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ABSTRACT 

Child slavery is a major problem in India: 12% of the children between the age of 5 to 14 

years old are forced to work excessively and in unbearable circumstances. These 

circumstances often involve traumatic events, that may lead to posttraumatic stress disorder 

(PTSD) and other mental health problems. Adequate treatment of these problems is typically 

unavailable and the effectiveness of treatments used in Western countries is unclear in Indian 

youth. The purpose of the current pilot randomized controlled trial is to determine if a 

protocolized brief Eye Movement Desensitization and Reprocessing (EMDR) group therapy, 

called the EMDR Group-Traumatic Episode Protocol (G-TEP), can reduce symptoms of 

PTSD, dysfunctional trauma-related cognitions and depression symptoms in former child 

slaves with PTSD or partial PTSD. The study was executed in a rehabilitation centre for 

children liberated from slavery near Jaipur. Based on the Mini-International Neuropsychiatric 

Interview (MINI), 26 boys between 8 and 18 years who were diagnosed with PTSD or partial 

PTSD were randomly allocated to an experimental EMDR-condition or a waiting-list control 

condition. Reductions of PTSD symptoms, dysfunctional trauma-related cognitions and 

depression symptoms in the EMDR-condition and control condition were not significantly 

different when controlling for baseline symptom levels. Explanations for the lack of 

treatment effects include suboptimal circumstances for training and delivery of the treatment, 

insufficient treatment engagement due to cultural unfamiliarity with psychological treatment 

or unease with disclosing psychological problems in the participants, and the possibility that 

participants suffered from complex forms of PTSD for which individual and more 

comprehensive therapy is indicated. Further studies that remedy these limitations are 
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warranted, given the large and continuous need for effective but brief PTSD interventions in 

India.  

Keywords: EMDR G-TEP Therapy, PTSD, depression, child slavery, India, trauma 

hild slavery is a major problem in India: 12% of the children between the age of 5 to 

14 years old are forced to work excessively and in unbearable circumstances 

(Mathur, Rathore, & Mathur, 2009; Unicef, 2014). These circumstances often 

involve events that meet the stressor criteria for post-traumatic stress disorder (PTSD) that 

have been described in the Diagnostic and Statistical Manual of Mental Disorders 5 (DSM-

5), i.e., (in)direct exposure to, witnessing or learning that a relative was exposed to a 

traumatic event such as (threatened) death, injury or sexual violence. This may thus lead to 

PTSD, that is characterized by intrusion symptoms, avoidance, negative alterations in 

cognition and mood, and alterations in arousal and reactivity (American Psychiatric 

Association, 2013). Besides the debilitating PTSD symptoms itself, the disorder may cause 

impairment in educational and social functioning (Diehle, Schmitt, Daams, Boer, & 

Lindauer, 2014), and can lead to comorbid disorders such as anxiety, mood, or substance use 

disorders (Kessler, 2000). PTSD is related to low quality of life and may become chronic in 

the absence of effective treatment (Mollica et al., 2001; Kessler, 2000). Therefore, there is a 

strong need for accurate assessment and evidenced-based treatment of PTSD in former child 

slaves in India.  

 

One of the currently available evidence-based treatments for PTSD is Eye Movement 

Desensitization and Reprocessing (EMDR) therapy, a protocolized procedure introduced by 

Francine Shapiro in 1989. In EMDR, working memory is taxed by the dual task of 

reactivating traumatic memories while making sets of Bi-Lateral Stimulation eye 

movements. Because the capacity of working memory is limited, the vividness and 

emotionality of the traumatic memories is reduced and PTSD symptoms will decrease (van 

den Hout & Engelhard, 2012). Meta-analytic studies suggest that EMDR therapy leads to 

reductions of PTSD in adults as well as in children and adolescents (Chen et al., 2014; 
Cusack et al., 2016; Rodenburg et al., 2009). 

 

Although EMDR therapy was originally intended and investigated as an individual therapy, 

several studies of EMDR in group settings show promising results. In 2014, Elan Shapiro 

developed the EMDR Group Traumatic Episode Protocol (G-TEP) therapy for adults, 

adolescents, and older children with PTSD symptoms. Two randomized controlled trials 

examined the effectiveness of EMDR G-TEP therapy to date (Lehnung, Shapiro, Schreiber, 

& Hofmann, 2017; Yurtsever et al., 2018). In the first study, a group of 12 Arabic-speaking 

refugees from Syria and Iraq received two 2-hour sessions of EMDR G-TEP therapy on two 

consecutive days. Compared to waitlist, this resulted in significantly lower PTSD symptoms 

and a trend (p = .06) towards lower depression symptoms one week after treatment 

(Lehnung et al., 2017). In the second study, a group of 18 Syrian refugees received two 4-

hour sessions of EMDR G-TEP therapy on three consecutive days. Although repeated-

measures analyses revealed no greater reductions of PTSD and depression symptoms after 

EMDR G-TEP therapy compared to the waiting list control condition, post-hoc tests showed 

significant reductions of PTSD and depressive symptoms after EMDR G-TEP therapy that 

were not observed in the waiting list control condition. Also, the percentage of PTSD cases 

significantly decreased after EMDR G-TEP therapy (from 100.0% to 44.4%) but not after 

waiting list control condition (from 100.0% to 89.7%), and remained stable during the four-
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week follow-up in both study conditions (38.9% and 93.1%, respectively) (Yurtsever et al., 

2018).  

 

Its brevity and group format make EMDR G-TEP therapy a potentially interesting treatment 

in settings with limited resources, such as in the present study. In addition, its group format 

may help to reduce children’s feelings of guilt and shame about their traumatic experiences 

and PTSD symptoms. The purpose of the current pilot randomized controlled trial was 

therefore to determine if EMDR G-TEP therapy can reduce PTSD symptoms and 

dysfunctional trauma-related cognitions in former child slaves with PTSD. In addition, the 

effect of EMDR G-TEP therapy on comorbid depression symptoms was assessed. The study 

was executed in a rehabilitation centre near Jaipur, India, called Bal Ashram, where children 

liberated from slavery are cared for. EMDR G-TEP therapy was expected to result in larger 

decreases of PTSD symptoms, dysfunctional trauma-related cognitions and depression 

symptoms compared to a waiting-list control (WLC) condition.  

 

METHODOLOGY 

Sample 

Participants had to meet the following eligibility criteria: (1) PTSD or partial PTSD 

according to DSM-IV-TR (i.e., meeting criterion A, B, E and F, plus criterion C or D) 

(Blanchard, Hickling, Taylor, Loos, & Gerardi, 1994) and (2) age between 8-18 years old. 

Of the 56 children who lived in the rehabilitation centre at the time of the study, 7 (12.5%) 

were unable to complete the MINI psychiatric diagnostic interview (Lecrubier et al., 1997) 

due to scheduling difficulties and 49 (87.5%) completed this interview to evaluate the first 

eligibility criterion. Of these 49 children, 22 (44.9%) were diagnosed with PTSD and 4 

(8.2%) with partial PTSD. Consequently, 26 children met our eligibility criteria and were 

included in the study. Of these 26 included children, two (7.7%) were offered individual 

EMDR outside of the study because of severe problems or absence during randomization, 

and one (3.8%) went home before the treatment took place. As a result, 23 children were 
randomly allocated (stratified by age) to the experimental (n = 11) or WLC (n = 12) 

condition and were included in the analysis (see Figure 1 for the flow of participants through 

the study). All children were boys, whose age did not significantly differ between the 

experimental (M = 13.55, SD = 2.42) and control (M = 14.50, SD = 2.61) condition (t = -

.906, df = 21, p = .375).  

 

Instruments 

In addition to the MINI psychiatric diagnostic interview (Lecrubier et al., 1997) described 

above, the primary outcome variables were posttraumatic stress symptoms and dysfunctional 

trauma-related cognitions, and the secondary outcome variable was depression symptoms. 

All outcome variables were assessed by means of self-report measurements. 

 

Posttraumatic stress symptoms were assessed with the Children’s Impact of Event Scale-13 

(CRIES-13; Children and War Foundation, 1998). The CRIES-13 consists of 13 items that 

are self-rated on a four-point Likert scale (0 = ‘Not at all’, 1 = ‘Rarely’, 2 = ‘Sometimes’, 3 

= ‘Often’). In addition to a total score for posttraumatic stress symptoms, it yields subscale 

scores for intrusion, avoidance, and arousal symptoms. The CRIES-13 and its subscales 

showed satisfactory internal consistency in children who had experienced the war in Mostar, 

Bosnia (Smith, Perrin, Dyregrov, & Yule, 2002). 
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Dysfunctional trauma-related cognitions were assessed with the Child Post-Traumatic 

Cognitions Inventory (CPTCI; Meiser-Stedman et al., 2009). The CPTCI consists of 25 

items that are self-rated on a four-point Likert scale (1 = ‘Don’t agree at all’, 2 = ‘Don’t 

agree a bit’, 3 = ‘Agree a bit’, 4 = ‘Agree a lot’). In addition to a total score for 

dysfunctional trauma-related cognitions, it yields subscale scores for ‘Disturbing and 

permanent change’ (DPC) and ‘Feeble person in a scary world’ (FPSW). The CPTCI 

showed good psychometric characteristics in community and trauma-exposed samples of 

children and adolescents (Meiser-Stedman et al., 2009). 

 

Depression symptoms were assessed with the Depression Self-Rating Scale for Children 

(DSRS-C; Birleson, 1981; Birleson, Hudson, Grey-Buchanan, & Wolff, 1987). The DSRS-C 

consists of 18 items that are self-rated on a three-point Likert scale (0 = ‘Never’, 1 = 

‘Sometimes’, 2 = ‘Mostly’) and showed good psychometric characteristics in depressed 

children (Birleson, 1981).  

 

Hindi translations of the CRIES-13, CPTCI and DSRS-C were developed using a formal 

translation (into Hindi) and back-translation (into English) process, after which 

discrepancies between the original and back-translated English versions were resolved 

through discussion. A preliminary psychometric analysis showed varying, but 

predominantly positive psychometric qualities (Cronbach's α = .69, .77, and .60 respectively; 

Daemen, Dekker, Khubsing, Hendriks, & van Emmerik, in preparation). 

 

Procedure 

Prior to the study, all children were informed and were given permission by the 

rehabilitation centre and their caretakers to participate in this study. To maximize 

homogeneity in age within each treatment group, children in the experimental condition 

were ranked according to their age and divided into three treatment groups of ascending age 

that each received EMDR G-TEP therapy. EMDR G-TEP therapy consisted of two sessions 
of 60 to 90 minutes that were scheduled three days apart and was provided by a Dutch 

government-licensed clinician and experienced EMDR therapist (1st author) who was trained 

by the originator of EMDR G-TEP therapy (5th author). During the first session, EMDR G-

TEP therapy progressed through seven steps, including (1) the drawing of a place where the 

child felt safe or calm on a worksheet using colored pencils, (2) making a drawing related to 

the onset of the traumatic episode, (3) making a drawing of a positive memory, (4) 

formulating a positive future thought about the child and about the traumatic episode, (5) the 

identification and reprocessing of a Point of Disturbance (residual trauma memory relating 

to the trauma episode), desensitizing it with self Bi-Lateral Stimulation performed by 

alternatingly tapping on the drawings of the safe place and the traumatic episode on the 

worksheet with their hands, following this with their eyes, for 9 sets of 20 back and forth 

taps with eye movements. This is repeated for up to three trauma memories per session, (6) 

checks of the current level of distress are made after each three sets, and (7) completion of 

the session. The second session started with a check of the current level of distress, and then 

continued with the steps on the worksheet, identifying up to three additional residual Points 

of Disturbance and reprocessing them (see Lehnung et al. [2017] for a more detailed 

description of the treatment). Directly after the last treatment session, participants in both 

study conditions completed the follow-up questionnaires (see Figure 1). Time between the 

eligibility assessment and randomization was 3 to 5 days, and between randomization and 

follow-up 3 days.  
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Figure No. 1 Flow of participants through the study.  

 

Data Analyses 

All analyses were performed in SPSS version 24 (IBM Corp., 2016). Considering the small 

sample size, the differences in changes of PTSD symptoms, dysfunctional trauma-related 

cognitions and depression symptoms were compared by means of a multilevel analysis. 

Since this technique uses maximum likelihood estimation in the case of missing data, all the 

available data can be used without the need to resort to listwise deletion (Enders, 2011).  

 

RESULTS 

When controlling for the pretest scores, we found no significant differences between the 

EMDR G-TEP therapy condition and the WLC condition on the total scales or the subscales 

of the CRIES-13, CPTCI, and DSRS-C at follow-up (see table 1). On the CRIES-13 

Avoidance subscale, the EMDR G-TEP therapy condition showed lower scores than the 

WLC condition at follow-up, but this finding was not significant anymore after a post-hoc 

Bonferroni correction.  

 

 

 

 

Assessed for eligibility (n = 49) 

Excluded  (n = 26) 

   Not meeting inclusion criteria (n = 23) 

   Other reasons (n = 3) 

Analysed  (n = 11) 

 Excluded from analysis (n = 0) 

Lost to follow-up (n = 0) 

Discontinued intervention (n = 0) 

Allocated to intervention (n = 11) 

 Received allocated intervention (n = 11) 

 Did not receive allocated intervention (n = 0) 

Lost to follow-up (n = 0) 

Allocated to control condition (n = 12) 

Analysed  (n = 12) 

 Excluded from analysis (n = 0) 

 

Allocation 

Analysis 

Follow-Up 

Randomized (n = 23) 

Enrollment 
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Table No. 1 Multilevel Analysis of Differences between the EMDR G-TEP Therapy 

Condition and the Control Condition at Follow-up Controlling for Pretest Scores. 

Instrument EMDR G-TEP  WLC  Test statistic 

  Pretest Follow-

up 

 Pretest Follow-

up 

  

 M (SD) M (SD)  M (SD) M (SD)   

CRIES-13        

 Total 21.52 

(13.46) 

21.85 

(12.21) 

 35.18 

(11.94) 

33.09 

(14.34) 

 F (1, 21) = 1.83,  

p = .19 

 Intrusion 5.73 

(5.02) 

7.00 

(3.85) 

 8.79 

(5.85) 

7.91 

(5.07) 

 F (1, 22) = 0.00,  

p = .96 

 Avoidance 8.09 

(6.24) 

7.03 

(5.81) 

 13.00 

(4.97) 

13.86 

(7.21) 

 F (1, 21) = 4.99,  

p = .04 

 Arousal 7.73 

(5.87) 

7.82 

(7.37) 

 12.90 

(5.00) 

11.27 

(5.52) 

 F (1, 21) = 0.14,  

p = .72 

CPTCI        

 Total 52.94 

(12.55) 

51.01 

(11.47) 

 68.19 

(9.32) 

60.92 

(11.03) 

 F (1, 21) = 1.57,  

p = .22 

 DPC 27.82 

(7.24) 

25.80 

(5.76) 

 35.13 

(7.60) 

30.28 

(5.25) 

 F (1, 21) = 1.27,  

p = .27 

 FPSW 25.15 

(6.19) 

25.22 

(7.34) 

 33.11 

(5.20) 

30.67 

(7.51) 

 F (1, 21) = 0.18,  

p = .67 

DSRS-C        

 Total 12.52 

(4.83) 

10.41 

(5.05) 

 12.58 

(4.39) 

13.75 

(6.40) 

 F (1, 21) = 2.74,  

p = .11 

Note. WLC = waiting-list control. CRIES-13 = Children’s Impact of Event Scale-13. CPTCI 

= Child Post-Traumatic Cognitions Inventory. DPC = Disturbing and Permanent Change. 

FPSW = Feeble Person in a Scary World. DSRS-C = Depression Self-Rating Scale for 

Children. 

 

DISCUSSION 

In this pilot randomized controlled trial, a group EMDR treatment (EMDR G-TEP therapy) 

was tested in 23 former child slaves in India meeting criteria for PTSD or partial PTSD. 

Unexpectedly, EMDR G-TEP therapy did not result in larger reductions of PTSD symptoms 

(including dysfunctional trauma-related cognitions) or depression symptoms compared to 

the WLC condition when controlling for pretest scores.  

 

There are a number of limitations that may explain the lack of effect of EMDR G-TEP 

therapy in our population. First, the children received two group EMDR sessions of 60 to 90 

minutes. Although in previous studies the same quantity of EMDR G-TEP therapy sessions 

resulted in lower PTSD and depression symptoms and less PTSD cases at follow-up 

(Lehnung et al., 2017; Yurtsever et al., 2017), this number of sessions may have been 

insufficient for the present population. Also, individual trauma treatment was shown to be 

more effective in reducing the trauma symptoms when compared to a group setting (Watts et 
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al., 2013). Second, the efficacy of this protocol was demonstrated in adult samples and the 

traumas of our younger sample were complex and originated at a young age. Therefore, this 

intervention may have been insufficient considering the young age and severe trauma history 

of our sample. Third, several cultural factors may have complicated the study. Since Hindi is 

spoken in many different dialects in India and some participants needed help in completing 

the questionnaires because they had not yet learned how to read at the time of the study, 

language problems may have played a role. Additionally, mental illness is still a taboo in 

India and our participants may have been reluctant to report or discuss their symptoms. 

Specifically, some participants said that they were grateful for finally living in a safe 

environment and for receiving education and did not want to ‘complain’ by reporting mental 

health problems. Fourth, the circumstances under which this study was executed were 

suboptimal. Because of practical reasons, the therapist (a Dutch government-licensed 

clinician who was well-trained in individual EMDR) was only able to follow an abbreviated 

online version of the training, instead of the regular two-day face-to-face training in EMDR 

G-TEP therapy. Furthermore, due to limited resources, the treatment process was not 

monitored by a second therapist as suggested in the original protocol, treatment fidelity 

could not be formally evaluated, and long-term outcomes could not be measured. 

 

Although the hypotheses of this pilot study were not confirmed, we think further research of 

EMDR G-TEP therapy in former child slaves and other traumatized children in India is 

nevertheless warranted. Since this study was executed, a new simplified version of EMDR 

G-TEP therapy has been developed, called the Worksheet Protocol. It uses non-technical 

language, has optional analogue scales for non-readers and is more suitable for children. 

Also, in the first phase of this protocol, a thorough screening is included separately from the 

intake, to indicate for whom the group format may be suitable and who needs individual and 

more intensive attention. Therefore, this new protocol could be better suitable for the sample 

and circumstances in the current study.  

 
Building on the first experiences of this pilot study, further research should consider 

including a larger number of treatment sessions, the option of additional individual sessions, 

involving a second therapist, and providing extensive training and supervision in delivery of 

the treatment. Lastly, one could debate on the efficacy of individual versus group trauma 

therapy within this context and sample. Future comparative research should clarify who 

could benefit most from which kind of treatment, in a context where there are large numbers 

in need, but resources are limited. And most importantly, a tremendous need for empirically 

supported treatments for traumatized Indian children remains.  
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