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Armed conflict leads to increased risk of emotional distress among children and adolescents, and increased exposure to significant daily stressors such as poverty and community and family violence. Unfortunately, these increased risks usually occur in the context of largely unavailable mental health services. There is growing empirical support that evidence-based treatment techniques can be adapted and delivered by non-specialists with high fidelity and effectiveness. However, in order to improve feasibility, applicability, and outcomes, appropriate cultural and contextual adaptation is essential when delivering in different settings and cultures. This paper reports the adaptation process conducted on a new World Health Organization psychological intervention—Early Adolescent Skills for Emotions (EASE)—for use in the north of Lebanon. Lebanon is a middle-income country that hosts the largest number of refugees per capita globally. We conducted: i) a scoping review of literature on mental health in Lebanon, with a focus on Syrian refugees; ii) a rapid qualitative assessment with adolescents, caregivers, community members, and health professionals; iii) cognitive interviews regarding the applicability of EASE materials; iv) a psychologist review to reach optimal and consistent Arabic translation of key terms; v) “mock sessions” of the intervention with field staff and clinical psychology experts; vi) gathering feedback from the Training of Trainers workshop, and subsequent implementation of practice sessions; and vii) gathering feedback from the Training of Facilitators workshop, and subsequent implementation of practice sessions. Several changes were implemented to the materials—some were Lebanon-specific cultural adaptations, while others were incorporated into original materials as they were considered relevant for all contexts of adversity. Overall, our experience with adaptation of the EASE program in Lebanon is promising and indicates the acceptability and feasibility of a brief, non-specialist delivered intervention for adolescents and caregivers. The study informs the wider field of global mental health in terms of opportunities and challenges of adapting and implementing low-intensity psychological interventions in settings of low resources and high adversity.
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Introduction

There are over 25 million refugees worldwide, around half are children, and the majority (84%) are hosted in low- and middle-income countries (LMIC) (1). Children frequently experience significant stressors and barriers to healthy development during the refugee experience, including poverty, education interruptions, exposure to traumatic events, increased family and community violence, and child protection risks (2). These experiences contribute to a greatly increased risk for poor mental health (3). Host communities in LMICs also face similar stressors, associated with living in adversity, and these stressors impact significantly on child and adolescent mental health (3).

Alongside increased mental health needs in LMICs, a vast treatment gap exists, whereby the majority of individuals needing mental health treatment do not receive minimally adequate care (4, 5). Significant barriers to providing necessary support for children and adolescents in these settings include limited financial resources (4, 6, 7) and under-resourced professional mental health workforces. In low-income countries there are less than 2 mental health professionals per 100,000 population, compared with over 70 in high-income settings (8).

Accordingly, a large body of work has considered scalable psychological interventions to overcome the barriers to providing quality mental health care in LMICs. These interventions often utilize “task-shifting”, whereby non-specialists (people without professional clinical qualifications in mental health e.g. lay counselors, nurses, primary care providers, peers) are trained and supervised to deliver services that have historically been delivered by clinical professionals (9, 10). Furthermore, they may consist of briefer and simplified versions of existing evidence-based treatments, and reduce costs via alternative formats such as group-based implementation. Rather than developing disorder-specific intervention packages, focus has shifted to developing interventions that target underlying common symptoms and processes, and that are safe and effective for individuals with a range of disorders or sub-threshold distress. There is growing empirical support that these scalable low-intensity interventions can be implemented effectively by non-specialists in LMICs (11–13). The World Health Organization (WHO) is developing and testing the effectiveness of scalable psychological interventions that can be implemented by trained and supervised non-specialists in multiple cultural contexts (10). For example, Problem Management Plus, has shown efficacy in treating psychological symptoms and distress in adults, when delivered one-to-one, and in group format (14–16).

While these findings show promise for the feasibility of delivering evidence-based approaches in varying cultural settings, appropriate consideration of cultural factors is essential (17). There is evidence that culturally adapted treatments are more effective than non-adapted treatments (18–20). Although one recent meta-analysis of psychological interventions for depression in LMICs found no significant difference between adapted and non-adapted therapies (21), another meta-analysis of minimally guided treatments for depression found that treatment effects increased with additional cultural adaptations made (20). A barrier to adequately evaluating the empirical support for the process of cultural adaptation, is that the majority trials of psychological interventions in LMICs do not comprehensively outline adaptations made (22). Cultural adaptation commonly involves systematic modification of interventions and training materials to consider language, culture, and context, with the goal of ensuring that it is compatible with the client’s cultural patterns, meanings, and values (23). In order to maintain fidelity to the evidence-based treatment, it is generally recommended that the core intervention components are maintained, while other changes can be made to improve “fit,” in terms of acceptability, comprehensibility, relevance, and completeness (23). In a review of cultural adaptations of treatments for depression, Chowdhary and colleagues (24) found that the most common adaptations were made to language, context, and the person delivering the treatment, rather than to core intervention content.

War Child Holland is conducting an evaluation of a new potentially scalable intervention developed by the WHO, Early Adolescent Skills for Emotions (EASE), in Lebanon. Simultaneously it is being evaluated in three other sites: Tanzania, Pakistan, and Jordan. In Lebanon, the evaluation is part of the STRENGTHS project, that evaluates community-based mental health care implementation strategies to address the psychological needs of Syrian refugees in eight countries (25).

In this paper, we outline the process and results of formative research undertaken to culturally and contextually adapt the EASE intervention for use in the north of Lebanon. By sharing the lessons learned, we aim to contribute to a greater understanding of necessary considerations when adapting psychosocial interventions for use in new settings.



Methods


Setting

Lebanon, a middle-income country, has historically experienced significant conflicts, including a civil war from 1975 to 1990, the Hezbollah–Israel war in 2006, and internal conflicts. Additionally, Lebanon now hosts the highest number of refugees per capita globally—with an estimated 1.5 million Syrian refugees, plus large numbers of Palestinian refugees, and vulnerable Lebanese, from a total national population of 5.9 million (1, 26). As a result, there are significant challenges of limited basic infrastructure and the ability to meet educational, health, financial, and mental health needs of the entire population (26). It is estimated that over half of the individuals affected by the Syrian crisis are children; and approximately 1.4 million children in Lebanon are currently growing up at risk, with urgent unmet needs for basic services and protection (26). Most recent estimates indicate only 1.26 psychiatrists and 3.42 psychologists per 100,000 population, with only 3% working in the government sector, making mental health care often inaccessible to the most vulnerable (27).

We conducted our cultural adaptation process in the North governorate, mainly in two vulnerable areas—Beb el Tebbeneh and Hay el Tanak. These were selected as representative areas, given the high vulnerability, and a mix of cultural groups (e.g. Syrian, Lebanese, and Palestinian). When considering cultural and contextual adaptations for psychological interventions in Lebanon, it is important to note that there are vast cultural and contextual differences among different regions of Lebanon including wide variations in income, living conditions, type and opportunities of employment, religion, language, and attitudes toward mental health and associated interventions. Therefore, results of this adaptation process cannot be assumed to be nationally representative.



Intervention

EASE was developed to address internalizing problems (e.g. depression or anxiety symptoms) in 10- to 14-year-olds living in adversity (28). It consists of seven 90-min group-based sessions for adolescents focusing on four key empirically-supported strategies: understanding my feelings (emotion identification), calming my body (diaphragmatic breathing), changing my actions (behavioral activation), and solving my problems (problem solving). Additionally, three adjunctive caregiver sessions (initially developed to be 120 min each) aim to promote positive parenting practices to improve the caregiver–child relationship and enhance confidence when responding to adolescent distress. Intervention materials consist of: i) facilitator manual for delivering the sessions, ii) workbook for each adolescent to complete individual activities and home practice, iii) storybook to illustrate key concepts, iv) posters for adolescent sessions, and v) caregiver hand-outs.



Process

We followed an iterative adaptation process based on an internal WHO draft guidance on cultural adaptation of scalable psychological interventions (available on request), which draws from various resources (23, 29, 30). In the first phase, we conducted: i) literature reviews on mental health in Lebanon, with a focus on Syrian refugees; ii) a rapid qualitative assessment (RQA) with adolescents, caregivers, community members, and health professionals in Lebanon; iii) cognitive interviewing with EASE materials; iv) a psychologist Arabic read-through to reach optimal and consistent translation of key terms; and v) “mock sessions” of the intervention with field staff and clinical psychology experts. In an adaptation workshop, data from each of the five steps was reviewed to decide on necessary adaptations. Changes to materials were proposed to developers at WHO, and changes in line with the intervention model were implemented accordingly. The second phase involved: i) gathering data from the Training of Trainers workshop, and associated implementation of practice sessions; and ii) gathering data from the Training of Facilitators workshop, and associated implementation of practice sessions. Several recommendations were developed for further adaptations. This process is depicted in Figure 1. Ethical approval was obtained from Saint Joseph’s University, Beirut (USJ-2017-24).




Figure 1 | The adaptation process for Early Adolescent Skills for Emotions (EASE) in Lebanon.





Phase 1—Formative Research


Scoping Review of Literature

In order to learn from existing relevant literature, a two-part non-structured desk review was conducted. One part encompassed reviewing: i) an internal desk review conducted by partners in the STRENGTHS research consortium (available on request), investigating mental health of Syrian refugees in the Middle-East and Europe; ii) existing, known desk reviews pertaining to Syrian child and adolescent mental health (31, 32); and iii) recent internal needs assessments carried out by War Child in Lebanon, not specific to Syrian refugees. The other part took place after the RQA (described below), and further explored common issues identified in the assessment, via a non-structured literature search.



Rapid Qualitative Assessment

The aims of the RQA were to: i) understand all problems experienced by the community; ii) give insight into how problems related to mental health are expressed locally; iii) explore coping methods commonly used by adolescents, and community coping mechanisms; iv) explore awareness and communication around mental health in the community; v) map available mental health services; and vi) receive input on the planned EASE intervention delivery. The RQA took place in community centers where War Child Holland was implementing education activities.

First, free-listing interviews (29) were conducted with 11 adolescents (aged 10 to 14 years; 8 female, 3 male; 5 Syrian, 6 Lebanese), and 13 caregivers (12 female, 1 male; 4 Syrian, 9 Lebanese), invited through the community center coordinators, who were instructed to find a mixed gender sample that represented the wider community. Trained research assistants asked participants to provide information on the research question “What are all the problems that affect children and adolescents in this community?” with several probes to follow up. Responses were tallied, and the most commonly reported problems that were potentially able to be addressed via a psychological intervention, were then explored further through semi-structured interviews with different participants.

Semi-structured interviews were conducted in the format of four focus group discussions with adolescents (age 10–14, n = 15; 8 female, 7 male; 11 Syrian, 4 Lebanese); and individual key informant interviews with adolescents (age 10–14, n = 7; 3 female, 4 male; 5 Syrian, 4 Lebanese, 1 Palestinian), caregivers (n = 9; all female; 4 Syrian, 4 Lebanese, 1 Syrian-Lebanese), community members (n = 4; one community center director, one education officer, one football academy leader, and one other respected community member), and health care providers (n = 3; clinical psychologist and psychotherapist, psychologist, and social worker). The adolescents, caregiver, and community members were a purposive sample selected by community center coordinators to be either representative of the community (adolescents and caregivers) or knowledgeable about the mental health and psychosocial concerns within the community (community members). The mental health care providers were invited through sector networks in the region. Adolescent participants provided informed assent to participate and their caregivers provided informed written consent. Adult participants gave informed written consent to participate.

Interviews were audio recorded, and interviewers also took detailed notes. Interviews were transcribed verbatim and translated into English via a professional translator. At least 10% of transcripts were checked for quality and accuracy by a bilingual team member (KT). The data were analyzed through inductive thematic analysis to determine main themes and illustrative quotes (33). The results are reported in full elsewhere, but pertinent findings are reported here.



Cognitive Interviewing

The aim of the cognitive interviewing exercise was to ensure that materials were easily understood, acceptable, and relevant to the population. Two groups of adolescents (n = 8) and two groups of caregivers (n = 8) were shown the Arabic intervention materials and asked questions about whether they were relevant, understandable, and acceptable, following a semi-structured guide. The materials shown were key intervention components, which were purposefully selected to include components hypothesized by the local team to be less understandable, acceptable, or relevant in Lebanon—talking to young people about suicide, the choice of activity in the story book of “bird watching,” and the explanation of the “Tired Cycle” of behavioral inactivation due to low mood. Data was collated per concept.



Psychologist Read-Through

The purpose of the read-through was to ensure consistency, accuracy, and appropriateness of Arabic wording and idioms. The manual was translated to a formal, yet simple, Arabic in order to be understood by Lebanese, Syrians, and Palestinians. Staff from War Child Holland (three psychosocial trainers, the regional psychosocial advisor, and the research coordinator) read through materials and discussed any translation issues together. An existing glossary of mental health idioms and terminology used by Syrians was used as a reference (31).



Mock Sessions

Mock sessions were conducted via live role-plays, to allow identification of any further necessary adaptations. Attendees included: three psychosocial trainers from Lebanon, the regional psychosocial advisor, three non-Lebanese psychologists, and two non-Lebanese researchers. Each session was role-played, followed by a discussion of comprehensibility, acceptance, completeness, and relevance. This was an addition to the WHO guidance, and recommended based on field experiences indicating that this would provide substantive suggestions for changes (34).



Adaptation Workshop

A 2-day adaptation workshop was attended by representatives from organizations involved in the STRENGTHS consortium. The aim of the workshop was to review all data from Phase 1, and determine recommendations for adaptations. Recommendations were compiled for suggested adaptations to the intervention materials, training materials, or implementation considerations, and were coded according to the Bernal framework for cultural adaptation of psychological interventions (23).




Phase 2—Implementation Data


Training of Trainers and Practice Cycle

An 8-day Training of Trainers workshop was held for two trainers from Lebanon (both psychologists). Three master trainers (MA, AM, FB) conducted the training, one of which (MA) is a psychologist from Lebanon.

The two trainers and one master-trainer (MA) each conducted a supervised “practice cycle” to prepare themselves to train and supervise non-specialists in the intervention. This involved delivering the EASE intervention to three groups: one group of females (n = 7), one group of males (n = 7), and one mixed group (n = 5; 3 boys, 2 girls). Adolescents were of mixed nationalities, including Lebanese, Syrian, and Palestinian. Qualitative feedback was gathered from the trainers via session notes, supervision notes, and a debrief session at the end of the implementation.



Training of Facilitators and Practice Cycle

Two separate trainings were held with facilitators. Training was 9 days, and followed the EASE Training of Facilitators manual. It was followed by a supervised practice cycle implementation, whereby facilitators delivered the intervention to a small number of adolescents. The first training was attended by eight facilitators, with six continuing to the practice cycles. The second training involved nine facilitators, with seven continuing to practice cycles. The non-specialist facilitators did not have any formal mental health qualifications, but all had previous group facilitation experience with children or adults.

During the two supervised practice cycles, 13 facilitators implemented the EASE intervention with a total of 37 adolescents aged 10 to 14 years old, in seven groups (group sizes ranging from 3 to 11 adolescents). Adolescents were not selected specifically for high levels of distress, given that this was the first time the program had been implemented by non-specialists in Lebanon. Facilitators collected attendance data, and completed self-report fidelity checklists of the major components of the sessions, including duration.

Trainers conducted 10 structured observations in total, whereby they rated facilitators on fidelity and competency, using a standardized observation tool developed specifically for EASE (35). Facilitators were rated on whether they completed each component of the session (yes or no), on how well they delivered each section of the session (done well, done partially, needs improvement), and two general competency items which assessed the use of group facilitation skills, and basic helping skills (done well, done partially, needs improvement). Two additional competency items were to be rated if they were applicable—managing an acutely distressed participant, and demonstrating basic safety skills—however these did not arise during any of the observations. Informal qualitative feedback was collected from adolescents, caregivers, and facilitators.





Results


Phase 1—Formative Research


Scoping Review of Literature

Our review highlighted that conflict-affected Syrians experience a wide range of mental health problems including newly emerged mental health conditions caused by conflict-related experiences, as well as issues related to living conditions (31). Children and adolescents report war-related anxiety, worries about the future, and other emotional distress including grief, frustration and hopelessness (31, 32, 36, 37). Several barriers to accessing health care exist, including language barriers, stigma, and perceived power-dynamics in the therapeutic relationship (31, 32, 36). Children and adolescents experience high rates of family violence, contributing to emotional distress (36). Furthermore, high rates of substance use among adolescents are reported (36, 37). A pervasive daily stressor is poverty, and this is known to affect many other aspects of child and adolescent well-being, including lack of basic needs, poor attendance at school, child labor, substance use, and criminal activity (31, 32, 36, 37). In Lebanon, 70% of Syrian refugees live below the poverty line (26) and reports indicate that poverty and associated experiences can exacerbate hopelessness and frustration, and pre-existing mental health concerns (31, 36). Needs assessments conducted in Lebanon by War Child Holland confirm these findings and highlight the importance of interventions targeting the specific mental health and psychosocial needs of vulnerable populations in Lebanon.



Rapid Qualitative Assessment

The most common concerns reported through free listing, that were considered potentially viable to be addressed in a psychological intervention, were: i) physical violence and abuse (among children and adolescents, and from caregivers or teachers toward children and adolescents); ii) neglect and emotional abuse from parents; iii) emotional abuse among children and adolescents (primarily bullying and teasing); and iv) substance use (alcohol, tobacco, and other drugs) among children and adolescents. The framework analysis resulted in seven themes, which are presented in Table 1.


Table 1 | Findings From the Rapid Qualitative Assessment in Lebanon.






Cognitive Interviewing

Results of the cognitive interviewing indicated that the content was relevant and comprehensible, and the language was simple and easy to understand. Importantly, several findings informed intervention delivery. Adolescents commonly endorsed that psychosocial problems occurred for friends or neighbors, rather than reporting that these problems occurred in their own life. The local team perceived this to be due to a cultural expectation that events occurring within the family home should not be discussed with others. Furthermore, thorough explanation of the EASE strategies was required in order for adolescents to fully grasp them. For the Tired Cycle in particular, explanation on the linkages between mood and behaviors, and the directional nature of the cycle needed to be expanded.

Caregivers were talkative and liked the opportunity to share experiences. Caregivers were worried that suicide would be discussed with their children, as this was perceived to increase the risk of suicide. When they were asked if it is acceptable to talk about suicide, one caregiver said: “With the parents yes, but with the child, no.” Another caregiver further explained: “No because the child will have this idea in their head and they will want to do it!” This highlighted the need for thorough explanation about the reasons for discussing suicide with young people. Physical punishment was openly discussed by caregivers, and reportedly very common, with many stating that it was necessary because they had no other options. Additionally, caregivers recognized the need for taking care of themselves, but found it hard to implement. This highlighted that discussing these topics would be suitable in the intervention, but with sensitivity.



Psychologist Read-Through

The language of the EASE materials was generally perceived to be understandable, and several revisions were made for consistency, accuracy, and simplifying terminology. One example was a change in the word for “emotional problems” in Arabic from “mashakel 3atifiah” (i.e. emotional problems) to “mashakel nafsiah” (i.e. psychological problems), as the first had connotations of “romantic problems.” Furthermore, the concept of suicidality was introduced via a culturally appropriate phrase: “Sometimes people have thoughts that their life is not worth living or they wish they would fall asleep and not wake up.”



Mock Sessions

Overall the experience of the mock sessions indicated that the content and ideas were largely relevant, acceptable, and understandable in the Lebanese context. Several suggested edits to the original version were identified, to improve facilitators’ ease of use of the manual and increase participant engagement more generally across all contexts. Furthermore, several cultural adaptations were identified for use in Lebanon.



Adaptation Workshop

All recommendations for changes from the previous five steps were summarized and discussed, and the changes implemented are shown in Table 2. One substantial change to EASE content was adapting the “Tired Cycle” for behavior activation, which previously focused on the inactivity associated with depression. Given the critical prevalence and impact of aggression and violence in the communities, this was adapted to the “Vicious Cycle,” with examples provided for how behavioral cycles can also work to maintain anxiety and anger, and prevent engagement in personally valued activities.


Table 2 | Adaptations Made in Phase 1 for Early Adolescent Skills for Emotions (EASE) Materials and Implementation in Lebanon (Coded by Bernal Framework).








Translation of Revised Materials

Professional translators translated the revised materials into English. We intended to translate the storybook into simplified, local language. However, based on feedback from trainers and facilitators, it was translated to simple, yet formal written Arabic, and facilitators could adapt the language during delivery. The glossary of key terms in Arabic for EASE, plus common terms for idioms of distress in Syrian Arabic, were provided to facilitators and they were encouraged to use them in their delivery of sessions as appropriate.




Phase 2—Implementation Data


Training of Trainers and Practice Cycles

Through this implementation, it was determined that separation of groups by gender (as recommended by the EASE manual) is beneficial to promote comfort and openness. Similarly siblings and relatives should be separated, where possible, to prevent reticence when discussing personal details. Further, it was determined that the presence of a male facilitator (alongside a female facilitator) was accepted by female adolescents. Significant behavior problems (for example leaving the classroom, and bullying) were experienced in the male group, such that the group was discontinued and individual support provided to interested adolescents. This supports the RQA findings that externalizing problems are salient in this population, and highlights the importance of training facilitators in additional behavioral management strategies in Lebanon. Specific feedback and recommendations for future adaptations to the intervention and implementation are collated in Table 3.


Table 3 | Feedback gathered from Training of Facilitators and Training of Trainers practice cycles and recommendations for further adaptations to Early Adolescent Skills for Emotions materials and implementation in Lebanon.






Training of Facilitators and Practice Cycles

On average, session duration was between 1.5 and 2 h. Attendance was variable, particularly for later children and caregivers sessions, ranging between an average of 53% and 89% per session. Facilitator-reported fidelity to the major components of the intervention was generally high, with low-fidelity reported for some specific sessions, sometimes due to the shortening of session time due to practical issues, or only one participant attending and therefore some group activities not being completed.

Trainer-observed fidelity was slightly lower, however overall, most facilitators were implementing the majority of the components in most sessions. Some items were not completed due to lack of time. Competency ratings for delivery of EASE content were rated high, and the majority of ratings on the core competencies of group facilitation and basic helping skills were the highest possible score.

Facilitators gathered and documented feedback from adolescents and caregivers at the end of the program. Overall, feedback was positive. Adolescents found the problem-solving strategy (managing my problems) most useful, and were commonly practicing diaphragmatic breathing. Some adolescents could not personally relate to the vicious cycle, which described the link between mood and detrimental behavior patterns that took them away from meaningful activities. In cases where children could not identify meaningful activities that were being impacted, facilitators asked children to use the behavioral activation strategy (changing my actions) to increase pleasurable activities, or improve everyday planning. Caregivers reported finding the diaphragmatic breathing strategy, and the exercise about caregiver strengths useful and felt that they were using more supportive and less harsh parenting techniques. Caregivers reported challenges around the implementation of quality time, given the large family sizes and time limitations and facilitators handled this as specified in the manual in terms of emphasizing brief moments. Specific feedback and recommendations for future adaptation to be implemented by WHO, are collated in Table 3.





Discussion

The aim of this study was to culturally and contextually adapt the EASE program for young adolescents in the north of Lebanon. We conducted a scoping review of the literature, RQA, cognitive interviewing, psychologist read-through, and mock sessions, and gathered data and feedback during training and practice cycles. Based on the findings, we made several minor and several more substantial adaptations to the materials and implementation methods.

Our study lends support to the utility of conducting a careful and rigorous adaptation process before delivering an intervention in a new setting. We identified several important adaptations to key components of EASE that enhanced relevance and completeness in addressing the common experiences of adolescents in this community. First, the most substantial change to content of adolescent EASE sessions was the incorporation of examples of anger and bullying throughout the materials, given the high prevalence and impact. This notably included adapting the inactivity cycle of depression, to the broader “vicious cycle” which incorporates processes maintaining a spectrum of emotional distress behaviors (including anger and anxiety). Behavior activation is considered to be an effective and cost-effective technique suitable for wide-scale dissemination by non-specialists (38). However, while the strategy is commonly used to address inactivity associated with depressed mood, it has been previously noted that expanding the focus away from depressed mood and toward encompassing a broader concept of maladaptive behavior patterns interfering with valued activities, may reduce the impact of stigma related to depression, and increase cross-cultural applicability and relevance (39). This is in line with evidence that presentations of depression symptoms vary in different cultural contexts, and also in populations exposed to trauma (40). It also corresponds to adaptations made to an online psychological intervention for adults in Lebanon, where the focus was shifted away from inactivity as a symptom of depressed mood, with emphasis instead on increasing pleasurable activities to lift mood (41). Second, given the number and intensity of problems faced by adolescents in this context, with many outside the adolescents’ personal control (e.g. poverty, community violence), facilitators were required to more actively support adolescents to identify and prioritize appropriate problems for the problem-solving strategy. Third, the most significant change to the caregiver EASE content was the consideration of large families and limited physical space for the quality time strategy. Facilitators encouraged parents to keep quality time brief, and to accommodate for times where other siblings will also be present, by ensuring that individual attention is provided to each child. Fourth, given parents’ low literacy and education background, the amount of session content was reduced in order to retain only the key strategies and concepts.

Several changes were also recommended for session delivery. Given that adolescents often had a lack of opportunity for active play, and often had interruptions to schooling which meant that they were not accustomed to attending for long periods, there was a need for activities to be more physically active and interactive in order to maintain focus and engagement. Specific guidance should be given for facilitators on setting up group rules, and coaching children in group and pair work. Similarly for caregivers, it was recommended to increase interaction and reduce didactic presentations.

The types of adaptations made for EASE, are similar to adaptations made in other cultural adaptations in the mental health field. A recent systematic review of depression interventions for adults found that the most commonly adapted components were related to: language, facilitator, and context (24). EASE content was already simplified with non-specialists in mind, however gender matching of facilitators was carefully considered. Additional training for non-specialist providers was developed, covering topics of behavior management, and responding to disclosure of grief, substance use, and abuse. Significant adaptations were made based on context, including considerations around requirement of resources such as colored pencils, balloons, and costumes.

Based on our experiences, we provide several key recommendations for the process of cultural and contextual adaptation of psychological interventions. Firstly, when developing psychological interventions for use across contexts, material should consider low literacy and education levels of participants, low resources available, and non-specialist training of providers. Additionally, while materials will never be devoid of culture, several features can be incorporated to enable easier adaptation in new contexts, including: i) explicit mention of origin of materials including evidence for the use of each strategy; ii) specification of discrete sections that will likely need cultural adaptation (e.g. case stories that can be easily replaced); or iii) developing materials such that they are relevant in several different cultural contexts (e.g. key characters and illustrations used in the material are gender-neutral, age-ambivalent, without culturally important details that are not significant for the message that is being conveyed). Secondly, the mock sessions gleaned numerous useful suggestions for cultural adaptation as well as improvement of materials more broadly, and therefore are recommended as an important and cost-effective step, prior to training of facilitators and translation of final products.

We experienced several significant challenges during the adaptation process. Foremost, we had challenges relating to using formal written Arabic compared to colloquial versions. Initially we intended to translate materials into simplified and more local language, however facilitators reported a unanimous preference to receive the materials in simple, formal written Arabic, and would adapt the language during delivery to suit participants. Some facilitators were Lebanese and others were Syrian, while many of the adolescents in the program were Syrian. Therefore, exact matching of accent and colloquial terms used between facilitator and adolescents was not achievable. It is important to further note that Arabic dialects vary by region and by socio-economic status in Lebanon. Future work in Lebanon should aim to engage bilingual individuals with a strong mental health background as well as extensive knowledge of local languages, in order to optimally adapt terminology to be understood by facilitators, adolescents, and caregivers in these diverse communities.

One of our major challenges, relating to uptake and attendance at sessions, was scheduling implementation of EASE sessions around school and work commitments. The Ministry of Education and Higher Education in Lebanon has implemented double-shift schools in Lebanon, in a response to vastly increased numbers of school-age children and adolescents following the Syrian crisis, meaning that children were attending school at different times of the day. Additionally, high rates of child labor presented a significant challenge for attendance. Unfortunately, literature indicates that child labor is a risk factor for increased psychological distress and other protection needs (3). Our experience supports a need for integrated multi-sector programming that includes efforts to reduce child labor within communities, as well as providing multiple options for mental health services, to ensure that the most vulnerable children and adolescents are being reached. This may include flexible one-to-one sessions for those that cannot attend group sessions, or online or telephone options. A group format was selected for EASE in order to reduce resources needed for delivery and increase coverage, however future implementation research should evaluate cost-effectiveness, taking into account attendance rates in different settings, and the likely consequent attenuated impact associated with poorer attendance.

Our experience during the adaptation process conducted for EASE elucidates a core dilemma in delivering culturally sensitive treatments. On the one hand, there are significant cost-benefits and quality assurance advantages to maintaining core base materials for scalable interventions, which can be readily adapted to new contexts and cultures, and this may be a pre-requisite for replication of evidence-based treatments. Furthermore, developing consistent core intervention materials for use across various contexts, more readily enables development of global training and supervision networks, and effective integration of improvements and lessons learned from different settings. On the other hand, Kirmayer (17) argues that the evidence underlying evidence-based treatments is grounded in particular cultural assumptions that are deeply embedded in our diagnostic frameworks, interventions, and measured outcomes, and therefore does not adequately address cultural diversity. From this view, a more ground-up approach may be preferable for optimally incorporating cultural understandings and processes of illness and healing into our practice (17, 42). Rousseau and Kirmayer (42) caution against attributing the efficacy of culturally adapted treatments solely to the underlying psychotherapeutic framework, and instead encourage evaluation of the added cultural elements as explicit active ingredients for change themselves.

The EASE intervention was developed primarily for internalizing symptoms of depression and anxiety, and therefore during our adaptation process there was limited scope to add alternative strategies or significant focus on the problems reported during our formative work in vulnerable communities in Lebanon (e.g. significant prevalence of externalizing symptoms). Conversely, there is significant comorbidity between externalizing and internalizing problems, and increasing evidence for transdiagnostic approaches to address both (43). In the Lebanon context, where externalizing problems may be prominent, it will be important to understand the impact of the transdiagnostic components in EASE on both externalizing and internalizing symptoms. An additional key recommendation for future implementation and research is that early formative work in a new setting (including literature reviews and RQAs) should be conducted prior to selecting or developing new interventions to adapt and apply, based on identified context-specific priorities and understandings. It is imperative that flexible funding structures allow for such careful cultural enquiry prior to the selection of evidence-based approaches to implement.

Overall, our experience with adaptation of the EASE program in the north of Lebanon is promising and indicates the suitability of a brief, non-specialist delivered intervention for adolescents and caregivers. The research informs the wider field of global mental health in terms of opportunities and challenges of implementing psychological interventions in diverse settings of low resources and high adversity, and the potential to contribute to closing the global treatment gap (4). Child and adolescent mental health continues to be an area lacking sufficient attention, especially in under-resourced settings (7), and the results of this formative work, and forthcoming pilot trial and randomized controlled trial will provide further evidence on effective strategies to address this global issue (35).
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‘Addlescents were very excied by ceticates.

‘Separaton of roups by gendar s benafial o promote comiort and opannoss.
‘Sbings and relatives shoukd be separated wher & possBe 1o prevent re1onco when

cussing personal detas.

Tho presence ofa malo facitaor i th femalo roup was accepted.
Addlesconts had dificuty with th folowing aspects of discete srategis:

dentiying strongths, often naming skils nstead

dentiying arango of emaions, and recaling emotons acoss & ul day
managing dazy fesings, and focusing forng periods during bxeating exerciss.

ersonaly atng 10 he vicous cydle

veaking specifc tasks down into smaller steps for behavioral actiaton
remermbering to seek aduit support i problem soking srategy

Pt  SCISCNETG. OF: gD - wssins .
essental, and consderatons must be made for
‘competng acttes such as schod, payer,
‘ommon employment tmes, and other recreatonal
programs.

Strateges noed 1o bo in piace o remind and
encourage both caregivers and adolescents 1o
atend, inchucing phona cals prio 0 gach session.
Transporation suppot shoud be amanged (o
caregers.

s recommended that bricer sessions, wi
fecced conten, bo schedued i s sitng
whers caregivers have many competing
responsiitis.

Rather than addng an addional session (which
o increase resources requied) s
recommended that adequate time s providsd
g the frstsession 0 alow chidken o “warm
" ethe via increased tme alotted, o reckcton
of contet.

The nstructons for homowork tasks shouid bo as
simgde as possie, and the importance of
‘acequate reew and troukseshooting of homonork
at thestat of each sesson shaud be emphasized
‘o facitator.

To factat home practice imoting ideiicaion o
ematons, a poster which csplays a rango of
foolngs, can be provided to chidren 10 tako homo.
A smat caetration codd be added to the fa
session,with asmal efeshmont, and certéicate
presentaton to mark the competon o the
program.

To mantan moiwation, the cerficate coud be
mentonod o adolescents at tho bogining of
program.

It is important to consder group composiion i
toms.of gonder matching of paricigants and
facitators, and famsy members.

1t is important that fecitators are sk i using
prompts and questons o support adoescents
anc carogivers with common chalenges, re able
1o descrbe srategies i aermathe vays, and able
o provide a mttuds of examples.
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(Caregiver and adoscent low education and low ieracy were common chalkages.
Facitators ofien had to ofer adaplaions s recuted for eracy chalenges (6. optons
of draving)

Acksesconts 5 ot have many opportutos or actve play oo sesisons, and ofen
had noupted schacing,

Acksesconts nc fcitatrs ccated a prferoncfo oo actvetasks  he addescont
sessions, nd adlsoents partutty nfoyod achis ht icuded caving oo
cobreg.

Gareghers and faoltators also indcated a preference for Mo group dscusson and
acioleaming opporunites i carogvor sasion ator thn oot ko ey were
ommon chatenges presenators.

Caregies appeared 10 10ko a passiv 10 in 10 sessions, rahe than aciely GG
25 tho oy agents ofchango n thor amics.

Thore s s0ms concer vihen careghes werd nvodueed 0 o concept of (aking 1o
chicron about sicda~ 1 was fal that 1 woud Poduce  naw oa 1 chikken and
fead thom 0 consdor sucdo, Furthr,n 145 cufur, sicid s forbicden, and kg
about tatais a taboo.

It becamo apparent that thero was a méunderstanding abot tho concept of
‘confdentalty. Whie chicken were asked {0 agree o maintain conficntalty of the dotals
Sharo by thex poers wilh tho sossons, and word nformed tha faciators woud ot
icuss any dotals of what thoy had shared wih the caregivers (6xcopt whon a saty
‘concem arose), chidren relayed to parents that they had been instucted ot 0 tel
paronts anything about he session contant. Somo parents ised concom about .
Famies wero reportng a muttude of other needs, incuing heath, educaton, f00d,
shater, and cash assstance.

Adlesconts noedod moro SUpROr 1o work n s o QFOUPS; g that they may ot
have atended any 5ch00,or it Schoo) hese K e ot ahiays wel Geveloped.

A timos thoro were sgnficant behavira issues wilhn tho groups (or amp leavng the
classroom, and bulyng)

Tho fomat o tho marual was chasengg 10 folow.
Facitators, rocommondod hat ho Arabic ansiton coukd bo mproved via sipiyng
e 0 hose moro commonly usedn veryday guage.

Low atondanco rates wero cbsenvd.

here viere chalonges whero chiven orcarogvers had mised a session and attendedt &
Pavpisip .S bislesh i grmdipalpeiss mariy

Recommendation for implementation i this
sotting

Whie the orgnal manual was developed wih
Reracy n mind, further acapiations coul b mado
0 address low teracy and aducaton n both chid
and carogiver sossions —such as adaplatons 10
xrcisos to aduco rlance on Heracy, and
‘smpicaton of content.

1t vl bo important 10 increase varied methods o
2civo and nfractiv exerciss to onhance nfrest
and futheractive-partiopation of aclescents and
careghers, such as more opportunles fo 106~
play, crawing, and enhancng engagement i the
storybook.

n s confaxt thare should bo a greatr amphasis
o using energiers, to maintai engagement.

his topic should be intioduoed 10 Caregiers i
more depth, prio 1 the commencement, and
dung the earl stages of e program.
Caregiers shoud be infomed about the rasonal
fortalking to chiven about suicde, and provided
vith explanations to dispel myths around suicide.
Caregivers shauid be reassied cearly that the
EASE soss0ns do not imote taking with chidien
about the topic of suicide, besdes mentioning that
it aisos s a concen fo a partuiar chid, vl
o folowed up fo thei safey, and hat s
onered n the condentiaty expianaion for
chion.

In setings where prcr experence with heath and
metal heath senvioas i mited, s mporant o
expisin confdentalty ceary, and ensure adequate
nderstandig rom chicken and caregiers.

I settings where Other basic needs are ofen
unvmet, st of options for support shouid bo
provided to famsos at the commencement of o
programto facitate access. For Lobanon, thare s
an existing st of otines that faites that can cal
for informaton on acosss o senvoas 1 varous
sectors.

In i seting, facitators shoukd provide futhe
uidanco and support for adlescents i pa and
7oup work and not assume that this 5 a pre-
existing sl set.

Adequate time shoud be spent on estabising
roup s and expeciaions

Facitators shod bo well ranad in behavior
management in group settngs. Ciear quidanco’s.
oadd rogarding stuations whero a Chid displays
severs chalingng bohavors.

The manual shouid be as simple o read and use
as possb.

Aabic ansiation coukd be Smpifed.

Partcpants shoud be brisy iformed of what the
mein aciiies were when they missed a sesson.
proemgmeigabaple iy
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* More instuctions added on endng the program with a
osledraory aciy.

+ Training acded on how 10 respond (ot itervens) when issuss of
e, abuso, or substanco use arise (how 0 ospond
‘appropriate, proviing factators it referal nformation and
‘capaciy to recognize 5suss)

+ Content in session 1 was rocuoe to alow chidren tme 10 get
comorable.

Incorporated ange/extemalzing probs and aggression

ougnout For example:

+ Tred cyce for behavor aciiaton was previousy focused on the.
inaciity associaied with depression. T was adapted 10 the
~icous ey [ Avabic—"icous Spial), wih xamples
provided for cycies of ety and anger/aggressen.

+ More focus was added to doing things that re important 10 you.
ather than nactviy.

+ Gaiming my body strategy suggested fo use ith anger.

+ Bamples of socl probems swch as angeraggesson o
bulying ke or prctiem solvng strategy and stoy.

+ Wihen dscussing understanding feoings, added rationdl that
adolescents sometimas fos bat i and act out 25 a resul—
for both chidren and caregrvers.

+ Bxamples for caregers wero amended 10 incde menton of
‘extemaizng problems.

+ For e sttegy “cranging my acions—faciators nesd 10 be.
rainod o how 0 help Seect appropriteactes n s context
and st a0 how 0 flow up witheach i o ok
sutab.

+ oo adloscents re ey 0 have many protios, a step of
poizaion ofprotlos was addec, a adlesoonts aro taught
0 considrprtiams that adher o the 3 S5~ sovable,smal,
0 spectic. Morevared xampies s ckded im0
suppor se of o stategy:

+ Variod coping stategies wore acded when discussig heohd and
e coping. Faciatos shoud bo e to ncorporals
et statege o specifc goup.

- When caogiers are considoring acescent stenghs, thoy
shoukd bo encourage o thnk moro broady than st stenghs.
eated 0 copig sateges.

Detaded training needed fo facitators, to provde expianaion

g examples of Pow {0 discuss sirategies wib chidren

+ Facitators wil need aning on how to hande dscosures of
abuse.

+ Facitators il need more eiring on parenting srateges, 10
deive parenting sessions vl nd 10 be ade 10 answer
cuestons. They vl a0 need tianing on how 1o manage
takatie parens.

- For cnid sessons—mora iteractive methocs were added 1o
‘ensure engagement and attention (6. role plays, drawing), and
alow interacive group exercses.

+ Expanations for chicren and careghers shoud bo simpifed as
much as possitie, and focus on key poits only.

+ I tho carogier groups aro mied gonder, faciators shoukd
‘onsur this i considered when making pars or activtes.

+ Caregier sessions wero et to bo moro interactive a0 daw
‘on parcpant experience, athe than ddacts presentations.

‘Schecuing needs to be around schoo! acivites, and praye tmes.

G, abuse, and substanco use re common. They are ot
addressed anywhere specicaly i the manual.

‘Chiren are notused to discussing thei emosons, and need some.
me and ntroductory achities o fesl comiortable.

Physcal voence, anger aggression, and buling are common
problems.

We heard examples of negative coping mechaniss inthe ROA, but
nderstanding of mental hesth concorms is lacking, and thero are high
el of sigrma.

Poverty and crowded Ivng spaces e penvasie, and chidren may
akeady bo working, thrclore sutaio erioyatle or meanng’ul
acivies may vay.

‘Cnikven have many problams, and many of them are ot of i
conto.

‘Coping stategies may vary i the context. Need to consider and
ncourage broader coping Siatoges.

Facitators wi be non-spedalst and wil therfore need more detaled
ranig

Facitators need core understancing and knowedge of chidren's wel-
being and postive parentig.

Aouso s common n the commudy.

Pasents wero ver talative in formatie esearch, and Bked the chance
o share experiences.

I s contex, adciesosnis ofen do not have space o piay and do
ot attend school. Extemalizng protiems are 50 common,
Tnereore keeping sessions acive wil increase engagement.
Inclusion o teracte group acthtes wil lso reduce the ndidual
focus, and broaden the Concapts 0 Gover social teractons whch
are mportant n this contex.

‘Consideaton of gend s needed.

Tho cnidren and caregers wilhave low eracy and educaton, nd
ey vl have roublo engaging wih engihy sessions f thoy are
‘Gdacic. Conoepts shouid be presented as simply as possie.
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Theme. Key findings. Quote.

1. Emotonal  Emotional and physical violonco were reported by Of course, amotional abuse. There i o tendemess. from the moler, there s beatng flom
abse,bulying,  adoloscents and aduts a5 vey Common i the the fathr, thee s Gominaton rom the brother ... What would a1 do to the chid?
and physical commonites. (Commurity menber femle, Lebanese)

volonco, + Sewal abuso was dso menionsd.

+ Souces of vidknco coud b from teachars at
Schoo, vithin the home, or ameng chicken.
* H was atiuted to poor parenting, poverty, and

‘confict betureen ethnic groups.
2.Swbstance  Substance Use among addlescents was reparied | maan thera s smokig. You foi 6 there s smoking. You find many peope are .. | maan
e s common, nckuding cinking aonc, Smckng 1Know a K who i row 14 years okdand ho smokes, and he has boen sroking for about 5
‘igaretts, and taking pls. years. | mean ' not recent. Mother, Syrar)
+ There was imted undersinding abaut the prysical One of s causes i that thero 7o young pooplo who o ot continue e stukes, they
ared peychcogca mpact of substance use. cropped ot o school and they have /b, they e i an area where ther are 10 jobs,

+ Perceved causes wero boredom, lack of and (hy ool stuing .. ono of 5 esuls & tat they have o money,they become
‘opporurites, povet, and paentig nences. jobiss,Lhey ik anc oo crugs, they befave badly, ot {o menton that they might also
+ Parceved ofects wero an increase i viclence, stea, (Comimurty merber,femae, Lebanese)
and solaon rom amiy mombers.
G.Poverty = This was percetved to be major day stessor. s, ' e, Wo have chionin schoo! who are n0 onger in school because thek father i
+ Poverty and ok of ecucation are cycica;chicken ot present, and they Gan', 50 thei mother stopped sencing them to Schod, boys in our
rop 0ut of school to work and peovide forthe  lass, andlnow hey work.
famiy. (FGD gits, Syrian)
« Famdes unable o provide essenils such as
housing cothing, food e,
« Pacoved impact was widereaching, vih
‘connactons mentoned betveen poverty and
abuse, ciminal acthity, substance use, and

‘emotiondl provlems.
2. Otber + Tonsons botweon Lebaneso and Syrians were .. am L6ng you | now have a compex rom tho word “That Syrian” and “Thoso Syras,”
proviems reported as a common problem. Wi Syrians as f hose” are stupid animals, and you don' fee ke @ Syran. We con't el et /s
eported ool discriminaton fom Lebaness, the Labanosa  nationalty ammore.

respondens are issatisied wih wih the Syian (Mo, Syrin)

« Sigratwaion was repored, and was
‘experiencad based on ethiciy, povery, and
mental health problems,

+ Intorostingy, there was It mention of traumatic
‘ovents stemming fom the Syran confict—though
separaton from loved anes and disruption of
social support were mertioned.

5.Communty Negatve copng mechanisms were reportedy: They tak 0 thei fiends and parents the mast, bt they don't ak t0 @ hospita and there
avarenoss of substance use, vidence, and nomalzaion of  are 10 Such centers hee

menta hesth abuse. oy, Lebansse)

andoopng = Posiive coping mechanisms were_reportedy:

mechaniems taking v fncs and parnts (especaly

mathers), soeking assistance, 1l of g0
parenting, taking pa n actiies, and supporie
frondstips
+ Thero was a varod kvl of mentd hoath
‘awareness. Onlyfew respondents inked probiems.
o menta haith.
* Theo were vaying opiions on secking
assistance and on the benelts of mental health
inteventions, they ere seen a taboo.
6. Mental health + Menta heath professionas have good knowiedge 1 mean, they noed mora han st a 50ss, they need more. | mean, mave than st a

servos mapping  on wh s avalab, but the majorty of reeral 0 an associaton that may or may ot help them. There are many lacking senves.
‘communty members are not avare of the (Senvics provicer, emal, Lebansse)
senvices avalable.

+ There was a eported suspicen of s work of ron-
‘govemmenta rganzaions, s of qualty and
1841855 10 both Syans e Lebanes, and scme
ospondents el that such ssues were et dalt
PR





