context (Miller et al., 2020; Moran &

Ghate, 2005). In agreement with this, it appears to be feasible to deliver the EMDR G‐TEP manual integrated into

the LTP parenting intervention to keep parents engaged in the intervention. The parenting component with its

positive language was found to be a useful destigmatization strategy. Moreover, culturally adapted parenting

manuals were found to be engaging and related to the target group's needs. Additionally, as quoted above, the

pictorially‐presented and colorful G‐TEP worksheet was received very favorably. The interactive nature of the

G‐TEP intervention was also praised by participants, since it is suggested that the target group is less likely to

engage in one‐way psychoeducation programs in which they remain inactive (Moran & Ghate, 2005). This was also

acknowledged as another strategy for destigmatization. However, some participants made suggestions for

simplifying the language of the G‐TEP worksheet.

Several articles have reported the importance of culturally and personally sensitive services to improve access

to care (Byrow et al., 2020; Salami et al., 2019; Satinsky et al., 2019). In line with previous literature, we find that the

context in which the target groups lives, their needs and previous experiences might function as barriers to

participating in mental health and parenting trials. This suggests specific exploration of the factors related to

treatment setting, group composition, language, and other personal preferences when delivering interventions.

Findings from previous studies have also showed that stigma and shame around mental health is an important

factor that prevents RAS from accessing health care services (Clement et al., 2015; Robertshaw et al., 2017).

Consistent with this, our analysis shows the importance of providing care that is mindful of such challenges, as

many of the participants mentioned that these, especially stigma, were the most common reasons that might

prevent them from taking part in mental health‐related interventions. However, the findings of the current study

also suggest several solutions to overcome these challenges by offering several destigmatization strategies. These

include using positive wordings, such as “life‐skills training” or “personal development,” and the elimination of the

phrase “mental health.” Such a rebranding of mental health interventions was felt to destigmatize participation and

reduce shame, which makes the intervention more acceptable for parents and communities.

Challenges in ensuring confidentiality or establishing trust with refugees or asylum seekers have been widely

acknowledged by the previous literature (Colucci et al., 2015; Robertshaw et al., 2017). Many studies have

mentioned that there is a fear of disclosure due to residency status or the level of mistrust towards professionals

(Bhatia & Wallace, 2007; Feldmann, Bensing, de Ruijter, & Boeije, 2007; Haith‐Cooper & Bradshaw, 2013). In line

with this, many participants stressed that the EMDR G‐TEP manual may give space for personal confidentiality and

allay concerns about this, as the manual does not require participants to share their traumatic experiences with the

rest of the group.

Several other recommendations were also highlighted by p'articipants in terms of improving access to services.

Findings reveal that group composition, the setting and the facilitator are important for participants before they

decide to take part. For example, the use of leaflets as a means of advertisement was not supported, while many

participants suggested that charities and organizations trusted by RAS could offer brief taster sessions. This was

associated with a high level of trust in such organizations as it removes distrust of authorities, which is well known

in the field (Gross et al., 2001).

We also learned that groups with mixed residence status (RAS) may also depress attendance rates. Instead, we

were advised to establish separate groups based on residence status and gender to make the groups more

homogenous and more targeted. Additionally, some participants suggested a further criterion, years spent in the

host country, when grouping participants. In terms of the characteristics of facilitators, the findings raise important

points as to how the role of facilitators and the setting of boundaries between participants and facilitators are

essential. In line with past literature (Milner, 2015), in cases where facilitators perceive themselves as “saviours” of

“broken and damaged people,” the quality of the relationship with facilitators would be diminished off‐putting for

participants. Thus, the importance of ensuring awareness of boundaries and of the limits of facilitators before the
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sessions was acknowledged. This includes several examples, such as what participants can ask of a facilitator, or the

kind of help they can expect to receive.

Finally, the current findings once again reveal the widely studied stigma surrounding mental health. Thus, we

have decided to rebrand our intervention and to use the term “wellbeing training,” rather than “mental health

intervention” to make it more friendly, as suggested by the participants. We have also decided to emphasize the

parenting component which, along with simplified mental health terminology, may make the intervention more

acceptable. Finally, to make participants familiar with the terminology and layout of the G‐TEP worksheet, we have

added mini EMDR G‐TEP practices into all sessions.

5 | CONCLUSION

What does this study tell us? First, there have been several advantages to devoting time to this pretrial qualitative

study as it supports the use of the LTP + EMDR G‐TEP intervention. Second, it has provided us with useful

information for the design of the proposed intervention by offering several modifications which might improve its

acceptability and accessibility.

One strength of this study is that it includes both professionals and individuals from target groups while

following an established framework for the written topic guides (Maher & Neale, 2019). Moreover, the

snowball and purposive sampling methods were useful in allowing a wide range of disciplines to be covered.

Finally, we believe that the respectable level of involvement by professionals will help us to transfer our

findings to the real world. The study has also several limitations. The participants were recruited from local

areas in Manchester, so the findings may not be generalizable to other settings. Moreover, due to budgeting

problems, we only recruited participants who are registered with GPs and who can speak English. We accept

that the sample might not represent other demographic groups who either do not have access to a GP or are

unable to speak English.

AUTHOR CONTRIBUTIONS

All authors contributed in terms of conceptualization, methodology and writing. Safa Kemal Kaptan, Betul

Yilmaz, and Panoraia Andriopoulou participated in data collection and data analysis. Nusrat Husain, Filippo

Varese, and Panoraia Andriopoulou contributed to manuscript preparation and review. All authors have read and

have agreed to the published version of the manuscript.

ACKNOWLEDGMENTS

The authors would like to thank Dr Firdevs Bulut for her comments on the final manuscript. This study was funded

by the Turkish Embassy Education Counselor's Office, for which we are very grateful.

CONFLICT OF INTEREST

The author declare no conflict of interest.

DATA AVAILABILITY STATEMENT

The data that support the findings of this study are available from the corresponding author upon reasonable

request. The data from the current study are available from the corresponding author on reasonable request.

ETHICAL APPROVAL

Ethical approval was obtained from the University of Manchester, Research Ethics Committee (Ref: 2020‐7904‐

13152). Informed consent was obtained from all subjects involved in the study.

16 | KAPTAN ET AL.



PEER REVIEW

The peer review history for this article is available at https://publons.com/publon/10.1002/jcop.22908

ORCID

Safa Kemal Kaptan http://orcid.org/0000-0002-4709-6543

Betul Yilmaz http://orcid.org/0000-0001-5981-2183

Filippo Varese http://orcid.org/0000-0001-7244-598X

Panoraia Andriopoulou http://orcid.org/0000-0002-5745-6741

Nusrat Husain http://orcid.org/0000-0002-9493-0721

REFERENCES

Akesson, B., & Sousa, C. (2020). Parental suffering and resilience among recently displaced Syrian refugees in Lebanon.
Journal of Child and Family Studies, 29(5), 1264–1273. https://doi.org/10.1007/s10826-019-01664-6

Alpak, G., Unal, A., Bulbul, F., Sagaltici, E., Bez, Y., Altindag, A., Dalkilic, A., & Savas, H. A. (2015). Post‐traumatic stress
disorder among Syrian refugees in Turkey: A cross‐sectional study. International Journal of Psychiatry in Clinical

Practice, 19(1), 45–50. https://doi.org/10.3109/13651501.2014.961930
Back Nielsen, M., Carlsson, J., Køster Rimvall, M., Petersen, J. H., & Norredam, M. (2019). Risk of childhood psychiatric

disorders in children of refugee parents with post‐traumatic stress disorder: A nationwide, register‐based, cohort
study. The Lancet Public Health, 4(7), e353–e359. https://doi.org/10.1016/S2468-2667(19)30077-5

Ballard, J., Wieling, E., & Forgatch, M. (2018). Feasibility of implementation of a parenting intervention with karen refugees
resettled from Burma. Journal of Marital and Family Therapy, 44(2), 220–234. https://doi.org/10.1111/jmft.12286

Bennett, S., & Scammell, J. (2014). Midwives caring for asylum‐seeking women: Research findings. The Practising Midwife,
17(1), 9–12.

Bhatia, R., & Wallace, P. (2007). Experiences of refugees and asylum seekers in general practice: A qualitative study. BMC

Family Practice, 8(1), 48. https://doi.org/10.1186/1471-2296-8-48

Blackmore, R., Boyle, J. A., Fazel, M., Ranasinha, S., Gray, K. M., Fitzgerald, G., Misso, M., & Gibson‐Helm, M. (2020). The
prevalence of mental illness in refugees and asylum seekers: A systematic review and meta‐analysis. PLoS Medicine,
17(9), e1003337. https://doi.org/10.1371/journal.pmed.1003337

Bogic, M., Njoku, A., & Priebe, S. (2015). Long‐term mental health of war‐refugees: A systematic literature review. BMC

International Health and Human Rights, 15(1), 9–12. https://doi.org/10.1186/s12914-015-0064-9
Braun, V. & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology, 3(2), 77–101.

https://doi.org/10.1191/1478088706qp063oa
Braun, V. & Clarke, V. (2019). To saturate or not to saturate? Questioning data saturation as a useful concept for thematic

analysis and sample‐size rationales. Qualitative Research in Sport, Exercise and Health, 13(1), 1–16. https://doi.org/10.
1080/2159676X.2019.1704846

Briel, M., Olu, K. K., von Elm, E., Kasenda, B., Alturki, R., Agarwal, A., Bhatnagar, N., & Schandelmaier, S. (2016). A systematic
review of discontinued trials suggested that most reasons for recruitment failure were preventable. In Journal of

Clinical Epidemiology, 80, 8–15. https://doi.org/10.1016/j.jclinepi.2016.07.016
Bryant, R. A., Edwards, B., Creamer, M., O'Donnell, M., Forbes, D., Felmingham, K. L., Silove, D., Steel, Z., Nickerson, A.,

McFarlane, A. C., Van Hooff, M., & Hadzi‐Pavlovic, D. (2018). The effect of post‐traumatic stress disorder on refugees'

parenting and their children's mental health: A cohort study. The Lancet Public Health, 3(5), e249–e258. https://doi.
org/10.1016/S2468-2667(18)30051-3

Burchill, J., & Pevalin, D. (2012). Barriers to effective practice for health visitors working with asylum seekers and refugees.
Community Practitioner, 85(7), 20–23.

Byrow, Y., Pajak, R., Specker, P., & Nickerson, A. (2020). Perceptions of mental health and perceived barriers to mental
health help‐seeking amongst refugees: A systematic review. Clinical Psychology Review, 75, 101812. https://doi.org/
10.1016/j.cpr.2019.101812

Clement, S., Schauman, O., Graham, T., Maggioni, F., Evans‐Lacko, S., Bezborodovs, N., Morgan, C., Rüsch, N.,
Brown, J. S. L., & Thornicroft, G. (2015). What is the impact of mental health‐related stigma on help‐seeking?
A systematic review of quantitative and qualitative studies. In Psychological Medicine, 45(Issue 1), 11–27. https://doi.
org/10.1017/S0033291714000129

Colucci, E., Minas, H., Szwarc, J., Guerra, C., & Paxton, G. (2015). In or out? Barriers and facilitators to refugee‐background
young people accessing mental health services. Transcultural Psychiatry, 52(6), 766–790. https://doi.org/10.1177/
1363461515571624

KAPTAN ET AL. | 17

https://publons.com/publon/10.1002/jcop.22908
http://orcid.org/0000-0002-4709-6543
http://orcid.org/0000-0001-5981-2183
http://orcid.org/0000-0001-7244-598X
http://orcid.org/0000-0002-5745-6741
http://orcid.org/0000-0002-9493-0721
https://doi.org/10.1007/s10826-019-01664-6
https://doi.org/10.3109/13651501.2014.961930
https://doi.org/10.1016/S2468-2667(19)30077-5
https://doi.org/10.1111/jmft.12286
https://doi.org/10.1186/1471-2296-8-48
https://doi.org/10.1371/journal.pmed.1003337
https://doi.org/10.1186/s12914-015-0064-9
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/2159676X.2019.1704846
https://doi.org/10.1080/2159676X.2019.1704846
https://doi.org/10.1016/j.jclinepi.2016.07.016
https://doi.org/10.1016/S2468-2667(18)30051-3
https://doi.org/10.1016/S2468-2667(18)30051-3
https://doi.org/10.1016/j.cpr.2019.101812
https://doi.org/10.1016/j.cpr.2019.101812
https://doi.org/10.1017/S0033291714000129
https://doi.org/10.1017/S0033291714000129
https://doi.org/10.1177/1363461515571624
https://doi.org/10.1177/1363461515571624


Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. (2009). Fostering implementation of
health services research findings into practice: A consolidated framework for advancing implementation science.
Implementation Science, 4(1), 50. https://doi.org/10.1186/1748-5908-4-50

Daud, A., af Klinteberg, B., & Rydelius, P. A. (2008). Resilience and vulnerability among refugee children of traumatized and
non‐traumatized parents. Child and Adolescent Psychiatry and Mental Health, 2(1), 7. https://doi.org/10.1186/1753-

2000-2-7
Duggleby, W., Peacock, S., Ploeg, J., Swindle, J., Kaewwilai, L., & Lee, H. J. (2020). Qualitative research and its importance in

adapting interventions. Qualitative Health Research, 30(10), 1605–1613. https://doi.org/10.1177/10497323
20920229

East, P. L., Gahagan, S., & Al‐Delaimy, W. K. (2018). The impact of refugee mothers' trauma, posttraumatic stress, and
depression on their children's adjustment. Journal of Immigrant and Minority Health, 20(2), 271–282. https://doi.org/
10.1007/s10903-017-0624-2

El‐Khani, A., Cartwright, K., Ang, C., Henshaw, E., Tanveer, M., & Calam, R. (2018). Testing the feasibility of delivering and
evaluating a child mental health recovery program enhanced with additional parenting sessions for families displaced

by the Syrian conflict: A pilot study. Peace and Conflict: Journal of Peace Psychology, 24(2), 188–200. https://doi.org/
10.1037/pac0000287

Eruyar, S., Huemer, J., & Vostanis, P. (2018). Review: How should child mental health services respond to the refugee crisis?
Child and Adolescent Mental Health, 23(4), 303–312. https://doi.org/10.1111/camh.12252

Eruyar, S., Maltby, J., & Vostanis, P. (2020). How do Syrian refugee children in Turkey perceive relational factors in the

context of their mental health? Clinical Child Psychology and Psychiatry, 25(1), 260–272. https://doi.org/10.1177/
1359104519882758

Farley, R., Askew, D., & Kay, M. (2014). Caring for refugees in general practice: Perspectives from the coalface. Australian
Journal of Primary Health, 20(1), 85–91. https://doi.org/10.1071/PY12068

Fazel, M., Reed, R. V., Panter‐Brick, C., & Stein, A. (2012). Mental health of displaced and refugee children resettled in high‐
income countries: Risk and protective factors. The Lancet, 379(9812), 266–282. https://doi.org/10.1016/S0140-
6736(11)60051-2

Fazel, M., Wheeler, J., & Danesh, J. (2005). Prevalence of serious mental disorder in 7000 refugees resettled in Western
countries: A systematic review. Lancet, 365(9467), 1309–1314. https://doi.org/10.1016/S0140-6736(05)61027-6

Feldmann, C. T., Bensing, J. M., & de Ruijter, A. (2007). Worries are the mother of many diseases: General practitioners and

refugees in the Netherlands on stress, being ill and prejudice. Patient Education and Counseling, 65(3), 369–380.
https://doi.org/10.1016/j.pec.2006.09.005

Feldmann, C. T., Bensing, J. M., de Ruijter, A., & Boeije, H. R. (2007). Afghan refugees and their general practitioners in the
Netherlands: To trust or not to trust? Sociology of Health & Illness, 29(4), 515–535. https://doi.org/10.1111/j.1467-
9566.2007.01005.x

Field, N. P., Muong, S., & Sochanvimean, V. (2013). Parental styles in the intergenerational transmission of trauma stemming
from the khmer rouge regime in Cambodia. American Journal of Orthopsychiatry, 83(4), 483–494. https://doi.org/10.
1111/ajop.12057

Frounfelker, R. L., Miconi, D., Farrar, J., Brooks, M. A., Rousseau, C., & Betancourt, T. S. (2019). Mental health of refugee

children and youth: Epidemiology, interventions, and future directions. Annual Review of Public Health, 41, 159–176.
https://doi.org/10.1146/annurev-publhealth-040119-094230

Gabriel, P., Kaczorowski, J., & Berry, N. (2017). Recruitment of refugees for health research: A qualitative study to add
refugees' perspectives. International Journal of Environmental Research and Public Health, 14(2), 125. https://doi.org/
10.3390/ijerph14020125

Gross, D., Julion, W., & Fogg, L. (2001). What motivates participation and dropout among low‐income urban families of
color in a prevention intervention? Family Relations, 50(3), 246–254. https://doi.org/10.1111/j.1741-3729.2001.
00246.x

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough?: An experiment with data saturation and
variability. Field Methods, 18(1), 59–82. https://doi.org/10.1177/1525822X05279903

Haith‐Cooper, M., & Bradshaw, G. (2013). Meeting the health and social care needs of pregnant asylum seekers; midwifery
students' perspectives. Nurse Education Today, 33(9), 1045–1050. https://doi.org/10.1016/j.nedt.2012.04.016

Hincks, C.‐D. (2002). The learning through play calendar: Training manual.
Husain, M. I., Chaudhry, I. B., Khoso, A. B., Wan, M. W., Kiran, T., Shiri, T., Chaudhry, N., Mehmood, N., Jafri, S. F., Naeem, F.,

& Husain, N. (2021). A group parenting intervention for depressed fathers (LTP + Dads): A feasibility study from
Pakistan. Children, 8(1), 26. https://doi.org/10.3390/children8010026

Jensen, N. K., Norredam, M., Priebe, S., & Krasnik, A. (2013). How do general practitioners experience providing care to
refugees with mental health problems? A qualitative study from Denmark. BMC Family Practice, 14(1), 17. https://doi.
org/10.1186/1471-2296-14-17

18 | KAPTAN ET AL.

https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1186/1753-2000-2-7
https://doi.org/10.1186/1753-2000-2-7
https://doi.org/10.1177/1049732320920229
https://doi.org/10.1177/1049732320920229
https://doi.org/10.1007/s10903-017-0624-2
https://doi.org/10.1007/s10903-017-0624-2
https://doi.org/10.1037/pac0000287
https://doi.org/10.1037/pac0000287
https://doi.org/10.1111/camh.12252
https://doi.org/10.1177/1359104519882758
https://doi.org/10.1177/1359104519882758
https://doi.org/10.1071/PY12068
https://doi.org/10.1016/S0140-6736(11)60051-2
https://doi.org/10.1016/S0140-6736(11)60051-2
https://doi.org/10.1016/S0140-6736(05)61027-6
https://doi.org/10.1016/j.pec.2006.09.005
https://doi.org/10.1111/j.1467-9566.2007.01005.x
https://doi.org/10.1111/j.1467-9566.2007.01005.x
https://doi.org/10.1111/ajop.12057
https://doi.org/10.1111/ajop.12057
https://doi.org/10.1146/annurev-publhealth-040119-094230
https://doi.org/10.3390/ijerph14020125
https://doi.org/10.3390/ijerph14020125
https://doi.org/10.1111/j.1741-3729.2001.00246.x
https://doi.org/10.1111/j.1741-3729.2001.00246.x
https://doi.org/10.1177/1525822X05279903
https://doi.org/10.1016/j.nedt.2012.04.016
https://doi.org/10.3390/children8010026
https://doi.org/10.1186/1471-2296-14-17
https://doi.org/10.1186/1471-2296-14-17


Jensen, T. K., Fjermestad, K. W., Granly, L., & Wilhelmsen, N. H. (2015). Stressful life experiences and mental health
problems among unaccompanied asylum‐seeking children. Clinical Child Psychology and Psychiatry, 20(1), 106–116.
https://doi.org/10.1177/1359104513499356

Kaptan, S. K., Dursun, B. O., Knowles, M., Husain, N., & Varese, F. (2021). Group eye movement desensitization and
reprocessing interventions in adults and children: A systematic review of randomized and nonrandomized trials.

Clinical Psychology & Psychotherapy, 28(4), 784–806. https://doi.org/10.1002/cpp.2549
Kaptan, S. K., Varese, F., Yilmaz, B., Andriopoulou, P., & Husain, N. (2021). Protocol of a feasibility trial for an online group

parenting intervention with an integrated mental health component for parent refugees and asylum‐seekers in the
United Kingdom: (LTP + EMDR G‐TEP). SAGE Open Medicine, 9, 205031212110678. https://doi.org/10.1177/

20503121211067861
Khan, S., Lovell, K., Lunat, F., Masood, Y., Shah, S., Tomenson, B., & Husain, N. (2019). Culturally‐adapted cognitive

behavioural therapy based intervention for maternal depression: A mixed‐methods feasibility study. BMC Women's

Health, 19(1), 21. https://doi.org/10.1186/s12905-019-0712-7
Lakkis, N. A., Osman, M. H., Aoude, L. C., Maalouf, C. J., Issa, H. G., & Issa, G. M. (2020). A pilot intervention to promote

positive parenting in refugees from Syria in Lebanon and Jordan. Frontiers in Psychiatry, 11, 257. https://doi.org/10.
3389/fpsyt.2020.00257

Lehnung, M., Shapiro, E., Schreiber, M., & Hofmann, A. (2016). Evaluating the EMDR group traumatic episode protocol with
refugees: A field study. Journal of EMDR Practice and Research, 11(3), 129–138. https://doi.org/10.1891/1933-3196.
11.3.129

Lewin, S., Glenton, C., & Oxman, A. D. (2009). Use of qualitative methods alongside randomised controlled trials of complex
healthcare interventions: Methodological study. BMJ (Online), 339(7723), 732–734. https://doi.org/10.1136/bmj.b3496

Maher, L., & Neale, J. (2019). Adding quality to quantity in randomized controlled trials of addiction prevention and
treatment: A new framework to facilitate the integration of qualitative research. Addiction, 114(12), 2257–2266.
https://doi.org/10.1111/add.14777

Miller, K. E., Arnous, M., Tossyeh, F., Chen, A., Bakolis, I., Koppenol‐Gonzalez, G. V., Nahas, N., & Jordans, M. J. D. (2020).
Protocol for a randomized control trial of the caregiver support intervention with Syrian refugees in Lebanon. Trials,
21(1), 277. https://doi.org/10.1186/s13063-020-4175-9

Milner, J. (2015). Values and vulnerabilities: The ethics of research with refugees and asylum seekers. In K. Block, E. Riggs, &

N. Haslam (Eds.), Migration Studies (Vol. 3). Australian Academic Press. https://doi.org/10.1093/migration/mnu038
Moran, P. & Ghate, D. (2005). The effectiveness of parenting support. Children and Society, 19(4), 329–336. https://doi.org/

10.1002/chi.878
Morina, N., Akhtar, A., Barth, J., & Schnyder, U. (2018). Psychiatric disorders in refugees and internally displaced persons

after forced displacement: A systematic review. Frontiers in Psychiatry, 9(SEP), 433. https://doi.org/10.3389/fpsyt.

2018.00433
O'Cathain, A., Thomas, K. J., Drabble, S. J., Rudolph, A., Goode, J., & Hewison, J. (2014). Maximising the value of combining

qualitative research and randomised controlled trials in health research: The QUAlitative research in trials (QUART)
study—A mixed methods study. Health Technology Assessment, 18(38), 1–197. https://doi.org/10.3310/hta18380

O'Cathain, A., Thomas, K. J., Drabble, S. J., Rudolph, A., & Hewison, J. (2013). What can qualitative research do for

randomised controlled trials? A systematic mapping review. BMJ Open, 3(6), e002889. https://doi.org/10.1136/
bmjopen-2013-002889

O'Reilly, M., & Parker, N. (2013). Unsatisfactory saturation': A critical exploration of the notion of saturated sample sizes in
qualitative research. Qualitative Research, 13(2), 190–197. https://doi.org/10.1177/1468794112446106

Pieloch, K. A., McCullough, M. B., & Marks, A. K. (2016). Resilience of children with refugee statuses: A research review.

Canadian Psychology, 57(4), 330–339. https://doi.org/10.1037/cap0000073
Riggs, E., Davis, E., Gibbs, L., Block, K., Szwarc, J., Casey, S., Duell‐Piening, P., & Waters, E. (2012). Accessing maternal and

child health services in Melbourne, Australia: Reflections from refugee families and service providers. BMC Health

Services Research, 12(1), 117. https://doi.org/10.1186/1472-6963-12-117
Roberts, A. K. P. (2018). The effects of the EMDR group traumatic episode protocol with cancer survivors. Journal of EMDR

Practice and Research, 12(3), 105–117. https://doi.org/10.1891/1933-3196.12.3.105
Robertshaw, L., Dhesi, S., & Jones, L. L. (2017). Challenges and facilitators for health professionals providing primary

healthcare for refugees and asylum seekers in high‐income countries: A systematic review and thematic synthesis of
qualitative research. BMJ Open, 7(8), e015981. https://doi.org/10.1136/bmjopen-2017-015981

Sadavoy, J., Meier, R., & Ong, A. Y. M. (2004). Barriers to access to mental health services for ethnic seniors: The Toronto
Study. Canadian Journal of Psychiatry, 49(3), 192–199. https://doi.org/10.1177/070674370404900307

Salami, B., Salma, J., & Hegadoren, K. (2019). Access and utilization of mental health services for immigrants and refugees:
Perspectives of immigrant service providers. International Journal of Mental Health Nursing, 28(1), 152–161. https://
doi.org/10.1111/inm.12512

KAPTAN ET AL. | 19

https://doi.org/10.1177/1359104513499356
https://doi.org/10.1002/cpp.2549
https://doi.org/10.1177/20503121211067861
https://doi.org/10.1177/20503121211067861
https://doi.org/10.1186/s12905-019-0712-7
https://doi.org/10.3389/fpsyt.2020.00257
https://doi.org/10.3389/fpsyt.2020.00257
https://doi.org/10.1891/1933-3196.11.3.129
https://doi.org/10.1891/1933-3196.11.3.129
https://doi.org/10.1136/bmj.b3496
https://doi.org/10.1111/add.14777
https://doi.org/10.1186/s13063-020-4175-9
https://doi.org/10.1093/migration/mnu038
https://doi.org/10.1002/chi.878
https://doi.org/10.1002/chi.878
https://doi.org/10.3389/fpsyt.2018.00433
https://doi.org/10.3389/fpsyt.2018.00433
https://doi.org/10.3310/hta18380
https://doi.org/10.1136/bmjopen-2013-002889
https://doi.org/10.1136/bmjopen-2013-002889
https://doi.org/10.1177/1468794112446106
https://doi.org/10.1037/cap0000073
https://doi.org/10.1186/1472-6963-12-117
https://doi.org/10.1891/1933-3196.12.3.105
https://doi.org/10.1136/bmjopen-2017-015981
https://doi.org/10.1177/070674370404900307
https://doi.org/10.1111/inm.12512
https://doi.org/10.1111/inm.12512


Sangalang, C. C., Jager, J., & Harachi, T. W. (2017). Effects of maternal traumatic distress on family functioning and child
mental health: An examination of Southeast Asian refugee families in the U.S. Social Science and Medicine, 184,
178–186. https://doi.org/10.1016/j.socscimed.2017.04.032

Satinsky, E., Fuhr, D. C., Woodward, A., Sondorp, E., & Roberts, B. (2019). Mental health care utilisation and access among
refugees and asylum seekers in Europe: A systematic review. Health Policy, 123(9), 851–863. https://doi.org/10.
1016/j.healthpol.2019.02.007

Scharpf, F., Kyaruzi, E., Landolt, M. A., & Hecker, T. (2019). Prevalence and co‐existence of morbidity of posttraumatic
stress and functional impairment among Burundian refugee children and their parents. European Journal of

Psychotraumatology, 10(1), 1676005. https://doi.org/10.1080/20008198.2019.1676005

Scharpf, F., Mkinga, G., Neuner, F., Machumu, M., & Hecker, T. (2020). Fuel to the fire: The escalating interplay of
attachment and maltreatment in the transgenerational transmission of psychopathology in families living in refugee
camps. Development and Psychopathology, 33, 1–14. https://doi.org/10.1017/S0954579420000516

Semmlinger, V., & Ehring, T. (2021). Predicting and preventing dropout in research, assessment and treatment with
refugees. Clinical Psychology and Psychotherapy. https://doi.org/10.1002/cpp.2672

Shannon, P., O'Dougherty, M., & Mehta, E. (2012). Refugees’ perspectives on barriers to communication about trauma
histories in primary care. Mental Health in Family Medicine, 9(1), 47–55. http://www.ncbi.nlm.nih.gov/pubmed/
23277798

Shapiro, E. (2013). The Group Traumatic Episode Protocol (G‐TEP) for Early EMDR Intervention (EEI), November 2013, Istanbul,

Turkey.

Shapiro, F. (2007). EMDR, adaptive information processing, and case conceptualization. Journal of EMDR Practice and

Research, 1(2), 68–87. https://doi.org/10.1891/1933-3196.1.2.68
Sim, A., Bowes, L., & Gardner, F. (2019). The promotive effects of social support for parental resilience in a Refugee context:

A cross‐sectional study with Syrian mothers in Lebanon. Prevention Science, 20(5), 674–683. https://doi.org/10.1007/
s11121-019-0983-0

Sim, A., Fazel, M., Bowes, L., & Gardner, F. (2018). Pathways linking war and displacement to parenting and child
adjustment: A qualitative study with Syrian refugees in Lebanon. Social Science and Medicine, 200, 19–26. https://doi.
org/10.1016/j.socscimed.2018.01.009

Steel, Z., Silove, D., Brooks, R., Momartin, S., Alzuhairi, B., & Susljik, I. (2006). Impact of immigration detention and

temporary protection on the mental health of refugees. British Journal of Psychiatry, 188(JAN.), 58–64. https://doi.
org/10.1192/bjp.bp.104.007864

Sulaiman‐Hill, C. M., & Thompson, S. C. (2011). Sampling challenges in a study examining refugee resettlement. BMC

International Health and Human Rights, 11(1), 2. https://doi.org/10.1186/1472-698X-11-2
Tay, A. K., Rees, S., Kareth, M., Mohsin, M., Tam, N., & Silove, D. (2020). Associations between family‐level adversity and

society‐level trauma with emotional and behavioural problems amongst children of west papuan refugees. European
Child and Adolescent Psychiatry, 30, 909–920. https://doi.org/10.1007/s00787-020-01569-6

Thomson, M. S., Chaze, F., George, U., & Guruge, S. (2015). Improving immigrant populations' access to mental health
services in Canada: A review of barriers and recommendations. Journal of Immigrant and Minority Health, 17(6),
1895–1905. https://doi.org/10.1007/s10903-015-0175-3

Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for reporting qualitative research (COREQ): A 32‐item
checklist for interviews and focus groups. International Journal for Quality in Health Care, 19(6), 349–357. https://doi.
org/10.1093/intqhc/mzm042

Tsouvelas, G., Chondrokouki, M., Nikolaidis, G., & Shapiro, E. (2019). A vicarious trauma preventive approach. The group
traumatic episode protocol EMDR and workplace affect in professionals who work with child abuse and neglect.

Dialogues in Clinical Neuroscience & Mental Health, 2(3), 130–138. https://doi.org/10.26386/obrela.v2i3.123
Turner, K. M., Percival, J., Kessler, D., & Donovan, J. L. (2019). Synthesizing qualitative data sets to improve the design of

trials and complex health interventions: A worked example. Qualitative Health Research, 29(5), 693–699. https://doi.
org/10.1177/1049732318803894

United Nations High Commission for Refugees, & UNHCR. (2020). Trends at a glance: Global trends forced displacement in

2019. UNHCR, 1–84. https://www.unhcr.org/5ee200e37.pdf
van Ee, E., Kleber, R. J., & Mooren, T. T. M. (2012). War trauma lingers on: Associations between maternal posttraumatic

stress disorder, parent‐child interaction, and child development. Infant Mental Health Journal, 33(5), 459–468. https://
doi.org/10.1002/imhj.21324

Walters, S. J., Dos Anjos Henriques‐Cadby, I. B., Bortolami, O., Flight, L., Hind, D., Jacques, R. M., Knox, C., Nadin, B.,
Rothwell, J., Surtees, M., & Julious, S. A. (2017). Recruitment and retention of participants in randomised controlled
trials: A review of trials funded and published by the United Kingdom health technology assessment programme. BMJ

Open, 7(3), e015276. https://doi.org/10.1136/bmjopen-2016-015276

20 | KAPTAN ET AL.

https://doi.org/10.1016/j.socscimed.2017.04.032
https://doi.org/10.1016/j.healthpol.2019.02.007
https://doi.org/10.1016/j.healthpol.2019.02.007
https://doi.org/10.1080/20008198.2019.1676005
https://doi.org/10.1017/S0954579420000516
https://doi.org/10.1002/cpp.2672
http://www.ncbi.nlm.nih.gov/pubmed/23277798
http://www.ncbi.nlm.nih.gov/pubmed/23277798
https://doi.org/10.1891/1933-3196.1.2.68
https://doi.org/10.1007/s11121-019-0983-0
https://doi.org/10.1007/s11121-019-0983-0
https://doi.org/10.1016/j.socscimed.2018.01.009
https://doi.org/10.1016/j.socscimed.2018.01.009
https://doi.org/10.1192/bjp.bp.104.007864
https://doi.org/10.1192/bjp.bp.104.007864
https://doi.org/10.1186/1472-698X-11-2
https://doi.org/10.1007/s00787-020-01569-6
https://doi.org/10.1007/s10903-015-0175-3
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.26386/obrela.v2i3.123
https://doi.org/10.1177/1049732318803894
https://doi.org/10.1177/1049732318803894
https://www.unhcr.org/5ee200e37.pdf
https://doi.org/10.1002/imhj.21324
https://doi.org/10.1002/imhj.21324
https://doi.org/10.1136/bmjopen-2016-015276


Weine, S., Ware, N., Hakizimana, L., Tugenberg, T., Currie, M., Dahnweih, G., Wagner, M., Polutnik, C., & Wulu, J. (2014).
Fostering resilience: Protective agents, resources, and mechanisms for adolescent refugees' psychosocial Well‐Being.
Adolescent Psychiatry, 4(3), 164–176. https://doi.org/10.2174/221067660403140912162410

Weine, S. M. (2011). Developing preventive mental health interventions for refugee families in resettlement. Family Process,
50(3), 410–430. https://doi.org/10.1111/j.1545-5300.2011.01366.x

Yelland, J., Riggs, E., Wahidi, S., Fouladi, F., Casey, S., Szwarc, J., Duell‐Piening, P., Chesters, D., & Brown, S. (2014). How do
Australian maternity and early childhood health services identify and respond to the settlement experience and social
context of refugee background families? BMC Pregnancy and Childbirth, 14(1), 348. https://doi.org/10.1186/1471-
2393-14-348

Yurtsever, A., Konuk, E., Akyüz, T., Zat, Z., Tükel, F., Çetinkaya, M., Savran, C., & Shapiro, E. (2018). An eye movement
desensitization and reprocessing (EMDR) group intervention for Syrian refugees with post‐traumatic stress
symptoms: Results of a randomized controlled trial. Frontiers in Psychology, 9, 493. https://doi.org/10.3389/fpsyg.
2018.00493

SUPPORTING INFORMATION

Additional supporting information can be found online in the Supporting Information section at the end of this

article.

How to cite this article: Kaptan, S. K., Yilmaz, B., Varese, F., Andriopoulou, P., & Husain, N. (2022). What

works? Lessons from a pretrial qualitative study to inform a multi‐component intervention for refugees and

asylum seekers: Learning Through Play and EMDR GroupTraumatic Episode Protocol. Journal of Community

Psychology, 1–21. https://doi.org/10.1002/jcop.22908

KAPTAN ET AL. | 21

https://doi.org/10.2174/221067660403140912162410
https://doi.org/10.1111/j.1545-5300.2011.01366.x
https://doi.org/10.1186/1471-2393-14-348
https://doi.org/10.1186/1471-2393-14-348
https://doi.org/10.3389/fpsyg.2018.00493
https://doi.org/10.3389/fpsyg.2018.00493
https://doi.org/10.1002/jcop.22908



