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Abstract
Background  Loss and grief pose significant challenges for victims of armed conflicts, such as Syrian refugees. 
Internet-based interventions (IBIs) present a promising solution to address this treatment gap and provide adequate 
support. However, research on grief, grief support, and IBIs remain largely limited to Western cultural contexts, and 
culturally adapted IBIs for grief are needed. Following the Reporting Cultural Adaptation in Psychological Trials 
(RECAPT) framework, this study aimed to develop and further adapt a culturally sensitive IBI for bereaved Syrian 
refugees in Switzerland.

Methods  The study employed qualitative methods. Initially, formative research was conducted to create a first 
version of the intervention, including semi-structured interviews with 10 experts to identify necessary cultural 
adaptations. The preliminary version of the intervention was then presented to six potential users and three experts 
to gather feedback on additional cultural adaptations through two iterative feedback rounds. The first round involved 
semi-structured interviews using a “paper version” of the intervention, followed by a second round with a walk-
through think-aloud protocol with a beta version. Data were analyzed using framework analysis.

Results  The input from various key informants at different stages of development provided valuable feedback on 
surface and deep structure adaptation, which may enhance treatment adherence, acceptance, and motivation.

Conclusions  These findings provide important insights and recommendations for the cultural adaptation of 
interventions and may help address the treatment gap for bereaved Syrian refugees.
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Introduction
Thirteen years into the devastating Syrian civil war, 
13.8 million Syrians have been forcibly displaced, mark-
ing the highest proportion of displaced people relative 
to any national population worldwide [1]. As of the end 
of 2023, nearly 14,000 Syrian refugees have been recog-
nized in Switzerland, making them the second largest 
group of recognized refugees in the country [2]. The war 
has caused extremely high humanitarian costs with over 
16 million Syrians in need of humanitarian assistance in 
2024 [3]. A central issue for victims of armed conflicts, 
such as Syrian refugees, is the experience of loss and grief 
[4]. These loss experiences, coupled with post-migration 
stressors, such as financial difficulties, discrimination, 
and being separated from one’s family [5], have been 
shown to increase the probability of developing pro-
longed grief disorder (PGD; 6). Accordingly, studies indi-
cate much higher prevalence rates of PGD in refugees 
compared to the general population, with a pooled preva-
lence rate of approximately 33.2% in refugees as opposed 
to estimates of 3.3–4.2% in the general population [7–9].

PGD is a newly recognized diagnostic category for 
excessively prolonged and intense grief reactions, now 
included in the latest edition of the World Health Organi-
zation’s International Classification of Diseases (ICD-11; 
[10]). Diagnostic criteria emphasize cultural variations 
in grief expression, duration, and functional impair-
ment, allowing for a diagnosis only if the grief response 
surpasses the intensity and duration expected within the 
individual’s socio-cultural context [11]. This culturally 
sensitive approach is in line with recent research indi-
cating that directly translating mental health constructs 
developed in Western, Educated, Industrialized, Rich, 
and Democratic (WEIRD; [12]) contexts to other socio-
cultural settings can result in “category fallacy” [13]. This 
occurs because such translations often neglect culture- 
or context-specific factors that influence mental health 
issues.

It is well-documented that culture shapes the way 
mental health problems are expressed (“cultural idioms 
of distress”; [14]) and individuals’ explanations for these 
issues, including their causes, course, and potential out-
comes (explanatory models; e.g., [15, 16]). To account for 
cultural differences in the phenomenology and etiology 
of mental health problems, the term “cultural concepts 
of distress” (CCD) was introduced in the Diagnostic 
and Statistical Manual of Mental Disorders, Fifth Edi-
tion (DSM; [17]). Grief in particular is heavily saturated 
with cultural influence, including differences in grief 
expression, mourning rituals and practices, and beliefs 
about death [18]. While there might be commonalities 
in some grief responses, normal and clinically relevant 
grief symptoms can vary greatly across cultures [19]. For 
instance, emotional outbursts in the first days or weeks 

after the loss are considered normal by Syrian refugees 
[20], while for Palestinians, negative emotional outbursts 
are usually concealed [21].

The significantly elevated prevalence rates of PGD 
among refugees underscore the urgent need for compre-
hensive support and intervention. However, a substan-
tial mental health support gap for refugee communities 
persists [22, 23]. Bryant et al. [6], for instance, found that 
43.7% of the refugee sample with probable PGD had not 
received any psychological assistance. Numerous barri-
ers of both structural and socio-cultural nature have been 
recognized to prevent or hinder refugees from accessing 
mental health care services in their host countries [22, 
24]. In a study with Syrian refugees in Switzerland, these 
included language barriers, lack of resources, lack of trust 
in health professionals, and a fear of stigma [24]. In addi-
tion, the cultural incongruity between Western health-
care professionals and refugees relating to differences in 
mental health beliefs, explanations, and practices about 
mental health has been found to negatively affect help-
seeking behavior [24–26].

This emphasizes the importance of developing and 
implementing accessible mental health care for refugee 
populations. Internet-based interventions (IBIs) are con-
sidered a viable solution to bridging this gap [27]. This 
approach aligns with recent recommendations from the 
American Psychological Association Summit [28], which 
emphasize the need to scale up effective individual-level 
interventions to the population level by leveraging inno-
vative delivery systems such as online platforms and 
mobile applications. IBIs are easily accessible, are low in 
delivery cost, can be used flexibly independent of time 
and location at a self-determined pace, and provide ano-
nymity to users [27, 29]. Evidence provides support for 
the efficacy of IBIs in the treatment of mental health dis-
orders [30–32]. A guided and scalable IBI for depression 
was evaluated for Syrian refugees in Lebanon with results 
showing a significant reduction in depression and anxiety 
symptoms [33]. Hence, IBIs have the potential to address 
many of the barriers to mental health care experienced by 
Syrian refugees in Switzerland and may improve access to 
support for those who are bereaved.

Although the results are promising, evidence for the 
effectiveness of IBIs for grief remains limited and largely 
confined to WEIRD contexts [34–36]. Given that culture 
significantly impacts grief reactions, it is crucial to con-
sider these aspects when developing an IBI for bereaved 
refugees. Meta-analytic findings support the effective-
ness and acceptability of culturally adapted psychologi-
cal interventions over non-adapted ones [37, 38]. In one 
meta-analysis, a higher number of adapted elements in 
IBIs was associated with higher effect sizes [39], and cul-
turally adapting interventions also appears to increase 



Page 3 of 18Aeschlimann et al. BMC Public Health         (2024) 24:3048 

adherence [40]. However, no culturally adapted IBI for 
bereaved individuals has been developed so far [41].

Cultural adaptation can be conceptually divided into 
surface and deep structure adaptation [42]. Surface struc-
ture adaptation relates to matching materials and treat-
ment delivery to observable characteristics of the target 
group (e.g., language and illustrations). In the context of 
IBIs, this includes adaptation of user-interfaces and soft-
ware functions to the intended users (e.g., 43). In con-
trast, deep structure adaptation considers social, cultural, 
environmental, and psychological factors that influence 
health behavior [42]. The latter includes considering 
a population’s CCD, which encompass idioms of dis-
tress and explanatory models [17, 44]. One way to con-
ceptualize this distinction is to think of deep structure 
as addressing the “what” and “why” of an intervention, 
while surface structure pertains to the “how” of its deliv-
ery. However, this is a simplification, and the separation 
is not always clear-cut.

Criticizing the lack of standardized criteria for docu-
menting cultural adaptations in clinical trials, Heim et 
al. [45] proposed The Reporting Cultural Adaptation in 
Psychological Trials (RECAPT) criteria, which incorpo-
rate the dimension of deep and surface structure adapta-
tion and can be used as a guideline to plan the cultural 
adaptation process of an intervention, as well as provid-
ing a template for documenting adaptations. This can be 
implemented for both top-down approaches, where an 
existing intervention is adapted, and bottom-up interven-
tions, which are newly developed interventions within a 
specific cultural context [45].

To the best of our knowledge, no culturally adapted IBI 
for grieving Syrian refugees has been developed so far. 
Hence, the aim of the current project was the bottom-up 
development and cultural adaptation of such an IBI for 
future integration as a supplementary module into the 
“Sui app”, a digital psychosocial support app for refugees 
developed by the Swiss Red Cross [46]. Following the 
framework for cultural adaptation of scalable psycho-
logical interventions proposed by Heim and Kohrt [44] 
and the RECAPT-Criteria [45], this project encompasses 
three cultural adaptation phases:

(i)	The formative research phase aimed to gather 
information on context, target symptoms, and 
specific needs of Syrian refugees in Switzerland, as 
well as on aspects of the planned IBI, such as possible 
contents and structure, informing the development 
of the first version of the IBI.

(ii)	The first cultural adaptation phase aimed to evaluate, 
adapt, and complement a first version of the IBI 
in terms of relevance, cultural acceptability, and 
comprehensibility of intervention contents regarding 

grief-related CCD, community needs, treatment 
components, structure and illustrations.

(iii)	 The second cultural adaptation phase aimed 
to evaluate and adapt a beta version of the IBI 
regarding cultural acceptability, relevance and 
comprehensibility.

Methods
Design
As recommended in the RECAPT guidelines [45], the 
Consolidated Criteria for Reporting Qualitative research 
(COREQ) were followed to ensure transparency and 
research quality (see Additional File 3). The formative 
research commenced with a literature review as per 
Heim and colleagues [45] suggestions. A scoping review, 
which explored the scope and nature of culturally sen-
sitive interventions addressing grief, was published 
recently [41]. Results of the literature review were supple-
mented with qualitative information gathered through 
three rounds of semi-structured, in-depth key informant 
interviews (KII) with potential users and experts in the 
accompaniment of grieving Syrian refugees. This quali-
tative design was employed for a thorough understand-
ing of the participants’ individual experiences [47] and 
because it is ideal for acquiring detailed information on 
a specific topic within a target group from a different 
cultural background [20]. Based on findings from the 
literature review, the first key informant interviews with 
potential users (KIIU1) and experts (KIIE1), a first ver-
sion of the IBI-content was developed. In the following 
two stages of interviews with potential users and experts 
(KIIUE2 and KIIUE3), the IBI was evaluated and further 
adapted in an iterative manner. An overview of the final 
version of the IBI content is available in Additional File 5 
(see Fig. 1 for an overview of all chapters).

As the three stages slightly differ regarding sample 
and recruitment as well as data collection, they will be 
described in individual subchapters. Methods and results 
from KIIU1 will not be detailed further, as these are pub-
lished elsewhere [20]. The ethics proposals for KIIE1 and 
KIIUE2/KIIUE3 were accepted by the ethics committee 
of the Faculty of Arts and Social Sciences at the Univer-
sity of Zurich (UZH) in March 2022 and March 2023, 
respectively.

KIIE1
Sample and recruitment
Potential participants were recruited via purposive and 
snowball sampling [48] through e-mail or via phone call, 
and provided with initial information about the project. 
Participants had to be mental health experts, religious 
leaders, or interpreters working with or counseling Syr-
ian refugees with PGD in Switzerland. In addition to 
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that, potential participants had to be at least 18 years old 
and fluent in German. Individuals who met the inclu-
sion criteria were given detailed information about the 
study, the opportunity to ask any additional questions, 
and were provided with two consent forms: one for study 
participation and another for the audio recording of the 
interviews. Interested participants then scheduled inter-
view appointments. Interpreters received compensation 
at their standard hourly rate of 90 CHF, while other KI 
did not receive compensation due to limited financial 
resources. Sample size was estimated based on results of 
a systematic review by Hennink and Kaiser [49] which 
showed that data saturation in in-depth interview stud-
ies is normally reached between 9 and 17 interviews. Two 
potential participants dropped out before their interview 
appointment due to personal reasons. In total, n = 10 key 
informants were included. Details on participant charac-
teristics can be found in Additional File 4.

Data collection
Data was collected between May and September 2022. 
Roles and background of the research team members for 
all KII can be found in Additional File 1. The interviewer 
and participants had not met previously. Interview ses-
sions were conducted either in person at the Psychologi-
cal Department of the UZH or via video conference on 
a secure platform. Participants were provided with both 
written and oral information about the study, and writ-
ten informed consent was obtained. Interviews were 
held in German, audio-recorded, and subsequently tran-
scribed using f4 audio transcription software version 
8.1.1 [50]. Two participants had a follow-up interview, as 
the subject of interest was initially not fully captured as 
intended. The interviews lasted from 62 min to 111 min.

The interviews were composed of a brief demographic 
questionnaire and a semi-structured interview guide fea-
turing open-ended questions. The interview guide was 
developed in an iterative process following the guide-
lines by Fylan [51] and Kallio and colleagues [52], with 
the content being informed by the RECAPT criteria and 
further background literature. The first part of the guide 
included questions about the CCD concerning Syrian 
refugees’ grief, while the second part involved questions 
about the development, intended content and structure 
of the future IBI (see Additional File 2). Two pilot inter-
views were conducted to assess and refine the initial 
interview guide.

KIIUE2
Based on the results from KIIE1, a first version of the IBI 
content was developed. This initial version was drafted 
on paper and included the texts (excluding vignettes and 
texts for audio-exercises) and the first sketches of illus-
trations. The texts were originally written in German, 
adapted to simple German, and then translated to Ara-
bic. During the development of this first version, a desk 
review was conducted to gather additional information 
not previously covered by the scoping review or KIIE1 on 
various topics, including positive psychology and mind-
fulness in Arabic-speaking populations, internet-based 
interventions for grief, and psychological interventions 
for grief. KIIUE2 focuses on the evaluation and adapta-
tion of this first version.

Sample and recruitment
Two groups of participants were recruited. Experts had 
to meet the same inclusion criteria as in KIIE1, while 
potential users needed to be Syrian and at least 18 years 
old. Experts were recruited via e-mail and phone from 

Fig. 1  Overview of the chapters of the IBI in German and Arabic
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the previous phase of the formative research. Interpret-
ers were compensated at their standard hourly rate of 90 
CHF, while other experts did not receive compensation 
due to limited financial resources. Potential users were 
recruited by the interpreter affiliated with the Swiss Red 
Cross (SRC) and were compensated with a supermar-
ket voucher worth 150 CHF (including travel expenses). 
Those meeting the inclusion criteria received detailed 
study information, had the chance to ask questions, and 
were provided with two informed consent forms: one for 
study participation and one for audio recording. Inter-
ested participants then scheduled interview appoint-
ments. The aim was to include at least three experts and 
six potential users. No potential participants dropped 
out. In total, n = 9 key informants participated, including 
three experts and six potential users. Details on partici-
pant characteristics can be found in Additional File 4.

Data collection
Data was collected between March and April 2023. Indi-
vidual interviews were conducted in German with the 
experts either in person at the Department of Psychol-
ogy at the UZH or online on a secure platform. In each 
interview with potential users, which were conducted at 
the premises of the SRC in Bern, two participants, one 
or two interviewers (with one person aiding with time-
keeping), and a Syrian interpreter were present. The deci-
sion to have two participants interviewed at once, i.e. to 
combine focus groups and single key informant inter-
views, was made based on previous positive experiences 
with this format within the research group and resource 
limitations [53]. The interpreter translated between Ger-
man and Arabic. The interviewer and participants had 
not previously met. However, the interpreter partially 
knew potential users. At the beginning of the interviews, 
the study was explained, and the informed consent was 
signed. Interviews were audio-recorded and transcribed 
in German using f4 audio transcription software version 
8.3 [54]. The interviews with potential users included 
three main interviews and three follow-up interviews, 
during which additional feedback was gathered about 
the IBI contents that due to time constraints could not be 
discussed in the main interviews. Interviews lasted from 
60 to 150 min.

The interview materials consisted of a demographic 
questionnaire and the semi-structured interview. Par-
ticipants read selected chapters (the first, third, and fifth) 
of the IBI and were then asked to give feedback on spe-
cific content, which was displayed in a PowerPoint pre-
sentation (in Arabic and German). This approach was 
chosen due to time constraints, focusing on the most 
critical aspects, while chapters like resource activation, 
already used in similar interventions, were omitted. The 
interview guide was developed following guidelines by 

Kallio et al. [52] and based on background literature, the 
RECAPT criteria, the results of KIIE1 and the first ver-
sion of the IBI. Requested feedback focused on the cul-
tural relevance and appropriateness of IBI content, as 
well as suggestions for adapting less comprehensible, 
irrelevant, and potentially inappropriate IBI content and 
appearance (see Additional File 2). Two pilot interviews 
were conducted to assess and refine the initial interview 
guide.

KIIUE3
Incorporating the results from KIIUE2, a beta-version 
of the app was developed in German and Arabic, which 
included all texts, vignettes, interactive exercises, audios, 
videos and illustrations. The beta-version contained two 
Arabic versions of the text and audio-exercises, one for 
female and one for male users (due to Arabic verbs being 
conjugated depending on the gender of the addressed 
person). KIIUE3 focuses on the evaluation and adapta-
tion of this beta-version of the IBI (see Fig. 2 for a screen-
shot of the home screen).

Sample and recruitment
The same two groups were recruited as for KIIUE2. 
Additional inclusion criteria were that participants were 
required to possess a smartphone with internet access 
and that they could read and write in either Arabic or 
German. Participants of both groups were recruited from 
previous project phases or via the interpreter of the SRC 
through e-mail and telephone. Those meeting the inclu-
sion criteria received more comprehensive study details 
and were provided with informed consent for study par-
ticipation. Interested participants then scheduled inter-
view appointments. Interpreters received compensation 
at their standard hourly rate of 90 CHF, while other 
experts did not receive compensation due to limited 
financial resources. As a compensation for their partici-
pation, potential users received a supermarket voucher 
worth 150 CHF (including travel expenses). The aim was 
to include at least three experts and six potential users. 
No potential participants dropped out. In total, n = 9 key 
informants, including three experts and six potential 
users were included. Details on participant characteris-
tics can be found in Additional File 4.

Data collection
Data was collected between June and July 2023 in per-
son at the Department of Psychology of the UZH for the 
experts and at the premises of the SRC in Bern for the 
potential users. In the interviews with the experts, one 
interviewer was present, while with the potential users, 
the interpreter was present like in KIIUE2. In the begin-
ning, study procedures were explained, and the informed 
consent was signed. Interviews were audio-recorded, 



Page 6 of 18Aeschlimann et al. BMC Public Health         (2024) 24:3048 

partly video-recorded for the think aloud walkthrough 
(see below) and transcribed in German using f4 audio 
transcription software version 8.3 [54]. No follow-up 
interviews were conducted. The interviews lasted from 
120 min to 150 min.

After filling out a demographic questionnaire, the IBI 
was set up on the participant’s smartphone. Following 
this, the so-called think aloud walkthrough method was 
used. During this, insights into users’ cognitive processes 
were gathered as participants were instructed to vocal-
ize their thoughts and feelings while testing the app [55]. 
Participants had 30  min to test the app on their own 
and 30  min in which they were instructed to test cer-
tain selected features. Following this, a semi-structured 
interview was conducted. The interview guide was devel-
oped following guidelines by Kallio et al. [52] and based 
on background literature, the RECAPT criteria and the 
results of the two previous KII rounds. Requested feed-
back focused on the cultural relevance and appropriate-
ness of the IBI regarding design and illustrations, videos 
and interactive parts, content and topics, functions, as 
well as suggestions for adapting less comprehensible, 

potentially irrelevant, and inappropriate IBI content and 
appearance (see Additional File 2). Two pilot interviews 
were conducted to assess and refine the initial interview 
guide.

Data analysis
The KI interviews of all phases were analyzed employ-
ing the framework analysis method, a structured and 
adaptable procedure for examining qualitative data, sys-
tematically managing large data sets and analyzing data 
covering similar topics [56]. This method produces highly 
structured outputs of summarized data (framework 
matrix), with themes emerging through comparisons 
conducted within and between individual interviews 
[56]. In all stages of the cultural adaptation process, the 
analysis started with a deductive approach based on the 
RECAPT criteria [45], as the aim was to produce clear 
suggestions for adaptations based on the components 
suggested in RECAPT. During coding, this approach was 
combined with an inductive approach to include new 
aspects brought up by the individual KI experiences. 
Deductive codes were developed in the MAXQDA 2022 

Fig. 2  Screenshots of the IBI in Arabic and German
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software [57]. Each interview transcript underwent inde-
pendent parallel coding by two coders, ensuring consis-
tency and increasing the reliability of the analysis [58]. 
Coding was followed by subsequent discussions among 
the coders and a third researcher to achieve consensus 
on conflicting codes and addressing any uncertainties 
that arose during the coding process. To efficiently meet 
the project timeline, we initially performed rapid quali-
tative analyses (RQA; [59, 60]) for KIIUE2 and KIIUE3 
to prepare for the decision-making meetings. This prag-
matic approach enabled us to quickly evaluate feedback 
for implementation. Although RQA might sacrifice some 
scientific rigor compared to full qualitative analysis, it 
provided timely insights necessary for swift decision-
making. Ultimately, we conducted full framework analy-
ses for all three rounds to ensure no critical themes were 
overlooked.

Decision-making meetings
Two decision-making meetings led by the first author 
were held each, after KIIUE2 and KIIUE3 respectively, to 
assess the outcomes of the KI interviews, determine the 
feasibility of the proposed adaptations and explore subse-
quent actions. First, the research team members involved 
in data collection and analysis discussed the feedback 
received, shared their opinions on potential adaptations, 
and occasionally offered additional suggestions. Follow-
ing this, a second meeting was held between the first 
author and two experienced researchers and psychother-
apists in the field to discuss decisions particularly related 
to interventions and exercises. Please refer to Additional 
File 1 for information on the background and roles of the 
research team members. The final decisions were a com-
bination of participants’ input, and considerations related 
to time and financial resources.

Monitoring and documentation of the adaptation 
procedure
The RECAPT monitoring sheet was employed to docu-
ment every adaptation made. As the present project is 
the first to employ the monitoring sheet for a bottom-up 
development, several alterations were made. The most 
notable being the division into two sheets: one for the 
development of the first version of the IBI after KIIE1 and 
a second one for the adaptations made to this version fol-
lowing KIIUE2 and KIIUE3. Detailed reasoning for the 
adaptations made, including supporting literature from 
the desk review and the specific rationale behind each 
change, are documented in the appended RECAPT table 
(Additional File 1).1

1  For brevity, only the part of the table related to Chap.  1 is included in 
Additional File 1. The full documentation can be requested from the first 
author.

Results
The following section highlights a selected subset of 
results to maintain clarity and conciseness. If no results 
are mentioned for a subject from a KII round, it is implied 
that no particularly noteworthy adaptations were made. 
The results are structured around the four main com-
ponents of the RECAPT criteria: (1) Community needs, 
stigma and context, (2) Cultural concepts of distress, (3) 
Treatment components, and (4) Treatment delivery.

Community needs, stigma, and context
Various considerations related to community needs, 
stigma, and context were identified as critical for the 
adaptation and inclusion in the IBI. These encompass the 
refugee experience, heterogeneity/diversity, rituals, types 
of losses, “what matters most”, religion, and stigma.

In KIIE1, several post-migratory stressors were men-
tioned in relation to the refugee experience. These 
included being far away from the family and the graves 
of the deceased due to war, which entailed worry about 
the family left behind and feelings of guilt towards them 
(n = 9), problems directly related to the asylum situation 
including financial problems, living in an asylum center, 
not being able to work or mobility restrictions (n = 7), 
problems with integration like language learning or find-
ing work (n = 6), social isolation (n = 5) and distrust/data 
privacy concerns (e.g., mistrust towards healthcare pro-
fessionals and government institutions; n = 4). Adapta-
tions were made based on these results by incorporating 
them into contextually relevant treatment rationales and 
goals. For example, treatment goals included having more 
energy to focus on integration and future perspectives. 
The context was also considered in psychoeducational 
parts, acknowledging that certain factors can impede 
the capacity to perform rituals. Additionally, sugges-
tions for behavioral activation, social activities, or ritu-
als were adapted to be accessible and feasible within the 
constraints of the refugee context. This included options 
like free activities or opting for phone calls instead of in-
person meetings. Further adaptations targeted feelings of 
guilt, such as not being able to visit graves or not being 
present when a loved one died. Cognitive restructur-
ing and self-compassion techniques were employed to 
address these feelings. Finally, there was a strong empha-
sis on being transparent about data privacy and clearly 
communicating what the app can and cannot provide.

The heterogeneity/diversity within Syrians was men-
tioned as an important factor to consider by all (n = 9) 
participants in KIIE1 (e.g., “You could say that Syria is a 
mosaic country, a patchwork country.”, D3). It was men-
tioned that the grief and needs of bereaved Syrians for the 
app were highly individual and influenced by the diversity 
of religion (e.g., Muslim, Christian, Aramean Marronite, 
Jewish, Druz), education level, gender, ethnicity (e.g., 
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Arab, Kurdish, Armenian) and type of loss present in the 
Syrian community. As a consequence, heterogeneity has 
been addressed in psychoeducation about grief reactions 
and emphasizing the fact that grief is highly individual. 
Furthermore, the wording of the app was kept as open 
as possible meaning that a focus on one subgroup (e.g., 
in religion) rather than another was avoided, and open 
formulations were used to provide space for heterog-
enous needs. Moreover, users have been provided with 
the option of adding their own entry to list-exercises. 
To cater to different educational levels, simple language 
was used (see Sect.  Treatment delivery3.4). In KIIUE2 
and KIIUE3, it was observed that suggestions for adapt-
ing rituals and social activities varied, with participants 
expressing conflicting opinions. These divergent views 
were seen as a reflection of the target group’s diver-
sity, leading to the decision to include all suggestions to 
adequately cater to these heterogeneous preferences and 
perspectives.

In KIIE1, rituals were noted by most participants (n = 8), 
i.e., the most important rituals to Syrians (n = 7) and chal-
lenges/possibilities to performing rituals in Switzerland 
(n = 5). Important rituals were often connected to reli-
gion and included visiting the grave, praying, or speaking 
about positive memories of the deceased. Regarding ritu-
als in Switzerland, the importance of suggesting to users 
to find space for grief in their everyday life and provid-
ing alternatives to certain rituals was outlined, with sug-
gestions including creating an alternative to a tombstone 
such as an altar. Adaptations made based on these find-
ings were emphasizing space for grief as a session topic, 
including exercises that reflect or adapt certain aspects 
of known grief rituals in the Syrian community (e.g., the 
“tree of legacy” exercise permitting to reflect on positive 
memories of the deceased, the “memory wall” exercise 
providing a sort of digital altar, or “choosing and planning 
a ritual”).

Furthermore, psychoeducation about rituals was 
included, and culturally relevant examples of rituals were 
featured in exercises and psychoeducation. In KIIUE2, 
the included rituals were considered clear and culturally 
appropriate by all participants (n = 9). However, it was 
suggested that in the exercise “choosing and planning a 
ritual”, two additions should be made to the list of sug-
gested rituals: Donating money and doing good deeds in 
the name of the deceased (e.g., “Really the donation, that 
here is not mentioned, it‘s actually very well-known. That 
you donate something for the person, build something, 
do something, yes.”, U6). Furthermore, the suggestion 
“Have conversations with the deceased person in a beau-
tiful setting, such as in nature” was criticized (n = 4) as 
this was seen as “crazy” and frightening (“For us, it’s like a 
mistake. One does not speak with the deceased.”, P1). No 
adaptations were made to this last suggestion in line with 

the decision to include all suggestions for rituals without 
removal, as mentioned in the previous paragraph.

Regarding types of losses, two main themes emerged in 
KIIE1: ambiguous loss (n = 4) and implications of differ-
ent types of losses (n = 5), such as losing the support of 
the deceased person (e.g., “They feel weaker than before 
because they received support from someone who is no 
longer there, such as a father, an older son, a husband, 
or a wife.”, D1) or losing a role (e.g., being a parent). The 
implications of different types of losses were included 
with the topic of secondary losses, which includes several 
examples in psychoeducation and contains an exercise 
focused on reflecting and adjusting to secondary losses. 
Although considered important, the topic of ambigu-
ous loss was not included at this stage of the project due 
to lack of resources, as it comprises several aspects that 
require different interventions or different framing of the 
interventions (e.g., concerning rituals). At a later stage, 
the app will be adapted for ambiguous loss, thus offering 
the users to choose either an option for ambiguous loss 
or loss due to death at start.

Concerning “what matters most”, family (n = 10) and 
work/education (n = 7) were mentioned as most impor-
tant in KIIE1. To increase motivation, both topics were 
incorporated in different parts of the IBI, for instance in 
the treatment rationale (see 3.3) or in the rationale for 
different exercises (e.g., positive impact on social rela-
tionships and family when practicing self-compassion). 
Furthermore, the topics were included in psychoeduca-
tional parts, acknowledging for instance the impact of 
grief on work performance or social connections. See 
Sect. Cultural concepts of distress for further inclusion of 
family/social relationships.

Religion emerged as a highly relevant topic in KIIE1 
with all (n = 10) participants mentioning the importance 
of religion as a resource in grief. Religion was included 
as a resource throughout the app (e.g., including prayer 
as suggestion in various exercises) and including reli-
gious counseling services in the “external resources and 
addresses” chapter. In KIIUE2 (n = 5) and KIIUE3 (n = 4), 
increasing the amount of religious content was advised. 
As a consequence, several Quran and Bible verses were 
included throughout psychoeducational parts of the app.

Mental health stigma (e.g., fear of speaking about/
showing mental health problems, being labeled as crazy) 
within the Syrian community was mentioned by most 
participants in KIIE1 (n = 8). Although the anonymity of 
the IBI was seen as a potential solution to this, the impor-
tance of addressing stigmatizing beliefs in the app was 
underlined. Hence, normalizing and validating different 
grief reactions with psychoeducational texts and testimo-
nials of affected individuals speaking about their experi-
ence was a main focus of the app.
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Cultural concepts of distress
Several culturally relevant symptoms, metaphors and 
phrases, as well as cultural explanations emerged as rel-
evant for inclusion or adaptation in the IBI.

As a result of KIIE1, the most commonly mentioned 
symptoms were emotion-related symptoms such as sad-
ness/depressed mood (n = 5) and guilt (n = 3); cognitive 
symptoms including preoccupation (n = 3) and denial/
being stuck in the past (n = 3); behavioral symptoms like 
withdrawal (n = 5); and somatic symptoms such as sleep 
problems (n = 5) and physical pain (n = 4). Symptoms were 
included as examples in psychoeducational parts of the 
IBI about grief reactions. On the other hand, the most 
common symptoms partly guided the choice of treatment 
components (e.g., behavioral activation for depressed 
mood or cognitive restructuring for preoccupation and 
guilt). Furthermore, symptoms were included in an exer-
cise, where users select their own symptoms from a list 
(see Fig. 3). In KIIUE2, the included examples of symp-
toms were considered clear and culturally appropriate 
by all (n = 9) participants, with several suggestions made 
for additional symptoms to be included (e.g., shock, self-
harm, remorse, apathy, forgetting to eat and drink).

Two types of metaphors were identified in KIIE1, one 
concerning grief and the other grief-related coping. Met-
aphors for grief can be broadly categorized into body-
related metaphors (n = 4) related to eyes, heart, pain and 
heaviness (e.g., “Grief is like a backpack, that we carry 
with us”; S2); and community-related metaphors (n = 3) 
highlighting how the deceased is a missing link in their 
community (e.g., “The loss, that is in cultural circles, the 

family is a center, a navel. And we describe it like this 
with the navel, and if the navel is open, then the entire 
relationship with myself and my surroundings, with my 
family, almost the entire tribe, is not quite in order.”, P2), 
while metaphors for coping were mostly religious (n = 6; 
e.g., “God gave him as a gift, and God has taken him back, 
but life goes on.”; D2). Metaphors were included in psy-
choeducation about grief reactions and about secondary 
losses. Furthermore, an exercise asking users to describe 
their own grief reaction as a metaphor was added to pro-
mote engagement and self-reflection. Finally, the meta-
phor of heaviness and grief as a backpack was included in 
the description of the goal of the IBI and treatment goals. 
In KIIUE2 all participants (n = 9) deemed the included 
metaphors good and culturally appropriate, while sug-
gestions were made to add a missing metaphor (“broken 
back”) and slightly adjust the wording of other metaphors 
for better comprehension.

In KIIE1, cultural explanations for grief and loss mainly 
related to religion (n = 8) and the community (n = 3), as 
well. Religious explanations were more fatalistic, suggest-
ing that loss is divinely ordained and should be accepted 
as a test from God and in some cases, as a new beginning 
and an opportunity for growth. Meanwhile, community-
based explanations emphasized the significant role of the 
community as a vital resource, highlighting that commu-
nal grieving alleviates the intensity of grief (e.g., “Griev-
ing in our community is actually a collective experience. 
[…] It is said that grief is shared and thus lessened, mean-
ing it becomes lighter.“, D3). Cultural explanations influ-
enced various adaptations throughout the app, such as 

Fig. 3  Examples of Intervention Components
Note.  (1) Vignette; (2) List exercise; (3) Interactive exercise (Resource-Lifeline); (4) Mindfulness audio-exercise
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incorporating religion and community as resources for 
grieving, emphasizing the importance of strengthening 
social relationships to alleviate grief as a session topic. 
Features like the “memory wall” exercise foster commu-
nal grieving, while psychoeducational sections address 
secondary losses and highlight the significance of social 
connections.

Treatment components
Results concerning treatment components are orga-
nized into two sections, one addressing the treatment 
goal and treatment rationale, and the other detailing the 
content, i.e. interventions, exercises, and supplementary 
resources.

Regarding the treatment goal of the app, findings from 
KIIE1 indicated that both loss- and restoration- oriented 
components according to the dual process model of 
grief [61] should be included (n = 7), with most partici-
pants (n = 6) favoring moving from loss- to restoration-
orientation throughout the app, ending on a focus on the 
now and future. Regarding loss-oriented components, it 
was mentioned that speaking about and finding a space 
for grief (n = 4), accepting and integrating the loss (n = 6) 
and continuing bonds (n = 9) were important. The latter 
included the importance of positive memories and ritu-
als to feel close to the deceased (n = 7) and adapting the 
relationship with the deceased in balance with restora-
tion orientation (n = 6). Concerning restoration-orienta-
tion, the importance of fostering joy (n = 4), encouraging 
future perspectives and becoming active (n = 4), focus-
ing on the present and future by distracting oneself and 
focusing on family/education/work (n = 6) were noted.

Concerning the treatment rationale provided to the 
users, suggestions from KIIE1 emphasized the rel-
evance of the app to break out of the isolation of grief, 
finding strength for integration and future perspectives, 
and being there for family (n = 2). These findings influ-
enced the choice of chapter topics (see Additional File 
5) and specific exercises (e.g., tree of legacy or words to 
the deceased to adapt relationship), as well as the ratio 
of loss- and restoration-oriented components and the 
order in which they are presented. The treatment ratio-
nale is introduced to the user explaining that the app 
will deal both with the pain of grief and with giving them 
more strength and energy to focus on their goals related 
to family/work/education in the present and future. The 
first chapter includes an exercise called “goal setting”, 
which prompts users to set a goal for themselves. The 
instructions to this exercise contain examples for treat-
ment goals which are in line with the findings related to 
the treatment rationale (e.g., be there for family, improve 
concentration for language learning, goals for future). In 
KIIUE2 the examples received positive feedback from 
all (n = 9) participants and were considered clear and 

culturally appropriate (n = 6). Suggestions were made to 
add additional goals and to change the order to match 
the importance of certain goals in Syrian culture (e.g., 
family first, then future goals, etc.), both of which were 
implemented.

Topics related to content, which were suggested for 
inclusion in the app in KIEE1, were additional resources 
for points of contact outside the app (n = 8) and inter-
ventions and exercises. The latter included psychoedu-
cation and normalizing (n = 7), cognitive restructuring 
for guilt and dysfunctional cognitions (n = 2), resource 
and behavioral activation, (n = 9) as well as mindful-
ness, relaxation and body-related exercises (n = 3). For 
resource and behavioral activation, multiple culturally 
appropriate resources and activities were listed (e.g., reli-
gion, social activities, physical activity, cooking). Based 
on these findings, a strong focus was set on psychoedu-
cation and normalizing in the first chapter as a topic, 
resource and behavioral activation (including culturally 
relevant examples/suggestions) in the second chapter, 
and a partial focus on cognitive restructuring in chapter 
four. Mindfulness, relaxation and body-related exercises 
were used throughout the app. In KIIUE2 feedback was 
provided on specific exercises. Positive reactions were 
expressed towards the following exercises: “Sitting with 
difficult emotions and breathing exercise” (good exercise, 
n = 5), “Tree of legacy” (good and clear exercise, n = 9), 
“Pinboard/memory wall” (good and meaningful exercise, 
n = 8), “Pick a legacy” (culturally relevant examples of 
legacies, n = 9), “Visualizing your future” (meaningful and 
clear, n = 7), “Reflecting difficult dates and how to cope 
with them” (good examples, n = 7; relevant topic, n = 6), 
“Looking back on goals and reflecting what was learnt in 
app” (good and helpful, n = 8).

However, several critical reactions were voiced towards 
three exercises in particular. In response to the exercise 
“Sitting with difficult emotions and breathing exercise”, 
it was noted that some emotions should not be allowed 
(n = 2; “We practically destroyed the country because we 
allowed our feelings”, U5) and that the exercise was not 
considered helpful against sadness (n = 2). Since users 
expressed that knowing the exercise was conducted in 
a controlled setting would increase their comfort, the 
introduction was adjusted to acknowledge their fear of 
experiencing emotions, clarify the exercise’s context, 
reassure them that they could stop if uncomfortable, and 
further explain its proven benefits. The audio-exercise 
“Imaginary conversation with the deceased” prompted 
negative reactions from six participants. The idea of hav-
ing a conversation with a deceased person sparked fear, 
incomprehension and rejection of the exercise with par-
ticipants mentioning that this would be seen as “crazy” or 
as speaking to the devil (e.g., “A conversation is unthink-
able. If this should ever happen […] it would simply be 
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a conversation with the devil.”, U5). The exercise was 
renamed to “Words to the Deceased” to avoid implying 
a two-way conversation and an introduction was added 
to clarify its purpose and address religious concerns. 
Additionally, a disclaimer was included to warn about 
the emotional challenges, with frequent reminders that 
users can stop anytime, and the wording was adjusted 
to refer to an “image” or “memory” of the deceased to 
ensure user comfort and understanding. Finally, the 
two variations of the exercise “Visualizing your future” 
caused confusion. One version, which involved imagin-
ing speeches at one’s 80th birthday party, was considered 
unrealistic and participants suggested changing the age 
(n = 7). The other version, which entailed imagining one’s 
ideal day in the future and writing about it in a letter to 
the deceased, was deemed unclear about its future focus, 
who was writing to whom, and what they were imagin-
ing (n = 3). To address this, the description was adjusted 
to specify the time frame and include a clarifying picture. 
Additionally, introductions were added to explain that 
one version focuses on the near future and the other on 
the distant future. This adjustment aimed to help refu-
gees, who may find it difficult to think about the future 
due to uncertainties, feel less intimidated by using a path/
journey metaphor.

In KIIUE3, the overall content and exercises received 
generally positive feedback, being described as relax-
ing, simple, helpful, and positive. Self-compassion exer-
cises were rated particularly well (n = 6). The “Words to 
Deceased” exercise elicited both hesitation (n = 7) and 
positive feedback, with some participants finding it fit-
ting and helpful (n = 7). However, unclear instructions, 
especially regarding the aim and purpose of several exer-
cises (“Resource-Lifeline”, “Memory wall” “Select your 
own grief reactions” “Finding a metaphor for your grief”) 
combined with technical issues (see 3.4), caused confu-
sion. In reaction to these results, the aim and purpose of 
the exercises in question were explained in more detail. 
Furthermore, in the case of the “Resource-Lifeline” and 
the “Memory wall”, screenshots displaying an exemplary 
version of how to complete the exercise (with exam-
ples from the vignette protagonists) were included to 
clarify the instructions (see Fig.  3 for screenshot of the 
Resource-Lifeline). The exercise “Words to the deceased” 
was not removed or adapted as participants mentioned 
not being able to accurately judge the exercise without 
listening to it in full length.

Treatment delivery
Results concerning treatment delivery can be divided 
into audiovisual content, vignettes, language and techni-
cal features/design.

Audiovisual content comprises input on videos, audios, 
and illustrations. In KIIE1, the inclusion of videos was 

suggested by seven participants, with specific suggestions 
for testimonial videos of example cases (n = 2). This was 
implemented in chapter one by including short videos 
of a Syrian man and woman speaking about their own 
experience regarding grief symptoms and impact of these 
symptoms on their life. The feedback in KIIUE3 was posi-
tive from all participants, with participants finding the 
videos touching, impressed by the courage and openness 
of the individuals, representative of their own experi-
ences, and feeling understood despite the sad content (“I 
am impressed by how courageously they can simply talk 
about their grief.”, U4). Despite only one participant sug-
gesting audio-exercises in KIIE1, several audio-exercises 
recorded in Syrian dialect with a female speaker were 
included throughout the app due to their proven effec-
tiveness in other studies for enhancing user engagement 
and providing mindfulness exercises. In KIIUE3, the 
feedback on audio-exercises was notably positive, with 
participants praising the pleasant voice of the speaker 
(n = 6) and finding the instructions comprehensible 
(n = 7).

The illustrations employed in the app were partly pre-
viously developed for the Sui app in close collaboration 
with the target group (see description here: [46]), with 
several newly developed illustrations created for the pres-
ent app. To ensure consistency and maintain the visual 
integrity of the original content, significant alterations 
to the style or the depiction of characters were not pos-
sible, as it was essential to match the established aesthetic 
of the Sui app. In KIIUE2, the illustrations were highly 
praised by all participants for being appropriate, explana-
tory, and accurate. However, some illustrations were 
deemed unclear, and suggested adaptations were imple-
mented. Overall, in KIIUE3, the illustrations received 
positive feedback by all participants for being helpful 
for understanding, including religion, having well-done 
facial expressions, and featuring nice colors. Nonetheless, 
some participants raised a critical point about the lack 
of diversity in religious representation, noting that Syr-
ian society includes various religions and ethnicities, and 
not all women wear headscarves (n = 2) ("It could simply 
become a problem because Syrian society does not con-
sist only of women with headscarves, it does not repre-
sent other religions and ethnicities", U3), and not all men 
have beards (n = 2). To address this feedback, the male 
vignette character in question was depicted with a mus-
tache instead of a beard. Due to resource limitations, a 
new female vignette character without a headscarf could 
not be added, and the existing female character’s heads-
carf could not be removed entirely to maintain consis-
tency with the Sui app, so she was shown without it only 
when indoors or with family, as is customary (see Fig. 4).

Vignette stories were introduced throughout the app 
for consistency with the Sui app, featuring the exemplary 
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narrative of two fictional protagonists, Yasmin and Amir, 
both Syrian refugees coping with grief (see Fig. 5). Amir’s 
father Yusef passed away due to illness, and now Amir 
and Yasmin are learning to cope with their grief. Amir 
lives in Switzerland as a refugee, while Yasmin and their 
children remain in a refugee camp in Lebanon. These 
stories aim to incorporate various aspects relevant to 
the target group (e.g., symptoms, post-migratory liv-
ing difficulties, religion as a resource), as presented 
in Sects.  Community needs, stigma, and context and 

Cultural concepts of distress. They are designed to illus-
trate how individuals might navigate the app and engage 
with different exercises (as detailed in Sect.  Treatment 
components). The intent is to potentially provide moti-
vation, encouragement, and role models, thereby making 
the content more engaging and relatable. In KIIUE3, all 
participants gave overwhelmingly positive feedback on 
the vignette stories, finding them interesting, motivating, 
realistic, and well-written, and felt they could identify 
with the narratives (“The story of Amir and his wife, and 
how they dealt with things, gave [me] motivation to keep 
going.”, U3).

Regarding language, the importance of the app being 
in Syrian (spoken) dialect (n = 4) was mentioned in KIIE1 
and different suggestions on the tone and characteristics 
of the language were made (n = 10). The latter included 
using simple language, with a motivating, benevolent and 
non-directive tone. These findings resulted in the use of a 
form of simple Levantine Arabic (see description of adap-
tation process: [46]), while aiming to use a non-directive 
tone (framing exercises as suggestions) and incorporating 
ample positive feedback for motivation and encourage-
ment (e.g., congratulating users on taking the first step 
in the app). In KIIUE2, multiple translation errors were 
identified (n = 3) and subsequently corrected. In KIIUE3, 
the language was found to be clear and comprehensible 
(n = 8).

Fig. 5  Fictional vignette characters Amir and Yasmin

 

Fig. 4  Adaptation of illustrations according to feedback
Note. (1) Depiction of Yasmin with headscarf and Yusef with beard. (2) Adapted version of the illustration after feedback
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Although the general design (n = 2) and navigation 
(n = 8) of the app were praised in KIIUE3, technical issues 
and user-friendliness were considered the biggest prob-
lem. As this was a beta-version of the app, technical 
errors (e.g., instruction of exercise displayed in English 
instead of Arabic, no sound for videos, etc.) were expe-
rienced by nearly all participants (n = 8). Furthermore, 
some confusion about the navigation (e.g., skipping an 
exercise, closing a chapter, etc.) was observed for most 
participants (n = 7). Finally, difficulties in the techni-
cal navigation of the “Resource-Lifeline” (n = 7) and the 
“Memory wall” (n = 6) exercise in particular arose for a 
majority of participants. This may partly be because of 
the instructions being displayed in English. Technical 
issues were resolved when possible. To assist users strug-
gling with navigation, two measures were implemented. 
Navigation points were made explicit in the text, such as 
instructing users to click the “next” button to proceed. 
Additionally, a “Technical Help” session was created, pro-
viding detailed explanations and screenshots of the app’s 
features. Adaptations made to assist with specific exer-
cises have been detailed in Sect. Treatment components.

Discussion
This paper presents results from the bottom-up cultural 
adaptation of an IBI for bereaved Syrian refugees. The 
aim of this study was to collect feedback from different 
stakeholders throughout the iterative adaptation pro-
cess regarding the dimensions of the RECAPT criteria, 
thus informing the decisions on the development of the 
IBI. To this end, three rounds of semi-structured inter-
views were held with a broad range of key informants, 
including usability testing with a beta-version in KIIUE3. 
Results provided valuable feedback regarding (1) Com-
munity needs, stigma, and context, (2) Cultural concepts 
of distress, (3) Treatment components, and (4) Treatment 
delivery.

Given that a bottom-up approach was employed, the 
majority of the adaptations were derived from the results 
of KIIE1. Notably, most decisions for the initial version of 
the IBI were influenced by components 1) and 2), while 
results from KIIUE2 predominantly guided adaptations 
related to component 3). Additionally, findings from 
KIIUE3 primarily led to adaptations concerning compo-
nent 4). This underscores the importance of conducting 
multiple iterative rounds of feedback interviews using 
various methods (e.g., usability testing for KIIUE3 to 
detect technical problems) and involving diverse stake-
holders as recommended by Heim and colleagues [45], 
as different relevant data emerged that would have been 
otherwise overlooked.

In line with previous findings on Syrian refugees [24, 
62], mental health stigma, such as the fear of being per-
ceived as “crazy,” was identified as a significant barrier 

to treatment by many stakeholders. Participants found 
that the IBI format effectively addressed this barrier by 
providing anonymity. However, self-stigma, where indi-
viduals internalize stigmatizing beliefs [63], was also 
highlighted, emphasizing the need for psychoeducation. 
This aligns with prior research recommending psychoed-
ucation to counteract stigma among Syrian refugees [62, 
64]. To address self-stigma, the IBI incorporates a strong 
focus on psychoeducation, normalization, including 
video testimonials, and vignette stories. Participants par-
ticularly appreciated the video testimonials, illustrations, 
and vignettes, noting they could identify with them. This 
approach mirrors that of Nickerson and colleagues [65], 
who found that integrating videos and case examples in 
their IBI reduced self-stigma and increased help-seeking 
behavior. Therefore, it is reasonable to speculate that 
these components may help reduce stigma in future users 
of the IBI.

As mentioned, the IBI format was deemed suitable, 
aligning with previous research indicating high technol-
ogy use among Syrians [43]. However, participants in 
KIIUE3 reported significant technical issues and navi-
gation challenges. While some issues may have arisen 
from the early prototype stage, they could also reflect 
the technical literacy challenges noted by Burchert and 
colleagues [43]. Despite widespread mobile technol-
ogy use among Syrian refugees, familiarity often cen-
ters on specific applications like communication tools, 
which underscores the importance of intuitive interfaces 
for accessibility and ease of use [43]. To address these 
challenges, navigation points were made explicit and a 
“Technical Help” session with detailed explanations and 
screenshots of the app’s features was created.

A further barrier identified in this study is concerns 
about data privacy and mistrust in healthcare providers 
and government institutions, influenced by the political 
climate in Syria and experiences as refugees, consistent 
with previous research [66–68]. These studies suggest 
the need for refugees to feel they are in a secure envi-
ronment. To address this, we aimed for transparency 
about the capabilities and limitations of the IBI. Interest-
ingly, some participants expressed that certain emotions 
should not be allowed as they could be potentially dan-
gerous in response to the “Sitting with difficult emotions 
and breathing exercise”. However, many indicated they 
would feel more comfortable knowing the exercise was in 
a controlled and safe setting. This suggests that concerns 
about emotional expression and data privacy may both 
stem from mistrust and an increased need for security 
and transparency.

Regarding the treatment goal of the app, the dual 
process model of grief [61] effectively reflected partici-
pants’ suggestions and proved valuable in conceptual-
izing the treatment goals. This model incorporates both 
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loss-oriented and restoration-oriented elements, which 
were recommended for inclusion. Stroebe and Schut 
assert that the model’s flexibility makes it widely appli-
cable across various cultural groups, allowing for dif-
ferent emphases on its two components. Interestingly, 
this study found that the target group placed a stronger 
emphasis on restoration orientation, specifically focusing 
on future perspectives and new beginnings. This aligns 
with previous research on coping strategies among Syrian 
refugees [62] and specifically with Arabic-speaking refu-
gees dealing with bereavement [69]. The strong focus on 
moving forward and future-oriented thinking may also 
be linked to religious beliefs, as participants mentioned 
viewing death as God’s will, which necessitates facing loss 
with acceptance and patience according to Islamic teach-
ings [70].

One prominent theme related to future orientation 
was the focus on family and community, frequently men-
tioned as what “matters most” in the IBI. This empha-
sis surfaced in connection with the treatment goals and 
rationale, such as the importance of being there for fam-
ily. Including “what matters most” in a culture in inter-
ventions is strongly recommended to enhance motivation 
and reduce mental health stigma [45, 71]. Consequently, 
the treatment goals and rationales in the present IBI were 
primarily formulated to benefit the community or fam-
ily rather than the individual alone. Additionally, the 
importance of family and community emerged in meta-
phors, cultural explanations, and as a significant resource 
for coping with bereavement. Grief was described as 
an experience that profoundly affects the community 
through secondary losses but is also managed collec-
tively, highlighting the crucial role of social relationships 
in coping. This observation aligns with previous research 
on mourning in collectivistic cultures, which underscores 
the communal nature of grieving in non-Western cul-
tures, including the Syrian community [72]. In a study on 
prolonged grief disorder in Arabic-speaking populations, 
lower perceived social support was linked to greater 
symptom severity, underscoring the importance of social 
support in the grieving process [73]. In this context, the 
symptom of withdrawal noted in the present study may 
be particularly problematic for the target group, as it 
removes a crucial coping mechanism. Social isolation, 
exacerbated by the refugee experience, further intensi-
fies this issue. Therefore, interventions for bereaved Syr-
ian refugees must prioritize social relationships as a key 
component.

Similarly, the topic of religion emerged frequently 
throughout this study, appearing in metaphors, cultural 
explanations, comments on illustrations, in connection 
to rituals, and as a vital resource for dealing with bereave-
ment. This aligns with previous research indicating that 
religion is a major source of support for Arabic-speaking 

refugees in bereavement [69]. Although religion is known 
to aid in coping with bereavement by facilitating mean-
ing-making, it is rarely included in bereavement inter-
ventions, despite its relevance for culturally sensitive 
approaches [41, 74, 75]. To incorporate religious perspec-
tives in this study, religious leaders were recruited as key 
informants. Efforts were made to include religious ele-
ments without focusing on any single religious subgroup.

Many rituals identified as relevant were connected to 
religion. Wojtkowiak and colleagues [76] suggest that 
incorporating rituals into grief therapy can enhance its 
effectiveness and cultural sensitivity. This is particularly 
significant for refugee communities, where the inability 
to perform traditional rituals may intensify grief symp-
toms [69, 76, 77]. Consequently, the study included vari-
ous rituals and provided ways to adapt known rituals to 
the Swiss context or create new ones.

According to Wojtkowiak et al. [76], rituals in grief 
interventions can facilitate the expression of emotions 
and the creation of bonds with the deceased and other 
mourners, addressing ambivalent or problematic rela-
tionships. The topic of continuing bonds, the ongo-
ing inner relationship the bereaved maintain with the 
deceased [78], emerged as important in interviews, par-
ticularly in connection to rituals and the exercise “Words 
to the Deceased”. Continuing bonds can involve behaviors 
such as telling stories about the deceased, looking at old 
photos, viewing the deceased as a role model, dreaming 
about the deceased, or engaging in direct communica-
tion with the deceased [79]. However, the idea of speak-
ing with the deceased caused strong reactions, including 
fear and rejection, among participants. Cultural and reli-
gious beliefs significantly shape continuing bonds [70]. 
In this study, participants indicated that speaking to the 
deceased and them responding was viewed as speaking 
to the devil, whereas seeing and speaking to the deceased 
in dreams was considered normal. This aligns with lit-
erature on continuing bonds in Islam, which explains 
that the dead can hear but cannot reply, and dreaming 
about the deceased is common [70, 80]. It is crucial to be 
mindful of such differences when applying common grief 
intervention techniques based on continuing bonds, such 
as imaginal dialogues, to diverse cultural groups. The 
present IBI aimed to reframe the exercise to clarify its 
purpose and allow users to complete it in a way that felt 
comfortable for them.

Finally, the diversity of the Syrian population in terms 
of religion, age, education levels, and other factors was 
frequently highlighted as a crucial consideration for 
addressing the needs of the target group in the IBI. While 
it is challenging to accommodate such varied needs with-
out becoming impractical or overly resource-intensive, 
it remains a pertinent consideration. For instance, Heim 
and colleagues [53] found that insufficient attention to 
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diversity within a cultural group, particularly age differ-
ences, contributed to the challenges in their RCT with an 
IBI for Albanian immigrants in Switzerland. To address 
these diverse needs, the present study aimed to recruit 
a heterogeneous stakeholder group and to incorporate 
a wide range of options and perspectives into the IBI. 
However, future evaluations are necessary to determine 
the success of this approach.

This study has several limitations that should be 
acknowledged. Firstly, we were unable to present the 
entire content of the IBI in KIIUE2 and KIIUE3 due to 
resource constraints. Consequently, participant feedback 
is limited to the parts of the intervention they experi-
enced and may be biased by the research team’s selection. 
In a future pilot Randomized Controlled Trial (RCT), 
participants will have the opportunity to test the entire 
app, which will allow for more comprehensive feedback. 
Additionally, although our sample size was small, it is 
consistent with qualitative research norms. According 
to Hennink and Kaiser [49], data saturation is typically 
reached between nine and 17 interviews, supporting the 
adequacy of our sample. We conducted three rounds of 
interviews, with a large part of participants being unique 
in each round, which ensured a range of perspectives. 
Despite the small sample size, we believe sufficient data 
saturation was achieved, though generalizability may still 
be limited. Moreover, despite efforts to recruit partici-
pants from diverse cultural and religious backgrounds, 
the sample may not fully capture the extensive cultural, 
ethnic, and religious diversity present in Syria. As a 
result, while participants generally found the discussed 
elements—such as the rituals—to be clear and culturally 
appropriate, these perspectives may not reflect the expe-
riences of all cultural or religious groups. This limitation 
affects the generalizability of the findings across Syria’s 
diverse population. Another limitation is the necessity 
of translation, which may have disrupted the natural 
flow of conversation and the spontaneity of participant 
responses. The need for translation inevitably resulted in 
some cultural nuances and idiomatic expressions being 
lost, posing a risk of information loss. Ideally, the research 
would be conducted entirely in the participants’ mother 
tongue to fully capture the depth of their responses [81]. 
Additionally, the recruitment of potential users through 
the interpreter, who knew them beforehand, may have 
introduced social desirability bias, as participants might 
have modified their responses to be viewed more favor-
ably. Nonetheless, the interpreter, being a member of the 
target group, helped foster trust and had a deeper under-
standing of community challenges, which in turn ensured 
more cultural sensitivity. Furthermore, potential power 
imbalances between researchers and participants could 
also have influenced the responses, which is acknowl-
edged as a limitation in the interpretation of the findings.

Conclusions
The present study offers several implications for both 
research and clinical practice. By reporting on the devel-
opment of the first culturally adapted IBI for grief, it adds 
to the scarce body of research investigating grief in non-
WEIRD populations [41]. Few studies in cultural adapta-
tion research have transparently reported the adaptations 
made and the decisions leading to them, ensuring their 
replicability [64, 82]. This study adds to the body of suf-
ficiently documented cultural adaptation processes, 
which are needed to improve the overall quality of evi-
dence regarding the cultural adaptation of psychological 
interventions [45]. Notably, this study is the first to apply 
the RECAPT framework using a bottom-up approach, 
potentially serving as a model for future projects employ-
ing the same approach. However, it is important to rec-
ognize that when culturally adapting an intervention 
bottom-up, it is not possible to determine if certain 
adaptations are unique to the specific culture (i.e., cul-
tural adaptations) or if they are general factors for grief 
support applicable to other cultural groups. This under-
scores the need for future research to evaluate whether 
the feedback genuinely reflects cultural specificity and 
whether the adaptations would be applicable to other 
contexts. Additionally, by thoroughly and transparently 
documenting the adaptation process, this study may pro-
vide valuable information that can be leveraged by future 
researchers, whether they are targeting similar groups or 
focusing on bereaved individuals, thus reducing the need 
to start from scratch. Apart from providing insights for 
future research developing culturally sensitive interven-
tions for similar target groups, it may also offer useful 
perspectives to clinical practitioners when working with 
bereaved Syrian refugees. In light of the substantial treat-
ment gap for refugees, the findings from this study have 
contributed to the development of the culturally adapted 
IBI, which may offer crucial support to bereaved Syrians 
in need. Given its scalability, the app is well-suited for 
cultural adaptation to other refugee groups or contexts, 
potentially addressing similar support gaps. This would 
be an interesting avenue for future research. Additionally, 
future studies are necessary to evaluate the acceptability, 
feasibility, and effectiveness of the culturally adapted IBI.
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