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FOREWORD

The quest for psychological well-being is a ubiquitous ambition in the ever-changing universe
of Mental Health Sciences. I was ecstatic when Anwar Khan apprised me about his
aspirations to write a book about the cultural adaptation of evidence-based psychotherapies in
Pakistan. This is the topic that is very dear to my heart. Since we, as mental health
practitioners, interact with local patients on a daily basis while adhering to some clinical
standards defined and tested by Westerners, the question of how to administer such clinical
standards developed by others arose. Keeping this in view, Anwar Khan has embarked on
journey of an extensive exploration of the interaction between modern evidence-based
psychotherapies and the rich tapestry of Pakistani culture. This narrative has taken place amid
the backdrop of practice of relatively new Evidence-Based Psychotherapies in Pakistan,
where typical Western-made treatment procedures are used and local modifications in the
treatment procedures are a growing requirement.

This book, "Cultural Adaptation of Evidence-Based Psychotherapies for Common Mental
Health Disorders in Pakistan," has been meticulously prepared for clinical psychologists,
psychiatrists, psychotherapists, mental health counsellors, and academicians. This book gives
insightful information about the cultural adaptations of Evidence-Based Psychotherapies in
Pakistan, based on an extensive review of the literature, consultations with mental health
practitioners, and rigorous research methodologies. The sequence of the book is carefully
designed into well-organized chapters in which the readers are guided through a labyrinthine
journey of understanding and adapting evidence-based psychotherapies in Pakistani context,
beginning with the nature of evidence-based psychotherapy, and continuing with its historical
evolution, integration of computer technologies in mental health sciences, and final practical
case illustration. Through such comprehensive information, this book not only enlightens its
readers but also stimulates their deeper study into the technical aspects of the cultural
adaptation of evidence-based psychotherapies, thus making this book as a monument to the
unrelenting pursuit of greater mental health for all.

This literary odyssey is much more than a scholastic undertaking; it stands as a monument to
teamwork, and an unshakable dedication to improving mental health status of the local people
of Pakistan. Anwar Khan and his team cordially welcome readers from across the world to
ponder the challenges that are being faced by the mental health practitioners and researchers,
just like this book that not only addresses these challenges but also serves as a catalyst
to motivate further research towards innovative solutions.

Please join Anwar Khan and his dedicated team on this revolutionary journey and let us work
together to achieve a future in which evidence-based psychotherapies are easily accepted
within different cultural settings, thus resulting in a more accessible and compassionate
system of mental healthcare for the betterment of common people in Pakistan.

Salim Khan

Senior Mental Health Practitioner

Principal Medical Officer

Type-D Hospital Baffa, Mansehra, Abbottabad

Department of Health, Government of Khyber Pakhtunkhwa, Pakistan.



PREFACE

In the realm of Mental Health Sciences, the pursuit of attaining psychological well-being is a
universal aspiration. However, the path to achieving psychological well-being is significantly
shaped by diverse cultural and societal influences. An examination of the current body of
literature reveals that most of the evidence-based psychotherapies, such as eye movement
desensitization and reprocessing and cognitive behavioral therapy originated in Western and
English-speaking cultures. Consequently, these psychotherapies may require distinct cultural
adaptations to ensure their efficacy when applied to populations from varying cultural
backgrounds. It is within this intricate interplay between culture and psychological well-being
that we embark on a journey through the pages of this book.

The practice of Evidence-Based Psychotherapies in Pakistan is relatively new, and local
psychologists apply the standard Western-made treatment protocols, whereas little work has
been done on the cultural adaptations of such therapies. "Cultural Adaptation of Evidence-
Based Psychotherapies for Common Mental Health Disorders in Pakistan" is a profound
exploration of the intersection between modern evidence-based psychotherapies and the rich
tapestry of Pakistani culture. This book provides valuable insights into the cultural
adaptations of evidence-based psychotherapies, with a particular emphasis on adapting these
approaches for the treatment of post-traumatic stress disorder, depression, and anxiety in
Pakistan. This book has been written keeping in mind readers including clinical psychology
researchers, psychotherapists, mental health counselors, academicians, and students of clinical
psychology. The language and methodology have been intentionally simplified to cater to the
needs of these readers. Furthermore, this book introduces a fresh perspective on Mental
Health Counseling, taking into consideration the constantly evolving sociocultural landscape.
It constitutes a noteworthy contribution to the current body of literature regarding recent
advancements in Evidence-Based Psychotherapies in Pakistan.

As an academic and a student of Mental Health Counseling, my exploration of this field
commenced with a fundamental inquiry: How can we effectively implement Western-
developed evidence-based psychotherapies within the cultural context of Pakistan? In the
quest for answers to this inquiry, I have undertaken a comprehensive study of various facets
of mental health issues in Pakistan. This involved an extensive review of the existing
literature and consultations with the local mental health practitioners. Furthermore, my
colleagues and I conducted a series of rigorous randomized controlled trials to empirically
investigate the dynamics of mental health problems in Pakistan. The culmination of these
endeavors has resulted in the creation of this book. In order to enhance the reader's
experience, we have structured this book into the following chapters:

Chapter One: Nature of Evidence-Based Psychotherapy. The first chapter provides a
thorough overview of the field of Evidence-Based Psychotherapy. It begins by elucidating the
concept of Evidence-Based Psychotherapy, offering a clear definition. Subsequently, it
explores the trilogy of evidence-based psychotherapy, delving into the three foundational
components that underpin this approach. The chapter also investigates the robustness of
evidence-based psychotherapies, shedding light on their effectiveness and reliability in
clinical practice. Moreover, it addresses common misunderstandings that often surround
evidence-based psychotherapies, providing readers with clarity on these misconceptions.
Lastly, it discusses the challenges faced by practitioners and researchers in the realm of
evidence-based psychotherapies, highlighting the obstacles that need to be navigated to
advance this field.
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Chapter Two: The Development and Evolution of Evidence-Based Practices in
Counseling Psychology. The second chapter delves into the historical progression and
evolution of evidence-based practices within the field of Counseling Psychology. It
encompasses important topics such as the history of evidence-based practice, foundations of
counseling psychology prior to the emergence of evidence-based practice, timeline of
evidence-based practice in the Western context, and advancement of evidence-based practices
in Asia.

Chapter Three: Integration of Computer and Internet Technologies in Evidence-Based
Psychotherapies. In the third chapter, the incorporation of computer and internet
technologies into the field of mental health sciences has been explored, with a particular focus
on their significant roles in diagnosis and treatment. This chapter includes discussions on
various aspects of computer and internet technologies, including how modern life is
influenced by computers, the ongoing integration of computer technologies into mental
healthcare, the relationship between Artificial Intelligence and digital mental healthcare, an
overview of existing digital psychotherapeutic interventions, practical recommendations for
implementing digital psychotherapeutic interventions, and an examination of the obstacles
and challenges associated with implementing these digital mental health interventions.

Chapter Four: Need for Cultural Adaptations in Evidence Based Psychotherapies. This
chapter commences by clarifying the concept of culture followed by a comprehensive
discussion on various aspects of cultural adaptation such as the cultural adaptation of
psychotherapy, the needs for adaptations in evidence-based psychotherapies, challenges
encountered in implementing culturally adapted evidence-based psychotherapies, and the
evaluation of the effectiveness of culturally adapted evidence-based psychotherapies. This
chapter aims to provide readers with a profound understanding of the process of cultural
adaptations in evidence-based psychotherapies and the inherent need for such adaptations.

Chapter Five: Approaches for Culturally Adapting Evidence-Based Psychotherapies.
This chapter maintains a technical focus as it explains the research methodologies involved in
the process of cultural adaptation of evidence-based psychotherapies. This chapter
encompasses crucial insights into the selection of research designs and methodologies,
techniques for data analysis, and the intricate steps involved in adapting treatment protocols.
This chapter presents a detailed map of the labyrinthine journey involved in adapting
treatment protocols, ensuring a seamless fusion of science and culture.

Chapter Six: The State of Evidence-Based Mental Healthcare Counseling Systems in
Pakistan. Given that the focus of this book is on Pakistan, it is imperative to incorporate
insights into the status of the evidence-based mental healthcare counseling system within the
country. This chapter illuminates a crucial facet of the status of evidence-based mental
healthcare counseling systems in Pakistan by furnishing information pertaining to the
situation of the Mental Healthcare System in Pakistan, the Mental Healthcare Counseling
System in Pakistan, and the Effectiveness of Evidence-Based Psychotherapies in Pakistan.
This chapter is intended to familiarize readers with the intricate dynamics of the evidence-
based mental healthcare counseling system in Pakistan.

Chapter Seven: Cultural Adaptations of Evidence-Based Psychotherapies in Pakistan: A
Practical Case Illustration. The last chapter of this book is dedicated to illustrating a
practical case, aiming to provide readers with a tangible understanding of the entire process of
adapting Evidence-Based Psychotherapies to the cultural context of Pakistan. This case is
presented by furnishing detailed information about the methodology for cultural adaptation of
treatment protocols in Pakistan and the findings obtained after completing a study on the
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cultural adaptation of treatment protocols in Pakistan. One of the significant outcomes of this
study is the translation of diagnostic tools and treatment protocols. Furthermore, it
encompassed the complete cultural adaptation of two treatment protocols, namely Eye
Movement Desensitization and Reprocessing and Cognitive-Behavioral Therapy protocols.

Within these chapters, you will find a comprehensive examination of various aspects of
cultural adaptation of evidence based psychotherapies. It is our hope that this book not only
informs but also inspires further research and practical applications in the field of Mental
Health Sciences. Finally, we must express our gratitude to the mental health practitioners who
have contributed their expertise and experiences to this work. Your dedication to improving
the mental well-being of our society is commendable. "Cultural Adaptation of Evidence-
Based Psychotherapies for Common Mental Health Disorders in Pakistan" is a testament to
the power of collaboration, cultural sensitivity, and the unyielding pursuit of better mental
health for all. We invite you all to embark on this enlightening journey, and together, let us
work towards a more mentally healthy and culturally enriched Pakistan.

Anwar Khan

Department of Management Science
Khushal Khan Khattak University
Karak, KPK, Pakistan

Amalia bt Madihie

Faculty of Cognitive Sciences and Human Development
University of Malaysia

Sarawak, Malaysia

&

Rehman Ullah Khan

Faculty of Cognitive Sciences and Human Development
University of Malaysia

Sarawak, Malaysia
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CHAPTER 1

An Introduction to Evidence-based
Psychotherapies

Abstract:

Problem Domain: The landscape of psychotherapy is constantly evolving, with
practitioners seeking to align their methods with empirical evidence. However,
navigating the complexities of evidence-based psychotherapy requires a clear
understanding of its foundational principles and challenges.

Goal of this Chapter: This chapter aims to provide a comprehensive introduction to
evidence-based psychotherapy, elucidating its core concepts, addressing common
misconceptions, and exploring the challenges faced by practitioners and researchers in
this field. Subsequently, it delves into the three foundational components that underpin
this approach. The chapter also explores the robustness of evidence-based
psychotherapies by shedding light on their effectiveness and reliability in clinical
practice.

Selling Points and Contributions of this Chapter: By providing a precise definition
and elucidating the triad of evidence-based psychotherapy, this chapter serves as an
essential guide for both novice and experienced practitioners aiming to incorporate
evidence-based practices into their clinical endeavors. Specifically, this chapter has
made significant contributions in the following areas:

i) This chapter offers a concise yet comprehensive definition of evidence-based
psychotherapy, laying the groundwork for further exploration.

ii) It delves into the three foundational components of evidence-based psychotherapy,
this chapter provides readers with a nuanced understanding of its underlying principles.

iii) By debunking common misconceptions, this chapter promotes clarity and informed
decision-making among practitioners.

iv) By acknowledging and discussing the challenges faced by practitioners and
researchers, this chapter fosters dialogue and encourages innovative solutions.

Short Results: Through its exploration of the robustness of evidence-based
psychotherapies and its discussion of the challenges ahead, this chapter sets the stage
for further advancements in the field, ultimately aiming to enhance the quality and
effectiveness of psychotherapeutic interventions in clinical practice.

Anwar Khan, Amalia bt Madihie & Rehman Ullah Khan
All rights reserved-© 2024 Bentham Science Publishers
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Keywords: Evidence-based medicine, Evidence-based practice, Evidence-based
psychotherapy, Mental health counseling.

INTRODUCTION

The advent of evidence-based psychotherapies has revolutionized the therapeutic
landscape within the field of mental healthcare by supplanting traditional methods
with those grounded in scientific rigor. The primary goal of integrating
contemporary evidence-based psychotherapies is to discern therapeutic modalities
that garner scientific validation for their ability to effectively treat a range of
mental health issues.

Evidence-based medicine emerged as a novel concept in the 1990s, attributed to
David Sackett, who defined it as the prudent utilization of the most pertinent
scientific and clinical evidence in the treatment regimen (Sackett, Rosenberg,
Gray, Haynes, & Richardson, 1996). Consequently, evidence-based
psychotherapy integrates clinical evidence and scientific methodologies to
optimize therapeutic results (Rousseau & Gunia, 2016).

It is unfortunate that research on the adaptation of modern evidence-based
psychotherapies has not progressed at a rapid pace, particularly in underdeveloped
countries such as Pakistan, where mental health practitioners continue to use
traditional therapeutic approaches in a strict and rigid manner, allowing no room
for innovations (Masud, 2020). The presence of cultural and religious diversities,
alongside structural inequalities, within underdeveloped regions presents
distinctive obstacles to the effective implementation of evidence-based
psychotherapies. Consequently, the true effectiveness and applicability of such
psychotherapies in these areas remain uncertain and unexamined.

This chapter explores this perilous terrain by elucidating the conceptual
underpinnings of evidence-based psychotherapies through a more comprehensive
research agenda. Furthermore, this chapter also attempts to provide a
comprehensive overview of the various introductory components of evidence-
based psychotherapies for exploring its concepts that underlie them. Through this
approach, researchers can tackle this vital therapeutic domain and endeavor
towards crafting more inclusive and culturally attuned evidence-based
psychotherapies, thereby ensuring accessibility to diverse populations.

DEFINING EVIDENCE BASED PSYCHOTHERAPY

The field of modern mental health counseling encompasses many terminologies
that are often unclear to both researchers and practitioners. This lack of
understanding arose following the introduction of new concepts, methods, and
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procedures in the Counseling Sciences. Evidence-based psychotherapy emerged
during a transition from traditional mental health therapy to a more systematic and
empirically grounded psychological treatment. The primary aim of this transition
was to ensure efficacy of treatment through robust empirical evidence.

Prior to define evidence-based psychotherapy, it is important to clarify that we
have employed the term “evidence-based psychotherapy” as a broad category
encompassing two specific forms: Cognitive Behavioral Therapy and Eye
Movement Desensitization & Reprocessing therapy. Furthermore, it is important
to note that individuals who provide treatment may differ in terms of their
educational qualifications, clinical experience and expertise; hence, we have
utilized the terms psychotherapist and therapist interchangeably to denote them.
Lastly, we have also used the terms patients and respondents interchangeably to
refer to those receiving the treatment.

Understanding the definitions of “evidence-based medicine” and “evidence-based
practice” would be interesting as it would facilitate a deeper comprehension of the
principles underpinning evidence-based psychotherapy. Evidence-based medicine
emerged as a contemporary concept in the early 1990s, credited to David Sackett
and his collaborators. Sackett delineated it as “the conscientious, explicit, and
judicious use of current best evidence in making decisions about the care of
individual patients (Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996,
p.71). This definition essentially underscores the integration of clinical practice
with clinical evidence through systematic research. The systematic inquiry into
the etiology and treatment of diseases is leveraged to enhance the overall process
of disease management (Martini, 2021). David Sackett highlighted this process as
a “patient centered clinical research into the accuracy and precision of diagnostic
tests (including the clinical examination), the power of prognostic markers, and
the efficacy and safety of therapeutic, rehabilitative, and preventive regimens”
(Sackett et al., 1996, p.72).

An analogous term, evidence-based practice, on the other hand, describes the
process of combining the clinical expertise of the therapist with the outcomes of
high-quality research while taking the patient's preferences, characteristics, and
cultural background into consideration (Levant & Hasan, 2008). This definition of
evidence-based practice aligns with the earlier definition of evidence-based
medicine proposed by Sackett (2000): “Evidence-based medicine is the
integration of best research evidence with clinical expertise and patient values”
(p.01). The primary goal of evidence-based practice is to deliver efficient
psychological services by utilizing scientific techniques for case formulation,
psychological assessment, and therapeutic interventions.
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CHAPTER 2

Evolution of Evidence-based Practices in
Counseling Psychology

Abstract:

Problem Domain: Understanding the historical evolution of evidence-based
psychotherapy is crucial for contextualizing its current practices and future directions.
This chapter delves into the rich history and evolutionary journey of evidence-based
approaches within the realm of Counseling Psychology, shedding light on its origins,
development, and global perspectives.

Goal of this Chapter: The second chapter aims to provide a comprehensive overview
of the evolution of evidence-based psychotherapy, tracing its historical roots and
contextualizing its emergence within counseling psychology. By exploring topics such
as the history of evidence-based practice, the foundations of counseling psychology
preceding its advent, the timeline of evidence-based practice, and the progress achieved
in evidence-based practice across Asia, this chapter aims to acquaint readers with the
historical context of evidence-based psychotherapies.

Selling Points and Contributions of this Chapter: By offering insights into the
evolution and historical context of evidence-based approaches, this chapter provides
readers with a deeper understanding of the underpinnings and influences shaping
contemporary practices in Counseling Psychology. To be more precise, the following
are the areas where this chapter has significantly contributed:

i) This chapter offers a detailed exploration of the historical context surrounding
evidence-based psychotherapies, including the origins of evidence-based practice and
its integration into Counseling Psychology.

ii) By tracing the timeline of evidence-based practice and highlighting key milestones,
this chapter provides a comprehensive overview of its evolution, from inception to
present-day practices.

iii) In addition to examining the evolution of evidence-based practice in Western
contexts, this chapter explores its progress and adoption in Asia, particularly Pakistan,
offering insights into cross-cultural variations and implications.

iv) Through the exploration of historical and cultural factors, this chapter
contextualizes the development of evidence-based psychotherapies, enriching readers'
understanding of its diverse influences and trajectories.
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Short Results: By acquainting readers with the historical context of evidence-based
psychotherapies and their evolution within Counseling Psychology, this chapter lays
the groundwork for further exploration and reflection on the past, present, and future of
evidence-based practices in psychotherapy.

Keywords: Counseling psychology, Historical context, Evolution, Evidence-
based psychotherapy.

INTRODUCTION

The evolution of evidence-based psychotherapies is a continuous narrative—a
journey characterized by transformational shifts, scholarly endeavors, and various
methodological adaptations that have reshaped the existing therapeutic landscapes
across the globe. It implies that, while considering the current status and future
orientations of evidence-based psychotherapies, it is critical to evaluate the
historical backdrop, continuing scientific contributions, and methodological
modifications. This comprehensive understanding allows for a more nuanced
appreciation of the complexities and nuances within evidence-based
psychotherapies, ultimately leading to more effective and tailored treatment
approachess to individuals seeking mental health support. By recognizing the
dynamic nature of this field, practitioners can stay informed and adaptable in their
therapeutic practices to best serve their clients.

In the field of counseling psychology, the adoption of evidence-based practice
dates back almost a century. It is thought that researchers and practitioners
initially relied heavily on traditional theoretical frameworks and methodologies to
guide their clinical practices. However, in the field of evidence-based
psychotherapy, a paradigm shift emerged after the rise of evidence-based
medicine. This paradigm shift began in the Western world. The first major
advancement in healthcare came about in the United States in the middle of the
20th century. Furthermore, the Evidence-Based Medicine Working Group was
established before the end of the twentieth century. In a similar vein, Canada
pioneered evidence-based medicine during the early 1990s. The Canadian Task
Force on Periodic Health Examination produced the first Canadian clinical
preventive care recommendations in 1993.

On the other hand, in the United Kingdom, evidence-based treatment has a
comparatively recent history. The Cochrane Collaboration was established in
1993 with the goal of successfully introducing evidence-based psychotherapy to
the country. Unlike Western countries, Asian countries have a noticeably brief
history of developing a system of evidence-based treatment. Factors such as
healthcare infrastructure, resources, and cultural aspects of Asian nations have all
influenced the acceptance and use of evidence-based medicine. Evidence-based
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techniques are still not widely accepted or used, especially in emerging and
underdeveloped countries like Pakistan (Masud, 2020).

This chapter aims to present a complete overview of both past and current global
trajectories in the field of evidence-based psychotherapies by examining the
development and historical background of these treatments. To help readers
understand how evidence-based psychotherapies have changed throughout time,
this chapter will take them on a historical tour of these treatments. Readers will
gain insight into the evolution of evidence-based psychotherapies and how they
have been shaped by several factors, such as research findings, societal changes,
and advancements in technology. By exploring the historical context of these
treatments, readers will be able to appreciate the progress that has been made in
this field and understand the current state of evidence-based psychotherapies.

EVOLUTION OF EVIDENCE BASED PRACTICE: AN UNFINISHED
JOURNEY

Evidence-based practice dates to the middle of the 20th century, giving it a brief
but significant history. Nonetheless, the chronicles of evidence-based practice
remain incomplete, presenting continuous challenges and prospects for
advancement. Even with its brief history, evidence-based practice has a
significant impact on improving the quality of care and decision-making across
several clinical specialties. To comprehend the evolution of evidence-based
practice, we must address a few crucial questions, including:

. When and why was evidence-based practice first implemented?
. What changes and formalizations did the tenets and procedures of evidence-
based practice undergo throughout time?

3. What criticisms and objections did the proponents of evidence-based practice
have to deal with?

4. In what ways has evidence-based practice been applied to areas other than
medicine, such as clinical psychology and psychotherapy?

5. How can evidence-based practice be developed and applied more effectively in

the future?

N —

It is interesting to note that the history of contemporary evidence-based practice is
quite new, and many advancements are still to come. Evidence-based medicine
essentially gave rise to evidence-based therapies, which eventually moved into
Clinical Psychology and related disciplines like counseling science. This is the
reason behind the historically radical shift in evidence-based practice in Clinical
Psychology—from ‘“naive empiricism” to ‘“systematic empiricism” (Houston,
2020). Furthermore, the development of scientific “randomization” techniques in
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CHAPTER 3

Integration of Computer and Internet Technologies
in Evidence-based Psychotherapies

Abstract:

Problem Domain: The integration of computer and internet technologies into mental
health sciences represents a significant advancement with profound implications for
diagnosis and treatment. Understanding the role of these technologies in modern
evidence-based psychotherapies is essential for leveraging their potential to enhance
mental healthcare delivery. One of the critical issues within this domain is the potential
lack of familiarity and understanding of these technologies among psychotherapists. If
psychotherapists are not adequately trained or educated about computer and internet
technologies, it can hinder their ability to leverage these tools effectively in diagnosis
and treatment.

Goal of this Chapter: The third chapter aims to explore the integration of computer
and internet technologies into the field of mental health sciences, with a particular
focus on their significance in the diagnosis and treatment of mental health problems.
By discussing various aspects such as the influence of computers and the internet on
modern evidence-based psychotherapies, the integration of computer technologies into
mental healthcare, and the relationship between Artificial Intelligence and digital
mental healthcare, this chapter seeks to provide readers with a comprehensive
understanding of the intersection between technology and mental health.

Selling Points and Contributions of This Chapter

By offering insights into the integration of computer and internet technologies into
mental health sciences, this chapter highlights their transformative potential in
revolutionizing mental healthcare delivery and improving patient outcomes. A few
contributions from this chapter are listed below:

1) This chapter explores how computers and the internet impact modern evidence-based
psychotherapies, shedding light on the role of technology in enhancing therapeutic
interventions and patient outcomes.

ii) By examining the integration of computer technologies into mental healthcare, this
chapter elucidates the evolving landscape of digital interventions and their implications
for clinical practice.
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iii) This chapter delves into the relationship between Artificial Intelligence and digital
mental healthcare, exploring the potential synergies and challenges in leveraging Al for
improving mental health services.

iv) Its presentation of existing digital psychotherapeutic interventions and practical
recommendations for implementation, this chapter equips readers with valuable
insights and resources for incorporating technology into clinical practice.

Short Results: By providing an overview of the integration of computer and internet
technologies into mental health sciences and offering practical recommendations for
implementing digital psychotherapeutic interventions, this chapter paves the way for
the advancement of technology-driven approaches in mental healthcare, ultimately
aiming to enhance accessibility, effectiveness, and efficiency in delivering evidence-
based psychotherapies.

Keywords: Computer, Digital mental health, Evidence-based psychotherapies,
Internet technologies, Technological integration.

INTRODUCTION

The advent of computer and internet technology at the end of the 20™ century
caused a dramatic change in the field of mental health research. More
computerized and mechanical procedures replaced the conventional clinical
procedures. Words like teletherapy and digital therapy emerged. Hence, a
paradigm change in the provision of mental healthcare was marked by the
integration of computer and internet technologies into evidence-based
psychotherapies. These advancements allowed for increased accessibility to
mental health services, particularly for those in remote or underserved areas.
Additionally, the use of technology in mental health research has opened new
possibilities for personalized treatment approaches.

The third chapter delves into the dynamic intersection of computer technology
and evidence-based psychotherapies. This chapter not only highlights the
revolutionary impact of advancements in computer technology, but also skillfully
negotiates the tricky space where innovation and therapeutic efficacy collide. This
chapter dissects the mutually beneficial relationship between computer
technology and evidence-based psychotherapies in an effort to illuminate the
changing landscape of mental health. There is plenty to learn, from delving into
the applications of artificial intelligence and machine learning in diagnostic and
therapeutic processes to examining the intricacies of internet-based therapies in
therapeutic modalities. Thus, this chapter acts as a guide for understanding the
enigmatic channels that connect clinical effectiveness and creativity. By exploring
the intersection of technology and psychotherapy, professionals can enhance their
practice and improve patient outcomes. This comprehensive analysis offers
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insights into how advancements in computer technology can revolutionize the
field of mental health treatment.

LIFE IN THE AGE OF COMPUTERS AND INTERNET

The use of computers has completely changed how people connect with the
outside world. People may now communicate with each other from anywhere on
the globe because of the advent of computers, cell phones, and the internet.
People may now connect with each other and get information in ways that were
before impossible because of these technologies. Over the coming years, there
will be an increase in the number of internet users. Internet users climbed steadily
from 3.9 billion in 2018 to 5.3 billion at the beginning of the year, according to
historical statistics on the rise of Internet users globally from the year 2018 to the
year 2023 (Statista, 2023). Many factors, including the expansion of mobile
devices, the availability of broadband access, and the growing appeal of social
media and online video, can be blamed for this growth.

The contemporary computer era is defined by the swift progression of
technological advancements, innovations, and their pervasive integration into
nearly every facet of our daily routines. The significance of computer and internet
technologies can be assessed through their fundamental characteristics:

1. Computer processors have evolved to be faster, smaller, and more efficient,
thereby enabling greater computing power and speed. Consequently, this
progression has facilitated the creation of more intricate yet user-friendly
applications.

2. The internet has permeated modern society as an omnipresent entity, accessed
by individuals through an array of devices including smartphones, tablets,
laptops, and desktop computers.

3. Mobile devices like smartphones and tablets have experienced a surge in
capabilities, empowering users to execute tasks that were traditionally
exclusive to desktop computers.

4. The advent of artificial intelligence and machine learning has precipitated the
automation of numerous tasks previously performed by humans.

5. The burgeoning availability of data has spurred the development of novel tools
and methodologies for scrutinizing and deciphering it, such as machine
learning algorithms and predictive analytics.

6. Virtual and augmented reality technologies are actively employed to craft
immersive experiences tailored for entertainment, education, and training
endeavors.



Cultural Adaptation of Evidence-Based, 2024, 51-65 51

CHAPTER 4

Need for Cultural Adaptations in Evidence Based
Psychotherapies

Abstract:

Problem Domain: Cultural adaptation of psychotherapy is a critical area within
evidence-based practice that addresses the complex interplay between culture and
mental health. Understanding the significance of cultural factors in psychotherapeutic
interventions is essential for ensuring their effectiveness and relevance across diverse
populations. One prominent issue is the lack of cultural competence among
psychotherapists, which may impede their ability to effectively engage with and
address the diverse cultural backgrounds of their clients. Additionally, there is a gap in
understanding the nuanced ways in which culture influences mental health beliefs,
behaviors, and help-seeking preferences. Failure to consider these cultural factors in
psychotherapeutic interventions can lead to disparities in access to and outcomes of
mental healthcare services. Moreover, the existing evidence base for culturally adapted
psychotherapies may be limited, highlighting the need for further research to validate
and refine these interventions across diverse populations.

Goal of this Chapter: The fourth chapter delves into the cultural adaptation of
psychotherapy, aiming to eclucidate the importance of cultural considerations in
evidence-based psychotherapies. Through a comprehensive exploration of cultural
frameworks and the process of cultural adaptation, this chapter seeks to equip readers
with the necessary understanding and skills to navigate cultural diversity in
psychotherapeutic practice.

Selling Points and Contributions of this Chapter: By highlighting the centrality of
cultural adaptation in evidence-based psychotherapies, this chapter serves as a guiding
compass for practitioners and researchers, emphasizing the indispensable role of
cultural sensitivity and responsiveness in delivering effective mental healthcare. In
particular, the following are some notable contributions this chapter has made:

i) This chapter provides a nuanced examination of the concept of culture, unpacking its
multifaceted layers and exploring its relevance in the context of evidence-based
psychotherapies.

ii) By delving into the process of cultural adaptation, this chapter underscores its
pivotal role in ensuring the applicability and efficacy of psychotherapeutic
interventions across diverse cultural contexts.
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iii) The chapter navigates through the necessary prerequisites for cultural adaptations
within evidence-based psychotherapies, highlighting the critical considerations and
steps involved in this process.

iv) Through a thoughtful discussion, this chapter examines the challenges encountered
during the implementation of culturally adapted evidence-based psychotherapies,
offering insights into potential barriers and strategies for overcoming them.

v) Finally, the chapter explores the elements that may ultimately determine the success
of culturally adapted evidence-based psychotherapies, shedding light on key factors
contributing to their effectiveness and sustainability.

Short Results: In summary, this chapter serves as a comprehensive guide to
understanding the process of cultural adaptations in evidence-based psychotherapies.
By emphasizing the evident necessity for such adaptations and providing insights into
their implementation and evaluation, this chapter empowers readers to navigate the
complexities of cultural diversity in psychotherapeutic practice effectively.

Keywords: Culture, Cultural adaptation, Cross-cultural interventions, Evaluation
of cultural adaptations, Evidence-based psychotherapies.

INTRODUCTION

Culture refers to a system of shared opinions, beliefs, standards, morals,
behaviors, and traditions (Trend, 2015). So, the question is raised: Why and how
does culture play such a significant part in mental health sciences? The reality is
that culture has an indisputable influence on the dynamic field of psychotherapy.
The way that people see and understand their surroundings is shaped by their
culture, and this has a direct impact on how well therapeutic treatments work in
clinical settings. This emphasizes how important it is to investigate the complex
interaction that exists between social factors and the application of evidence-
based psychotherapies in counseling psychology. Understanding how culture
influences mental health practices is crucial for providing effective and culturally
sensitive therapy to diverse populations. By acknowledging the role of culture in
shaping individuals' experiences and beliefs, therapists can tailor interventions to
better meet the needs of their clients.

This chapter takes the reader on an engrossing journey through the methodical
examination of the complex web of cultural adaptations in the field of evidence-
based psychotherapies. It begins by laying the foundation for explaining the
complex idea of culture and revealing its many elements within the framework of
psychotherapy treatments. Expanding on this fundamental knowledge, the chapter
explores the indispensable importance of culture and emphasizes how it shapes
successful psychotherapy treatments in a variety of cultural contexts. Thus, this
chapter's main goal is to provide readers with a thorough grasp of the complex
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process of cultural adaptations in research-based psychotherapies. It also aims to
close the gap between theory and practice in order to develop therapeutic
techniques that are more sensitive to cultural differences.

CULTURE AND ITS COMPONENTS

Culture simply refers to a system of common ideas, values, norms, habits,
traditions, and practices that characterize a certain group of people, like any
ethnic, racial, or religious group (Trend, 2015). In essence, culture is a broad
concept that encompasses many facets of human civilization. A certain group of
people's shared customs, beliefs, norms, values, activities, and behaviors are
referred to as their culture. Because of this, culture has an impact on how
individuals perceive and understand their surroundings. Although there are many
other components that make up culture, the following fundamental components
offer a way to comprehend what culture is all about. (Andreatta & Ferraro, 2012):

1) Beliefs and Values: Culture encapsulates fundamental human beliefs, norms,
values, and ideologies. This system forms the bedrock of a culture and provides a
framework for interpreting the world. Additionally, culture shapes attitudes,
guides behaviors, and influences decision-making practices.

2) Customs and Traditions: Culture finds expression through various customs,
traditions, and rituals passed down through generations. These practices often
hold historical, religious, and social significance, serving to provide identity and
cohesion within a social context.

3) Language: Language stands as a crucial component of culture, facilitating the
sharing of ideas, knowledge, feelings, and norms among people. The language
used by individuals often reflects their unique cultural perspectives.

4) Social Organization: Culture impacts the social structure of a society,
encompassing elements such as family structures, social hierarchy, kinship
systems, and norms governing interpersonal relationships.

5) Material Culture: Culture is also manifested through a range of material
objects and artifacts associated with a society. These may include food, clothing,
architecture, and other tangible elements that represent cultural preferences and
practices of a community.

CULTURE AND ITS ASPECTS

The world has undergone a major transformation in the twenty-first century. The
concept of culture has changed and became more complex in the modern day due
to several variables such as internationalization, globalization, technological
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CHAPTER §

Methodologies for Cultural Adaptation of Evidence
Based Psychotherapies

Abstract:

Problem Domain: This chapter revolves around the selection and implementation of
research methodologies for the cultural adaptation of evidence-based psychotherapies.
One significant challenge is the lack of consensus on the most effective methodologies
for conducting culturally sensitive research in this domain. This gap in understanding
may result in inconsistencies in study designs, data collection procedures, and data
analysis approaches, ultimately hindering the validity and reliability of research
findings. Additionally, there is a need for guidance on navigating the complexities of
adapting evidence-based psychotherapies to diverse cultural contexts, as well as a lack
of resources and frameworks to support researchers and practitioners in this endeavor.

Goal of this Chapter: The fifth chapter maintains a technical focus as it outlines the
different research methodologies employed in the cultural adaptation of evidence-based
psychotherapies. By providing critical insights into methodologies for cultural
adaptation, such as the selection of study designs and procedures, data analysis
approaches, and the various stages involved in modifying treatment protocols, this
chapter aims to equip readers with the necessary tools and strategies for conducting
rigorous and culturally sensitive research in this field.

Selling Point and Contributions of this Chapter: This chapter offers a comprehensive
overview of the arduous process of adapting evidence-based psychotherapies,
emphasizing the synthesis of science and culture. By highlighting the importance of
research methodologies in cultural adaptation, this chapter serves as a valuable
resource for researchers and practitioners seeking to enhance the cultural relevance and
effectiveness of psychotherapeutic interventions. This chapter offers insightful
information about the methodological aspects of the cultural adoption of evidence-
based psychotherapies:

1) Selection of Study Designs and Procedures: This chapter provides guidance on
selecting appropriate study designs and procedures for conducting culturally sensitive
research in the adaptation of evidence-based psychotherapies, emphasizing the
importance of methodological rigor and cultural sensitivity.

2) Data Analysis Approaches: By discussing various data analysis approaches, this
chapter offers insights into analyzing and interpreting research findings within diverse
cultural contexts, enhancing the validity and generalizability of study results.
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3) Modification of Treatment Protocols: The chapter navigates through the various
stages involved in modifying treatment protocols to accommodate cultural diversity,
highlighting key considerations and strategies for ensuring cultural relevance and
effectiveness of adapted interventions.

Short Results: In summary, this chapter offers a thorough overview of the
methodologies for cultural adaptation of evidence-based psychotherapies, providing
valuable insights and guidance for researchers and practitioners alike. By bridging the
gap between research and practice, this chapter contributes to the advancement of
culturally sensitive psychotherapeutic interventions, ultimately aiming to improve
mental health outcomes for diverse populations.

Keywords: Cultural adaptation, Data analysis approaches, Evidence-based
psychotherapies, Research methodologies, Study designs, Treatment protocol.

INTRODUCTION

The process of cultural adaptation is intricate and multifaceted, necessitating
rigorous research methodologies. Throughout history, researchers have employed
a diverse array of research designs and methods to undertake this endeavor. These
include exploratory designs, ethnographic surveys, focus groups, theme analysis,
and content analysis, all integral to the cultural adaptation of various
psychotherapies (Healey et al., 2018).

The complexity inherent in the cultural adaptation of evidence-based
psychotherapies arises from the intricate nature of the psychotherapeutic process
and the subjective nature of culture itself. Consequently, unique subjective
elements such as cultural and religious considerations, as well as technical factors
like clinical efficacy and treatment adherence, come into play. This chapter
provides a comprehensive examination of the technical procedures involved in the
cultural adaptation of evidence-based psychotherapies, which includes a
meticulous selection of research designs and data analysis methodologies.

This chapter elucidates the methodological procedures essential for the cultural
adaptation of psychotherapies. Through this exploration, it aims to shed light on
the intricate yet indispensable task of seamlessly merging science with diverse
cultural elements. By comprehending and applying these methodologies, mental
health professionals can guarantee that psychotherapies are adeptly tailored to
address the varied needs of clients from diverse cultural backgrounds.

WHICH RESEARCH DESIGNS TO CHOOSE?

Research design is the plan and structure of a research study that guides
researchers on how to conduct research. Research design acts as a blueprint that
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guides researchers on how to choose the most appropriate methods for data
collection, analysis and interpretation of results for reaching at any conclusion
(Bukve, 2019). In the process of culturally adapting evidence-based
psychotherapies, researchers encounter a critical decision regarding research
design due to the involvement of both qualitative and quantitative data. They
frequently opt for exploratory and mixed-mode research designs to adeptly
manage these diverse data types. These designs prove invaluable for synthesizing
various forms of data within the realm of psychotherapy, facilitating
comprehensive investigations in the field.

Selecting appropriate research designs and methodologies for cultural adaptation
in psychotherapies depends on several factors such as the specific context, goals
of the study, available resources, and the nature of the psychotherapy being
adapted. Here are some commonly used research designs and methodologies:

Exploratory Research Design

Exploratory research is carried out to develop an in-depth understanding of
undiscovered research problems. When there is little information available and no
established hypothesis surrounding the topic of interest, exploratory research is
employed (Swedberg, 2020). Exploratory research plays a pivotal role in the
cultural adaptation process by delving into different facets of a culture to facilitate
necessary modifications. In the context of psychotherapy cultural adaptation,
conducting exploratory research entails exploring methods to tailor
psychotherapeutic practices to align with the cultural backgrounds, beliefs, and
values of patients. (Sit et al., 2020).

Researchers typically recommend employing the following exploratory research
methodologies to carry out the cultural adaptation of psychotherapies:

1) Structured Interviews: Structured and in-depth interviews conducted with a
panel of experts can significantly aid in gathering comprehensive and detailed
insights into the diverse cultural dimensions inherent in any psychotherapy. This
approach empowers researchers to delve deeply into the intricate cultural nuances
intertwined within the therapeutic journey (Rimal ef al., 2021).

2) Focus Group Discussion: Focus group discussions assemble a small cohort,
typically comprising three to five experts, for a guided discourse on a specific
topic. By facilitating these discussions, researchers can explore various
perspectives and shared experiences pertinent to the subject under study, thereby
enriching the depth of understanding (Barbour & Barbour, 2018). Experts engage
in interactive discussions, often facilitated by a moderator, to share their
perspectives and offer qualitative insights either verbally or in written form.
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CHAPTER 6

Status of Evidence-based Mental Healthcare
Counseling System in Pakistan

Abstract:

Problem Domain: This chapter discusses the challenges and gaps in the evidence-
based mental healthcare counseling system in Pakistan. Despite growing recognition of
mental healthcare in the country, significant hurdles impede the effective provision of
evidence-based psychotherapies and counseling services. These obstacles include
limited resources, inadequate infrastructure, and cultural stigmatization surrounding
mental health, which collectively hinder access to quality mental healthcare
interventions for Pakistani individuals. Furthermore, there is a notable lack of
awareness and understanding of evidence-based practices among mental health
professionals and policymakers, exacerbating the disparities in mental healthcare
access and quality across the country.

Goal of this Chapter: The sixth chapter specifically focuses on discussing the
important aspects of evidence-based mental healthcare counseling systems and the
effectiveness of evidence-based psychotherapies in Pakistan. By providing insights into
the complex dynamics of the Pakistani mental healthcare system, this chapter aims to
educate readers on the challenges and opportunities in improving mental healthcare
delivery in the country.

Selling Points and Contributions of this Chapter: This chapter offers a comprehensive
overview of the status of evidence-based mental healthcare counseling systems in
Pakistan, highlighting the need for enhanced resources, infrastructure, and awareness to
address the growing mental health needs of the population. By shedding light on the
effectiveness of evidence-based psychotherapies in the Pakistani context, this chapter
serves as a valuable resource for policymakers, healthcare providers, and researchers
seeking to improve mental healthcare outcomes in the country. More specifically, this
chapter has made a substantial contribution in the following ways:

i) This chapter assesses the current status of evidence-based mental healthcare
counseling systems in Pakistan, identifying key challenges and opportunities for
improvement.

ii) By evaluating the effectiveness of evidence-based psychotherapies in the Pakistani
context, this chapter provides insights into the applicability and relevance of these
interventions in addressing mental health issues in the country.
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iii) The chapter offers recommendations for enhancing the effectiveness and
accessibility of evidence-based mental healthcare counseling systems in Pakistan,
including strategies for increasing awareness, building capacity, and improving
infrastructure.

Short Results: In summary, this chapter serves as a crucial resource for understanding
the status of evidence-based mental healthcare counseling systems in Pakistan. By
identifying key challenges and opportunities, and offering recommendations for
improvement, this chapter contributes to ongoing efforts to strengthen mental
healthcare delivery and improve outcomes for individuals with mental health issues in
Pakistan.

Keywords: Evidence-based psychotherapies, Mental health interventions,
Pakistani mental healthcare counseling system, Pakistani mental healthcare
system, Pakistani cultural dynamics.

INTRODUCTION

The mental healthcare system in Pakistan is still in its formative stages and is
characterized by a dearth of licensed clinical psychologists and psychiatrists.
Pakistan has just 0.19% psychiatrists per population, which is one of the lowest
rates in the World Health Organization's Eastern Mediterranean Region (WHO,
2024). Similarly, another recent report states that in 2022, there were less than
500 psychiatrists in Pakistan who served a population of 220 million in the
country (Rifat, 2022). The Government of Pakistan acknowledges the imperative
to enhance the country's mental healthcare system. However, upgrading mental
healthcare faces formidable challenges such as political instability, economic
crises, terrorism, and social issues.

The primary focus of this chapter is to offer detailed insights into understanding
the complex nuances of the mental health system in Pakistan. It begins by
delineating the present condition of the mental healthcare system and elucidating
the socioeconomic context of the country to explain the pervasive occurrence of
mental health disorders. This chapter further delves extensively into the status of
the mental healthcare system in Pakistan. As per the literature review, mental
health professionals in Pakistan are actively endeavoring to tailor psychotherapies
to align with the local cultural context. However, due to various impediments,
such as poor infrastructure and a lack of research funds, the local researchers
encounter challenges in conducting studies on adapting existing treatment
protocols. In Pakistan, most research studies on mental health are based on
surveys carried out in certain cities at microlevel. It is imperative that the country
intelligentsia in academic institutions conduct research at macro levels.
Prioritizing cooperation with research organizations such as the Pakistan
Psychiatric Research Center is also important (Siddiqui, 2021).
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The last section of the chapter discusses the effectiveness of various evidence-
based psychotherapies in Pakistan. Current literature evidence indicates that
psychotherapies such as Cognitive Behavioral Therapy and Eye movement
Desensitization and Reprocessing therapy have been found efficacious in
addressing a spectrum of mental health concerns in the country. It implies that
despite presence of various challenges, the prospects for evidence-based
psychotherapies in Pakistan remain promising.

SITUATION OF MENTAL HEALTHCARE SYSTEM IN PAKISTAN

Pakistan, the fifth most populous nation in the world (Qureshi, 2020), grappled
with a myriad of challenges including inadequate infrastructure, and governance
inefficiencies. Additionally, it contends with issues such as terrorism, poverty,
educational deficiencies, corruption, and unequal resource allocation (Nawaz,
Khan, Batool, & Rasool, 2021). These challenges have severely hindered the daily
lives and mental health of ordinary people in Pakistan (Javed, Khan, Nasar, &
Rasheed, 2022). In Pakistan, the government provides mental health facilities, but
these are insufficient. A recent survey highlighted the stark reality: a mere 400
psychiatrists serve a population requiring care numbering in the thousands
(Siddiqi, 2021). On the other side, the private sector offers mental health
treatment; however, access to these facilities is restricted to those residing in the
capital cities of the country. Majority of the psychiatrists are employed in large
hospitals situated in the big towns, so very handful number are available in the
rural area of Pakistan. This creates a significant disparity in access to mental
health services between the wealthy and the general population (Noorullah, Asad,
Pirani, Igbal, & Khan, 2024).

Due to the absence of adequate mental health services, a wide spectrum of
psychological diseases have been plaguing people in Pakistan. Existing literature
documents a wide range of mental health conditions, including Schizophrenia and
Psychotic Disorders (Khattak et al., 2022), Depressive Disorders (Haider, Wei,
Parveen, & Mehmood, 2023), Obsessive Compulsive Disorders (Shoaib et al.,
2023), Anxiety Disorders (Aqeel et al., 2022) and Psychosomatic Disorders
(Qayyum et al., 2021). Surprisingly, post-traumatic stress disorder exhibits a
notably high incidence rate among the spectrum of mental health disorders, as
evidenced by its prevalent occurrence in recent research studies. For instance
Shah et al. (2022) reported 48.61% prevalence of post-traumatic stress disorder
among the journalists. Similarly, Hosseinnejad et al. (2022) reported 49.20%
prevalence among the victims of natural disasters. Post-traumatic stress disorder is
more prevalent in Pakistan and is mostly linked to acts of torture, violence,
deprivation, and war on terrorism. These factors have created a widespread sense
of unease, anxiety, and stress among the local population (Khan, 2023).



90 Cultural Adaptation of Evidence-Based, 2024, 90-122

CHAPTER 7

Cultural Adaptations of Evidence Based
Psychotherapies in Pakistan: A Case Illustration

Abstract:

Problem Domain: The last chapter of this book addresses the practical challenges and
complexities involved in culturally adapting evidence-based psychotherapies to the
cultural setting of Pakistan. One significant challenge is the lack of practical guidance
on how to adapt treatment protocols effectively while considering the cultural nuances
and sensitivities specific to Pakistan. Additionally, there is a notable gap in
comprehensive information regarding the cultural adaptation of specific treatment
protocols, such as Eye Movement Desensitization and Reprocessing and Cognitive-
Behavioral Therapy, for addressing prevalent mental health issues in Pakistan,
including post-traumatic stress disorder, anxiety, and depression. Moreover, there is
limited research on the efficacy and feasibility of culturally adapted treatment protocols
in real-world settings within the Pakistani context, leaving a gap in understanding the
practical implications and outcomes of these interventions.

Goal of this Chapter: The last chapter of this book aims to provide readers with a
concrete grasp of the complete process of culturally adapting evidence-based
psychotherapies in Pakistan. Through a practical case illustration, this chapter offers
insights into the methods for cultural adaptation of treatment protocols and presents the
results of an experiment on cultural adaptation conducted in Pakistan. The last chapter
has endeavored to address the previously mentioned research gaps by furnishing
readers with a solid understanding of the entire process involved in culturally adapting
evidence-based psychotherapies within the context of Pakistan.

Selling Points and Contributions of this Chapter: This chapter serves as a valuable
resource for practitioners and researchers seeking to enhance the efficacy and cultural
relevance of psychotherapeutic interventions in Pakistan. By offering a practical
demonstration of the cultural adaptation process and presenting experiment results, this
chapter provides actionable insights for improving mental healthcare delivery in the
country. This chapter has augmented the existing body of knowledge in the following
ways:

i) The chapter presents a practical scenario illustrating the complete process of
culturally adapting evidence-based psychotherapies in the cultural setting of Pakistan
by providing readers with a detailed understanding of the adaptation process.

Anwar Khan, Amalia bt Madihie & Rehman Ullah Khan
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ii) Thorough information is provided on the cultural adaptation of treatment protocols
of Eye Movement Desensitization and Reprocessing and Cognitive-Behavioral
Therapy for addressing Post-Traumatic Stress Disorder, anxiety, and depression in
Pakistan, highlighting the importance of tailoring interventions to meet the cultural
needs of the population.

iii) The chapter unveils the outcomes of a randomized controlled trial conducted on
cultural adaptation in Pakistan, providing valuable insights into the effectiveness and
viability of modified treatment protocols in practical settings. The results of this trial
have yielded significant insights, manifesting in the development of translated
assessment tools like CAPS-5 and culturally adapted trauma-focused psychotherapy
protocols. These customized tools and protocols hold promise for utilization by
subsequent researchers in Pakistan.

Short Results: In summary, this chapter offers a practical demonstration of culturally
adapting evidence-based psychotherapies to the cultural settings of Pakistan by
providing valuable insights into the translation of treatment protocols and their efficacy
in addressing mental health issues prevalent in the country.

Keywords: Post-traumatic stress disorder, Anxiety, Case illustration, Cognitive-
behavioral therapy, Depression, Eye movement desensitization and reprocessing,
Evidence-based psychotherapies, Pakistan, Treatment protocols.

INTRODUCTION

Psychotherapy is a therapeutic approach that employs psychological strategies to
help people overcome mental health issues, including emotional problems
(Wampold, 2019). Psychotherapy professionals use the term “cultural adaptation”
for the process of incorporating cultural components into any kind of
psychotherapy with the goal of enhancing its effectiveness for patients from
various cultural backgrounds (Sit et al., 2020). The process of cultural adaptation
in any psychotherapy acknowledges that the cultural backgrounds of patients
significantly influence their perspectives, experiences, and methods of coping
with psychological disorders. The cultural adaptations aim to establish a
psychotherapy environment that is culturally sensitive to the unique requirements
of patients from diverse cultural backgrounds (Hall et al., 2020).

Pakistan, an eastern country, has a rich cultural history made up of many different
religious and ethnic groups. This varied tapestry provides a unique background
against which to examine the pressing necessity of cultural modifications in
psychotherapy procedures carried out by local psychotherapists in Pakistan. The
local psychotherapists can improve the efficacy, applicability, and acceptability of
any psychotherapy for those in need of psychological support in Pakistan. By
incorporating cultural adaptations, such as integrating traditional beliefs and
practices into psychotherapy sessions, local psychotherapists can ensure that their
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patients feel understood and supported in a way that aligns with their cultural
background. This can ultimately lead to more successful outcomes and increased
mental health awareness and acceptance within Pakistani society.

This chapter is of significant importance as it presents a comprehensive analysis
of the cultural adaptation of two well-established psychotherapy modalities. These
culturally adapted psychotherapies are specifically tailored for use by local
psychotherapists, aiming to benefit patients in Pakistan and neighboring Asian
countries. Given the shared cultural heritage among Pakistan and its neighboring
Asian nations, it is expected that these adapted psychotherapy modalities will
resonate more effectively with local patients in Pakistan and other Asian
countries. In conclusion, this chapter underscores the transformative power of
cultural adaptation in psychotherapy. By honoring cultural traditions while
embracing innovation, therapists can create meaningful interventions that resonate
deeply with their diverse clientele. As we embark on this journey of cultural
exploration and adaptation, let us remain steadfast in our commitment to
promoting mental well-being for all, transcending boundaries and fostering
healing in every corner of the world.

METHODOLOGY FOR CULTURAL ADAPTATION OF PROTOCOLS

Research Design

The study employed Qualitative Exploratory Design by incorporating Delphi
Interviews and secondary data analysis techniques. Exploratory designs are
particularly beneficial for thoroughly investigating a research problem, especially
when the problem cannot be fully comprehended through mere description alone
(Swedberg, 2020).

Steps for Culturally Adapting Treatment Protocols

Following the procedural framework established by prior studies such as by
Seponski (2011), Damra, Nassar, & Ghabri (2014) and Naeem et al. (2016), the
following steps were adhered to for the cultural adaptation of Cognitive
Behavioral Therapy and Eye Movement Desensitization and Reprocessing
Therapy protocols to align with the specific requirements of Pakistani patients:

1) Selection of Treatment Protocols: The first step entails choosing treatment
protocols that need to be culturally adapted. Given the emphasis on Post-
Traumatic Stress Disorder (PTSD) and its accompanying symptoms of depression
and anxiety, two trauma-focused treatment protocols were selected:
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APPENDIX A

Protocol One
Eye Movement Desensitization and Reprocessing
Therapy Protocol For Post-traumatic Stress
Disorder

AN OVERVEIW
The Eye Movement Desensitization and Reprocessing protocol for Post-Traumatic
Stress Disorder is a specialized adaptation of the standard protocol. This protocol
is designed specifically for individuals who have experienced Post-Traumatic
Stress Disorder, with a more focused and intensive approach tailored to target the
traumatic memories underlying the patient's symptoms. Implementing this protocol
has been shown to effectively reduce the severity of Post-Traumatic Stress Disorder
symptoms and enhance the overall well-being of patients.
This protocol has following eight phases:
Phase One: History Taking and Treatment Planning
In this initial step, the therapist collects information about the patient. This
information includes symptoms related to trauma (past and present), physical and
spiritual performance, and any other relevant factors. Information related to the
patient can be obtained through the following methods:

1. Unstructured or free conversation.

2. Structured interview (e.g., Structured Clinical Interview for DSM-5

Disorders).
3. Questionnaire (e.g., Impact of Events Scale).

4. Gathering information from the patient's caregivers or family members.

Anwar Khan
All rights reserved-© 2024 Bentham Science Publishers
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The medical history and details of the illness can be helpful to the therapist in the
following ways:
1. It helps in deciding whether the patient should be treated with Eye
Movement Desensitization and Reprocessing (EMDR) therapy or not.
2. Planning the treatment
3. Identifying specific memories or goals to focus on during the treatment
process.
Phase Two: Preparation
This stage, termed "Preparation and Arrangement," involves both the therapist and
the patient preparing before the commencement of treatment. Key elements in this
stage include:

1. Establishing relationships between the therapist and the patient before starting
treatment.

2. Explaining the treatment and its effects.

3. Addressing the patient's concerns.

4. Assessing the patient's readiness for treatment.

5. Enhancing the patient's ability to cope with the illness and strengthening it
further.

6. Establishing treatment goals through mutual cooperation between the therapist
and the patient.

7. Identifying internal and external resources to assist in the patient's recovery
process.

8. Ensuring emotional protection for the patient during treatment and preparing a
safety plan.

9. Obtaining informed consent for the treatment process.
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Phase Three: Assessment
This step has two main objectives:

1. Accessing important aspects of the damaged and disorganized memory
network.

2. Establishing baseline measurements to determine the level of target memory
impairment. The therapist identifies specific components of the patient's
target memory that will be addressed during treatment, including negative
beliefs, emotions, physical sensations, and positive beliefs.

For this purpose, rating scales such as the following can be used:

1. Subjective Units of Disturbance Scale.

2. Validity of Cognition Scale.

Phase Four: Desensitization
In this phase, the patient focuses on their target memory while simultaneously

engaging in bilateral stimuli (such as eye movements, body tapping, or auditory
cues). These bilateral stimuli are helpful in re-sensitizing and consolidating the
memory. The main purpose of this stage is to create a link between the knowledge
of non-integrated memory and integrated memory. During this stage, distressing
emotions triggered by the trauma begin to decrease in intensity, ultimately leading
to a reduction in PTSD symptoms.

This step can be performed in the following sequence:

1. Preparation: Before beginning the desensitization phase, the therapist
ensures that the patient is fully prepared to re-sensitize the memory.

2. Target Identification: The therapist and patient together identify a specific
traumatic memory that will be the focus of the desensitization phase. It is a
memory that is vividly remembered and causes pain.

3. Formation and Installation of Resources: Before re-experiencing the

traumatic memory, the therapist helps the patient form, develop, and
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strengthen internal resources. These resources include positive beliefs,
feelings of safety, and coping strategies. The patient is guided to visualize
these resources and experience their positive effects.

Desensitization: The therapist asks the patient to bring to mind the
identified traumatic memory, including any associated negative thoughts,
emotions, and physical sensations. While focusing on the memory, the
patient simultaneously engages in bilateral stimuli. These can be achieved
through eye movements, body tapping, or auditory cues.

Dual Attention and Re-sensitization Process: During desensitization, the
patient is instructed to simultaneously attend to the traumatic memory and
engage in bilateral stimuli. This dual attention process reduces the intensity
of the traumatic memory.

Conclusion: At the end of each session, the therapist ensures that the patient

is emotionally stable and relatively free of anxiety.

Phase Five: Installation

The goal of the installation phase is to establish a positive belief or cognition that

replaces the negative belief or cognition associated with the traumatic memory.

This step can be performed in the following sequence:

1.

Identification of Targets: Initially, the therapist identifies a negative belief
in the patient's mind associated with the traumatic event, often referred to
as the "negative cognition." Next, the patient selects a positive belief to
replace this negative cognition, termed the "positive cognition."

Rating Perceptual Accuracy: The patient rates how strongly they believe
in the positive perception on a scale of 1 to 7, where 1 signifies "completely

false™ and 7 signifies "completely true."”
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3.

Bilateral Stimulation: During bilateral stimulation, the patient focuses on
both the negative belief and the chosen positive belief. The therapist guides
the patient to prioritize the positive belief. Bilateral stimulation can involve
eye movements, body tapping, or auditory cues.

Review of Positive Perception: After several rounds of bilateral
stimulation, the patient reassesses their belief in positive cognition. Ideally,
positive cognition should register higher on the belief scale.

Continued Work: If necessary, the therapist and patient continue with bilateral
stimulation until the patient fully embraces the positive belief.

Phase Six: Body Scan

The physical examination and evaluation phase is a crucial part of treatment aimed

at heightening the patient's awareness of the physical sensations and emotions

associated with the traumatic memory.

This step can be performed in the following sequence:

1.

Preparation: Ensure the patient is comfortably seated or lying down.
Explain that this phase focuses on physical sensations and emotions.
Encourage the patient to recall the painful memories as vividly as possible.
Measurement of Subjective Units of Disturbance: Ask the patient to rate
their distress level on a scale of 0 to 10, where 0 means no disturbance and
10 indicates the highest disturbance.

Noticing Physical Sensations: Guide the patient to pay attention to any
physical sensations or discomfort in their body as they recall the painful
memory. These sensations may include changes in tension, tightness, pain,

or discomfort.
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4.

Verbal Expression: Encourage the patient to verbally describe their
physical sensations and emotions using specific language to express their
feelings.

Alleviating Physical Discomfort and Integrating Mind and Body: The
therapist may employ various techniques such as progressive muscle
relaxation or deep breathing to reduce physical discomfort. The goal is to
bridge the gap between physical sensations and emotional experiences.

Phase Seven: Closure

The goal of this phase is to leave the patient in a state of emotional stability and

self-discipline, thereby reducing the risk of re-experiencing severe anxiety. It is

crucial for the patient to experience a sense of completion at the end of all treatment

sessions — feeling confident in their ability to manage any emotional reactions that

may arise afterward.

This step involves the following sequence:

1.

Assessment of Emotional State: The therapist begins by assessing the
patient's current emotional state, often by asking the patient to rate their
level of discomfort or any physical sensations.

Use of Grounding Techniques: To promote a sense of calm and safety, the
therapist employs grounding techniques such as deep breathing exercises,
mindfulness exercises, and guided imagery. The objective is to help the
patient focus on the present moment. Feedback: The physician and patient
review the completed stages of treatment. The patient shares their
experiences, feelings, and any insights gained during therapy. The therapist
provides necessary support, validation, and guidance.

Ensuring Stability: Prior to concluding therapy sessions, the therapist

ensures the patient is in a stable and calm emotional state. The therapist
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seeks feedback from the patient to confirm their sense of safety and
readiness to manage any emotions that may emerge post-treatment.
Phase Eight: Re-evaluation
The purpose of this phase is to review the progress made during previous treatment
phases and determine whether further processing of specific memories is necessary.
This step involves the following sequence:

1. Assessment of Emotional State: Review progress made during previous
treatment stages and identify any remaining troubling memories that may
require further processing.

2. Determination Process: Ensure that the patient's anxiety levels regarding
previously processed memories have sufficiently reduced. This is typically
assessed by measuring subjective units of disturbance.

3. Assessment of Core Beliefs: Identify if any negative core beliefs or self-
concepts still persist and require additional attention.

Documentation: Thoroughly document the retesting phase. Include any changes
observed in the measurement of subjective units of disturbance.
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Protocol Two
Trauma-Focused Cognitive Behavioral Therapy
Protocol
AN OVERVIEW
Trauma-focused cognitive behavioral therapy is a standardized, evidence-based
treatment method primarily used to help individuals who have experienced
traumatic events. This therapeutic approach is rooted in cognitive behavioral
therapy principles, focusing specifically on mitigating the effects of trauma. It
utilizes a range of techniques such as relaxation exercises, cognitive restructuring,
and exposure to trauma-related memories to assist patients in processing their
traumatic experiences. The goal of this therapy is to reduce trauma-related
symptoms and promote the emotional well-being of the patient.
This protocol has following ten phases:
Phase One: Assessment
In this initial step, the physician gathers information about the patient's trauma-
related symptoms (past and present), physical and mental functioning, and any
other pertinent factors. Information is collected through interviews, questionnaires,
and input from the patient's caregivers.
Phase Two: Psychoeducation (Providing Trauma-related Information to the
Patient)
Before commencing treatment, the therapist educates the patient about the trauma,
its effects, and the treatment objectives. This phase aims to ensure that both the
patient and caregivers understand trauma symptoms, coping strategies, and the

treatment process.



136 Cultural Adaptation of Evidence-Based Khan et al.

Phase Three: Caregiver Involvement and Education

During this phase, caregivers are actively engaged in the treatment process.
Educating caregivers about the treatment aims to support the patient's healing and
recovery. This phase often involves joint sessions where the therapist, patient, and
caregivers collaborate.

Phase Four: Enhancing Stress Coping Skills

In this phase, the patient not only learns relaxation techniques but also practices
them. Relaxation exercises, such as deep breathing, muscle relaxation, and mental
imagery, help patients manage distressing emotions and reactions effectively.
Phase Five: Emotion Regulation

Patients are encouraged to express and manage their feelings and emotions related
to the traumatic experience. The therapist assists patients in identifying,
understanding, and developing effective strategies for emotion regulation.

Phase Six: Trauma Narrative

During this phase, patients are guided to recount the traumatic event and its
aftermath in narrative form. This process helps patients construct a coherent
understanding of the trauma and its impact, facilitating further therapeutic work.
Phase Seven: Cognitive Restructuring

Here, the therapist helps patients identify and challenge negative thoughts and
beliefs associated with the trauma. By replacing these with more accurate and
adaptive beliefs, patients can reframe their understanding and reduce distress.
Phase Eight: In Vivo Exposure

In vivo exposure involves safely exposing patients to real-life situations that evoke
their traumatic experiences. This exposure helps patients realize that their fears are

manageable, thereby reducing anxiety over time.
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Phase Nine: Joint Counseling Session (Involving Doctor, Patient, and
Caregivers)

If applicable, this phase includes joint counseling sessions where the therapist,
patient, and caregivers discuss treatment progress and the patient's needs. This
involvement enhances caregivers' understanding and ability to support the patient
effectively.

Phase Ten: Ensuring Safe Treatment

The last step ensures that the entire treatment process was conducted safely and
without harm to the patient. The therapist promotes overall well-being, fosters a
positive therapeutic relationship, and addresses any lingering concerns the patient
may have.
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APPENDIX Bl

Urdu Translation
Clinician-Administered PTSD Scale for DSM-5
(CAPS-5) Past Month / Worst Month Version
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DSM-5 ~Sund S o ()7 / wdigeo i3S

Name:

Interviewer:
Study:
ID:
Date:
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1ol 8 Vg i 9190l
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Instructions

Standard administration and scoring of the CAPS-5 are essential for producing
reliable, valid scores and diagnostic decisions. The CAPS-5 should be administered
only by qualified interviewers, who have formal training in structured clinical

interviewing, differential diagnosis, a thorough understanding of the conceptual

Anwar Khan
All rights reserved-© 2024 Bentham Science Publishers
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basis of PTSD and its various symptoms, and detailed knowledge of the features
and conventions of the CAPS-5 itself.

by

wisy ollgw ol d S Lows rousid ausuoygl il Cuwyd oleicl LS

S)9p2 Ugy jloa jgl 38U Lo jlail B ume S CAPS-5

iV e Jesll 36U shel Jlg Jud 0)S13%6 ~isly Sy o0 65 elillgw yul .oy

o gd S Jols dwyi 03elBl S Jousiid §uyad)gl 0)SI3s pdhie 4 ggix

g S UblMe walie S ul gl HLiniil S LT oo dsulo g5 ol 0g9Me S

CAPS-5 )9l 98 Juol> g>g
98 Juols ale oluadi 8 Abgls Culgy ol Sluogas

Administration
1. Identify an index traumatic event to serve as the basis for symptom inquiry.
2. When assessing both past month (current) and worst month (lifetime)
trauma:

a. First, administer the time frame prompt, which appears under the
Criterion A assessment box. If the respondent reports that her/his
symptoms have been as bad in the past month as they have been at
any point since the index event, then the past month can also be
considered the worst month. In that case there is no need to assess
worst month; past month ratings will serve as the basis for both
current and lifetime diagnostic status.

b. Second, administer all items with respect to the past month and
establish current diagnostic status.

c. Third, if necessary, re-orient the respondent to the worst month time
frame, and then re-administer all items with respect to worst month

and establish lifetime diagnostic status.
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3. Read prompts verbatim, one at a time, and in the order presented, EXCEPT:

a.

Use the respondent’s own words for labeling the index event or describing
specific symptoms.

Rephrase standard prompts to acknowledge previously reported
information, but return to verbatim phrasing as soon as possible. For
example, inquiry for item 20 might begin: “You already mentioned having
problem sleeping. What kinds of problems?”

If you don’t have sufficient information after exhausting all standard
prompts, follow up ad lib. In this situation, repeating the initial prompt
often helps refocus the respondent.

As needed, ask for specific examples or direct the respondent to elaborate

even when such prompts are not provided explicitly.

4. In general, DO NOT suggest responses. If a respondent has pronounced difficulty

understanding a prompt it may be necessary to offer a brief example to clarify and

illustrate. However, this should be done rarely.

5. DO NOT read rating scale anchors to the respondent. They are intended only for

you, the interviewer, because appropriate use requires clinical judgment and a

thorough understanding of CAPS-5 scoring conventions.

6. Move through the interview as efficiently as possible to minimize respondent

burden. Some useful strategies:

a.
b.

Be thoroughly familiar with the CAPS-5 so that prompts flow smoothly.
Ask the fewest number of prompts needed to obtain sufficient information
to support a valid rating.

Minimize note-taking and write while the respondent is talking to avoid
long pauses.

Take charge of the interview. Be respectful but firm in keeping the
respondent on task, transitioning between questions, pressing for examples,

or pointing out contradictions.
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Scoring

1. CAPS-5 items are rated with a single severity score. The clinician combines
information about frequency and intensity before making a single severity
rating. Depending on the item, frequency is rated as either the number of
occurrences (how often in the past month) or percent of time (how much of
the time in the past month). Intensity is rated on a four-point ordinal scale
with ratings of Minimal, Clearly Present, Pronounced, and Extreme.

2. Severity refers to the total symptom load over a given time period, and is a
combination of intensity and frequency. The five-point CAPS-5 symptom
severity rating scale is used for all symptoms. Rating scale anchors should
be interpreted and used as follows:

e Absent

Mild / subthreshold
Moderate / threshold
Severe / markedly elevated
Extreme / incapacitating

3. Ingeneral, make a given severity rating only if the minimum frequency and
intensity for that rating are both met.

4. You need to establish that a symptom not only meets the DSM-5 criterion
phenomenologically, but is also functionally related to the index traumatic
event, i.e., started or got worse as a result of the event. CAPS-5 items 1-8
and 10 (reexperiencing, effortful avoidance, amnesia, and blame) are
inherently linked to the event. Evaluate the remaining items for trauma-
relatedness (TR) using the TR inquiry and rating scale. The three TR ratings
are:

e Definite
e Probable
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e Unlikely
5. CAPS-5 total symptom severity score is calculated by summing severity
scores for items 1-20.
6. CAPS-5 symptom cluster severity scores are calculated by summing the
individual item severity scores for symptoms contained in a given DSM-5
cluster.

PTSD diagnostic status is determined by first dichotomizing individual symptoms
as Present or Absent, then following the DSM-5 diagnostic rule. A symptom is
considered present only if the corresponding item severity score is rated
2=Moderate / threshold or higher.
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Criterion A:

K 2l

A= .Js.uo|
Exposure to actual or threatened death, serious injury, or sexual violence in one

(or more) of the following ways:
1. Directly experiencing the traumatic event(s).

2. Witnessing, in person, the event(s) as it occurred to others.
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(Table) cont.....

3. Learning that the traumatic event(s) occurred to a close family member or

close friend. In cases of actual or threatened death of a family member or
friend, the event(s) must have been violent or accidental.

4. Experiencing repeated or extreme exposure to aversive details of the
traumatic event(s) (e.g., first responders collecting human remains; police
officers repeatedly exposed to details of child abuse). Note: Criterion A4 does
not apply to exposure through electronic media, television, movies, or

pictures, unless this exposure is work related.
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[Administer Life Events Checklist or other structured trauma screen]

I’m going to ask you about the stressful experiences questionnaire you filled out.
First I’1l ask you to tell me a little bit about the event you said was the worst for
you. Then I’ll ask how that event may have affected you over the past month. In
general I don’t need a lot of information — just enough so | can understand any

problems you may have had. Please let me know if you find yourself becoming
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(Table) cont.....

upset as we go through the questions so we can slow down and talk about it. Also,

let me know if you have any questions or don’t understand something. Do you

have any questions before we start?
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The event you said was the worst was (EVENT). What I’d like for you to do is

briefly describe what happened.
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flgi loy US o nubly yul S

What happened? (How old were you? How were you involved? Who else was
involved? Was anyone seriously injured or killed? Was anyone’s life in danger?

How many times did this happen?)
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(Table) cont.....
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Exposure type:
Experienced

Witnessed

Learned about

Exposed to aversive details
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Life threat? YES/NO (self or other).
Serious injury? YES/NO (self or other).
Sexual Violence? YES/NO (self or other).
Criterion A met? YES/NO/ PROBABLE.
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(Table) cont.....

Since (EVENT) has there been a time when it was causing you more problems

than it has over the past month? [If yes:] When was (EVENT) causing you the

most problems? [If not clear:] Did it last at least a month?
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th,

For the rest of the interview, | want you to keep (EVENT) in mind as | ask you

about different problems it may have caused you. You may have had some of
these problems before, but for this interview we’re going to focus just on the
[past month / worst month]. For each problem I'1l ask if you had it at all, and if

so, how often and how much it bothered you.

ute ~SJgsS 4eS) ue 3 95 (~8l9) DI S ygr Wlz o il S 035135 sy
425 e oo ol ws i 85 Pl -use ligzss wre )b S Bl blize ww ol
o1/ dinee dgzl o mp ) S o381is gl 6S WS Usy Uiy Jile
PN SIS B 9azos ot o S dlwso yy - iy 1> S j9Sy0 ~297 1 [t
290 3 S oS Wl & Bilue ol woi o Ll ST 5ol i @i it yd Jiluso ~y oS
LS oLy yy LS

Criterion B:

Presence of one (or more) of the following intrusion symptoms associated with

the traumatic event(s), beginning after the traumatic event(s) occurred:

Uzlae) DblMe ol Jud 20 Slude gilw S (Ulesly) ~xsly 0 anlss

~28lg 05 CaulST ~S > «S39290 S (05U L) Sul ww ao (Slole Jlg UiyS
'0d9d Eard asu S Il yiy S (Dlssl)
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Item 1 (B1): Recurrent, involuntary, and intrusive distressing memories of the
traumatic event(s). Note: In children older than 6 years, repetitive play may occur

in which themes or aspects of the traumatic events) are expressed.

a1 1 (B1)

S5z aw (Dleslg) nwdly 03 OuSi ~S 92 (ol oS olinyy Hsl $ygrope b HL
JagS pul b L B ol ygr S yec 3L aw Jw T 9> 0 09 1Sgi-ul Wiy

B uasls!l DVLs GjSye S (leslg) Dlwsly 05 ST ao yu> LilugS

o LD

0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
4 Extreme / incapacitating

In the [past month / worst month], have you had Past Month
any unwanted memories of (EVENT) while you
were awake, so not counting dreams? (Rate Worst Month
0=Absent if only during dreams)
Uk 29250 0
wilbeoyy / BL T

2> ileyy / Jaise 2
S SIS o [daee payins / die gzl | 03 31 yeb @dly / 1 3
il ol 0auaili WgS S (~x8lg) pao o3 | ud S 0y B L/ Sl 4
oS uatles o pl i cgi iy S ol iz Ly wJlg
Bliotd 35790 05630 ~2)3) -0 )S pkid wilS o Ao Mgy

(9239290 9y S yallez o | e Gy
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(Table) cont.....

How does it happen that you start remembering (EVENT)?

-y > Egpb UyS ol oS (amblg) TS y ligy S

How much do these memories bother you?

Som wiyS ol gy GiS oS il ol
Are you able to put them out of your mind and think about something else?

Sl Saw gow o )l S uz ol wwS S JKG aw glod iyl pudl I LS

Circle: Distress = Minimal Clearly Present Pronounced
Extreme
obled 39290 jj9b mdly @S aw @S =dicl IS &) 1 B o)l
_wilwl

How often have you had these memories in the [past month]. Number of times

S Sl ¢ T Gl ~t Hb IS 65 Wl pae [die (i / cisee o]
Slasg
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[If reports not returning to sleep:] (How much sleep do you lose?)

(St gy yilio A S S ) [y it oS Jl ni paly ao i 3]

How much do these dreams bother you?

Sod S olay WS oS Ol (wles oS oliy p wisy) wlg> ~

Circle: Distress = Minimal Clearly Present Pronounced
Extreme
obled 35290 yogb aoly 6 aw oS =licl S ) 1yl 0yl
il

How often have you had these dreams in the [past month / worst month]? # of
times

Ogl S 6500 Wlgs mi b S o [ditee Y2y / die ezl J Wl
Mass S

Item 3 (B3): Dissociative reactions (e.g., flashbacks) in which the individual
feels or acts as if the traumatic event(s) were recurring. (Such reactions may
occur on a continuum, with the most extreme expression being a complete loss
of awareness of present surroundings.) Note: In children, trauma-specific

reenactment may occur in play.

ol 3 (B3):

oo gz (Wel woyb S e ~ulw 1y 59b S JUs) Joc 5y B wilsi ghs
~28lg 03 caldSi cuux> S 4 U)S Jee gl b o 6)S juguuxe Ll 3y
v gl S Judud Syl dac 5) S z4b gl ipr ) 59 v 0)ligd (Dl=slg)
0)g0 S ind 965 Cuddls aw Jgole 035290 )lghl 3o S juz . py Sl
0)l9> Jac 3) @lsie aw o gy S JugS (ure v (D9l .y lSw o) e
e WS gyl
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(Table) cont.....

In the [past month / worst month], have | 0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
happening again? 4 Extreme / incapacitating

Past Month
Worst Month
LS ioae [nino (oyid/mdigo LS Uk 39290 0
LS Joc Silzl d @l ci> o bl G g Ll wiloys /8Ly 1
(~=8lg) > S oy bS Jugu=e Ligy 3> ileeydy / Jaine 2
¢ =2 loy Lodg) 0)ligd 03l 3 e bly / 34au 3
wlg s S0y B L/ lail 4
Ao GdpM
[If not clear:] (This is different than thinking about it or dreaming
about it. Now I’m asking about flashbacks, when you feel like you’re

actually back at the time of (EVENT), actually reliving it.)

there been times when you suddenly
acted or felt as if (EVENT) were actually

oo ol Sl b dzgw i )b S [~8lg] gl ) [y uted 2ly JlgawST]
[Wel oyl S yhie ndylw] puSy pinld pre il .o liee aw igSad wlg>
oS by gl pully DT Sy L&) Lunl o3 ol iz sy by 4281 pae <) S
5S ~1y2T 03lug> 1S [amdlg] yul lidas> jol Lgi lgy [aelg] ~ 2y BT 8)b

UM =)

How much does it seem as if (EVENT) were happening again? (Are you

confused about where you actually are?)

S US) oy by o9 Ladgy aw 0)ligs [~=8lg] caz S o WS S5 a5 S Ll

-(Sun S Ure Juol t:JTAS ot oo el pue )bl
What do you do while this is happening? (Do other people notice your
behavior? What do they say?)

S o S ol Sl ywgd WS) Suw IS S Wl o5 o Uiy by o9 Luwl e
(St LS LS 09 S S

How long does it last ?
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(Table) cont.....

§ ey by S maoye IS |

Circle: Dissociation = Minimal Clearly Present Pronounced
Extreme
obled 39290 jy9b madly _ aS aw @S =widlei ¥ Gl o)l
_ ikl

How often has this happened in the [past month / worst month]? # of times

dawi oS SBgl § o lgy ladgy Hb (iiS o [dito (uyiM / dne o] ~

Item 4 (B4): Intense or prolonged psychological distress at exposure to internal

or external cues that symbolize or resemble an aspect of the traumatic event(s).

a5l 4 (B4):
92 wildy y ilwas g b 3l 5y Jl delw S <)Ll Gigyur b gyl
Splie aw gl b gy ole S gliy S S (Dlsslg) ~sdlg 05 causs
- wigS)

0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
4 Extreme / incapacitating

In the past month have you gotten emotionally | Past Month
upset when something reminded you of Worst Month
(EVENT)?
ol 31 asb Wibiz QIS Gao cave Loz ok d9290 0
S (~28lg) o5 Wl d 2 uS > g7 B o wileeyy / B4 1

TSIV Hb 1> dle)d / Jaise 2
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(Table) cont.....

03U 3 )9b @bly /b 3
S oy 8L/ il 4
wJlg

— ~o (PP

What kinds of reminders make you upset?
LS oLy oS ol g 9ol &S pud S

How much do these reminders bother you?
So wi)S olin g WS oS ol ydl ~
Are you able to calm yourself down when this happens? (How long does it take?)
odiS o pwl) S Uigy bunl iz oy 1B S S)S yoSauy o5 ol dul I LS
(?c; U\SJ D
[If not clear:] (Overall, how much of a problem is this for you? How so0?)
St o 13 WS o S ST 1 )9b resam0) [ uid @oly Jlgw 311

Circle: Distress = Minimal Clearly Present Pronounced
Extreme
obled 39290 jj9b mdly @S aw @S =dicl IS &) 1 B o)l
il

How often has this happened in the past month? # of times

Item 5 (B5): Marked physiological reactions to internal or external cues that

symbolize or resemble an aspect of the traumatic event(s).

2351 5 (B5):
0> Sy 92 LS b Joc) wilowz S5 sy yoylil gyn b gyl
~usd <igS) Splie aw ol b gy Cole S gl uS S (Ulsslg) axsly
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(Table) cont.....

0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
4 Extreme / incapacitating

In the [past month / worst month], have you had | Past Month

any physical reactions when something reminded Worst Month
you of (EVENT)?

Ut 29290 0

wileyy /B4 1

3> ileydy / Jaine 2

035 31 s9b wbly / 3y 3

S oy BB L/ Sl 4

oS SIS o [t i / e Jozl ol

w2 =l pugze Jacd) wilew> gS e Mg

SV ol &S (am8lg) wleS Ll G juz wsS ~R N
Can you give me some examples? (Does your heart race or your breathing
change? What about sweating or feeling really tense or shaky?)

LS uae )b S dov Jijie b sl w8l b g~y € gy ooy il
(= J>

What kinds of reminders trigger these reactions?

Yy U o9 35 95 Joc 3) m aw 93b S puud S
How long does it take you to recover?
Sy B8 Cisg WS o dl puly pae Sl die Sazuo ool il 65 Ol
Circle:  Physiological reactivity = Minimal___ Clearly Present
Pronounced__ Extreme

9290 yogb aols  aS w S =dac 3y wilaws 1 B eyl
bl phles
How often has this happened in the past [past month / worst month]? # of times
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(Table) cont.....

Slawi oS Ol [dirgo oM/ dito Jozl o loy )b S ao volo ~

Criterion C:

8zl

C= Jgol
Persistent avoidance of stimuli associated with the traumatic event(s), beginning
after the traumatic event(s) occurred, as evidenced by one or both of the
following:

oS dz b ozl Jiiue aw SB)=e Aluyly aw Dlesly (~=8lg) 05 aulss

S Lz oy ot asy S dl piy S Oleslg (axlg) wliizl ~y UyS GainiigS

e ol w9390 U Syl cw o J1S ~z)ade

Item 6 (C1): Avoidance of or efforts to avoid distressing memories, thoughts, or
feelings about or closely associated with the traumatic event(s).

23516 (C1):

aw gl b pae )b S Uleslg( ~xdlg) 03 ST b (YL (9oL 0> aylss

Uy LinbgS oS ciz aw ol b UyS 30,3 aw Olwlus! Jog <52 aw )
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month

In the [past month / worst month], have you tried Worst Month
to avoid thoughts or feelings about (EVENT)?

Uk 29290 0

wileoyy / B4 1

1> wilieyd / Jize 2
I P WS e [ Gy / o ezl | 00U 3 y9b zoly /30 3
ww Slwlusl b VLS e eyl S (~blg) | cind 5 o) 8 L/ ol 4

T uS JibgS oS gy ol
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(Table) cont.....

e P

What kinds of thoughts or feelings do you avoid?

Sor oS wliinl w Slwlusl b SVUS S awd S t_JT
How hard do you try to avoid these thoughts or feelings? (What kinds of things
do you do?)

oS D) Sun DS vindeS Wil Wl ol S dizw aw Slwlusl b QYL
(Sum IS B b Joc S puub
[If not clear:] (Overall, how much of a problem is this for you? How would things
be different if you didn’t have to avoid these thoughts or feelings?)
Bl S Ao WS ) S QT 1 59b regoz0) [y unid @dly JlgawSl]
=S VB o5 Gigy N Dyerd oS di aw Slwlwsl ) SYLs gl S
(S gy calis

Circle: Avoidance =Minimal  Clearly Present  Pronounced  Extreme
oblad 39280 yygb moly 68 ww oS =oliizl 1 Gl o)l
il

How often in the past [past month / worst month]? # of times
dlasi oS Sl [disee (v / e doz] = 192 )b WIS pae Golo

Item 7 (C2): Avoidance of or efforts to avoid external reminders (people, places,
conversations, activities, objects, situations) that arouse distressing memories,
thoughts, or feelings about or closely associated with the traumatic event(s).
2517 (C2):
(YL el iy luo)Srw 13088 W Dlolin « Sol) NS cuz> Loaild Sb Ligyu
65 Oliz b «HYLS (g0l 03 aulSi o> LuindgS S diz aw ol b wliizl ww
- ~wlg aw (Ulesdlg) Axdlg 05 ST b L iU pd>
0 Absent
1 Mild / subthreshold

In the [past month / worst month], have you tried 2 Moderate / threshold
to avoid things that remind you of (EVENT), like | 3 Severe/ mfarkedly_ele\_/ated
certain people, places, or situations? 4 Extreme / incapacitating
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(Table) cont.....

Past Month
Worst Month
Ukt 29790 0

wilieyy /B4 1

1> il / Jaize 2
05l s wbly /3 3
ol 9IS cw [Dae iy / e ozl | s S o) B U/ Sl 4

oS Wloz o S LiLbgS &S dizy aw yakz wlg
So) 425 S cuz oy iV Ol S (=Bl o Mgy
SV [ES PRI S _ ~iae iy

What kinds of things do you avoid?

Som S wliizl aw yohz oS awd S Ol
How much effort do you make to avoid these reminders? (Do you have to make
a plan or change your activities to avoid them?)

v ol d9TWS) Sy U GidigS iiS d ol o S iz aw yoaild L Gl

(SLS Jui oS poroSw sl b Ll miguaio igS i) S oy
[If not clear:] (Overall, how much of a problem is this for you? How would things
be different if you didn’t have to avoid these reminders?)

Bl g i S ) S T~ oy sb segame) [y pind ol JlswSl]
(Yo walie cuwS SV o Wiy N Uygpd WS iz aw gailyd b ol 6S Wl
Circle: Avoidance = Minimal __ Clearly Present  Pronounced  Extreme
oblad 39290 yjgb adly  aS aw oS =olizl: Gl o)l

il

How often in the past [past month / worst month]? # of times
dlasi (S Sl [dise v/ e doz] = 197 4L WIS pae Golo
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Criterion D:

D=| Jgol B>

Negative alterations in cognitions and mood associated with the traumatic

event(s), beginning or worsening after the traumatic event(s) occurred, as
evidenced by two (or more) of the following:

S g2 WOl b o zlie Hol Shydl Aluuly aw (Olslyg) ~ssly 05 caulSi

Lun> om0 b o oy Bt asy S dl Gy S (Oledlg) axlg 05 aulSs

' ol ylgad (0305 L) 95 cw puo Jud )3 ~S

Item 8 (D1): Inability to remember an important aspect of the traumatic event(s)

(typically due to dissociative amnesia and not to other factors such as head injury,

alcohol, or drugs).

o2il 8 (D1):
3 sb ele) Gl pae gS) 2b 85 ol eyl Sl S (Dlsslg) nwsly 05 aulSs
Joloc e wgd y3l aw nzg &S ol Shurio e b ylog oS dsgs Sl S
(b W ~29 6S Sluiio b i0lp (S92 oS jw S
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month
In the [past month / worst month], have you had
difficulty remembering some important parts of
(EVENT)? (Do you feel there are gaps in your Worst Month
memory of (EVENT)?)
Ut 29290 0
wdleeys / 80 1

3> wilieyd / Jaise 2
S WIS aw Do i/ e dozul | 00U 3y yeb ol / 292 3
oo =ig5) Ol oS o> eyl 925 S (w8lg) | dud S o) B U/ Wil il 4

(~28l) S ) L&) oS QTLS) Ty Wgy )l ol
loig) woS e Gl oS Gl aw dlg> S e Mgy
(= vy _ ~ige M

What parts have you had difficulty remembering?




Appendix B1 Cultural Adaptation of Evidence-Based 163

(Table) cont.....

St iy Syloald o gS) db oS y3o> oS oS W
Do you feel you should be able to remember these things?
Sile Ugy Juls S igS) b oS ygnz ol oS IS o 8 oS T LS
[If not clear:] (Why do you think you can’t? Did you have a head injury during
(EVENT)? Were you knocked unconscious? Were you intoxicated from alcohol
or drugs?) (Rate 0=Absent if due to head injury or loss of consciousness or
intoxication during event)

LS SaiSow 58 ed ussS Ll T ae Jbs S O [y uad @oly JlgawSI]

LS Sp 8 o1 uitor = I LS Tgi o) oz 1y sw S Wl ohed S (sly)

7 8l 5o 4 =0 G2 )S Al ~z)d) (Tl po it S Slaitio b il ol

(i b gy hed S ~m8lg b cw nzg oS S92 S

[If still not clear:] (Is this just normal forgetting? Or do you think you may have

blocked it out because it would be too painful to remember?) (Rate O=Absent if
due only to normal forgetting)

Gilbo S Jgeso /oy W ple opo mi US) [y uiid mdly g ol S

it > S/ b)S SVl 3 QTS B oS LTS LS o Wog

HE =0 50)S 3 ~2)3) (S8 oy W8 oy 03 aulSs Cup ligS) oL oS yul ~SigsS

(=t o ~29 oS dogs ple o Sl ol

Circle:  Difficulty remembering = Minimal___ Clearly Present_

Pronounced__ Extreme
d9250 3 ysb woly a5 aw a3 = ©)laudd Jae igS) db: uulg-' 0yil>
ot el

In the [past month / worst month], how many of the important parts of (EVENT)
have you had difficulty remembering? (What parts do you still remember?)
Number of important aspects

<85) Sl S Lguoz pyl IS S (~28lg) oS il aw [die Gl / Do gzl

oS Udsld el (Fum S g wl 65 Wl v ww 9S) Tl Yy B)leains Lo
Slasy

Would you be able to recall these things if you tried?

8 S 58 5l oS pojz Ol IS o7 8 ) GiubgS ol I

Item 9 (D2): Persistent and exaggerated negative beliefs or expectations about
oneself, others, or the world (e.g., “I am bad,” “No one can be trusted,” “The
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(Table) cont.....
world is completely dangerous,” “My whole nervous system is permanently
ruined”).

o551 9 (D2):
Oleser | wlae (iio ol ~sdlio jol datbuto yro <yl S Wis U g rwgd «dl
JoSo " "l > LS jad ~rwgygd 0 swS" Mgy by pae” oy yeb S Jlio)

("= Bz gy 0l 3y yeb Jdiue pUsi (ubacl gy o "y SUybs ) j9b
0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month
In the [past month / worst month], have you had
strong negative beliefs about yourself, other Worst Month
people, or the world?
U 29290 0
i)y /84 1

1> ilie)d / Jaise 2

03U sl oly / 2 3

a0 S oL/ il 4

S SIS o [diseo 010 / due Lo2d] wlg

ol SWid b uysSe) e wgs e )b il e Vg

§ @i Vlic (bie Lz o ~itieo () M

Can you give me some examples? (What about believing things like “I am bad,”

“there is something seriously wrong with me,” “no one can be trusted,” “the
world is completely dangerous”?)

43 @lw " Fygy I pae") Suw Baw o e 425 gz UIUS
Hosb JeSe bid" "iliSw > US pd ~wgygr p wws” o ble S
(e Juz S Gao )b S J)S by 3 yopz vuz " Slyhs

How strong are these beliefs? (How convinced are you that these beliefs are
actually true? Can you see other ways of thinking about it?)
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(Table) cont.....
(Yo Jl pai By < jwgd S dzew e )l S dilde ol oS QI LS Sy

Circle: Convictions = Minimal ___ Clearly Present  Pronounced

Extreme
_ 39290 3ysb aoly 68 aw 68 =pai/e sic GadelpiBl )il 5
il bl

How much of the time in the past month have you felt that way? As a percentage?
% of time

160 S wuwli S Lidg S WS puguzo buyl Db WS J ol aw o do
_ owlii 8 Gsg S

Did these beliefs start or get worse after (EVENT)? (Do you think they’re related
to (EVENT)? How so?) Circle: Trauma-relatedness = Definite Probable Unlikely
S o W& 63 QTLS) $8 o1 33 ysl U oy o 32y S (~2lg) wilic ~y LS
=&lxio ww Hb il oyl > (§ S Lyl S ww (~=28lg) @l=i IS Allac )l
Saolic W ) jab ~iSan 4 yob zudlg

Item 10 (D3): Persistent, distorted cognitions about the cause or consequences of
the traumatic event(s) that lead the individual to blame himself/herself or others.
22110 (D3):
03 Fue Jliuwe ao eyl S @l b ~zg oS (Uleslg) ~xslg 0> canlss
U 1yed )l9)9008 oS yorwed b oS 395 aw ~zg oS yu> S|
0 Absent
1 Mild / subthreshold

In the [past month / worst month], have you 2 Moderate / threshald
blamed yourself for (EVENT) or what happened | 3 Severe / markedly elevated
as a result of it? Tell me more about that. (In what | 4 Extreme / incapacitating
sense do you see yourself as having caused | past Month
(EVENT)? Is it because of something you did?
Or something you think you should have done but

didn’t? Is it because of something about you in Worst Month
general?)

395 LS e [die i/ die dgz] Ut 29250 0
S wl b = Llyed el 2y50 ) S (~28lg) 55 wileyy /80 1

oo )b Sl g=o Sloy gy 92 Uao L 3> ilie)d / Jaise 2
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(Table) cont.....

oS Pl il pae usine S Q) pl e | 03U 1 yeb wsly / 2 3
S ol S Suw JgSud wuw/wzge 8 (~s8lg) | s S o) B L/ il 4

2 0)S oS Dl 425 b S aw 29 &S 1S S wJlg
aw Sl S g )eb ele SUS pud d ol oS Ly e Mgy
(e o ~29 &S iz S §lzio _ ~iaee N

What about blaming someone else for (EVENT) or what happened as a result of
it? Tell me more about that. (In what sense do you see (OTHERS) as having
caused (EVENT)? Is it because of something they did? Or something you think
they should have done but didn’t?)

S ol g Jus US uao 3l S gt el S50 ) S (n28l9)sS sl S
(Lasw9d) ) .ol Mo pae )b S Yl g=o Slogy gy 425 92 Lo —ull

BS 8 uS S ol i S Suu dligd olill )50 B (~m8lg) ie ysime puS oS
Cukd WS J el oS gt dylz UyS il 928 e JUz S I L Sy aw ~g
How much do you blame (YOURSELF OR OTHERS)?

St g )lg)yguad LS (o5 gwgd b oS 393) il

How convinced are you that (YOU OR OTHERYS) are truly to blame for what

happened? (Do other people agree with you? Can you see other ways of thinking

about it?)

)layguas by (g b @) Gl o S Gullsy 425 82 S Gy JIB IS

ure b S Ll o5 VTS Sun S Gl aw DI Sol e ywgs LS) Suw

(Cony Jl i 8y« jwgd S izgw

(Rate 0O=Absent if only blames perpetrator, i.e., someone who deliberately caused
the event and intended harm)

> Lhiad 013l 230 95 pyze Byo )51 (S59290 e =0:02)S AL ~2)))

(99 by pLodi by o) US ~wblg )S g2o1 oo d puz posud luyl (deS sy

Circle: Convictions = Minimal___  Clearly Present__ Pronounced
Extreme
obled 35290 yjgb moly  aS aw oS =033 LI B o)l 5
il

How much of the time in the past month have you felt that way? As a percentage?
% of time

1ob S wwlii S sy g bS pwgmme buyl sy WiS b ol ww dino dgz
cwlii 8 Usg S
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(Table) cont.....
Item 12 (D5): Markedly diminished interest or participation in significant
activities.

o351 12 (D5):
waS 3 ek aoly e Cugenis b sauzy e yose)Siw oyl

0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month

In the [past month / worst month], have you been
less interested in activities that you used to
enjoy?

Worst Month

Ut 29290 0

wileysy / 84y 1

3> ileeyy / Jaine 2

0315 4 )9l olg /2 3

= S oL/ Sl 4

Ol DTS [inge 0oy / die gz] Jls

Plaw 02 on i gzl oS G pose)Ssw ke Mgy

T Joy jouil ab) STOLRRLAY

What kinds of things have you lost interest in or don’t do as much as you used
to? (Anything else?)

o285 sz ol Wl WT b oy 63 385 wamizdd & ol e Uiz &S aub yus

(Sg25 )ol) T )S L I Wiz )

Why is that? (Rate 0=Absent if diminished participation is due to lack of

opportunity, physical inability, or developmentally appropriate change in
preferred activities).

&g90 IS wllg day oS S1iuS38290 1E = 010058 S ~2)3) St ussS Ll
wlahl pae ygae)Srw Lz b $)9ime wilawz (g aw 29 BS LS LS

(e culio
How strong is your loss of interest? (Would you still enjoy (ACTIVITIES) once
you got started?)
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(Table) cont.....
setw aw (Uste¥ ) D) S bouae/ aSalue S puzly eic oS O
(S p23)8 ord ol )b Sl $Zigy jguil calnl

Circle: Loss of interest= Minimal___ Clearly Present__ Pronounced___

Extreme

obled 35290 yogb adly 6 aw 6S = Ganls pac (a8 o)l
il

Overall, in the [past month / worst month], how many of your usual activities
have you been less interested in, as a percentage?As a percentage? % of activities
uste)S s &S Jgese oS Wliaw [die 010/ dive dezlorsob Gesazo
-(7) s 8 Glo)Srw Saw bl S cwli S wigy 05 sy (IS Lo

What kinds of things do you still enjoy doing?

o oy jouil el w yore)S i/ oiz oS awtd S v ol I

Did this loss of interest start or get worse after (EVENT)? (Do you think it’s

related to (EVENT)? How so?) Circle: Trauma-relatedness = Definite Probable
Unlikely

18 oS QT LS) Sidon 3 b wisy Eard Ay S (aw8lg) Lpuzy pac LS

= gl=io aw Job> uJulfJ )il > S S S aw (~=8lg) =i 8 Jwl S 4

Item 13 (D6): Feelings of detachment or estrangement from others.
a1 13 (D6):

I lbw sl $)90 L wal=iV Y U9ywgd
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month

In the [past month / worst month], have you felt
distant or cut off from other people? Tell me
more about that.

Worst Month
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(Table) cont.....

ukd 29290 0

wileyy /8Ly 1

2> ileys / Jaise 2

03l 4 ysb dly / 342 3
S oL/ Wil 4
3 S e [dino 0urin / dree o] wJlg
T6S pwgwzo al=il b )90 aw oSl e Vg

ol jo pre eyl S oyl g0 SV RNRSEY
How strong are your feelings of being distant or cut off from others? (Who Do

you feel closest to? How many people do you feel comfortable talking with about
personal things?)

85 S) Sy borie IS iz S il L 6)9d av ysSs) cwed S T
S varz wild iyl Gl aw (8de) S Tun I)S wamze GuyT S iyl

(Cony J)S pugmuze Joly pio JyS Sl e <)l
Circle: Detachment or estrangement = Minimal__ Clearly Present _
Pronounced Extreme
39290 pysb aols S ww oS = Gdlsil b 6)eo ipsilB oyl >
_oill . pbles
How much of the time in the [past month / worst month] have you felt that way,
as a percentage? % of time

Lo WS puguze buyl d ol ) S D89 IS aw [do 20/ die o]

Did this feeling of being distant or cut off start or get worse after (EVENT)? (Do
you think it’s related to (EVENT)? How so0?) started

U8 oS T LS) Slogyi 3 b gords pulusl S Galeil b )95 asy S (~=lg) LS
SosS Sy w (~m8lg) §l=i S jul S o

Circle: Trauma-relatedness = Definite Probable Unlikely
SSoolic WL ) yob niSas ) )ab bl =@leis ww Sl @il o)l 5

Item 14 (D7): Persistent inability to experience positive emotions (e.g., inability
to experience happiness, satisfaction, or loving feelings).

a3l 14 (D7):
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(Table) cont.....

b glizebl o (g> S cwz) GhIb Jailue jae J)S ~pxd S Ol Cude

(7ol aw J)S iy 8 OlLis S Cuz=o
0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month
In the [past month / worst month], have there
been times when you had difficulty experiencing Worst Month
positive feelings like love or happiness?
Udd 29290 0
wilie)yy / 84y 1

1> ey / Jize 2
03l 1o wbls /2 3
G189l US waw [Suo (i / e dazl | > S o) B U/ Sl 4

> sdg b Cume oS wl v o Ul v wJlg
liolw 8 6)lgains pao J)S ~yxilS SLi> Cuis Ao Mg
15 GyS ~o (HyiM

Tell me more about that. (What feelings are difficult to experience?)

JSaire )S ~yzi 8 Olwbws| uiisS) .ol djo pae )b S pul g0
(t
How much difficulty do you have experiencing positive feelings? (Are you still
able to experience any positive feelings?)
Gl QTLS) Sy gy B)lguny S Lio yS ~yz 8 Slwlws! Cuio oS Ol
(Con JB S J)S ~pzi 8 Shiz dule S )
Circle: Reduction of positive emotions = Minimal_ Clearly Present
Pronounced Extreme
39290 31 y8b @oly _ aS aw @S = weS ae Sbi> Sulde 1pil oyl
bl bl
How much of the time in the [past month / worst month] have you felt that way,
as a percentage? % of time
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(Table) cont.....

Loud US pugmze luyl J ol o S G8g IS aw [die 20/ e gl
-------- () cuwlis IS &dg 83 )ob S
Did this trouble experiencing positive feelings start or get worse after (EVENT)?
(Do you think it’s related to (EVENT)? How so?)
oot €9 Ugy )laudd pre ) ~pzd 8 Sl ude a2y S (~2blg) US
SomsS Sy s (am8lg) 13 S ul oS o B8 oS LT LS) .08 o9 piy
Circle: Trauma-relatedness = Definite Probable Unlikely

Seolic e 1y yob adSas 1 job ably =@leio w dab> 1 yull )il 5

Criterion E:

Kzl

E= Jgol

Marked alterations in arousal and reactivity associated with the traumatic

event(s), beginning or worsening after the traumatic event(s) occurred, as
evidenced by two (or more) of the following:

5y ol pae Jac 3y 5gl olawg /s> ~uuly aw (~=8lg) Dlsdly 0 aylsi

ol w50 U gord a8 dl Gy S (~wlg) Dledly 63 aulST S g3 i

't Uy b caw (0545 1) 95 cw o 13 250 S luyz

Item 15 (E1): Irritable behavior and angry outbursts (with little or no

provocation) typically expressed as verbal or physical aggression toward people
or objects.

o551 15 (E1):

S o2 (ru S Jleidbl GuS | oS Cuy) Lighl S5 aw 2ol jsl g 52 32
HB 3 Heb S Cumyle wilewn> b by Wb S bl b yoS9d 1 yeb ple
-t U'g.g

0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated

4 Extreme / incapacitating
In the [past month / worst month], have there

been times when you felt especially irritable or | Past Month
angry and showed it in your behavior?
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(Table) cont.....

Worst Month

Ut 29290 0

wileeyy /8L T

21> ileys / Jaise 2

05l 1 sb ubly / 343 3
S oL/ il 4
Gy bunl US caw [dago Gapias / daeo gl wlg
~ol b il3252 5 eb uolb d ol iz S U o Mgy

S b ao gyl awl jol US wowzmo | S TOERVERIEY
Can you give me some examples? (How do you show it? Do you raise your voice

or yell? Throw or hit things? Push or hit other people?)

S (moe b gil5252) awl Q) Soy Suw < ullie 425 —gz=o LT LS
b ok S iz Sum Bz b on IS il slgl syl QI LS Su SleSH>

(Sum Dlo b oy 5 525 oS (959) e pwgd S o
Circle: Agression = Minimal _Clearly Present  Pronounced Extreme

_obld 39290 pysb asly e ww eS = Cusyle gl eyl
il

How often in the [past month / worst month]. Number of times

------- slawi S Sl b WilS o [iko wyiv / dkee o]

Did this behavior start or get worse after (EVENT)? (Do you think it’s related to
(EVENT)? How s0?)

S gl S o U8 oS QTLS) SIS 0y 33 L 1oy £ard asy S (~8lg) mg) ~ LS

CousS S aw (~28lg) §l=i

Circle: Trauma-relatedness = Definite Probable Unlikely
SSeolic WLE gy ab ~iSan y jab zbly = @lsie aw ol Wil 4l >




Appendix B1 Cultural Adaptation of Evidence-Based 173

Item 16 (E2): Reckless or self-destructive behavior.

o3l 14 (E2):
-Jac/Sebw Vg sS ol 65 395 b wylanV
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month
In the [past month / worst month], have there
been times when you were taking more risks or
doing things that might have caused you harm? Worst Month
Can you give me some examples?
Ut 29290 0
wilieyy /B4 1

1> il / Jaisme 2

89 bl US oo [dao gryin / o doz] | 030 51 heb @oly /30 3
b g ) ddge oy ool ol e o Ul | Jud S 0y 8L/ WLl 4

obods 58 Ol aw o> g <) S o5 wlg
Saw > gHlio 435 g=o I LSSy iy N Mg
RUSY) ~ o (p P

How much of a risk do you take? (How dangerohs are these behaviors? Were you
injured or harmed in some way?)

2ob (S QTS Sum SUybs diS cisy ~) Sun i Jgo 03 WS ol
(tlriy plodi oS I b Joy wez)
Circle: Risk = Minimal_ Clearly Present  Pronounced Extreme
oLl 35290 y b maly _ aS au aS =0y 1wl o)l s
__ il
How often have you taken these kinds of risks in the [past month / worst month]
have you felt that way, as a percentage? % of time

ot M)l S oS Sl S puid pul J ol aw [diee iy / e Aoz

(%) cwlid 8 Olegl S b S duous
Did this behavior start or get worse after (EVENT)? (Do you think it’s related to
(EVENT)? How s0?)
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(Table) cont.....
S gul S ) 65 T 1S) SUS oy yinu U gy oy 22y S (~26lg) migy ~a US
SeosS S aw (~28lg) glwi

Circle: Trauma-relatedness = Definite Probable Unlikely
SSeolic WLE ) ob ~iSas oy )ab zbly = @lsie au dols 1wl o)l 5

Item 17 (E3): Hypervigilance

o531 17 (E3):
Jacs) 350l nsllio U Vg s> Kigz
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month
In the [past month / worst month], have you been
especially alert or watchful, even when there was
no specific threat or danger? (Have you felt as if Worst Month
you had to be on guard?)
Ut 29250 0
wilieyy /B4 1

1> i)y / Jaisze 2

0ol QTS «aw [dineo iy / cise gzl | 031 y yeb zaly / 2 3
S ST ol o = olivge b puSez Jyeb | i S oy B L/ WLl 4

ol 03 b (L93)S568 uols LisS w2 wlg
@l ez o S pugauze Luyl 4 ol 1S) Slgi i Mgy
(13 by yuSe2 oS ~ko (3 Y

Can you give me some examples? (What kinds of things do you do when you're
alert or watchful?)

Gl si ol dor usSs2 U ol ol i2) Suw dSuw 5 pullio 425 —gz0 DTS

(ot IS 3z oS pand S

[If not clear:] (What causes you to react this way? Do you feel like you’re in

danger or threatened in some way? Do you feel that way more than most people
would in the same situation?)
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(Table) cont.....
Tt ~29 US &S ijS il ey B zpb ol 8 o) Lol o uid @2ls S
S oSyT b e cpbs aw zxb S Ol S o B8 Lyl oS DT LS
Sl S 09359) 3 03l ol LBl LT LS Lue Jb Uy Gl Sy 6 St
Sk IS pugmze 034 o w g )b il
Circle: Hypervigilance = Minimal _ Clearly Present  Pronounced Extreme
d9250 3 ysb ol a5 aw oS = ligy yuSsz/lgy Hlubsy iuﬁlg{ oyl
il pblai
How much of the time in the [past month / worst month] have you felt that way,
as a percentage? % of time
1ags (g IS puguze buyl Hb oS 4 ol pre [die iy / dio gz
(%) cunlis S BBgl 9 H9b S
Did being especially alert or watchful start or get worse after (EVENT)? (Do you
think it’s related to (EVENT)? How so?)
LS) SUS 50 50 b lgy £ asy S (nmlg) gy USoz b ylaw 31 ysb gols LS
S csS Sy aw (~=8lg) @i S jul S ) &) oS
Circle: Trauma-relatedness = Definite Probable Unlikely
SSeolic WLE gy g ~iSan y jab zbly = @lsie aw il Wik )il >

Item 18 (E4): Exaggerated startle response.

o351 18 (E4):
(g sl B o> plai yhed S «yas) Uy yuSe2/Usy sluibgy
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month

In the [past month / worst month], have you had Worst Month

any strong startle reactions?
Il S aw [die i/ die gzl Ul 29290 0
Slei US Joed)y Mg ud Bige Cisuw (oS i)y / 8L 1
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(Table) cont.....

2> ileys / Jaise 2
05l 1 eb udly / 343 3
S oL/ il 4

wJlg

e P

What kinds of things made you startle?

L Kigz oS Wl d yanz bS e S
How strong are these startle reactions? (How strong are they compared to how
most people would respond? Do you do anything other people would notice?)

Jocy dly > Bigz ) Sun sed/bgrde S Jacy) dlg s Bigz ~
ot IS o8 Lyl (g8 IS S barde diS aw Jecd) S ugds 47 0L
(CosSan 895/ gmuze Sgl  jwgd cwz

How long does it take you to recover?

Sy W8 89 WS puo S b e Jaed) dlg s Kigz/udly ol oS
Circle: Startle = Minimal _ Clearly Present  Pronounced  Extreme
obled 39290 31 y9b @oly oS aw @S = W Sigz 1 pulB oyl >
il
How often has this happened in the [past month / worst month]? Number of
times

-------- slasi S Slgl Sy lgy yb oIS o [iie o pid / die dgz]
Did these startle reactions start or get worse after (EVENT)? (Do you think it’s
related to (EVENT)? How s0?)

FTLS) S8 0y 30 b Joy 95 Ay S (~mblg) doc 5y dlg s Kigz m LS
SotsS S cw (~=8lg) 3lei IS ol S o U&J oS
Circle: Trauma-relatedness = Definite Probable Unlikely

Sanlic WLE 1y yob ~dSao 1 job ably = @leio w dabs 1 yull )il 5
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Item 19 (E5): Problems with concentration.

o331 19 (E5):
Sluto yuo J)S 19510 ~zgd
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month

In the [past month / worst month], have you had | YVOrst Month
any problems with concentration?

Ut 9290 0

U\jL}_vO_)-) / lSJ.g 1

1> by / Jaisze 2

03U 3 y9b zboly /3o 3
S oy 8L/ Sl 4

[
S WIS (aw [diseo Gapin / dneo ozl e Mgy
et wigy Wil WIeS ae S 1950 nzgl e iy

Can you give me some examples?

o 5w o pullio 025 g20 I LS
Are you able to concentrate if you really try?

§ ot 5w 5S j9Sy0 n29T I IS o5 u)S LiiigS bl I Sl
[If not clear:] (Overall, how much of a problem is this for you? How would things
be different if you didn't have problems with concentration?)
=H S 2l (1S ~jsdre nzel) m 1y s wesaze) [ uiid 2ol Jlg)31]
Ulg njgSyo n2gi gl S ol SI piigr lize cusS Gz S Al s

SUgy ~i Ao
Circle:  Problem concentrating =  Minimal_  Clearly  Present
Pronounced Extreme
. . .. . <|é <
— d9zge yogb moly @S aw @S = U)S ~jgSye nzed igB) o)l

il Ll
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How much of the time in the [past month / worst month] have you had problems
with concentration, as a percentage? % of time

S IS ~jgSre ~z9ieS Wl aw LSy S e [die (M dae o]

(%) s 8 Slsgl Sy yob S duous S 153 6)S lislw 8 Jiluwe
Did these problems with concentration start or get worse after (EVENT)? (Do
you think it’s related to (EVENT)? How so?)

T8 91 2> 30 U doy for s S (~28lg) ilue S yS NjsSyo ~zed m US
SotsS S aw (a28lg) @lei S Ll S o 8 oS T LS)

Circle: Trauma-relatedness = Definite Probable Unlikely
SSeolic WL ) o iSas ) )ab mbly =@leie au il il e)il >

Item 20 (E6): Sleep disturbance (e.g., difficulty falling or staying asleep or
restless sleep).

o351 20 (E6):
iy oybuse gz o b by dew b 6)leads Hae ST iy Mie) JUs re iy
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month

In the [past month / worst month], have you had Worst Month
any problems falling or staying asleep?

Ut 29290 0

wileeyy /84 1

1> ilie)d / Jaise 2

03U ) 3 ysb oly / 242 3
S BL/ Wil 4
95 LTS o [dibe oyin / o Joz] wJlg
il p eSS Lo dow b 6)ledd e Jl i o Mgy
‘et Wy PN VR S VRVAY
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What kinds of problems? (How long does it take you to fall asleep? How often
do you wake up in the night? Do you wake up earlier than you want to?)

Con dlo Sy aw woye iyl SIS Sy dl> Sl )4
How many total hours do you sleep each night?

Sl dow 2igS s J3 ol y ol

How many hours do you think you should be sleeping?

Sl ly) Jgw Jig8 iS o5 Wl pao Jb> S O

Circle: Problem sleeping = Minimal _Clearly Present  Pronounced Extreme

33290 yogb aoly 6 aw oS = 6)laads/aline ae Aiwi G oyl >

_ il pbled

How often in the [past month / worst month] have you had these sleep problems?

Number of times

J91 i) Blwe ~y S 2 o5 )b WS pae [die M / e ezl

-l S Llsgl Sy

Did these sleep problems start or get worse after (EVENT)? (Do you think it’s
related to (EVENT)? How s0?)

= W8 58 QT LS) S8 o7 i b Joy £ard ass S (~bly) Siluo S 2igi g LS
SousS S aw (~28lg) 325 IS jul &S
Circle: Trauma-relatedness = Definite Probable Unlikely

Sl WIE () ob S 1 ob zbly =@lsio w Jols 1wl )il 5

Criterion F:

F=| Jool K zil>
Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month.
=2 0oL cw olo (01) Syl (Epgle D.C B Jgol S ailo) ~wilygd B il yy

Item 21: Onset of symptoms.

T8 Slole | 21051
[If not clear:] When did you first start having | Total number of months
(PTSD SYMPTOMS) you’ve told me about? | delay in onset
(How long after the trauma did they start? More | With delayed onset (> 6
than six months?) months)?
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NO or YES

S Hb ol 65 Wl [y i wblg Jlgw)Sll
ligy (SloMe S Liniil S L mosuo dsulo)
Lly —g=e d @l uae )b S pu> Yoy E9s
Eord 32y ooye IS S oo Slole ~y) Tlgi
(F05L) cw olo g2 S gy

B e ey £gnb Dlolle
W) 130 S elaee IS

o S doy £orb aw 550
S(olo 6 <)

ul{lé.u-.HH'

Item 22: Duration of symptoms.

~ilygo 8 Slolle | 25722

[If not clear:] How long have these (PTSD
SYMPTOMS) lasted altogether?

Total duration in months

Duration more than 01
month? NO or YES

__~ahea US e usines

3 ~oso 33lo) m L8 =t i @0l JlswSIl | aw olo (0T) Sul - ~aibysd
=0y IS 3 yeb JeSe (UloMe S jlail S ool
SR uM) 29290 SIS b b uig

Criterion G:
G=| Jgol 8 zils

The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

oo 33)S)8 S Lokt el S 0y gy b ~ilyg miity czlown (il ~
"o Seb B iz LB &)y pae jlailps wise aw Bl wub

Item 23: Subjective distress

ST/ iy wegd g 31D

22123

Overall, in the [past month / worst month], how
much have you been bothered by these (PTSD

0 None

1 Mild, minimal distress
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SYMPTOMS) you’ve told me about? [Consider | 2 Moderate, distress clearly

distress reported on earlier items] present but still manageable
3  Severe, considerable
distress
4 Extreme, incapacitating
distress
Past Month
Worst Month

NETYARUSIS YU

S5 oS aw @S wShy 1
D> ey /0 Jaize 2
H oasb zoly wilduy
o 2 OSH o d9290
= JB 3 Jlgiiw

ST wolS uaui 3

(G M/ die doz] o )ob wegaze | Cuphyy LBL Ll 4

oS Hladil S §W ~edo asylo) ol Ol vaw 0
Ol S yz gy plinyg ST S w (Dlolle e S
ol el b)) Lgi Ly g=e J ol Lo ——— e P

~(2)S )9 M &)/ ST 0ad

Item 24: Impairment in social functioning
wih> o 28 o8 (ipblee | Hil24

0 No adverse impact

1 Mild impact, minimal
In the [past month / worst month], have these | impairment in social
(PTSD  SYMPTOMS)  affected  your | functioning

relationships with other people? How so? | 2 Moderate impact, definite
[Consider impairment in social functioning | impairment but many aspects
reported on earlier items] of social functioning still intact
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3 Severe impact, marked
impairment, few aspects of
social functioning still intact

4 Extreme impact, little or no
social functioning

Past Month

Worst Month

ot 1 bl (JgS 0

oo 28 o8 szloww il KUy 1
“oily> S aw @S

S wulyr b il Jaise 2
ol aw Sy S 26 o8 zloaw
S RLICIVRUV-IRN]

walys ol wlil w3
ot el iz S 08 wzlaw

ol bS aw [die (i / die gzl -ut obSy

S (Olole S Ll S 5l modo asulo) | oS b @S Ca il Gl il 4
Hlio oS Wlaley S f gilw S oSe) < pugd UyS o8 aloww
03)S oy 3 jelil da] Spu)S cwssS T S N Mg
[02)5 )9€ 3 wab> e 26 o6 wzlow BN Y9 JURVAY

Item 25: Impairment in occupational or other important area of functioning.

i pre 28 oS pl pwgd b nilyg miy | ol
25
Are you working now? 0 No adverse impact
[If yes:] In the [past month / worst month], have | 1  Mild impact, minimal
these (PTSD SYMPTOMS) affected your work | impairment in social
or your ability to work? How so? functioning

[If unable to work because of PTSD symptoms,
rate at least 3=Severe. If unemployment is not
due to PTSD symptoms, or if the link is not clear,
base rating only on impairment in other
important areas of functioning].

Have these (PTSD SYMPTOMYS) affected any
other important part of vyour life? [As

2 Moderate impact, definite
impairment but many aspects

of social functioning still
intact
3 Severe impact, marked

impairment, few aspects of
social functioning still intact
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appropriate, suggest examples such as parenting,
housework, schoolwork, volunteer work, etc.]
How so0?

4 Extreme impact, little or no
social functioning

Past Month

Worst Month

Sok = S o8 el VT LS

LS o [cisgo ayid / diseo ozl [0l SS1]
J (Ol oS il S 5l mes asile) o
oS Ll oS S eSS QT L els S ol
fausS 09 T S Hilio

oS Slolle oS Ll S §UT moro asulo JS]
o7 ust 8 ;o8 aw xS plS w ~2g LS Dbole
= Bl Ga)S 2ab=3 Galy a2y 65l S
Slolle oS Ll S 55 moo ssule 1585

~otid Hl saie WJgS 0
o 2B o8 wzloww il KUy 1
“oily> oS aw @S

walys wehd il Jaize 2
S S 2l oS waleww oS4
ot obdy v ol ol aw
il lled (Ol agaud 3
Gl ol vz S o8 wolow

; -ut )by g
&l 8 6)B303m81 Uiy utd w29 0S| WIS b @S i il il il 4
o woly @il S)Lail S 5L mouo Jsulo 1S o5 wrlaw
b st uge> el 50 S plS o isT PN TP\ EY)

SICAVPCIR VIR FTTRUN e R

(Ulle S Hliniil S §li ~oduo dsule) ol LS

oS an> oyl gy S S WSy oS Wl d
Ro o (g cuwlio S Lzl S LS Hilie
0B 8 JgSuul (o8 18 168 wuiplly co> 1S
q,:u.us l.u.ul [0_)._1_119 pls ,\JlJlSLbJ
Global Ratings
S ~2)) sl
Item 26: Global validity.
| 26,31

Estimate the overall validity of responses.
Consider factors such as compliance with the
interview, mental status (e.g., problems with
concentration, comprehension  of items,

0 Excellent, no reason to
suspect invalid responses

1 Good, factors present that
may adversely affect validity
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dissociation), and evidence of efforts to | 2 Fair, factors present that

exaggerate or minimize symptoms definitely reduce validity
3 Poor, substantially reduced
validity

4 Invalid responses, severely
impaired mental status or
possible deliberate “faking
bad” or “faking good”

Past Month

Worst Month

~u yy Olblg> bl v yis 0

Uk ~29 wigS S J)S
dez90 Jolse cunl gzl 1
S ylie o5 Siwyd 92 u
Hoosb oy 9> Uk d9>90

oM DS 63 85 LSy
S oa> wslS osl 3

uJulﬁJ 03|l 8 Cidlaus (egozo oS Ollg> | yeb aaud (Ollg> ble 4
~>gi Mio) eSS iyl iJuesi gilw S gugyliil | adiSew U Wb elody wlys
oS rolic/eusl il sio I35 35530 | S Wiln" )5 4251 olz 31 sb

85 Olole gl (§uy87 /S azule 1 lra/ 4o "nilg B wilg2l" b il
0SS S )S BS b Iy Ll S > i ~iyS
-2 )S )9€ y delee cum> Do S _ ~ilee (M

Item 27: Global severity.

S palle | aiT27
Estimate the overall severity of PTSD symptoms. | ONo clinically significant
Consider degree of subjective distress, degree of | symptoms, no distress and no
functional impairment, observations of behaviors | functional impairment
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in interview, and judgment regarding reporting | 1Mild, minimal distress or
style. functional impairment

2Moderate, definite distress
or functional impairment but
functions satisfactorily with

effort

3Severe, considerable
distress or functional
impairment, limited

functioning even with effort

4Extreme, marked distress or
marked impairment in two or
more major areas of

functioning
Past Month
Worst Month
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SUTVARUSIIC FUNTLRUNT
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Item 28: Global improvement

Syig walle | 28,051

Rate total overall improvement since the
previous rating. Rate the degree of change,
whether or not, in your judgment, it is due to
treatment.

0 Asymptomatic

1 Considerable improvement
2 Moderate improvement

3 Slight improvement

4 No improvement

5 Insufficient information

e S oble 0
Sy S Jls 1
M osb wegeze w ay S Gal ~>)d e Sy JXize 2

~2)d 6S 21> S i G 2GS s
~ ot~ bgy pre JUsS Gl i gz (2)S sl
e ~2g S zle (s

SHid oS/ Jgoso 3
-UdA Sy wigS 4
Slogleo (oL 5

Specify whether with dissociative symptoms: The individual’s symptoms meet
the criteria for posttraumatic stress disorder, and in addition, in response to the
stressor, the individual experiences persistent or recurrent symptoms of either of
the following:

Iyl lolMe S )01 gilw S UllMe S Gl=i ghs LJT,\S H)S olog
g,J|_9>_ é__gb.u o_gll.cé_uu|J_9| ey, Uu)J| |J_9._g_ )._J__JL_J_&Jo U\SJL."(LIH é__gl.u ~o Do
~yx 8 SloMe HU L b J8iwe S Sul S aw ao 13 290 65 239 ¢ o
‘= Uy

Item 29 (1): Depersonalization: Persistent or recurrent experiences of feeling
detached from, and as if one were an outside observer of, one’s mental processes
or body (e.g., feeling as though one were in a dream; feeling a sense of unreality
of self or body or of time moving slowly).

253129 (1):
&LQ.T 3.”_)[.; Hb b Judwe gl B gluo S dwasid odyl/duwoxd pac
g B o> U dac welos dyl posit wisS boS 1 Olyad S ) pugmo
b 2g> e pto Dloz WigS iz U)S pugauxo Lunl 31 )ob S Jle) o roue
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0 Absent

1 Mild / subthreshold

2 Moderate / threshold

3 Severe / markedly elevated
4 Extreme / incapacitating

In the [past month / worst month], have there | pagt Month
been times when you felt as if you were separated
from yourself, like you were watching yourself

from the outside or observing your thoughts and Worst Month
feelings as if you were another person?

Ut 29290 0

wileoyy / BL T

by Lunl US e [dise oy / diee Lozl 1> ileyd / Jaize 2

Pl ez loy pugmzo Lunl oS Ol > oy Ul | 03b) ju )eb mdly / 21 3
oS Wl il Ol sz o B or S w395 | cind S 0) 8 U/ il 4

_ 29l OV b yoy =2y 4500 2w b wJlg
Gl iz yor =) 4500 2wl 5 Slubwsl ke Mg

Yoy ol ol oS STV RGSRSAY
[If no:] (What about feeling as if you were in a dream, even though you were

awake? Feeling as if something about you wasn't real? Feeling as if time was
moving more slowly?)

oS sz Wl cz o Js IS (e )bt S S pugauze Lunl) [ 51
b S Wl cwz U)S ugwse luyl Suny ) S Ll SVL Ly ae U
aw ~lugl 0oy D8y cunz UyS jwgauzo Lyl qczwwﬂ?y?wssuﬁ

(= by a5 Sl

Tell me more about that.

ol Jje pre e yb Sl gz
How strong is this feeling? (Do you lose track of where you actually are or what’s
actually going on?)

oo Jool DTS Gy > 965 oS Uiy wl VTWS) S bsras WS yulwsl

(2 by 99 US o Jol by LS
What do you do while this is happening? (Do other people notice your behavior?

What do they say?)
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S 29 S Wl Sed e jwgd S) Suw S WS Wle5 o Uiy by o7 o >
(S S LS 09 T IS 0ailine 8/ igSH>

How long does it last?

oy M Sy eiS/ glle S ooye S~

Circle: Dissociation = Minimal _Clearly Present  Pronounced Extreme
— oblad 59290 yjsb woly e aw oS =Samle (il o)l
il
[If not clear:] (Was this due to the effects of alcohol or drugs? What about a
medical condition like seizures?) [Rate 0=Absent if due to the effects of a

substance or another medical condition]

cutz 09)9) Slgi aw ~zg oS Sl S Sludiie b Wl ~ US) gy ~i dls 3]
it S Sl ol e = 0 6ol ~2y0] (S JUs IS s )b S > b
[ew ~29 &S Ol S clls wub jol GwS b

How often has this happened in the [past month / worst month]? Number of times

=i S DBl Sy lgy HU IS e [ino oy / dao 2]
Did this feeling start or get worse after (EVENT)? )? (Do you think they’re
related to (EVENT)? How so?) Circle: Trauma-relatedness = Definite Probable
Unlikely

Sanl WIE 1)) 1ob ~dSas ) ob zbly = @leio w Jols Wkl eyl 5

Did this feeling start or get worse after (EVENT)? (Do you think they’re related
to (EVENT)? How so?) Circle: Trauma-relatedness = Definite Probable Unlikely
ol S =2 W8 oS DT LS) SUS 93 33 b lsy 9 amy S (~m8lg) pwlwol ~ LS

= 8lzio aw Sob 1wl oyl 5 (S S buyl § g aw (~=8lg) Gl=i S Klac




Appendix B1 Cultural Adaptation of Evidence-Based 189

Item 30 (2): Derealization: Persistent or recurrent experiences of unreality of
surroundings (e.g., the world around the individual is experienced as unreal,
dreamlike, distant, or distorted).

o251 30 (2):
iz e S 3)85)l/Jgzlotpulus| (s (s e /pulusl M55 S Giages
Lz Olgs wnindi> e oS Wid 6S 3,8 3l S 38) ~uyzinl )b b Juboss 1S gy

(= blo bS jwgmuze 00ub gowe by ()90
0 Absent
1 Mild / subthreshold
2 Moderate / threshold
3 Severe / markedly elevated
4 Extreme / incapacitating

Past Month
In the [past month / worst month], have there
been times when things going on around you Worst Month
seemed unreal or very strange and unfamiliar?
Ut 29250 0
wileoyy / B4 T

3> ileeys / Jaise 2
031 4 )sb zoly / 12 3
= S oy 8L/ il 4
89 bl US e [daio gapis / Jae o] wJlg

HE Gz Wl dog 28 )l S Wl we o U PN PP\ FEY

§ el 8 a8loli jol cuxe o b piads> STORRURVAY
[If no:] (Do things going on around you seem like a dream or like a scene from a

movie? Do they seem distant or distorted?)

w8 zb oS Dlgs> Sl og ui oy 91 w13z 87 38 1)1 S DTS [ S
ooy o b iy 1 J57 19 09 US 520k S e S S als b oy

Tell me more about that.

-uill yje gro <yl Syl g=o
How strong is this feeling? (Do you lose track of where you actually are or what’s
actually going on?)




190 Cultural Adaptation of Evidence-Based Khan et al.

oo ol QIS Gy s 965 95 Lver ! KTWS) Sy bowae WS yulwsl &

by 9 S o bol by oS
What do you do while this is happening? (Do other people notice your behavior?
What do they say?)

55 =9) S ol Sod gy S) Sun S WS il o5 o Uiy by 89~ 2>
(S S US 09 T TS 0ailie 8/ igSH>

How long does it last?

= Uoy M S S/ g lle S ooye S~

Circle: Dissociation = Minimal Clearly Present  Pronounced Extreme
_obled  5s290 yysb misly oS aw 68 =eSasule (Gl eyl
il
[If not clear:] (Was this due to the effects of alcohol or drugs? What about a
medical condition like seizures?) [Rate 0=Absent if due to the effects of a

substance or another medical condition]

w2 99 gl aw ~zg S Sl S Sluitie b Gl ~y US) sy ~i mdly 3]
~ii S Sl ol e = 0 ol ~2)0] (g Jus IS e )l S cdls wub
[aw ~2g S DIl S AL Gub jol S b
How often has this happened in the [past month / worst month]? Number of times

=i S DBl Sy lgy )b IS e [ino oy / dao Ag2]
Did this feeling start or get worse after (EVENT)? )? (Do you think they’re
related to (EVENT)? How so?) Circle: Trauma-relatedness = Definite Probable
Unlikely
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APPENDIX B2

Hamilton Depression Rating Scale
303 D o)y sah a0 Allah Gila

Commentary
The Hamilton Depression Rating Scale is the most widely used clinician-
administered depression assessment scale. The original version of the scale contains
17 items pertaining to the assessment of symptoms of depression experienced over
the past week.

o _pas
A 5 S gl W15 s il o5 s i 38 58 o (535 w3 1S G

A3 R g On Jald 2 17 e o em sl S ey ()L o ey IS (apdilis (S 3l (3

PLEASE COMPLETE THE SCALE BASED ON A STRUCTURED
INTERVIEW

S deSa S ey )3 S0 SIA alaie Sl o S ol

Instructions: for each item select the one “cue” which best characterizes the patient.

Be sure to record the answers in the appropriate spaces (positions 0 through 4).
e I 0 iy oS adle LS (i se s S AT S o LA (S S aa sy
‘ol i S 3 B8 S g (e (2 = 0) L (4 = 0) Usds mlia o S ol

Anwar Khan
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1. DEPRESSED MOOQOD (sadness, hopeless, helpless, worthless)
0- Absent.
1- These feeling states indicated only on questioning.
2- These feeling states spontaneously reported verbally.
3- Communicate feeling stated non-verbally, i.e., through facial expression,
posture, voice and tendency to weep.
4- Patient reports virtual only these feeling states in his/her spontaneous verbal and
non-verbal communication.
(sluzﬁ} = c)\%‘ﬁ ey esub\) GUA bJJ.u.\é\-]
- o 2ae-0
08 s B sy S s ea GRAS (S a4 -]
] = U Ol sk S 2 358 bl 22
S s s Ol cdlla (S ) S o s i oS Ol Glasuna oS i -3
=R SOy
= US O )y S Al Glea Hl Jb) Gldle Gl Ml o e -4

2. FEELINGS OF GUILT

0- Absent.

1- Self-reproach, feels he/she has let people down.

2- ldeas of guilt or rumination over past errors or sinful deeds.

3- Present illness is a punishment. Delusions of guilt.

4 - Hears accusatory or denunciatory voices and/or experiencing threatening visual

hallucinations.

A ka2

= o s -0

o WS asle S OB AS LS G guane b € € 253 /0 S Caadle S 255 -]
g bass odal 8L opble (S pale-2

s Sasa . o lie s olansagse -3

LS 2l S Gy jh (5 ey Sk 1 Ui Gy 3151 el ol 311 )5l (e - 4

3. SUICIDE

0- Absent.

1- Feels life is not worth living.

2- Wishes he/she were dead or any thoughts of possible death to self.
3- ldeas or gestures of suicide.

4- Attempts at suicide (any serious attempt rate 4).
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-89 A 3

= o s -0
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4. INSOMNIA: EARLY IN THE NIGHT

0-No difficulty falling asleep.

1-Complains of occasional difficulty falling asleep, i.e., more than 1.2 hour.
2-Complains of nightly difficulty falling asleep.

e Jilg) Sl Ul A5 S A/ ) A 2 4

= o U (A e a0

o3y e g8 Al iy (ulSE (S (o)) s e oS e e s
S S ) s (e i/ g S )22

5. INSOMNIA: MIDDLE OF THE NIGHT

0-No difficulty.

1-Patient complains of being restless and disturbed during the night.

2- Waking during the night — any getting out of bed rates 2 (except for purposes of
voiding).

LTS A e man ey Syl 25

ot JSie (S8 (e I 210

) = USQSE S ) Gl ol o &l SO s -]
B0 ) (LS oy 2 a0 S G b e L L -Ua Slacdy Sal, 2

(S sl

6. INSOMNIA: EARLY HOURS OF THE MORNING
0-No difficulty.

1- Waking in early hours of the morning but goes back to sleep.
2- Unable to fall asleep again if he/she gets out of bed.
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7. WORK AND ACTIVITIES

0-No difficulty.

1-Thoughts and feelings of incapacity, fatigue or weakness related to activities,
work or hobbies.

2- Loss of interest in activity, hobbies or work — either directly reported by the
patient or indirect in listlessness, indecision and vacillation (feels he/she has to push
self to work or activities).

3-Decrease in actual time spent in activities or decrease in productivity. Rate 3 if
the patient does not spend at least three hours a day in activities (job or hobbies)
excluding routine chores.

4- Stopped working because of present illness. Rate 4 if patient engages in no
activities except routine chores, or if patient fails to perform routine chores
unassisted.
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8. RETARDATION (slowness of thought and speech, impaired ability to
concentrate, decreased motor activity)

0-Normal speech and thought.

1-Slight retardation during the interview.

2-Obvious retardation during the interview.

3-Interview difficult.

4-Complete stupor.

O adia (S S JeS e A g S K ) 7 am) 590 i/ Sailany 8
(S O Sl g ClS ja pas
T s S Gillas S Jgera -0
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s S S JeS/ s JaSed
9. AGITATION
0- None.
1- Fidgetiness.
2- Playing with hands, hair, etc.
3- Moving about, can’t sit still.
4- Hand wringing, nail biting, hair-pulling, biting of lips.

Shal /s 29

ot 2290 -0

SO /sy =-1

LS o e 5 0l (sl -2

LS gy 3 S S5 (i gy Ula/li g Lie 5 -3
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10. ANXIETY PSYCHIC.

0- No difficulty.

1- Subjective tension and irritability.

2- Worrying about minor matters.

3- Apprehensive attitude apparent in face or speech.
4- Fears expressed without questioning.
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s = Aedi (10
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11. ANXIETY SOMATIC (physiological concomitants of anxiety) such as:
gastro-intestinal, dry mouth, wind, indigestion, diarrhea, cramps, belching
cardio-vascular-palpitations, headaches, respiratory hyperventilation, sighing
urinary frequency, sweating.
0- Absent.
1- Mild.
2- Moderate.
3- Severe.
4- Incapacitating.

(Cledle Slawa S Gl hua Vol jhia | oS jide gile S awn) Ay s o Slews (11
ST ) A_)Ju..g.ai\:\g ‘dbz.u\ cMQcﬁw&gcﬁié&mc@M}dm ASCM.-)A
L\‘,\.t:meshy‘)h‘)l_\\sg_!ha:\a ‘bﬁ)ﬁ&&bd)ﬁwwcbﬁ)ﬁuijﬁ)édd cL\J\Si
"= o 35250 -0
NS e 5 S -1
S8 e g Jaine -2
LS e 5 and 3
@hé:ub‘)gb/df\h_él.
12. SOMATIC SYMPTOMS GASTRO-INTESTINAL.
0- None.
1- Loss of appetite but eating without staff encouragement. Heavy feelings in
abdomen.
2- Difficulty eating without staff urging. Requests or requires laxatives or
medication for bowels or medication for gastro-intestinal symptoms.
- il gl e ciladle e 12
o S -0
o b G Ul e Sy - Ll LS LS iy S 18 Abaga (S (s (SIS 1S S5 -]
RCHIRIVEN S
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13.GENERAL SOMATIC SYMPTOMS

0-None.

1-Heaviness in limbs, back or head. Back aches, headaches, muscle aches. Loss of
energy and fatigability.

2-Any clear-cut symptom rates 2.

e dlawa a9ee 13

= oM 2 4-0
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14. GENITAL SYMPTOMS (symptoms such as loss of libido, menstrual
disturbances)

0-Absent.

1-Mild.

2-Severe.

U ) sl (oS (S Gl A i AS s Gldle) cladle pwda/aladle S Juld gl g5 14
(dlw/dia
- = o 252 54-0
S e 5 Jaine -]
LS e siand D
15.HYPOCHONDRIASIS
0-Not present.
1-Self-absorption (bodily).
2-Preoccupation with health.
3-Frequent complaints, requests for help, etc.
4-Hypochondriacal delusions.

MyA (e 2 b S Caa 15

- = LA 5 54-0
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16.LOSS OF WEIGHT (RATE EITHER a OR b)

a) According to the patient b) According to weekly measurements
0-No weight loss. 0-Less than 1 Ib weight loss in week.
1- Probable weight loss associated 1-Greater than 1Ib weight loss in week.
with present illness.

2- Definite (according to patient) 2-Greater than 21b weight loss in week.

weight loss.
3- Not assessed 3- Not assessed
“(02)S B3 ~2)d B b el) oS e gjg 16
uto 0J9 AS aw gy 1 ke d&y -0 “I utd eSS Gke )9 -0
oS ~iSowo r\J..u.U|_9 puvy) d)l.&_..q 0d9>g0 -1
oo g 0L aw Bgy 1 Jae idy -1 = w9 beS e U9
oS Wy eSS e 0)9 ushbs -2
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ok wiwilow/ W8 LS s 0jladl - -3 WSS
WSS
17.INSIGHT

0-Acknowledges being depressed and ill.

1-Acknowledges illness but attributes cause to bad food, climate, overwork, virus,
need for rest, etc.

2-Denies being ill at all.
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APPENDIX B3
State-Trait Anxiety Inventory for Adults

Please provide the following information

S @il Dlogleo Uid az)aie oS ol

_ _ )
Gende Ag Nam
. r . e e
DIRECTIONS

A number of statements which people have used to describe themselves are given
below. Read each statement and then circle the appropriate number to the right
of the statement to indicate how you feel right now, that is, at this moment. There
are no right or wrong answers. Do not spend too much time on any one statement
but give the answer which seems to describe your present feelings best.

Sbly
09 1t US Jlosiwl ) S )S ol o5 T iyl d usSe) Lad> (Uil dasis
2 el clieo e G S ol ses )l G032 95 G 3y -uw B > ure Ju3
=1 S wgmo LS Kby gul wisy 118y gl QTS o S Gl ny G801
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Not At All=1 Somewhat=2 Moderately So=3  Very Much So=4
1= o JSJL 2=80 1> wiS 3= & 2> wuwlio 4= o3b) G
4 |3 2 |1
1. | feel calm.
-0t U)S pugmzo ey o -
2. | feel secure.
09 U)S pugmzo bgdzo oS 395 oY
3. | am tense.

4, | feel strained.
-0 UyS pwgmuzo gl po-F
5. | feel at ease.
o U)S puguwzo oS ol oyl yue-°
6. | feel upset.
BSLY, IJ_)S UM =0 J|)-°,=J/ULU~U)J Ui -1
7. 1 am presently worrying over possible

misfortunes.

09 by aw ey ~iSee JI (d Juo-Y

8. | feel satisfied.
09 U)S gugmze plabio oS 395 oA
9. | feel frightened.

ot U)S womzo 033695 o -4

10. | feel comfortable.

09t U)S pwguuo 03 pl)l oS 395 o -

11. | feel self-confident.

-uy U)S juguxoe $ilaicl 395 o -))

12. | feel nervous.

- b P4
) gy pugwxo CuyligS —g=o Y

13. I am jittery.

ugsd oLy pio VY

14. | feel indecisive.

~og B 8 cuasS oS Abous i ae -V 8

15. I am relaxed.

09 U9 ) ae -V O

16. | feel content.
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-0t ByS pwomuzmo lidebl e -1

17. 1 am worried.

s oLy G- Y

18. | feel confused.

‘=t wig) g gl —go VA

19. | feel steady.

-09t S pwomzo aSxiuie o5 39> o )1

20. | feel pleasant

. é .
-t Uy pwgmzo )loSubg> gzo -+

21. | feel nervous and restless.

. . b z
) iy wemxo iuz ) )l EylueS _g=o -Y)

22. | feel satisfied with myself.

o U)S wgwuxo oo aw ol iyl uko VY

23. 1 wish | could be as happy as others seem to be.

e ywgd &S luys Suw o) yigs oy Wl jao JolS -YY
ok Il B

24. | feel like a failure.

09) IS pwgmimo (olSl Sul o ¥

25. | feel rested.

0ot U)S oo ol o -V

26. I am “calm, cool, and collected”.

-09? J18S 395 ol oy iye « Yot p9Swy o -V

27. | feel that difficulties are piling up so that |
cannot overcome them.

S ol o) 5 il OVSkie S o W& g0 -TY
LS b g 98 p ol e

28. | worry too much over something that really
doesn’t matter

Ou> U Mo yS6 03L ) i e sul GwS jae -YA

54 i3 836 wdsS bly

29. | am happy.

0 JUg> o -V

30. | have disturbing thoughts.

o VLS oS oliy y) pue (93 <yio T




202 Cultural Adaptation of Evidence-Based Khan et al.

31. I lack self-confidence.
e S S Bolalicl 3¢5 Juo go -1
32. | feel secure.

-0t U)S womzo bgdzo io-TY
33. | make decisions easily.

-092 UyS bouwd aw ilwl ao -1
34. | feel inadequate.

uy U)S juguuxoe O8U Lo .V

35. | am content.
36. Some unimportant thought runs through my

mind and bothers me.
29l Ui dosaS ue 3o JUs pyl jue g2S T
-ok IS ol ) —g=o
37. I take disappointments so keenly that I can’t put
them out of my mind.
S 0g W~y D> aw Do (il 65 pgawgile pae TV
LS JBG b w93 Al gl e
38. | am a steady person.
LYyl bounogl aSxiwe Sl o A
39. | get in a state of tension or turmoil as | think
over my recent concerns and interests

Ul> o3 uto W S spailyol b 50 e o3 g lizguw
U

40. | feel pleasant
g Uy oo )loSibig> —go £+
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APPENDIX C

CULTURALLY ADAPTED TRAUMA-FOCUSED
COGNITIVE BEHAVIORAL THERAPY FOR
PAKISTANI POPULATION

1. INTRODUCTION

The initial Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) protocol
consists of ten steps. For further information, refer to Cohen, Mannarino,
Kliethermes, & Murray (2012) and Kangas, Milross, & Bryant (2014). This section

outlines the proposed modifications to the current TF-CBT protocol.

2. ADAPTATIONS IN STEPS OF TF-CBT

The following adaptation have been made in different steps of TF-CBT:

2.1 Assessment

Assessment stands as one of the pivotal steps in the therapeutic process. A thorough
assessment empowers the therapist to grasp the intricacies and manifestations of
the patient's symptoms. With a precise understanding of the symptomology, the
therapist can then tailor the treatment course effectively. Assessment should be

conducted through the following methods:

2.1.1 Use Translated and Culturally Adapted Diagnostic Tools

Self-reported assessment scales can be misleading because patients may not fully
comprehend the terminologies used in the statements. Therefore, therapists are
encouraged to utilize diagnostic tools that incorporate both qualitative and

guantitative components, administered with therapist assistance. An example of

Anwar Khan
All rights reserved-© 2024 Bentham Science Publishers
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such a diagnostic tool for PTSD is the Clinician-Administered PTSD Scale for
DSM-5 (CAPS-5). However, since the original version of CAPS-5 is in English, it
should undergo proper translation into Urdu. In the current study, CAPS-5 was
translated into Urdu and effectively utilized for assessing PTSD symptoms among

the designated patients.

2.1.2 Explore Knowledge, Attitude and Beliefs about Mental IlInesses

Understanding a patient's knowledge, attitude, and beliefs regarding mental
illnesses is crucial. In Pakistani society, there is often a lack of awareness about
mental illnesses, leading to the development of negative attitudes and beliefs. Many
individuals attribute mental illnesses to supernatural forces such as ghosts or the
evil eye (Khan & Anwar, 2018; Shah, Khalily, Ahmad, & Hallahan, 2019).
Assessing a patient's knowledge, attitude, and beliefs about mental illnesses is
essential for identifying cases where treatment resistance may be rooted in myths

and stereotypes.

2.1.3 Examine Knowledge, Attitude and Beliefs about Treatment

In Pakistan, there is a scarcity of mental health treatment facilities, leading people
to seek assistance from faith healers and Hakeems (providers of herbal medicine).
Additionally, there is a strong belief in the religious and spiritual abilities of local
Peers and religious scholars. Assessing a patient's knowledge, attitude, and beliefs
about mental illnesses and treatment can aid therapists in understanding the patient's
expectations and level of compliance with the proposed treatment.
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2.1.4 Find Family Involvement Level

In Pakistan, a collectivist society with joint family systems prevails, allowing
family members to significantly influence one another in daily affairs. It's
imperative for therapists to gauge the level of family involvement and engagement
in the treatment process. Recognizing negative family involvement or reluctance

toward treatment enables therapists to take appropriate preventive measures.

2.2 Engagement

Following a thorough assessment, the therapist can determine the modalities of
engagement. Effective patient engagement is crucial as it fosters the development
of a robust therapeutic alliance between the patient and therapist.

2.2.1 Style of Treatment

In Pakistan, therapists are often regarded as spiritual healers, and there is
considerable respect for doctors and health professionals. Patients typically
anticipate a collaborative approach to treatment from therapists, preferring a more
paternalistic style. It's common for patients to bring gifts and souvenirs for
therapists as a gesture of appreciation. Consequently, therapists should strive to
adopt a collaborative style of therapy to align with patients' expectations and

cultural norms.

2.2.2 Show Openness

In Pakistan, patients tend to exhibit less openness towards therapists, largely due
to prevailing stereotypes and dysfunctional beliefs surrounding mental health.
Consequently, they may communicate less and attempt to conceal their symptoms

during therapy sessions. Thus, therapists must adopt an approach that emphasizes
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openness and warmth, particularly by attuning to the non-verbal cues provided by
patients. Additionally, it's common for individuals in Pakistan to utilize locally
crafted idioms and expressions. Hence, therapists should be well-versed in these
colloquialisms, as they may serve as vehicles for patients to articulate their

emotions or symptoms.

2.2.3 Use of Religious Quotes and Folk Stories

In Pakistan, there is a strong affinity for culture and religion among the populace.
It's common for people to participate in various religious and cultural gatherings,
where local faith healers, peers, and religious scholars often reference quotes from
the Quran (the Holy Book) and draw upon characters from folk stories.
Interestingly, patients often anticipate similar practices from therapists during their
treatment. There's a prevailing belief that therapists with a more religious
appearance, such as sporting a beard, possess greater competence in addressing
mental health issues. Hence, therapists are encouraged to incorporate religious
quotes and anecdotes from folk stories into their treatment approach, aligning with

patient expectations and cultural norms.

2.2.4 Make Structural Changes in Psychotherapy

If necessary, therapists have the flexibility to make structural adjustments to
psychotherapy, such as altering the duration or frequency of sessions. This
flexibility is crucial as patients in Pakistan often adhere to a preference for quicker
solutions. Additionally, there's a common belief among patients that
psychotherapists, akin to medical doctors, have the authority to prescribe
medication, which is perceived as a means to rapidly alleviate symptoms.

Therefore, therapists may need to address these expectations and considerations
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when designing treatment plans, ensuring alignment with patient beliefs while

adhering to ethical and professional standards.

2.2.5 Be-careful about Language Barrier

Patients may encounter difficulty comprehending complex terminologies, and

certain words or terms associated with their mental illness may evoke sensitivity.

Consequently, it is imperative for therapists to employ culturally appropriate and

locally understandable language. For example, Irfan, (2016) has advocated for the

utilization of various locally comprehensible terminologies during treatment, as

delineated in Table 1.

Table 01 Examples of Locally Understandable Terminologies

English and Original Versions

Local Versions

Cognitive Behavioral Therapy

S aadles o138 s endi S8 0 gy ek

U Aala

(Therapy to correct thoughts/cognitions
and behavior)

Cognitive Errors

Ul A (S 7 s/ )l
(Errors of thoughts/thinking)

Negative Thinking

g~ e/kle
(Wrong/negative thinking)

Fight or Flight

Jaea 18 Uila Blgy/ 3l 50 L LS Allie/Sin
(The fight or flee response)

Passive

(Cold devil)

Black and white thinking

T dsnaflin g i eSS b
(Limited thinking/ all or nothing
thinking)

Aggressive

Yy S5 s
(Ready to fight)
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2.3 Psychoeducation

Psychoeducation entails educating patients about the nature and origins of mental
health issues, as well as informing them about available treatment options. Through
psychoeducation, patients can enhance their understanding and awareness of mental
illnesses and corresponding treatments. Therapists must exercise caution and

consideration regarding several factors when providing psychoeducation:

2.3.1 Culture and Religion

In Pakistan, where culture and religion hold significant sway, therapists must
refrain from discussing topics that contradict local cultural and religious norms. For
instance, therapists should avoid referencing foods like pork, which are prohibited
in Islam, and refrain from suggesting actions that are culturally inappropriate, such
as asking female patients to uncover their faces. However, therapists can effectively
utilize religious quotes and folk stories during treatment, as these elements have
profound motivational effects on the overall therapeutic process. For example,
verses from the Quran and Sahih al-Bukhari can be employed to educate and inspire

patients regarding their treatment journey:

a) Prophet Muhammad stated, "There is no disease that Allah has created,
except that He also has created its treatment.” (Sahih al-Bukhari, Volume 7,
Book 71, Number 582).

b) Allah states in the Quran, "And if Allah touches you with harm, none can
remove it but He, and if He touches you with good, then He is Able to do
all things™ (Surah Al-AnAam, 6:17).

¢) Allah also says in the Quran, "And when | am ill, it is He (Allah) who heals
me" (Surah Ash-Shu'ara’ 26:80).
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In Pakistan, while many educated individuals may comprehend English, the

general populace often feels more at ease communicating in Urdu or local

languages. Therefore, therapists should endeavor to deliver psychoeducation in the

local language. Moreover, they should strive to translate complex terminologies

into the local language to facilitate better understanding among patients. Below are

examples of some psychiatry terminologies translated into the local language, as

depicted in Table 2.

Table 2 Examples of Locally Comprehensible Terminologies

English and Original

Translated into Local Languages

Derealization

contradiction to reality)

Terms Pushto Urdu
. Sl S
Depression U8 (Sadness) (Mentally Depressed)
LS aile/cS sus
Bereavement JsS 23 (To do mourning) | (To mourn)
Sl Jay sl Jua
Intrusive  Distressing ol oS Ol
Memories 4 53h et (SGS alilae | (Obsessive/intrusive
(Intruding sad memories) | disturbing memories)
: B PRI PN
Insomnia (Sleeplessness) (Cannot Sleep)
(Thinking that is in | (Thinking as

opposed to reality)

Depersonalization

O Jia 3 0 il st s

o) o
(Lack of personality/
Personality  does  not

belong to itself)

-

(Not to belong to
oneself)
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2.3.3 Involvement of Family and Peers

In Pakistan, patients often seek information, advice, and guidance from a diverse
array of sources, including family members, peers, and individuals within their
social circles. Consequently, it is essential for therapists to incorporate the patient's
family and social network into the process of psychoeducation. This involvement
is crucial because patients tend to heed and accept information, advice, and
guidance received from these trusted sources. By engaging with the patient's family
and social circle, therapists can effectively influence and mitigate dysfunctional

behaviors, thereby fostering positive therapeutic outcomes.

2.3.4 Locally Available Literature

The therapist ought to retain several copies of locally published books, magazines,
and other such literature, providing them to patients. This enables them to read and
gain awareness regarding mental health conditions and treatment options. Locally
accessible literature is typically published in native languages such as Urdu or

Pashto, thus ensuring ease of comprehension for patients.

2.4 Affective Expression and Modulation

This step aims to facilitate patients in expressing their emotions and subsequently
modulating negative emotions. Enhancements can be implemented to localize the
process of Affective Expression and Modulation.

2.4.1 Using Local Vocabulary and Translated Scales

Patients should be assisted by guiding them to articulate their overall emotions and,
more specifically, their emotional distress using locally familiar words and
concepts. If the therapist intends to employ the Subjective Units of Distress Scale,

it is advisable to utilize its translated and locally adaptable version. Please refer to
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the Table 02 for a selection of locally employed words for expressing emotional

states.

2.4.2 Identify Factors Affecting Expression or Modulation

Despite Pakistanis generally being sociable and extroverted, there exists a notable
reticence in openly expressing personal or private feelings, particularly among
females. In Pakistani culture, females and young individuals are often discouraged
from openly discussing personal matters in the presence of elders. Additionally,
there is a prevailing notion that expressing pain or distress is indicative of weakness,
leading many to conceal their emotions. Therefore, therapists must exercise caution
regarding these cultural factors that may inhibit patients from expressing their

emotions freely.

2.5 Cognitive Coping
This step is designed to facilitate patients in acquiring various coping mechanisms

and styles. Therapists can integrate the following cultural adaptations:

2.5.1 Use of Religion and Spirituality
As previously noted, individuals in Pakistan place significant importance on their
religious and spiritual beliefs. Hence, therapists can recommend religious and
spiritual coping techniques. The following coping techniques have been proposed
by Achour, Bensaid, & Nor (2016):
a) Trust in Allah (God)- In the Holy Quran (Chapter 6:102 and 11:123) Allah
says that all Muslims should place their unconditional trust on Allah in

every matter, as Allah is the ultimate source of guidance and conform.
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b) Performance of Prayer- All Muslims offer five times prayers every day. And
Prayer (salat) can be the most helpful strategy to cope with stress.

¢) Remembrance of Allah (God) (Zhikr)- For Muslims, remembrance of Allah
(all forms of remembrance of Allah like for example, supplications and
recitation of the Holy Quran) can really help in coping with life stress,

anxiety, and other worries.

2.5.2 Use of Local Proverbs, Traditional Quotes and Folk Stories

In addition to religious and spiritual coping techniques, therapists can utilize local
proverbs, traditional quotes, and folk stories as sources of reframing to motivate
patients to shift from negative to positive thinking. Therapists can particularly cite
examples of heroes or other well-known characters from stories to facilitate

cognitive restructuring and inspire patients towards a better life.

2.6 Trauma Narrative
In this step, the therapist assists the patient in recognizing inaccurate trauma-related
cognitions by encouraging them to confront their traumatic experiences.
Furthermore, therapists help patients identify more accurate ways of thinking.
Therapists can integrate the following cultural adaptations:
a) Incorporate locally available stories or vignettes to aid in identifying
inaccurate trauma-related cognitions.
b) Address cultural barriers that may impede patients from acknowledging
inaccurate trauma-related cognitions, such as conservative cultural beliefs

surrounding sex or virginity, particularly concerning female patients.
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2.7 Homework

The therapist should assign tasks to the patient that can be completed at home.
Providing homework assignments will help keep patients engaged and maintain
their connection with therapy. Given the lower level of mental health literacy
among patients in Pakistan, they may not fully grasp the significance of homework,
potentially resulting in noncompliance with assigned tasks. To address this,
therapists should offer regular reminders and involve the patient's family. For
individuals with strong religious inclinations, adherence to homework schedules

can be facilitated by aligning them with prayer times or through regular calls.

2.8 Safety Enhancing

The therapist must develop a safety plan for the patient and impart safety skills for

navigating potentially risky situations that may arise in the future. It's crucial for

therapists to be particularly attentive to any cultural values or beliefs that could

impede the effectiveness of safety planning, such as social norms that condone

violence.
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CULTURALLY ADAPTED EYE MOVEMENT DESENSITIZATION AND
REPROCESSING THERAPY FOR PAKISTANI POPULATION

INTRODUCTION

The foundational Eye Movement Desensitization and Reprocessing protocol
consists of eight phases. For further elaboration, refer to the works authored by
Shapiro (2001) and Leeds (2016) which delve into the protocols and procedures of
therapy.

ADAPTATIONS IN STEPS OF EMDR FOR PTSD
Various adaptations have been implemented at different stages of Eye Movement
Desensitization and Reprocessing for Post-Traumatic Stress Disorder.

History Taking, Case Conceptualization and Treatment Planning

During this phase, the therapist gathers comprehensive information regarding the
symptoms reported by the patient. Additionally, they acquire details about the
traumatic events the patient has experienced or witnessed.

Use Translated and Culturally Adapted Diagnostic Tools

Self-reported assessment scales may pose a risk of misunderstanding, as patients
might struggle with the terminology within the statements. Hence, therapists are
encouraged to utilize diagnostic tools that encompass both qualitative and
quantitative sections, preferably administered with therapist assistance. An
example of such a diagnostic tool for PTSD is the Clinician-Administered PTSD
Scale for DSM-5 (CAPS-5). However, given that the original version of CAPS-5 is
in English, it is essential to ensure accurate translation into Urdu. In the present
study, CAPS-5 was translated into Urdu and effectively employed for assessing

PTSD symptoms among the selected patients.
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Explore Knowledge, Attitude and Beliefs about Mental IlInesses

Understanding a patient's Knowledge, Attitude, and Beliefs regarding mental
illnesses is crucial. In Pakistani society, there is often a lack of awareness about
mental health, leading to the formation of negative attitudes and beliefs. Many
individuals attribute mental illnesses to supernatural forces such as ghosts or the
evil eye (Khan & Anwar, 2018; Shah, Khalily, Ahmad, & Hallahan, 2019).
Assessing Knowledge, Attitude, and Beliefs can aid in identifying cases resistant

to treatment due to myths and stereotypes.

Examine Knowledge, Attitude and Beliefs about Treatment

In Pakistan, the availability of mental health treatment facilities is comparatively
limited. Consequently, individuals often seek assistance from faith healers and
Hakeems (providers of herbal medicine). Additionally, there is a strong belief in
the religious and spiritual abilities of local Peers and religious scholars. Evaluating
a patient's Knowledge, Attitude, and Beliefs regarding mental illnesses and
treatment can assist therapists in understanding the patient's expectations and level

of compliance with treatment.

Explore Cultural and Religious Factors Affecting Treatment Plan
Several cultural and religious factors can significantly influence the overall
treatment plan. It's essential for therapists to gather information about these factors
and tailor the treatment plan accordingly. Here are some key considerations:
a) Personal relationship with therapist: Patients in Pakistan prefer a
collaborative approach when interacting with therapists. It is common for
patients to express appreciation through gifts, and they expect therapists to

accommodate their schedules.
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b)

d)

Family involvement: Given the prevalence of joint family systems in
Pakistan, there is a strong interdependency among family members.
Therapists should ensure proper involvement of family members in the
treatment process.

Social and religious activities: Many individuals in Pakistan enjoy
participating in various social and religious activities. Therapists should
consider these preferences when scheduling treatment sessions. For
instance, patients may wish to attend cultural events or weekly religious
congregations, which may impact the treatment schedule.

Culturally or religiously sensitive matters: Pakistani culture and religion are
deeply valued, and individuals are sensitive to practices that align with their
beliefs. Therapists should avoid including activities in the treatment plan
that conflict with local culture or religion. For example, scheduling
treatment sessions during prayer (salat) times should be avoided.

By incorporating these considerations into the treatment plan, therapists can

ensure cultural competence and enhance treatment outcomes for patients in

Pakistan.

Preparation

EMDR is an extensively interactive therapeutic approach. In the Preparation phase,

the therapist is tasked with providing psychoeducation to the patient. Subsequently,

informed consent should be obtained, and a therapeutic alliance established

between the therapist and the patient. The therapist is responsible for instructing the

patient on various aspects of EMDR, such as the utilization of bilateral eye

movements, the timing of Bilateral Stimulation, changes in movements, and the

implementation of a Stop Signal, among other techniques. Throughout the
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preparation stage, therapists need to exercise caution regarding the following

factors:

Culture and Religion
In Pakistan, individuals maintain deep connections with their cultural and religious
heritage. Therapists must refrain from discussing topics that contradict local
cultural and religious norms. For instance, referencing foods like pork, which is
prohibited in Islam, should be avoided. Similarly, actions that are culturally
inappropriate, such as requesting female patients to reveal their faces or engage in
physical contact, must be avoided.
Furthermore, therapists should employ culturally appropriate metaphors when
explaining the EMDR model or process. Conversely, therapists can incorporate
religious quotes and draw upon folk stories during treatment, as these elements
often yield significant motivational effects on the overall treatment process.
Therapists may also discuss healing rituals and other symbols pertinent to the
patient's culture or religion. For instance, verses from the Quran and Sahih al-
Bukhari can be utilized during treatment to educate and inspire patients regarding
their therapeutic journey.
a) The Prophet said, "There is no disease that Allah has created, except that
He also has created its treatment." (Sahih al-Bukhari, Volume 7, Book
71, Number 582).
b) Allah says in Quran, “And if Allah touches you with harm, none can
remove it but He, and if He touches you with good, then He is Able to
do all things” (Surah Al-AnAam, 6:17).
c¢) Allah says in Quran, “And when | am ill, it is He (Allah) who heals me"
(Surah Ash-Shu'ara’ 26:80).
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Although many educated individuals in Pakistan possess proficiency in the English

language, the majority tend to feel more at ease communicating in Urdu or their

local dialects. Therefore, therapists are encouraged to utilize the local language

when explaining the concepts and theories of EMDR. They should endeavor to

convey complex terminology by providing translations into the local language.

Table 1 illustrates examples of certain psychiatry terms translated into the local

dialect.

Table 1 Examples of Locally Comprehensible Terminologies

English and Original
Terms

Translated into Local Languages

Pushto

Urdu

Trauma

Byt L_;J;mﬁ

abisg
(Traumatic injury)
(Damage or harm)

ai\}% L} Arla
(Trauma or Injury)

Eye Movements

S S s
(Movements of Eye)

S oa S g
(Movements of Eye)

Rapid Eye Movement

S S S A
CSoa S Sy
(Fast movements of an
eye)
(Rapid eye movements)

S a8 S ¢l
(Fast movements of
an eye)

Intrusive Distressing

453 el (K55S 4lalae

Sl Jay sl Jua
ol oS Ol
(Obsessive/intrusive

Desensitization

(To Desensitize)

Memories (Intruding sad memories) | disturbing memories)
_ S s =
Insomnia (Sleeplessness) (Cannot Sleep)

(De-sensitivity)

Reprocessing

5251048 Ul o> 40
(Bring back to senses)

LY e n)eolise
(Bring it back to
sensing )
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Locally Available Literature

Therapists are advised to maintain a supply of locally published books, magazines,
and similar literature to distribute to patients. This enables patients to access
information about mental health illnesses and treatment options. Since the locally
available literature is published in native languages such as Urdu or Pashto, patients

can readily comprehend the material.

Adapting EMDR Related Terminologies

During the preparation stage, therapists should adapt EMDR-related terminology
to simpler, culturally appropriate terms for better understanding. Examples of such
adaptations include:

a) Changing "safe place" to "happy or good place" since in Pakistan, safety is
often associated with freedom from war and social violence due to ongoing
terrorism and poverty.

b) When asking patients to imagine a "safe" place, therapists should provide
culturally and religiously relevant examples, such as "family" or "heaven,"
considering the sensitivity of cultural and religious values in Pakistan.

c) In "Container Exercises," replacing "container” with terms like "basket,"
"pot,” or "jar" as the term "container" commonly refers to large trucks for
transporting goods in Pakistan. Additionally, using metaphors from Urdu
literature such as "dil" (heart) can enhance understanding.

Simplifying "positive and negative cognitions” to "good or bad cognitions” and
using simpler language when discussing cognition. For instance, instead of asking

about "negative cognitions," therapists can inquire about "bad experiences" related
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to an event. Providing lists of positive and negative cognitions in local languages

like Urdu or Pashto can facilitate patients in expressing their emotions effectively.

Assessment

During the assessment phase, therapists should carefully consider the following

elements:

a) When prompting patients to select an image, therapists must avoid
suggesting culturally or religiously inappropriate examples, particularly
when working with female patients in Pakistani culture. It's essential to
maintain sensitivity and avoid any actions that could be perceived as
unethical.

b) Similarly, when guiding patients through the process of "naming emotions,"
therapists should steer clear of culturally or religiously inappropriate words
or emotions. Additionally, some emotions in Pakistani culture may be
challenging for patients to verbalize, so therapists should be patient and
understanding.

If therapists plan to administer the Subjective Units of Distress Scale, it's crucial to
use a translated and locally adapted version. This ensures that the scale accurately

captures the patient's distress levels in a culturally relevant manner.

Desensitization
During desensitization, therapists should pay attention to the following elements:
a) It's important to avoid excessive use of eye movements during
desensitization, particularly considering that certain eye movements may be

perceived as culturally inappropriate in Pakistani culture. This is especially
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crucial when working with female patients, as cultural sensitivities should
be respected.

b) Therapists should refrain from touching patients, especially female patients,
as touching or tapping females, even on the hand, is culturally prohibited
and considered inappropriate in Pakistani culture.

Utilizing the patient's religious or spiritual beliefs can be effective for cognitive
interweaves during desensitization. Incorporating these beliefs can enhance the

therapeutic process and make it more relevant and meaningful for the patient.

Installation
During the installation phase, therapists should consider the following factors:

a) Patients, particularly if they are illiterate, may find Bilateral Stimulation
movements strange or even perceive them as magical or hypnotic. In
Pakistan, both educated and uneducated individuals may have beliefs in
magic or hypnotic powers. Consequently, patients may interpret Bilateral
Stimulation techniques such as eye movements or tapping as akin to
techniques used by magicians. It's important for therapists to address any
misconceptions about Bilateral Stimulation by explaining the process in a
simple and clear manner. Additionally, therapists should clarify that while
magic may be a cultural belief, it is prohibited in Islam, and assure patients
that Bilateral Stimulation is a therapeutic technique grounded in evidence-
based practice.

Another factor to consider during the installation phase is the cultural relevance of
the positive emotions being integrated. Therapists should ensure that the positive
emotions being installed align with the patient's cultural background and values.

Additionally, it's important to tailor the language and examples used during the
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installation process to resonate with the patient's cultural context. This can enhance
the effectiveness of the installation and improve the patient's engagement with the

therapy process.

Closure

This marks the final phase during which therapists determine whether to
proceed with closure or end therapy with the patients. Closure resembles the
preparatory stage. Therapists are tasked with offering appropriate empathy,
providing psychoeducation, and normalizing the patient’s experience through
statements. They should emphasize positive aspects by inquiring about the most
significant positive change experienced by the patient. It is imperative to adhere to
standard closure strategies, including the application of the container technique.
However, therapists must bear in mind any adjustments made to such techniques
earlier (refer to Section 2.24 for Adapting EMDR Related Terminologies).
Additionally, therapists should remind patients of previously discussed techniques
for managing emotions and self-care.

By incorporating these elements, therapists can ensure a comprehensive and

supportive closure process for their patients:

a) Closure Assessment: Prior to deciding on closure, therapists should
conduct a thorough assessment of the patient's progress and readiness for
transition.

b) Collaborative Decision-Making: The decision regarding closure should be
made collaboratively between the therapist and the patient, taking into

account the patient's goals and needs.
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¢) Review of Treatment Goals: It's beneficial to review the treatment goals
established earlier in therapy to evaluate whether they have been achieved
or require further work.

d) Discussion of Future Support: Before concluding therapy, therapists
should discuss with the patient the availability of ongoing support options,
such as follow-up sessions or referrals to other professionals if necessary.

Final Session Rituals: Consider incorporating rituals or activities in the final session
to provide closure and mark the end of the therapeutic journey, such as summarizing

progress, expressing gratitude, or setting future intentions.
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