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Major depressive disorder (MDD) ranks as the 24th leading cause of disability-adjusted life years worldwide, 
contributing substantially to the global mental health burden. In Pakistan, socioeconomic challenges such 
as poverty, political instability, and inadequate mental health resources exacerbate the high prevalence of 
MDD. Eye movement desensitization and reprocessing (EMDR) therapy, although globally recognized as an 
effective evidence-based intervention for MDD, reflects Western psychological frameworks that may not align 
with the sociocultural realities of non-Western contexts like Pakistan. Moreover, limited empirical research 
exists on the cultural and methodological adaptation of EMDR therapy in Pakistan. To bridge these research 
gaps, this study focused on developing a culturally and methodologically adapted DeprEnd EMDR therapy 
protocol to suit the distinct needs of clients and therapists in Pakistan. Utilizing a qualitative exploratory 
research design, the study integrated insights from a narrative literature review and expert focus group 
discussions to identify essential adaptations across all phases of the DeprEnd EMDR therapy protocol. The 
findings of this study revealed several critical cultural and methodological adaptations necessary to enhance 
the effectiveness of the DeprEnd EMDR therapy protocol in Pakistan. Key cultural themes included integration 
of local languages, cultural metaphors, and religious practices; addressing stigma; involving families for 
support; and ensuring gender-sensitive practices. Methodological themes emphasized restructured therapy 
phases, use of visual assessment tools, simplified language, and adaptation for online delivery to improve 
accessibility and therapeutic outcomes. These adaptations align the DeprEnd EMDR therapy protocol with 
the collectivist, resource-limited context of Pakistan, promoting its acceptance and efficacy. To conclude, 
this research created a culturally and methodologically adapted DeprEnd EMDR therapy protocol specifically 
designed for Pakistan. The adapted protocol is scalable and holds promise for broader use in other South 
Asian nations with comparable cultural contexts. Therefore, by bridging global practices with local needs, 
this research provides a major contribution to the evolving field of culturally competent mental healthcare.

Introduction

   Major depressive disorder (MDD) is a recognized mental health 
problem affecting millions globally, with notable prevalence 
in Pakistan. Recent data from The Lancet Psychiatry highlight 
alarming global trends. In 2019, an estimated 279.60 million 
people worldwide were living with depressive disorders (95% 
confidence interval [CI]: 251.60 million to 310.30 million). This 
figure represents the total number of existing cases (prevalence) 
of depressive disorders during that year, not just new diagnoses. 
The data come from the 2019 Global Burden of Disease Study, 
which analyzed the impact of 12 mental disorders across 204 
countries and territories between 1990 and 2019 [  1 ]. An increase 
in these figures was observed during the COVID-19 pandemic, 
with an addition of 53.2 million cases (95% CI: 44.80 to 62.90) 
[  2 ]. Due to such an abrupt increase in the global prevalence of 
depressive disorders, scientists call it a “disease of modernity” [  3 ]. 

MDD impairs individual well-being and functioning, making 
it imperative to address this condition effectively, since it can 
lead to increased healthcare costs, decreased productivity, and 
higher rates of disability [  4 ].

   Fortunately, MDD is treatable, and scientists tend to favor 
psychotherapy over pharmacotherapy, as it is more effective, 
particularly for long-term treatment, whereas medications often 
come with negative side effects and withdrawal symptoms [  5 ,  6 ]. 
Modern evidence-based psychotherapies such as eye movement 
desensitization and reprocessing (EMDR) therapy have globally 
shown high effectiveness in treating depressive symptoms [  7 ]. 
However, EMDR therapy was developed in the United States by 
Francine Shapiro and is primarily based on Western psycho-
logical paradigms [  8 ]. However, its pertinency in non-Western 
settings remains an area of active research, because various cul-
tural factors may considerably influence both symptom presen-
tation and treatment responsiveness [  9 ]. This raises a pertinent 

Citation: Khan A, Madihie Ab. 
Developing a Culturally and 
Methodologically Adapted Eye 
Movement Desensitization and 
Reprocessing Therapy Protocol 
for Major Depressive Disorder 
in Pakistan. J. EMDR. Pract. Res. 
2025;19:Article 0005. https://doi.
org/10.34133/jemdr.0005

Submitted 21 January 2025  
Revised 4 April 2025  
Accepted 7 April 2025  
Published 29 May 2025

Copyright © 2025 Anwar Khan and 
Amalia bt Madihie. Exclusive licensee 
EMDR International Association, USA. 
No claim to original U.S. Government 
Works. Distributed under a Creative 
Commons Attribution License  
(CC BY 4.0).

D
ow

nloaded from
 https://spj.science.org on June 03, 2025

https://doi.org/10.34133/jemdr.0005
mailto:akpashtoon1981@gmail.com
https://doi.org/10.34133/jemdr.0005
https://doi.org/10.34133/jemdr.0005
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.34133%2Fjemdr.0005&domain=pdf&date_stamp=2025-05-29


Khan and Madihie 2025 | https://doi.org/10.34133/jemdr.0005 2

question: “Do the standard EMDR therapy protocols for depres-
sion align with the cultural and therapeutic requirements of 
non-Western populations?”

   In Pakistan, mental health is likely to be influenced by several 
societal factors, such as cultural norms and stigmas surrounding 
mental illness, lack of access to mental health resources, and 
socioeconomic disparities [  10 ]. Moreover, limited professional 
resources in the country impact treatment accessibility [  11 ]. In 
such circumstances, there is an urgent need for culturally appro-
priate mental healthcare interventions that can address the 
treatment challenges faced by local people from various back-
grounds. This can help to ensure that everyone has equitable 
access to effective mental healthcare. Therefore, identifying 
necessary modifications in EMDR therapy—such as adjust-
ments to language, incorporating indigenous healing practices, 
using culturally relevant narratives and symbols, changing the 
session structure, and resource-building techniques—is essential 
for ensuring its effectiveness in treating MDD among locals in 
Pakistan. This necessitates a systematic investigation into an 
important research question: “What cultural and methodologi-
cal adaptations are required to design an adapted DeprEnd 
EMDR therapy protocol with enhanced effectiveness in the 
treatment of MDD in Pakistan?” This research question is criti-
cal because it addresses a foundational literature gap. By answer-
ing this question, this study will provide a standard framework 
for future research, ensuring that subsequent modifications in 
EMDR therapy are based on empirical evidence.

   In short, to address the research questions outlined above, 
this study aims to incorporate cultural and methodological adap-
tations into the DeprEnd EMDR therapy protocol for tailoring 
it to the distinct needs of clients and therapists in Pakistan. Using 
a qualitative exploratory research approach, the study combines 
insights from a narrative literature review and expert focus group 
discussions to discover critical changes throughout the DeprEnd 
EMDR therapy process. Additionally, this study seeks to extend 
the applicability of this adapted DeprEnd EMDR therapy proto-
col to neighboring Asian countries, including India, Bangladesh, 
Afghanistan, and Iran, which share similar cultural contexts and 
mental health systems. The study aspires to make a major con-
tribution to the field of culturally adaptive mental health inter-
ventions in the South Asian region.  

State of mental healthcare in Pakistan
   Mental health is an essential aspect of overall well-being, yet 
it remains an area requiring greater focus in Pakistan. In 
Pakistan, the average person’s mental health is likely to be 
influenced by a number of socioeconomic challenges, includ-
ing inadequate infrastructure, economic crises, and illiteracy 
[  12 ]. The recent statistics revealed that around 24 million indi-
viduals in Pakistan require mental health treatment [  13 ]. The 
mental healthcare system of Pakistan is still in the process of 
development, with approximately 600 licensed psychiatrists 
and most mental health services concentrated in large teach-
ing hospitals [ 10 ].

   Numerous research studies on Pakistan have reported a high 
prevalence of depressive disorders. For instance, a recent survey 
conducted in 7 major cities found that 39.90% of the 1,047 par-
ticipants experienced depression [  14 ]. Similarly, research revealed 
that among 2,069 screened patients, 60.80% suffered from 
depression in Pakistan [  15 ]. Existing research findings on 
the high prevalence of depressive disorder in Pakistan pro-
vide helpful insights into the etiology and epidemiology of 

depression in this region, while on the other hand, it also 
encourages local researchers to work on the development and 
scientific validation of evidence-based treatments in Pakistan. 
This can ultimately lead to improved mental health services and 
better outcomes for individuals struggling with depression in 
the country.   

Unlocking effective treatment options for MDD
   The landscape of treatment options for MDD is diverse and 
continually evolving. Experts recommend psychotherapeutic 
or pharmacotherapeutic interventions as first-line treatments 
for depression. However, findings of recent systematic reviews 
revealed that psychotherapy is more efficacious, particularly in 
the long-term treatment of depression [ 5 , 6 ,  16 ]. Furthermore, 
research also indicated that medications have varying negative 
side effects [  17 ,  18 ] and withdrawal effects [  19 ]. Thus, recent 
research strongly suggested that pharmacotherapy should be 
chosen judicially [  20 –  22 ].

   Popular evidence-based psychotherapies include EMDR 
[  23 ] and cognitive behavioral therapy (CBT) [  24 ]. EMDR and 
CBT have both been utilized worldwide. CBT, which originated 
in the 1960s [  25 ], is supported by a more comprehensive body 
of research evidence. On the other hand, EMDR was intro-
duced in the late 1980s and has garnered substantial empirical 
backing over the last 30 years [  26 ]. The well-established and 
robust foundation of CBT serves as a valuable reference point 
for advancing research into similar therapeutic approaches like 
EMDR. Given its relatively short developmental history, EMDR 
therapy offers a unique opportunity for further research, par-
ticularly in its technical facets, such as cultural and method-
ological adaptations, to ensure its global efficacy. This highlights 
the considerable need for more research on EMDR therapy in 
Pakistan.   

Necessity of adapting EMDR therapy in Pakistan
   “We are unable to bring the clothing of the West and provide 
them to our own people to wear: they are of a different size 
and manner”, a very expressive thought by Mahatma Gandhi 
[  27 ]. According to this analogy, it would be preferable to 
modify the foreign objects to suit our needs rather than 
attempting to adapt ourselves to fit in. This rationale drives 
the need to adapt EMDR therapy for effective use in Pakistan 
by taking into account the cultural, social, and psychological 
contexts of the local population. By doing so, EMDR therapy 
can resonate more deeply with local values, address cultur-
ally specific trauma experiences, and enhance its overall 
efficacy in the region.

   The growing diversity of patient populations has driven 
the globalization of evidence-based psychotherapies [  28 ]. 
Consequently, mental health professionals must ensure that 
these psychotherapies are adaptable and responsive to diverse 
cultural perspectives [  29 ]. EMDR therapy, while widely acknowl-
edged worldwide, was developed in the United States and is 
fundamentally based on Western psychological frameworks 
[ 26 ]. These frameworks often focus on individual-centered and 
evidence-based approaches, which may need to be modified 
for non-Western collectivist cultures of Pakistan that value 
community, spirituality, and culturally unique practice.

   The adaptation of EMDR therapy for Pakistani clients is 
increasingly essential, as there have been a limited number of 
research studies focused on clinical testing within the country. 
Notable studies include those conducted by Qayyum et al. [  30 ], 
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Muhammad Sami et al. [  31 ], and Khan et al. [  32 ,  33 ]. Addi-
tionally, only one study by Khan et al. [ 9 ] specifically addresses 
the cultural adaptation of the EMDR protocol for post-traumatic 
stress disorder. The limited research on EMDR therapy in Pakistan 
is due to its relatively recent introduction into the country. Thus, 
to gain deeper insight into how EMDR therapy works, it is 
essential to examine its cultural and methodological adapta-
tions. Research in this area would improve understanding of 
EMDR therapy in Pakistan’s context, facilitating its successful 
nationwide application.   

Research gaps in EMDR therapy adaptation
   A review of the existing literature on the cultural adaptation of 
EMDR therapy has yielded varied outcomes across different 
countries. For instance, linguistic modifications in EMDR 
therapy were carried out in Cambodia [  34 ] and Iran [  35 ]. 
Adjustments to the duration of EMDR therapy were observed 
in Syria [  36 ,  37 ] and Germany [  38 ]. Furthermore, recent adapta-
tions in several African nations included the incorporation of 
culturally appropriate symbols, metaphors, and language, along 
with the avoidance of personal contact [  39 ]. However, prior 
studies have not sufficiently addressed all dimensions of these 
adaptations, such as contextual considerations, simplification 
of procedures, integration of local practices, and the incor-
poration of culturally relevant therapy goals. Notably, only one 
recent publication by Khan et al. [ 9 ] specifically examines the 
cultural adaptation of the EMDR protocol for post-traumatic 
stress disorder, highlighting an important research gap in the 
literature. This situation prompts an essential inquiry: “What 
protocol adaptations in EMDR therapy are needed to enhance 
its cultural relevance and clinical effectiveness in Eastern 
populations?”

   The cultural aspects warranting further exploration include 
experimenting with the integration of unique cultural symbols 
to enhance the symbolic representation of trauma and its resolu-
tion through “symbolic resonance” [  40 ]. Similarly, incorporating 
therapeutic practices such as metaphorical rituals [  41 ], employ-
ing archetypal elements [  42 ], and integrating non-Western 
healing procedures such as spiritually [  43 ] require attention. 
Additionally, unexamined areas include adapting culturally sen-
sitive assessment tools for use in Pakistan [  44 ] and integrating 
positive psychology principles into EMDR therapy [ 8 ].

   One interesting fact as revealed from literature review is that 
published research on EMDR therapy predominantly utilizes 

quantitative methodologies, resulting in a notable lack of mixed-
methods or qualitative exploratory studies. This absence highlights 
a serious methodological gap. While qualitative exploratory 
research can provide deeper insights into the therapeutic process 
and client experiences, it remains underrepresented in the EMDR 
literature. This limitation underscores the need for more future 
research that incorporates new research methodologies for the 
enhanced understanding of EMDR therapy.    

Methods

Research design and methodology
   This study employed a qualitative exploratory research design 
[  45 ]. Figure  1  shows the sequence of research design. First, a thor-
ough narrative literature review was carried out to map the body 
of knowledge on cultural and methodological adaptations of 
EMDR therapy. The second phase involved conducting focus 
group discussions with EMDR therapy experts including thera-
pists, consultants, and trainers to understand their perspectives 
and experiences and, additionally, to validate narrative literature 
findings. The experts were selected through a purposive sampling 
approach, and each group consisted of 5 experts. In this way, 
the Lincoln et al.’s [  46 ] trustworthiness criteria were ensured by 
grounding the questions and themes of focused group discussion 
in a narrative literature review. It was then followed by an induc-
tive thematic analysis approach [  47 ] to analyze data from both 
sources.           

Steps for adapting the EMDR therapy protocol
   To guide the process of cultural and methodological adaption 
of EMDR therapy, the present study adopted suggestions from 
earlier research, including those by Seponski [ 34 ], Chowdhary 
et al. [  48 ], Naeem et al. [  49 ], and Mbazzi et al. [ 39 ]. The steps 
are outlined as follows:

1.  The first step involved selecting a psychotherapy pro-
tocol, and in this context, the DeprEnd EMDR therapy 
protocol for depression [50] was chosen. The DeprEnd 
EMDR therapy protocol is a specialized version of 
EMDR therapy that is intended to treat depression. 
Unlike standard EMDR, the DeprEnd protocol focuses 
on the underlying maladaptive memory networks and 
cognitive-affective processes linked with depressive 
symptoms [51].

Step 1  
Narrative literature review (NR)  
(identifying themes and questions) 

Step 2  
Conduct focus group discussions (FGDs)   
(based on literature review inputs) 

Step 3  
Thematic analysis  
(transcribe and analyze FGD+ NR data and interpret key themes) 

Fig. 1. Research design and methodology.
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2.  In the second step, a narrative review was conducted to 
explore themes and elements of cultural and method-
ological adaptations. Additionally, the narrative litera-
ture guided the focus group discussion process.

3.  The third step involved conducting focus group discus-
sions. The interview questions were shared with 3 selected 
EMDR therapy experts to provide their expert opinion.

4.  In the fourth step, themes were developed and analyzed 
from the information gathered through both the narra-
tive review and focused group discussions. These themes 
were subsequently integrated to formulate an adapted 
DeprEnd EMDR therapy protocol.

5.  Finally, the adapted DeprEnd EMDR therapy protocol 
was pilot tested.

Procedure for data analysis
   To ensure a focused and comprehensive narrative review, 7 
specific research questions were formulated. These questions 
served as a framework to guide the search for relevant literature, 
ensuring the inclusion of studies addressing the critical aspects 
of the adaptation process.

•  Which country hosted the research?
•  Which EMDR protocols were adapted and for which 

symptoms?
•  What cultural and methodological aspects were consid-

ered for adaptation? For example, Eight-Dimensional 
Framework for Culturally Adapting Psychotherapy [52] 
includes elements such as language, metaphors, cultural 
elements (including values, customs, and traditions), and 
context (social background setting and region or location).

•  What research methods were applied?
•  How effective was the adapted protocol?
•  Was therapist training implemented?
•  What challenges were encountered during the implemen-

tation of EMDR therapy?

   A comprehensive search strategy was implemented across 
multiple established online databases, including ProQuest, 
PsycINFO, ScienceDirect, Google Scholar, PubMed, and the 
Education Resources Information Center. Keywords and Boolean 
operators included the following: Cultural Adaptation of EMDR 
Therapy, Methodological Adaptations in EMDR Therapy, Adapting 
EMDR for Diverse Populations, EMDR Therapy in Non-Western 
Cultures, EMDR & Positive Psychology, EMDR & Somatic 
Psychology, EMDR & Art Therapy, and Multicultural EMDR 
Protocols for Depression. The publication dates of the studies 
ranged from 2010 to 2024. The 14 finally retrieved articles were 
checked according to the framework guide. Relevant data were 
extracted from each study and organized accordingly. The table 
included columns representing key dimensions. This structured 
approach facilitated a systematic comparison of studies while 
identifying trends, gaps, and critical insights in the literature 
regarding the adaptation of EMDR therapy.

   To complement the findings from the narrative literature 
review, a focus group was conducted with EMDR experts to 
gather in-depth qualitative insights on the cultural and method-
ological adaptation of EMDR therapy. A purposive sampling 
approach was used to select 5 EMDR experts—comprising psy-
chotherapists, consultants, and trainers of EMDR therapy—from 
2 major cities in Pakistan, aiming to explore their perspectives 

and experiences. Prior to the discussion, experts were provided 
with an overview of the study objectives and a set of review 
questions designed to address specific dimensions of adapta-
tion. The focus group discussion was conducted in a structured 
yet open-ended format to encourage active participation. (The 
interview questions are available as Supplementary File B.) The 
session was audio-recorded with participant consent to ensure 
accuracy in data collection. The focus group discussion had a 
duration of more than 1 hour. Detailed notes were also taken 
during the discussion to capture nonverbal cues and contextual 
insights. The recorded responses were subsequently transcribed 
verbatim for analysis. The qualitative data obtained from both 
the narrative literature review and focus group discussion was 
analyzed using thematic analysis, following the 6-phase frame-
work outlined by Braun and Clarke [ 47 ]:

1.  Familiarization: Transcribe and review data for a thor-
ough understanding.

2.  Coding: Identify and label key phrases or concepts.
3.  Categorization: Group codes into meaningful categories.
4.  Theme
5.  Development: Create and refine overarching themes.
6.  Theme
7.  Naming: Name and describe each theme clearly.
8.  Reporting: Compile themes into a cohesive report with 

insights.

   The integration of findings from both secondary and pri-
mary data sources facilitated triangulation, enhancing the cred-
ibility and robustness of the results. The thematic analysis not 
only identified consistent patterns but also captured expert 
perspectives on EMDR therapy adaptations. This holistic 
approach offered valuable insights into cultural nuances, meth-
odological considerations, and practical implications for clini-
cal practice.   

Ethical approval and trial registration
   This study has been approved by the UNIMAS Human Research 
Ethics Committee, University Malaysia Sarawak, Malaysia. The 
original study protocol has been registered in the  ClinicalTrials.gov  
database, bearing Registration No. NCT-06439043. Additionally, 
the publishing company granted permission to reuse and adapt the 
DeprEnd EMDR therapy protocol for this research study.    

Results

What we learned: Insights from the narrative review
   Through a comprehensive narrative review of the existing lit-
erature, we identified various cultural and methodological 
adaptations across each phase of EMDR therapy. Below are the 
details of these adaptations presented phase-wise.  

Phase 1: History taking and treatment planning
Cultural adaptations

•  Use local languages and dialects for effective communi-
cation [35,51].

•  Incorporate visual tools such as timelines drawn on sand 
instead of paper [39].

•  Respect religious and spiritual beliefs while discussing 
sensitive topics [33,52].
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•  Encourage progressive disclosure of distressing memo-
ries with empathetic responses [53].

•  Match therapists with clients based on gender to respect 
cultural norms [35,53].

•  Engage in culturally sensitive inquiry to understand the 
client’s social and cultural background [54].

Methodological adaptations

•  Shorten the history-taking phase to reduce client distress 
[34].

•  Allocate an introductory session for rapport-building 
before starting therapy [55].

•  Inquire about intersectionality and historical trauma 
related to racial oppressions [56].

Phase 2: Preparation and stabilization
Cultural adaptations

•  Use culturally relevant metaphors and storytelling tech-
niques for psychoeducation [37,54].

•  Modify exercises, such as replacing “safe place” with 
“special place” or “container” with “clay pot”, to avoid 
triggering negative memories [39].

•  Incorporate spiritual practices like dhikr or Buddhist 
rituals such as meditation for grounding [33,52].

•  Go beyond physical safety and focus on more inner safety 
in phase 2 [57].

Methodological adaptations

•  Model grounding exercises visually to engage clients 
better [55].

•  Use visual assessment tools and design understandable 
Subjective Units of Distress scales [55].

•  Adjust cognitive interweaves to acknowledge clients’ 
racial or cultural identities [56].

•  Using art-based activities as grounding techniques [58].
•  Use compassion-focused interweaves to deal with cog-

nitive interweaves. These involve guiding the client to 
explore their emotions with kindness, helping them to 
reduce self-criticism [57].

•  Lengthen the preparation phase a little [59].
•  Changing the sequence of phases by placing phase 2 prior 

to phase 1 to ensure greater stabilization [39].

Phase 3: Assessment
Cultural adaptations

•  Replace terms like “positive” with “good” and “I” with 
“we” to align with cultural norms [39].

•  Avoid language that may imply that clients’ ideas are 
“wrong”; use supportive tones instead [57].

Methodological adaptations

•  Use visual scales instead of numerical ones for assessing 
distress levels [33,37].

•  Use translated assessment tools or use a translator [36].
•  Consider cultural factors connected to target identifica-

tion and processing during assessment [54].

•  Use digital resources, such as mindfulness apps that cli-
ents can practice during the session at home [60].

•  Encourage clients to keep a digital journal (TICES log) 
to reflect on their session experiences [60].

•  Design more understandable Subjective Units of Distress 
scales, for example, a “worry scale” [55].

Phase 4: Desensitization
Cultural adaptations

•  Avoid physical touch during tapping for female clients 
to respect cultural norms [33,37].

•  Integrate spiritual beliefs into cognitive interweaves to 
enhance therapeutic relevance [39].

•  Include regular body movements, such as moving the 
head from right to left, during dhikr (a form of Islamic 
devotional remembrance of God), as these may have 
therapeutic effects similar to those of bilateral EMDR 
therapy stimulations [61].

Methodological adaptations

•  Incorporate pendulation interweaves along with cogni-
tive interweaves for managing cognitive blocks by con-
necting clients with empowerment resources [54].

•  Do assessment and desensitization concurrently [59].
•  Incorporating art into bilateral stimulation [58].
•  Utilize software applications designed for online bilateral 

stimulation [60].

Phase 5: Installation
Cultural adaptations

•  Tie positive cognitions to local values such as respect 
rather than focusing solely on safety due to social crises 
in society [53].

•  Be mindful of ecological validity in the installation phase 
as clients may consider systemic racism embedded in 
their country’s justice system [56].

Methodological adaptations

•  Use easy-to-remember phrases for positive cognition 
installation [55].

•  Take ecological validity into account during the installa-
tion phase, as clients may be influenced by the systemic 
racism embedded in their country’s justice system [56].

Phase 6: Body scan
Cultural adaptations

•  Incorporate compassionate bodywork such as mind-
fulness combined with physical touch where culturally 
appropriate [57].

Methodological adaptations

•  Make body scanning interesting by using a checklist of 
body parts to scan and offering visual cues of positive 
cognitions [55].
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Phase 7: Closure

•  Empower clients through cultural practices like self-
hugging or symbolic rituals for grounding during clo-
sure [33,54].

Phase 8: Reevaluation
Cultural adaptation

•  Consider the client’s privacy needs in online environ-
ments and create a secure therapeutic space for virtual 
sessions [60].

Methodological adaptations

•  Utilize electronic forms for assessments and encourage 
clients to keep a digital journal to reflect on their session 
experiences [60].

   The narrative review also identified several considerable chal-
lenges in the implementation of EMDR therapy. First, clients 
often lacked sufficient knowledge about their mental health 
conditions [  62 ]. Second, noncompliance was a notable concern, 
with approximately 27% [  63 ,  64 ]. Third, language barriers also 
posed a challenge, particularly for non-English-speaking clients 
[ 9 ]. Fourth, clients were worried about their privacy during 
online sessions [ 63 ]. Fifth, clients experiencing social violence 
struggled to find a “safe place” [  65 ]. Lastly, contacting clients 
for follow-up sessions was challenging [  66 ]. These challenges 
underscored the need for adaptations in EMDR therapy.     

Thematic analysis: Synthesizing the narrative review 
and focus group discussion
   A detailed thematic analysis facilitated the systematic synthesis 
of insights gleaned from the narrative review and focus group 
discussion. This approach allowed for a comprehensive under-
standing of the key themes and patterns that emerged across 
both sources, providing a rich and nuanced interpretation of 
the data.  

Theme 1—Language and communication
   Both the narrative review and expert opinions showed concur-
rence on this theme. Studies from narrative review, such as 
those by Masters et al. [ 53 ] and Acarturk et al. [ 36 , 37 ], high-
lighted the use of local languages and dialects for effective com-
munication during therapy. One of the experts recommended: 
“To make sure that clients fully understand the therapeutic 
process, the therapists should use a plain, and regional lan-
guage.” Similarly, the second expert added that “We can better 
adapt our communication style to the patient’s needs by evalu-
ating their socioeconomic and educational background.”   

Theme 2—Integration of cultural and religious values
   The integration of cultural, familial, and religious values is cru-
cial across various phases of EMDR therapy. Narrative review 
highlighted this point. Findings from studies by Seponski [ 34 ] 
and Abdul-Hamid Khalid and Hughes [ 61 ] highlighted that 
therapists should respect their clients’ religious and spiritual 
beliefs when discussing delicate subjects with them. In this 
regard, an expert concurred: “Cultural and religious beliefs and 
practices of clients are particularly helpful during the resource 
development process. We often suggest culturally and reli-
giously relevant exercises, such as using a mosque as a ‘calm 
place’ during stabilization exercises.” Another expert further 

added: “Since cultural and religious factors are used in the 
resource development process, therapists should treat them 
with great respect and approach them sensitively in order to 
establish rapport and trust with their clients.”   

Theme 3—Involvement of family and community  
for support
   The narrative review emphasized that the therapists should work 
with local community figures, such as religious clergy or village 
elders, to expand the resources accessible to clients [ 53 ]. Addi-
tionally, Kpeno et al. [  67 ] highlighted the important role of fam-
ily involvement in the healing process and trauma recovery. 
These findings were in concurrence with experts’ opinion. An 
expert added: “Family members or community members can be 
involved, particularly during the preparation phase. It provides 
support to better comprehend the client’s needs. However, to 
overcome any potential conflict between the responsibilities of 
therapist and family members, we must establish clear limits.” 
Additionally, another expert added: “Involving family members 
or peers in therapy can offer emotional support and encourage-
ment, which can boost the client’s motivation and sense of sup-
port during their recovery process.”   

Theme 4—Addressing stigma
   The narrative review underlined the importance of local com-
munity resources for mental health as an effective stigma-
reduction aid since they not only reduce stigma toward 
marginalized groups but also foster a sense of inclusivity and 
acceptance within the community [ 54 ]. Furthermore, Masters 
et al. [ 53 ] proposed that including psychoeducation regarding 
mental health stigma into EMDR therapy sessions can be ben-
eficial. An expert in this regard proposed: “An advantageous 
adaptation in the EMDR protocol might be to incorporating 
psychoeducation regarding mental health stigma and its impacts 
into therapy sessions.” Moreover, the second expert stated that 
“Local community resources, such as community mental health 
centers or helplines, as well as increased understanding of men-
tal health issues among the public, can help to lessen stigma. 
This can eventually lead to improved mental health outcomes 
for individuals seeking EMDR therapy.”   

Theme 5—Cultural sensitivity and competence
   The narrative review emphasized the importance of therapists’ 
cultural competency. Schwartz and Maiberger [ 54 ] stressed 
culturally sensitive inquiry to understand the client’s social and 
cultural background. An expert stated: “Cultural competency 
is an important requirement for an EMDR therapist in Pakistan. 
It enables therapists to better comprehend their clients’ cultural 
beliefs and values, resulting in more effective therapeutic out-
comes.” This statement was further added by another expert: 
“Being culturally competent allows therapists to better adjust 
their therapy to their clients’ requirements and preferences, 
resulting in increased trust and rapport and also helps in avoid-
ing misunderstandings or misinterpretations caused by cultural 
differences.”   

Theme 6—Gender-related adaptations
   Gender-related cultural adaptations are crucial. Acarturk et al. 
[ 35 , 37 ] emphasized matching therapists with clients based 
on gender to respect cultural norms. In a similar way an 
expert affirmed: “It is critical to consider cultural norms when 
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conducting EMDR therapy in Pakistan, particularly in terms 
of gender. This may involve allocating men therapists to male 
clients and preventing physical contact between male therapists 
and female clients.” Another expert further added: “In Pakistan, 
gender roles are highly embedded in society, hence therapists 
must be mindful of how these dynamics may affect the therapy 
process. By recognizing and addressing these dynamics, thera-
pists can foster a more inclusive therapeutic environment for 
their clients.”   

Theme 7—Client privacy and confidentiality
   Findings from the narrative review emphasized considering 
the client’s privacy needs in online environments and creating 
a secure therapeutic space for virtual sessions [ 60 ]. An expert 
advised: “It is crucial to prioritize privacy and confidentiality 
in all therapy sessions, including those conducted online. Using 
secure communication platforms and informing clients about 
potential risks and limitations of virtual sessions can be benefi-
cial.” Overall, all experts agreed that privacy and secrecy in 
therapy sessions foster a safe and trusting environment in 
which clients can process traumatic experiences. Furthermore, 
maintaining strict limits around client information promotes 
a strong therapeutic bond, which ultimately leads to better 
treatment outcomes.   

Theme 8—Local resources for enhanced support
   Incorporating local resources is crucial. Abdul-Hamid Khalid 
and Hughes [ 61 ] discussed incorporating local spiritual prac-
tices like dhikr (remembrance of God) for grounding. An 
expert suggested: “Integrating mindfulness techniques from 
spiritual Islamic practices can provide clients with a sense of 
comfort during therapy sessions, especially for developing 
resources.” Another expert added: “By incorporating practices 
such as Dhikr (remembrance of God) or Dua (prayer) as part 
of resource development, the clients may find a source of 
strength in challenging times. Moreover, it can also help them 
navigate challenging emotions and experiences with a greater 
sense of peace and resilience.”   

Theme 9—Body language and nonverbal cues
   The narrative review highlighted that therapists should focus 
on the body language and nonverbal cues of clients [ 53 ]. This 
is particularly important in online settings where nonverbal 
communication may be more challenging to observe. An expert 
recommended: “Encourage clients to describe their physical 
sensations and emotions in detail during online sessions to 
compensate for reduced ability to observe non-verbal cues.” 
Another expert stated that the “Therapist should attentively 
observe the body language and expression of clients since it can 
provide useful information.”   

Theme 10—Considering the socioeconomic  
background of clients
   According to the narrative review, clients with lower literacy 
levels should have their socioeconomic backgrounds examined, 
and assessment tools may be translated, and therapeutic instruc-
tions should be made simpler [ 36 ]. This approach helps bridge 
the gap in access to mental health services for individuals with 
limited literacy or English proficiency. An expert advised: 
“Therapists should adjust their communication style according 
to their clients’ socioeconomic background in order to ensure 

effective interactions. This may involve using language and 
examples that are relevant to clients.” Furthermore, another 
expert recommended: “Therapists ought to match their com-
munication style to the economic background of their clients 
and consider utilizing terminology that clients can understand. 
Therapists should create a warm and welcoming environment 
for all clients, regardless of socioeconomic background.”   

Theme 11—Emotional expression and cognitive interweaves
   According to the narrative review, cognitive interweaves should 
be framed with concepts that are relevant to local culture [ 39 ]. 
An expert recommended: “By incorporating spiritual or com-
passion-based techniques into cognitive interweaves, feelings 
of shame or self-criticism can be lessened and the need for 
continual guidance can be diminished.” In general, all experts 
agree that employing spiritual or compassion-based tactics dur-
ing cognitive interweaves can assist clients in managing difficult 
emotions independently. This can make clients feel more inde-
pendent and self-sufficient while they heal.   

Theme 12—Anti-racist approach by therapists
   The narrative review highlighted the need for therapists to 
ensure that the therapeutic environment actively counters bias 
and fosters inclusivity. Ashley and Lipscomb [ 56 ] added that 
therapists should build a safe and welcoming space where cli-
ents from diverse backgrounds can feel understood, respected, 
and supported in their healing journey.   

Theme 13—Flexible structure of therapy
   According to the narrative review, the length and structure of 
the sessions could be modified to accommodate clients’ needs 
[ 34 ]. This flexibility allows therapists to tailor EMDR therapy 
according to individual requirements of clients. An expert gave 
opinion: “Depending on the needs of the clients, the length of 
individual sessions and the overall duration of EMDR therapy 
can be changed.” All experts concurred that EMDR therapy 
should be tailored to the individual treatment plan to best meet 
the needs of each client. This personalization allows for a more 
targeted approach, which leads to more successful therapeutic 
outcomes.   

Theme 14—Resource-building for online EMDR
   Both sources highlighted the importance of adapting resource-
building exercises for online sessions. Fisher [ 60 ] suggested 
incorporating digital resources like mindfulness apps. An 
expert advised: “Clients can use self-administered resource-
building methods in online sessions. These techniques can 
assist clients in developing coping skills and stress-management 
strategies, as well as improving general wellness.” Similar to 
this, another expert said: “Clients can improve their ability to 
cope with stress and develop emotional resilience by using self-
administered resource-building techniques, such as guided 
visualization, self-tapping, and self-journaling prompts, either 
inside or outside of sessions.”   

Theme 15—Use of art-based techniques
   Both sources affirmed the effectiveness of art-based techniques. 
Tripp [ 58 ] mentioned utilizing art-based techniques for resource-
building and body scanning. An expert agreed: “Incorporating 
symbolic artwork, sacred pattern coloring, or guided drawing 
could be highly beneficial during the Assessment and Resource 
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Building phases of EMDR therapy.” Overall, all experts agreed 
that art-based activities and techniques can help clients process 
unprocessed painful memories and emotions in a nonverbal 
manner, giving them a sense of empowerment and control over 
their own recovery process. This might be especially helpful to 
those clients who struggle to express their emotions verbally.   

Theme 16—Online session privacy
   Both sources stressed the importance of privacy in online ses-
sions. Fisher [ 60 ] emphasized creating a secure therapeutic space 
for virtual sessions. An expert recommended: “Using secure com-
munication platforms and informing clients about potential risks 
and limitations of virtual sessions can be beneficial.”   

Theme 17—Integrating biochemical analysis
   All experts stressed the importance of integrating biochemical 
analysis into the EMDR therapy process. This combination was 
thought to provide a more comprehensive therapeutic approach 
by addressing both the psychological and physiological ele-
ments of depression. Specifically, one of the experts added: 
“Integrating biochemical analysis or laboratory tests could 
enhance precision in assessment and symptom tracking. These 
tests can provide objective data to complement subjective 
reports from patients, leading to a more comprehensive under-
standing of their condition. However, it is important to con-
sider the cost and accessibility of these tests, as they may not 
be economically feasible for all clients.”   

Theme 18—Safe place and grounding exercises
   Selected studies and focus group discussions suggested adapt-
ing grounding and safe-place exercises. For example, Mbazzi 
et al. [ 39 ] recommended replacing the terms “safe place” with 
“special place” and “container” with “clay pot”, since these 
modified terms were in line with local dialects, and they might 
also assist in preventing triggering the unpleasant memories 
of clients. An expert suggested: “Incorporating cultural refer-
ences, such as mentioning to a safe place as mosque, can be 
very beneficial in helping clients in Pakistan feel at ease and 
familiar during therapy sessions.” In a similar way, another 
expert said: “Therapists can build stronger connection with 
their clients by localizing space-place and grounding exercises. 
This can help clients feel more present and connected to their 
environment, which can ultimately result in better therapy 
outcomes.”   

Theme 19—Using visual scales
   Narrative review sources such as Seponski [ 34 ] and Mbazzi 
et al. [ 39 ] suggested using visual scales instead of numerical 
ones for assessing distress levels. This was in concurrence with 
the focus group discission. An expert said: “The use of a visual 
scale, such as faces representing different degrees of distress, 
could greatly improve client-therapist communication.” Another 
expert added: “Visual scales can be especially useful for evaluat-
ing the symptoms of clients who are illiterate or children, as it 
facilitates communication by offering a universal means of 
expressing emotions.”   

Theme 20—Addressing noncompliance and follow-up
   While not explicitly mentioned in the expert opinions, the nar-
rative review emphasized implementing strategies to improve 
treatment follow-up and compliance, such as identifying 

barriers, using motivational interviewing, and modifying the 
treatment protocol as needed [ 62 , 63 , 65 ].    

Formulation of the adapted DeprEnd EMDR  
therapy protocol
   Following a successful narrative review, focus group discus-
sions, and thematic analysis, the adapted DeprEnd EMDR 
therapy protocol for depression is now ready to be structured 
and formulated for use with Pakistani clients. Since the original 
DeprEnd EMDR therapy protocol consists of 8 phases that 
target pathogenic memory networks that may contribute to the 
onset and persistence of depressive symptoms, the adaptations 
are made in each phase accordingly. Specifically, most of the 
cultural adaptations in the DeprEnd EMDR therapy protocol 
occurred in the history taking, preparation, and assessment 
phases. In these phases, the therapist gathers information about 
the history and current symptoms of the client, establishes a 
safe and supportive environment, and assesses the readiness of 
the client for EMDR therapy. These processes are particularly 
likely to be influenced by cultural factors, as they involve 
personal narratives, belief systems, and culturally specific 
expressions of distress. On the other hand, phases such as 
desensitization and installation primarily involve methodologi-
cal adaptations. However, they also incorporate cultural adapta-
tions, as cultural factors can influence how distressing memories 
are processed and how positive beliefs are reinforced. (The 
adapted DeprEnd EMDR therapy protocol is attached as 
Supplementary File A.)   

Pilot testing of the adapted DeprEnd EMDR  
therapy protocol
   Pilot testing allows researchers to assess the feasibility and 
acceptability of an intervention before its full-scale implementa-
tion [  68 ]. The results of the pilot study revealed a 92% retention 
rate, moderate to high adherence scores, and high therapist con-
fidence. These findings demonstrated the general usefulness of 
the adapted DeprEnd EMDR therapy protocol, along with robust 
feasibility and important clinical improvements in depressive 
symptoms. Additionally, the psychometric validity of the selected 
measurement tools was acceptable. Together, these outcomes 
support the potential for broader large-scale implementation 
of the DeprEnd EMDR therapy protocol in Pakistan.    

Discussion
   EMDR therapy, while globally recognized for its efficacy, relies 
on frameworks that may not resonate with the collectivist val-
ues, spiritual beliefs, and family-centric dynamics of South 
Asian populations. Adapting the DeprEnd EMDR therapy pro-
tocol to fit these cultural differences is crucial today—it will 
not only increase its acceptance but also improve treatment 
results. Additionally, Pakistan faces a high rate of MDD, wors-
ened by stigma, low mental health awareness, and limited 
resources [  69 ]. This makes culturally appropriate interventions 
even more urgent. Building on this foundation, the present 
study highlighted the critical importance of a culturally and 
methodologically adapted DeprEnd EMDR therapy protocol 
for treating MDD in Pakistan. This study aimed to connect 
evidence-based psychotherapy—mostly developed in Western 
individualistic cultures—with the social and cultural needs of 
Pakistani clients. This study combined findings from a thor-
ough narrative review and expert perspectives to adapt the 
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DeprEnd EMDR therapy protocol, ensuring its alignment with 
the distinct cultural, social, and psychological dynamics of 
Pakistan’s non-Western collectivist society. In this way, the 
applicability this adapted DeprEnd EMDR therapy protocol 
could be extended to neighboring Asian countries, including 
India, Bangladesh, Afghanistan, and Iran, which share similar 
cultural contexts and mental health systems.  

What have we learned?
   This study offered important insights into the adaptations neces-
sary for making the DeprEnd EMDR therapy protocol effective 
in Pakistan. The 20 identified themes highlighted the multidi-
mensionality of adapting Western-origin psychotherapy to a 
collectivist, non-Western setting. The integration of culturally 
resonant aspects, such as local language, metaphors, religious 
practices like dhikr, and family involvement, emerges as a cor-
nerstone of the adaptation process. These modifications may 
align the DeprEnd EMDR therapy protocol with the cultural, 
social, and spiritual realities of Pakistani or South Asian clients. 
However, there is a need to balance cultural integration with the 
risk of overgeneralization. For example, while incorporating 
religious practices may enhance acceptance for many clients, it 
could alienate those who prefer secular approaches or have expe-
rienced religious trauma. Therapists must exercise caution in 
tailoring interventions to individual needs without reinforcing 
stereotypes or ignoring diversity within the population.

   Effective communication between the therapist and the cli-
ent plays a vital role in building rapport and ensuring com-
prehension during any therapeutic process [  70 ]. Using local 
languages and dialects during EMDR therapy is essential, par-
ticularly in a multilingual society like Pakistan, where people 
often communicate in more than 3 languages, including English, 
Urdu, and regional languages. While this language adaptation 
facilitates better client engagement, it also presents challenges 
in ensuring consistent training for therapists across linguistic 
and cultural variations. Furthermore, the use of visual aids and 
simplified tools addresses literacy barriers but requires careful 
validation to avoid oversimplification or misrepresentation of 
therapeutic concepts.

   The study also highlighted the importance of gender-sensitive 
adaptations, privacy in online sessions, and the use of art-based 
techniques, which collectively address cultural sensitivities and 
practical societal constraints. While matching clients with 
therapists of the same gender aligns with cultural expectations, it 
may unintentionally uphold traditional gender norms, prompting 
concerns about its impact on gender equality in mental healthcare 
[  71 ]. Similarly, ensuring privacy in virtual sessions is crucial, but 
limited access to secure digital platforms in rural areas presents 
practical challenges [  72 ]. Art-based techniques offer an innovative 
solution for clients who struggle with verbal expression, yet their 
efficacy requires further empirical scientific support [  73 ].

   In general, flexibility in the structure of EMDR therapy, such 
as adjusting session length or sequence, is another valuable 
adaptation. While this flexibility addresses individual client 
needs, it may compromise the standard structured nature of 
EMDR therapy and may potentially affect its clinical efficacy. 
Rigorous empirical research is required to determine whether 
such adaptations impact the overall clinical efficacy of the 
DeprEnd EMDR therapy protocol. To be safe, therapists should 
balance following the core principles of DeprEnd EMDR ther-
apy while also adapting it to fit their clients’ needs. Additionally, 
the integration of digital tools, such as mindfulness apps and 

visual scales, enhances accessibility but raises concerns about 
digital literacy and equitable access.

   Past and existing research on EMDR therapy, including the 
adaptations made to the DeprEnd EMDR protocol in this study, 
shows that therapists must avoid bias, oppose racism, and 
understand different cultures [ 56 ]. This is essential for fostering 
inclusivity, addressing partiality, and effectively working with 
clients from diverse cultural backgrounds. These dimensions 
are particularly important because, in some parts of Pakistan 
and other South Asian countries, certain settings may harbor 
racial prejudices. Therapists should therefore be well acquainted 
with strategies to navigate and address such situations.

   The various adaptations proposed by the present study will 
not only enhance the accessibility and acceptability of the 
DeprEnd EMDR therapy protocol but also establish a thera-
peutic framework for broader applications in other South Asian 
countries with comparable cultural, social, and religious con-
texts. These adaptations also accentuate the critical need for 
ongoing research on the testing of the adapted DeprEnd EMDR 
therapy protocol across diverse populations. Furthermore, 
collaborative efforts involving local stakeholders could help 
address systemic barriers and enhance the widespread adoption 
of the culturally adaptive DeprEnd EMDR therapy protocol 
across the region. In the long run, these adaptations will trans-
form the DeprEnd EMDR therapy protocol into a scalable 
mental health intervention for the South Asian region.   

Aligning our findings with the existing literature
   The results of this study are consistent with global research 
trends emphasizing the cultural and methodological adaptation 
of evidence-based psychotherapies. As such, this research rein-
forces the need to tailor psychotherapeutic interventions to 
diverse cultural settings. Previous studies have emphasized 
critical elements such as language modifications, spiritual inte-
gration, and community involvement to enhance therapeutic 
effectiveness. For instance, Seponski [ 34 ] highlighted the value 
of linguistic adaptations in Cambodia, while Mbazzi et al. [ 39 ] 
demonstrated how culturally relevant symbols and metaphors 
improved outcomes in African nations. Expanding upon this 
groundwork, the present study provides a nuanced, contextually 
tailored framework for adapting EMDR therapy protocols to 
treat MDD and other mental health conditions in Pakistan. By 
doing so, it enriches the wider broader discourse on culturally 
sensitive mental health interventions in the region.

   An important contribution of the present study is its meth-
odological rigor. This study has successfully addressed the limi-
tations of prior EMDR research, which predominantly relied 
on quantitative methodologies. In light of these limitations, 
Marich et al. [  74 ] suggested that researchers studying EMDR 
therapy through quantitative methods might consider includ-
ing a qualitative component to enrich the findings of their stud-
ies. This study has employed a qualitative exploratory research 
framework to thoroughly investigate the complex dynamics 
between culture and psychotherapy. Through this methodol-
ogy, it has addressed key gaps in the existing literature while 
emphasizing the necessity of incorporating qualitative insights 
into EMDR research, thereby enriching the understanding of 
culturally responsive therapeutic practices.

   The results of this study highlight the importance of inte-
grating cultural and religious components into the DeprEnd 
EMDR therapy protocol, corroborating recent research like that 
of Naeem et al. [  75 ]. Their work explores the cultural adaptation 
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of CBT using an enhanced framework—the “bio-psycho-socio-
spiritual” model—which expands upon the traditional bio-
psycho-social model. This upgraded framework recognizes the 
important role of cultural factors in shaping modern mental 
health interventions in non-Western cultures. Similarly, the 
present study also aimed to bridge the gap between evidence-
based therapy and culturally grounded therapeutic approaches 
by embedding spiritual practices into DeprEnd EMDR therapy 
protocol. However, while existing published research under-
scores the necessity for rigorous scientific investigation into the 
role of culture and spirituality in psychotherapy [  76 ], this study 
contributes to this discussion by emphasizing the importance 
of empirically assessing how cultural and spiritual elements 
influence the effectiveness of EMDR therapy. In doing so, it 
paves the way for future research in this emerging field.

   Family and community involvement emerged as another 
vital component of the adapted DeprEnd EMDR therapy pro-
tocol. These finding echoes recent research, particularly a meta-
analysis by Dippel et al. [  77 ], which concluded that involving 
family into the psychotherapy can help in achieving improved 
treatment outcomes for adolescents with depression. Similarly, 
Nadeem et al. [  78 ] conducted a study on culturally responsive 
CBT for Pakistani youth, highlighting the inclusion of family 
and community elements. The study highlighted the impor-
tance of understanding the joint family system, community 
structure, and familial roles in Pakistan, where communal liv-
ing is deeply ingrained into the social fabric, as integral to the 
treatment process.

   Finally, the various methodological adaptations in the DeprEnd 
EMDR therapy protocol proposed by the present study align 
with the existing scientific literature. Adaptations such as 
modifying the session length, the therapy duration, and phase 
sequencing are supported by studies like those by Wiltsey et al. 
[  79 ]. Other methodological adaptations, such as asking clients 
to maintain digital TICES and utilizing software applications 
designed for online bilateral stimulation, are supported by the 
published literature, such as that by Easton [  80 ] and Davidar and 
Ballal [  81 ]. Similarly, adapting assessment tools and therapeutic 
techniques to local contexts—such as translating them or modi-
fying them from digits to symbols—is supported by Zaman et al. 
[ 44 ], who emphasized the importance of culturally sensitive 
diagnostic practices in Pakistan. Furthermore, the integration 
of positive psychology principles into the DeprEnd EMDR 
therapy protocol, as suggested by this study, aligns with the work 
of Foster [  82 ] and Laliotis et al. [ 8 ] on exploring the potential 
synergies between positive psychology and EMDR therapy.

   To summarize, the results of this study support the growing 
evidence that culturally and methodologically tailored evi-
dence-based psychotherapies are equally effective, as evidenced 
by a pilot study conducted within this research. The findings 
of this study are anticipated to improve both the accessibility 
and acceptability of EMDR therapy in Pakistan while also estab-
lishing a basis for its wider use in other South Asian settings. 
Nevertheless, considerable challenges persist, including over-
coming systemic obstacles, guaranteeing fair access to therapy, 
and preserving the integrity of therapeutic practices across 
varied cultural contexts.   

Implications
   The culturally and methodologically adapted DeprEnd EMDR 
therapy protocol for depressive disorders holds important 
implications for mental healthcare in Pakistan. This adapted 

protocol is likely to enhance the accessibility and acceptability 
of psychotherapy across diverse populations in Pakistan by 
addressing cultural barriers such as stigma, gender norms, and 
limited awareness about mental health. This is particularly cru-
cial in a country where a high prevalence of depression has 
been documented. Moreover, the culturally adapted DeprEnd 
EMDR therapy protocol, which integrates culturally relevant ele-
ments into each phase of treatment, has the potential to enhance 
outcomes for individuals with depressive disorders in Pakistan.

   The findings of this study underscore the broader advance-
ments needed in mental healthcare in Pakistan. To truly trans-
form mental health support, therapist training programs must 
go beyond conventional methods and embrace culturally sensi-
tive approaches. In a collectivist society like Pakistan, where 
stigma and tradition often shape perceptions of mental health, 
culturally competent care is not just beneficial—it is essential. 
Equipping therapists with the skills to navigate complex cultural 
dynamics can foster trust, dismantle barriers, and ensure that 
mental healthcare becomes both accessible and effective for all. 
The integration of biochemical analysis into the adapted DeprEnd 
EMDR therapy protocol also introduces a holistic approach, 
addressing both the psychological and physiological aspects of 
depression. Additionally, involving family members aligns with 
the cultural context, fostering a supportive environment and 
reducing stigma. Finally, incorporating online therapy and digital 
resources expands access to mental health services, especially in 
remote areas, addressing the critical shortage of mental health 
professionals in Pakistan.   

Limitations and future research directions
   While this study offers valuable insights, several limitations 
must be acknowledged. First, this study utilized a small sample 
size of 5 experts for the focus group discussion. The existing 
literature, e.g., Guest et al. [  83 ], allows 5 to 6 experts for focus 
group discussions. This limitation arises because EMDR ther-
apy is relatively emerging in Pakistan, and only a handful of 
senior EMDR therapists and researchers are available. In the 
future, studies may be conducted with a larger (up to 10 experts 
per focus group) with a more diverse group to provide valu-
able insights into the adaptation of EMDR therapy protocols. 
Second, the current study is a component of a broader research 
project aimed not only at designing an adapted DeprEnd 
EMDR therapy protocol but also at evaluating its clinical efficacy 
through a large-scale randomized controlled trial. However, this 
particular study focuses solely on the development and pilot 
testing of the adapted DeprEnd EMDR therapy protocol for 
treating depressive symptoms in Pakistan. Hence, further 
research— particularly large-scale studies—is needed to evalu-
ate the long-term effectiveness of the adapted DeprEnd EMDR 
therapy protocol in Pakistan and other South Asian contexts. 
Third, while this study has focused on national culture, it is 
important to acknowledge the considerable regional cultural 
diversity within Pakistan. Future research could explore adapt-
ing the DeprEnd EMDR therapy protocol—or other EMDR 
therapy protocols—to better align with the distinct cultural con-
texts of Pashtun (a prominent ethnic group in northern Pakistan) 
and Punjabi (the dominant ethnic group in eastern Pakistan) 
populations. This would allow for a more comprehensive 
understanding of how cultural nuances may impact the effective-
ness of EMDR therapy in different regions of Pakistan. Finally, 
the present study has primarily utilized exploratory-qualitative 
data. In the future, a mixed-methods design integrating both 
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qualitative and quantitative data may provide deeper insights 
into the adaptability of EMDR therapy protocols.   

Conclusion
   This study represents an important step forward in addressing the 
mental health needs of individuals with MDD in Pakistan through 
culturally adapted psychotherapeutic interventions. By tailoring 
EMDR therapy to align with local values and addressing the 
unique challenges faced by Pakistani clients, this research con-
tributes to advancing mental healthcare in South Asia. Adaptations 
made in the DeprEnd EMDR therapy protocol hold great prom-
ise not only for improving treatment outcomes but also as a 
model for future efforts to localize evidence-based therapies for 
diverse cultural settings. By bridging the gap between global 
practices and local cultural needs, this study makes a valuable 
contribution to the evolving field of culturally competent men-
tal healthcare. Looking ahead, it is crucial to continue refining 
and validating this adapted protocol through rigorous empirical 
research and clinical practice. By doing so, mental health profes-
sionals in Pakistan and similar cultural contexts will be better 
equipped to provide care that is not only more effective but also 
deeply rooted in cultural relevance. This ongoing work holds 
the potential to not only improve individual treatment outcomes 
but also contribute to a broader societal shift in how mental health 
is understood and addressed, fostering long-term well-being 
across the region.    

Acknowledgments
   Funding: The authors are deeply grateful to the EMDR Research 
Foundation USA for supporting all their research on EMDR 
therapy in Pakistan.
   Author contributions: Both authors contributed equally to all 
parts of the article.
   Competing interests:  The authors declare that they have no 
competing interests.   

Data Availability
   Due to ethical and legal restrictions, the following data cannot 
be publicly shared:

•  The DeprEnd EMDR therapy protocol employed in this 
study represents the intellectual property of its original 
authors and is protected under copyright law; as such, it 
cannot be publicly distributed.

•  To protect participant confidentiality, individual-level 
clinical data cannot be shared.

   Requests for access to de-identified, aggregate-level data will be 
considered on a case-by-case basis by the corresponding author, 
subject to data protection regulations of the parent organization. 
Researchers interested in any such data access may contact the 
corresponding author for further information.   

Supplementary Methods
         Supplementary Files A and B    

References

 1. GBD 2019 Mental Disorders Collaborators. Global, regional, 
and national burden of 12 mental disorders in 204 countries 

and territories, 1990–2019: A systematic analysis for the 
global burden of disease study 2019. Lancet Psychiatry. 
2022;9(2):137–150.

 2. COVID-19 Mental Disorders Collaborators. Global prevalence 
and burden of depressive and anxiety disorders in 204 
countries and territories in 2020 due to the COVID-19 
pandemic. Lancet. 2022;398(10312):1700–1712.

 3. Petersen A, van den Bergh B. Depression: Emotion and (or) 
dis-connection in late modern society. In: van den Bergh B,  
Flick S, Keohane K, Sik D, editors. Enduring modernity 
depression, anxiety and grief in the age of voicelessness.  
New York (NY): Routledge; 2024.

 4. Baig-Ward KM, Jha MK, Trivedi MH. The individual and 
societal burden of treatment-resistant depression: An 
overview. Psychiatr Clin North Am. 2023;46(2):211–226.

 5. Kamenov K, Twomey C, Cabello M, Prina AM,  
Ayuso-Mateos JL. The efficacy of psychotherapy, 
pharmacotherapy and their combination on functioning and 
quality of life in depression: A meta-analysis. Psychol Med. 
2018;47(3):414–425.

 6. Leichsenring F, Steinert C, Rabung S, Ioannidis JPA. The 
efficacy of psychotherapies and pharmacotherapies for 
mental disorders in adults: An umbrella review and meta-
analytic evaluation of recent meta-analyses. World Psychiatry. 
2022;21(1):133–145.

 7. Seok J-W, Kim JI. The efficacy of eye movement desensitization 
and reprocessing treatment for depression: A meta-analysis 
and meta-regression of randomized controlled trials. J Clin 
Med. 2024;13(18):5633.

 8. Laliotis D, Luber M, Oren U, Shapiro E, Ichii M, Hase M,  
la Rosa L, Alter-Reid K, St. Jammes JT. What is EMDR 
therapy? Past, present, and future directions. J EMDR Pract 
Res. 2022;15(4). https://doi.org/10.1891/EMDR-D-21-00029.

 9. Khan A, Madihie A, Khan RU. Cultural adaptation of 
evidence-based psychotherapies for common mental health 
disorders in Pakistan. Singapore: Bentham Science Publishers 
Pte Ltd.; 2024. 

 10. Sikander S. Mental health in Pakistan. Lancet Psychiatry. 
2021;7(10):845.

 11. Dayani K, Zia M, Qureshi O, Baig M, Sabri T. Evaluating 
Pakistan’s mental healthcare system using World Health 
Organization’s assessment instrument for mental health system 
(WHO-AIMS). Int J Ment Health Syst. 2024;18(1):32.

 12. Nawaz D, Khan SA, Batool S, Rasool A. Governance issues 
and deep-rooted corruption in Pakistan. Int J Mod Agric. 
2021;10(2):2699–2706.

 13. WHO. World Health Organization in Pakistan celebrates 
World Mental Health Day. 2017.

 14. Ullah I, Ali S, Ashraf F, Hakim Y, Ali I, Ullah AR, Chattu VK, 
Pakpour AH. Prevalence of depression and anxiety among 
general population in Pakistan during COVID-19 lockdown: 
An online-survey. Curr Psychol. 2024. https://doi.org/10.1007/
s12144-022-02815-7

 15. Shahid H, Hasan MA, Ejaz O, Khan HR, Idrees M, Ashraf M,  
Aftab S, Qazi SA. The severity of depression, anxiety, and 
stress: Recommendations from joint work of research center 
and psychology clinics in COVID-19 pandemic. Front Psych. 
2022;13:839542.

 16. Zhang Y, Ren R, Yang L, Zhang H, Shi Y, Shi J, Sanford LD,  
Lu L, Vitiello MV, Tang X. Comparative efficacy and 
acceptability of psychotherapies, pharmacotherapies, and 
their combination for the treatment of adult insomnia: A 

D
ow

nloaded from
 https://spj.science.org on June 03, 2025

https://doi.org/10.34133/jemdr.0005
https://doi.org/10.1891/EMDR-D-21-00029
https://doi.org/10.1007/s12144-022-02815-7
https://doi.org/10.1007/s12144-022-02815-7


Khan and Madihie 2025 | https://doi.org/10.34133/jemdr.0005 12

systematic review and network meta-analysis. Sleep Med Rev. 
2022;65:Article 101687.

 17. Garakani A, Murrough JW, Freire RC, Thom RP, Larkin K,  
Buono FD, Iosifescu DV. Pharmacotherapy of anxiety 
disorders: Current and emerging treatment options. Front 
Psych. 2020;11:595584.

 18. Ramic E, Prasko S, Gavran L, Spahic E. Assessment of the 
antidepressant side effects occurrence in patients treated in 
primary care. Mater Sociomed. 2020;32(2):131–134.

 19. Sethi R, Ravishankar DA, Nagireddy R. Phenibut dependence 
and withdrawal. Prim Care Companion CNS Disord. 
2021;23(1):26029.

 20. Tol WA, Barbui C, Van Ommeren M. Management of acute 
stress, PTSD, and bereavement: WHO recommendations. 
JAMA. 2013;310(5):477–478.

 21. Prescott D, White ND. When is pharmacotherapy initiation 
beneficial in patients with depressive disorders? Am J Lifestyle 
Med. 2017;11(3):220–222.

 22. Malhi GS, Bell E, Singh AB, Bassett D, Berk M, Boyce P, 
Bryant R, Gitlin M, Hamilton A, Hazell P, et al. The 2020 Royal 
Australian and New Zealand College of Psychiatrists clinical 
practice guidelines for mood disorders: Major depression 
summary. Bipolar Disord. 2020;22(8):788–804.

 23. Shapiro F. Eye movement desensitization and reprocessing 
(EMDR) therapy: Basic principles, protocols, and procedures. 
3rd ed. New York (NY): Guilford Publications; 2017.

 24. Beck JS. Cognitive behavior therapy: Basics and beyond. 3rd ed. 
New York (NY): Guilford Publications; 2020.

 25. Beck J, Fleming S. A brief history of Aaron T. Beck, MD, and 
cognitive behavior therapy. Clin Psychol Eur. 2021;3(2):1–7.

 26. Rosen G. Revisiting the origins of EMDR. J Contemp 
Psychother. 2023;53:289–296.

 27. Gandhi M. The story of my experiments with truth: An 
autobiography. Courier Corporation; 1983. 

 28. Rief W, Asmundson GJG, Bryant RA, Clark DM, Ehlers A, 
Holmes EA, McNally RJ, Neufeld CB, Wilhelm S,  
Jaroszewski AC, et al. The future of psychological treatments: 
The Marburg declaration. Clin Psychol Rev. 2024;110: 
Article 102417.

 29. Sisko S. Cultural responsiveness in counselling and 
psychology: An introduction. Multicult Responsiveness Couns 
Psychol Work Aust Popul. 2020;12(2):1–21.

 30. Qayyum R, Malik MM, Siddique S. EMDR: An effective 
therapeutic technique for psychiatric disorders. Pakistan 
Armed Forces Med J. 2012;2:138.

 31. Bilal MS, Rana MH, Khan CSU, Qayyum R. Efficacy of eye 
movement desensitization and reprocessing beyond complex 
post traumatic stress disorder: A case study of EMDR in 
Pakistan. Professional Med J. 2016;22(04):514–521.

 32. Khan A, Khan S, Shah ST. Efficacy of eye movement 
desensitization & reprocessing versus cognitive behavioral 
therapy in post-traumatic stress and depressive symptoms: 
Study protocol for a randomized controlled trial. Contemp Clin 
Trials Commun. 2019;16:Article 100439.

 33. Khan A, Madihie A, Ullah F, Abid O, Awan KH. A comparative 
exploration of eye movement desensitisation and reprocessing 
versus cognitive behavioural therapy for post-traumatic stress 
disorder in Pakistan: Insights from a full-fledged randomised 
controlled trial. Couns Psychother Res. 2025;25(1): 
Article e12870.

 34. Seponski DM. Exploring eye movement desensitization and 
reprocessing (EMDR) as a culturally responsive Cambodian 

model of therapy [dissertation]. [Athens (GA)]: University of 
Georgia; 2015.

 35. Rasolkhani-Kalhorn T. Translation and adaptation of the 
EMDR protocol to the Iranian culture. Colorado School of 
Professional Psychology; 2009. 

 36. Acarturk C, Konuk E, Cetinkaya M, Senay I, Sijbrandij M,  
Gulen B, Cuijpers P. The efficacy of eye movement desensitization 
and reprocessing for post-traumatic stress disorder and 
depression among Syrian refugees: Results of a randomized 
controlled trial. Psychol Med. 2016;46(12):2583–2593.

 37. Acarturk C, Konuk E, Cetinkaya M, Senay I, Sijbrandij M, 
 Cuijpers P, Aker T. EMDR for Syrian refugees with 
posttraumatic stress disorder symptoms: Results of a 
pilot randomized controlled trial. Eur J Psychotraumatol. 
2015;6(1):27414.

 38. Lehnung M, Shapiro E, Schreiber M, Hofmann A. Evaluating 
the EMDR group traumatic episode protocol with refugees: A 
field study. J EMDR Pract Res. 2017;11(3):129–138.

 39. Mbazzi FB, Dewailly A, Admasu K, Duagani Y, Wamala K, 
Vera A, Bwesigye D, Roth G. Cultural adaptations of the 
standard EMDR protocol in five African countries. J EMDR 
Pract Res. 2021;15(1):29–43.

 40. Goodwyn ED. Healing symbols in psychotherapy: A ritual 
approach. New York (NY): Routledge; 2017. 

 41. Wojtkowiak J, Lind J, Smid GE. Ritual in therapy for prolonged 
grief: A scoping review of ritual elements in evidence-informed 
grief interventions. Front Psych. 2021;11:Article 623835.

 42. Jung C. Man and his symbols. 8th ed. Random House 
Publishing Group; 2012.

 43. Sim W, Li X, Hwang JY, Hill CE, An M, Kim DH. The process 
and outcome of spiritually integrated psychotherapies: A cross-
cultural study in Asia, Africa, Europe, and Latin America. 
Psychotherapy. 2022;59(3):415.

 44. Zaman S, Urouj K, Irfan S. Cross language validation of Urdu 
version of Clinician-Administered PTSD scale (CAPS-5).  
J Med Sci. 2020;28(3):274–277.

 45. Stevens L, Wrenn C. Exploratory (qualitative) research. In: 
Stevens R, Loudon D, Wrenn B, Cole H, editors. Concise 
encyclopedia of church and religious organization marketing. 
New York (NY): Routledge; 2013. p. 53–57.

 46. Lincoln YS, Guba EG. Naturalistic inquiry. Newbury Park 
(CA): SAGE Publications; 1985.

 47. Braun J, Clarke V. Thematic analysis: A practical guide. London 
(England): SAGE; 2022.

 48. Chowdhary N, Jotheeswaran AT, Nadkarni A, Hollon SD,  
King M, Jordans MJD, Rahman A, Verdeli H, Araya R, Patel V.  
The methods and outcomes of cultural adaptations of 
psychological treatments for depressive disorders: A systematic 
review. Psychol Med. 2014;44(6):1131–1146.

 49. Naeem F, Phiri P, Nasar A, Munshi T, Ayub M, Rathod S.  
An evidence-based framework for cultural adaptation 
of cognitive behaviour therapy: Process, methodology 
and foci of adaptation. World Cult Psychiatry Res Rev. 
2016;11(1/2):61–70.

 50. Hofmann A, Hase M, Liebermann P, Ostacoli L, Lehnung M, 
Ebner F, Rost C, Luber M, Tumani V. DeprEnd©—EMDR 
therapy protocol for the treatment of depressive disorders. In: 
Luber M, editor. Eye movement desensitization and reprocessing 
(EMDR) therapy: Scripted protocols and summary sheets: 
Treating anxiety, obsessive-compulsive, and mood-related 
conditions. New York (NY): Springer Publishing Company, 
LLC; 2016. p. 289–313.

D
ow

nloaded from
 https://spj.science.org on June 03, 2025

https://doi.org/10.34133/jemdr.0005


Khan and Madihie 2025 | https://doi.org/10.34133/jemdr.0005 13

 51. Hase M. The EMDR protocol for the treatment of depression 
(DeprEnd). In: Hofmann A, Ostacoli L, Lehnung M, editors. 
Treating depression with EMDR therapy: Techniques and 
interventions. New York (NY): Springer Publishing Company; 
2022. p. 39–57.

 52. Bernal G, Bonilla J, Bellido C. Ecological validity and 
cultural sensitivity for outcome research: Issues for the 
cultural adaptation and development of psychosocial 
treatments with Hispanics. J Abnorm Child Psychol. 
1995;23(1):67–82.

 53. Masters R, McConnell E, Juhasz J. Learning EMDR in Uganda: 
An experiment in cross-cultural collaboration. In: Nickerson M,  
editor. Cultural competence and healing culturally based trauma 
with EMDR therapy. New York (NY): Springer Publishing 
Company, 2022; p. 407–422.

 54. Schwartz A, Maiberger B. EMDR: A cultural context. In: 
Schwartz A, Maiberger B, editors. EMDR therapy and somatic 
psychology: Interventions to enhance embodiment in trauma 
treatment. New York (NY): W. W. Norton & Company; 2018.  
p. 219–246.

 55. Adler-Tapia R, Settle C. Adaptations to EMDR therapy for 
preteens and adolescents. In: EMDR and the art of psychotherapy 
with children: Guidebook and treatment manual. New York (NY): 
Springer Publishing Company; 2023. p. 219–235.

 56. Ashley W, Lipscomb AE. Strategies for implementation of 
an anti-oppressive, antiracist, intersectional lens in EMDR 
therapy with Black clients. In: Nickerson M, editor. Cultural 
competence and healing culturally based trauma with EMDR 
therapy. New York (NY): Springer Publishing Company; 2022. 
p. 133–150. 

 57. Kennedy A. Compassion-focused EMDR. J EMDR Pract Res. 
2014;8(3):135.

 58. Tripp T. Art therapy and EMDR: Integrating cognitive, 
somatic, and emotional processing for treating trauma. In: 
Davis E, Fitzgerald J, Jacob S, Marchan J, editors. EMDR and 
creative arts therapies book. New York (NY): Routledge; 2024. 
p. 176–207.

 59. van Diest C, Leoni M, Fisher N, Spain D. Using EMDR with 
autistic clients: How do therapists adapt? J EMDR Pract Res 
2022;16(3):123–2022.

 60. Fisher N. Using EMDR therapy to treat clients remotely.  
J EMDR Pract Res. 2021;15(1):73–84.

 61. Abdul-Hamid KW, Hughes JH. Integration of religion and 
spirituality into trauma psychotherapy: An example in Sufism. 
J EMDR Pract Res. 2015;9(3):150–156.

 62. Pfeiffer S, In-Albon T. Barriers to seeking psychotherapy for 
mental health problems in adolescents: A mixed method study. 
J Child Fam Stud. 2022;31(9):2571–2581.

 63. Strelchuk D, Turner K, Smith S, Bisson J, Wiles N, Zammit S.  
Provision of online eye movement and desensitisation 
therapy (EMDR) for people with post-traumatic stress 
disorder (PTSD): A multi-method service evaluation. Eur J 
Psychotraumatol. 2023;14(2):2281182.

 64. Draganović S. Barriers to psychological treatment of 
depression: Case study presentation of incomplete EMDR 
treatment. Psychiatr Danub. 2021;33(suppl 1):116–122.

 65. Akers M. Personal experiences of EMDR therapy within secure 
services [dissertation]. [Cardiff (UK)]: Cardiff Metropolitan 
University; 2021.

 66. Covers M, de Jongh A, Huntjens RJC, de Roos C,  
van den Hout M, Bicanic IAE. Early intervention with eye 
movement desensitization and reprocessing (EMDR) therapy 

to reduce the severity of post-traumatic stress symptoms 
in recent rape victims: A randomized controlled trial. Eur J 
Psychotraumatol. 2021;12(1):1943188.

 67. Kpeno A, Sahu PK, Bagson E. The role of family in trauma 
recovery: A review of the literature. Anatol Ment Heal. 
2024;1(1):10–28.

 68. Teresi J, Yu X, Stewart A, Hays R. Guidelines for designing and 
evaluating feasibility pilot studies. Med Care. 2022;60(1):95–103.

 69. Hashmi AN, Qamar R, Taj R, Zubair UB, Agha Z, Abbasi SA, 
Azam M. Contributing risk factors of common psychiatric 
disorders in the Pakistani population. Eur Arch Psychiatry Clin 
Neurosci. 2024;273(4):963–981.

 70. Di Carlo O, Sommaruga M, Bonadies M, Roncella A. 
Verbal communication and effective communication: 
Communication in the psychotherapeutic setting. In:  
Roncella A, Pristipino C, editors. Psychotherapy for ischemic 
heart disease: An evidence-based clinical approach. Cham 
(Switzerland): Springer; 2018. p. 225–239. 

 71. Seidler ZE, Wilson MJ, Kealy D, Oliffe JL, Ogrodniczuk JS, 
Rice SM. Men’s preferences for therapist gender: Predictors 
and impact on satisfaction with therapy. Couns Psychol Q. 
2022;35(1):173–189.

 72. Stoll J, Müller JA, Trachsel M. Ethical issues in online 
psychotherapy: A narrative review. Front Psych. 2020;10: 
Article 498439.

 73. Gerge A, Hawes J, Eklöf L, Pedersen IN. Proposed mechanisms 
of change in the arts-based psychotherapies. Voices. 2019;19(2). 
https://doi.org/10.15845/voices.v19i2.

 74. Marich J, Dekker D, Riley M, O’Brien A. Qualitative research 
in EMDR therapy: Exploring the individual experience of 
the how and why. J EMDR Pract Res. 2020;14(3). https://doi.
org/10.1891/EMDR-D-20-00001.

 75. Naeem F, Sajid S, Naz S, Phiri P. Culturally adapted CBT—
The evolution of psychotherapy adaptation frameworks and 
evidence. Cogn Behav Ther. 2023;16:Article e10.

 76. Lucchetti G, Koenig HG, Lucchetti ALG. Spirituality, 
religiousness, and mental health: A review of the current 
scientific evidence. World J Clin Cases. 2021;9(26):7620.

 77. Dippel N, Szota K, Cuijpers P, Christiansen H, Brakemeier E.  
Family involvement in psychotherapy for depression in 
children and adolescents: Systematic review and meta-analysis. 
Psychol Psychother Theory Res Pract. 2022;95(3):656–679.

 78. Nadeem T, Asad N, Hamid SN, Farooq P, Mahr F. Culturally 
responsive CBT for psychological and physical symptoms in 
Pakistani youth: Role of religious and cultural attunement. 
Cogn Behav Pract. 2024;31(3):313–321.

 79. Wiltsey S, Gamarra J, Bartlett B. Empirical examinations 
of modifications and adaptations to evidence-based 
psychotherapies: Methodologies, impact, and future directions. 
Clin Psychol Sci Pract. 2018;24(4):396.

 80. Easton VC. An EMDR therapist’s guide to using the TICES Log 
with clients. Blueprint. 20 Dec 2024. https://www.blueprint.ai/
blog/an-emdr-therapists-guide-to-using-the-tices-log-with-clients

 81. Davidar RS, Ballal D. Clinical observations of online 
EMDR: The imperative for research on bilateral stimulation 
techniques. Indian J Psychol Med. 2025;47(1):90–91.

 82. Foster SL. Integrating positive psychology applications into 
the EMDR peak performance protocol. Eur Rev Appl Psychol. 
2012;62(4):213–217.

 83. Guest G, Namey E, McKenna K. How many focus groups are 
enough? Building an evidence base for nonprobability sample 
sizes. Field Methods. 2017;29(1):3–22.

D
ow

nloaded from
 https://spj.science.org on June 03, 2025

https://doi.org/10.34133/jemdr.0005
https://doi.org/10.15845/voices.v19i2
https://doi.org/10.1891/EMDR-D-20-00001
https://doi.org/10.1891/EMDR-D-20-00001
https://www.blueprint.ai/blog/an-emdr-therapists-guide-to-using-the-tices-log-with-clients
https://www.blueprint.ai/blog/an-emdr-therapists-guide-to-using-the-tices-log-with-clients

	Developing a Culturally and Methodologically Adapted Eye Movement Desensitization and Reprocessing Therapy Protocol for Major Depressive Disorder in Pakistan
	Introduction
	State of mental healthcare in Pakistan
	Unlocking effective treatment options for MDD
	Necessity of adapting EMDR therapy in Pakistan
	Research gaps in EMDR therapy adaptation

	Methods
	Research design and methodology
	Steps for adapting the EMDR therapy protocol
	Procedure for data analysis
	Ethical approval and trial registration

	Results
	What we learned: Insights from the narrative review
	Phase 1: History taking and treatment planning
	Cultural adaptations
	Methodological adaptations

	Phase 2: Preparation and stabilization
	Cultural adaptations
	Methodological adaptations

	Phase 3: Assessment
	Cultural adaptations
	Methodological adaptations

	Phase 4: Desensitization
	Cultural adaptations
	Methodological adaptations

	Phase 5: Installation
	Cultural adaptations
	Methodological adaptations

	Phase 6: Body scan
	Cultural adaptations
	Methodological adaptations

	Phase 7: Closure
	Phase 8: Reevaluation
	Cultural adaptation
	Methodological adaptations


	Thematic analysis: Synthesizing the narrative review and focus group discussion
	Theme 1—Language and communication
	Theme 2—Integration of cultural and religious values
	Theme 3—Involvement of family and community for support
	Theme 4—Addressing stigma
	Theme 5—Cultural sensitivity and competence
	Theme 6—Gender-related adaptations
	Theme 7—Client privacy and confidentiality
	Theme 8—Local resources for enhanced support
	Theme 9—Body language and nonverbal cues
	Theme 10—Considering the socioeconomic background of clients
	Theme 11—Emotional expression and cognitive interweaves
	Theme 12—Anti-racist approach by therapists
	Theme 13—Flexible structure of therapy
	Theme 14—Resource-building for online EMDR
	Theme 15—Use of art-based techniques
	Theme 16—Online session privacy
	Theme 17—Integrating biochemical analysis
	Theme 18—Safe place and grounding exercises
	Theme 19—Using visual scales
	Theme 20—Addressing noncompliance and follow-up

	Formulation of the adapted DeprEnd EMDR therapy protocol
	Pilot testing of the adapted DeprEnd EMDR therapy protocol

	Discussion
	What have we learned?
	Aligning our findings with the existing literature
	Implications
	Limitations and future research directions
	Conclusion

	Acknowledgments
	Data Availability
	Supplementary Methods
	References


