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ABSTRACT
Introduction Healthcare professionals working in somatic 
departments are not trained to recognise signs of torture 
or provide appropriate healthcare to torture survivors, 
which may result in retraumatisation during surgical 
treatment.
Methods and analysis This protocol outlines a four- stage 
qualitative- method strategy for the development and 
evaluation of guidelines for prevention of retraumatisation 
of torture survivors during surgical care. The systematic 
search for literature review in stages 1 and 2 was 
conducted in August 2019 and March 2021, respectively, 
using nine databases. The search strategies employed 
in stage 1, without imposing any date limits, resulted in 
the inclusion of eight studies that addressed inadequate 
healthcare strategies associated with retraumatisation. 
The clinical guidelines review in stage 2 will include 
publications from 2000 onwards, which will be appraised 
using the Appraisal of Guidelines Research and Evaluation 
Version II instrument. Following multi- institutional 
recruitment in Norway, stage 3 will explore survivors’ 
experiences of receiving surgical treatment using indepth 
interviews (n=8–12), which will be audio- recorded, 
transcribed verbatim and analysed using the interpretative 
phenomenological analysis approach. In stage 4a, based 
on the findings from stages 1, 2 and 3, a set of clinical 
guidelines for preventing retraumatisation during surgical 
treatment will be developed. Next, the feasibility and 
acceptability of the guidelines will be assessed in stage 4b 
in three interdisciplinary focus group interviews (n=5 per 
group) and text condensation analyses.
Ethics and dissemination The Regional (South- East 
C) Committee for Medical and Health Research Ethics 
approved the study in May 2021 (#227624). In stages 3 
and 4, an informational letter and an informed consent 
form will be distributed to the participants to sign before 
the interview. The study results will be disseminated 
through publications, conference presentations, 
and national and local public forums to healthcare 
professionals, service managers, policymakers and 
refugee- supporting agencies.

INTRODUCTION
Millions of people are violently displaced 
from their homes due to wars and conflicts, 
persecution, and serious human rights viola-
tions,1 2 and a significant number of them 
have experienced torture.1 3 4 It is estimated 
that up to 35% of refugees and asylum seekers 
have possibly experienced torture.5 6

The United Nations7 defines torture as 
follows:

Strengths and limitations of this study

 ► The use of indepth interviews in this study will pro-
vide torture survivors with an opportunity to express 
their experiences of healthcare.

 ► The interpretative phenomenological analysis as a 
methodology is significant in the context of refugee 
studies because it emphasises being open to human 
experiences and the unique features of individual 
experiences.

 ► Reporting experiences of receiving surgical care and 
recounting experiences of torture may be difficult 
for participants, but this can be compensated by the 
fact that the patients will receive attention and have 
the opportunity to express themselves and convey 
their opinions.

 ► The use of a focus group approach to access health-
care professionals’ experiences of providing care to 
torture survivors will provide the advantage of using 
group processes to explore and clarify individual 
opinions, which would be more difficult to do using 
one- to- one interviews.

 ► One limitation of this study may be the fact that the 
sample may represent only a subgroup of refugees 
who demonstrate willingness to participate in re-
search, since severely traumatised patients such as 
torture survivors show reluctance to participate due 
to difficulties and resistance to talking about trau-
matic experiences.
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Any act by which severe pain or suffering, whether 
physical or mental, is intentionally inflicted on a per-
son for such purposes as obtaining from him or a 
third person information or a confession, punishing 
him for an act he or a third person has committed 
or is suspected of having committed, or intimidating 
or coercing him or a third person, or for any reason 
based on discrimination of any kind.

War trauma and torture are some of the most trau-
matic life experiences, and victims of torture belong to 
one of the most vulnerable groups of refugees.8 They 
are at an increased risk of developing long- term mental 
and physical health problems and post- traumatic stress 
disorder.5 9 Due to fear, humiliation, shame, lack of support 
and mistrust, many survivors do not disclose their stories 
of torture to healthcare providers.8 10 11 The possibility of 
torture survival among refugees and asylum seekers in a 
healthcare context is quite high4 12; however, healthcare 
professionals, especially those working in somatic depart-
ments as surgical units, are neither aware of nor trained to 
recognise the sequela of torture.10 12 13 The identification 
of torture survivors is the first step in providing adequate 
health assistance to this group of patients. However, this 
process appears to depend on self- identification because 
healthcare professionals lack the competence needed for 
such identification.6 12 14 15 This may reinforce distrust16 
and avoidance of disclosure.11 17 When torture experi-
ences remain undisclosed, a part of the healthcare needs 
of torture survivors remain unaddressed, which leads to 
inferior healthcare outcomes.18 Torture survivors have 
complex health needs due to a combination of phys-
ical and psychological symptoms they present, as well as 
aspects of comorbidity19 and somatisation,20 which may 
require additional medical expertise.21 Common phys-
ical injuries from torture, such as head injuries, fractures, 
contractures and ear injuries, and urination and defeca-
tion problems resulting from beatings, forced positions, 
electric shocks, burns, sexual torture and other torture 
methods often require surgical treatment.10 22 23 Torture 
survivors undergoing treatment in departments that 
treat somatic diseases and include surgical units describe 
receiving varying diagnoses and experiencing numerous 
unsuccessful treatments that leave them confused and 
unsatisfied.14 15 18 24 25 A lack of awareness and knowledge 
regarding torture survivors’ complex needs24 25 can result 
in a failure to understand and treat them and eventually 
to retraumatisation.26 27 The events or interactions that 
occur during treatment can remind survivors of their 
previous traumatic experiences28 and can cause retrau-
matisation. Understanding the mechanism of retrauma-
tisation is part of understanding the specific nature of 
the traumatic memory, which includes explicit memories 
of the torture (which one can retrieve consciously) and 
implicit memories of torture (which are non- conscious).29 
Reactivation of trauma symptoms can take place due to a 
new traumatic experience or trauma- associated stimuli 
occurring during treatment. Trauma- associated stimuli 

during treatment may involve aspects of treatment such 
as interactions, environment, equipment used and pain 
related to medical procedures.29 Retraumatisation of 
torture survivors during surgical care has been addressed 
in the literature.27 30 However, there is a lack of system-
atic knowledge synthesis and studies focusing on survi-
vors’ self- reported experiences, whereas we need clinical 
guidelines for preventing retraumatisation of torture 
survivors during treatment. In the extant literature, 
there are guidelines for psychiatric care for torture survi-
vors,31 documentation of torture,32 treatment of pain 
from torture,33 and documentation of torture and cruel, 
inhuman or degrading treatment in children.34 However, 
guidelines that focus on the prevention of retraumatisa-
tion of torture survivors during surgical treatment are yet 
to established. For this purpose, systematisation of knowl-
edge and development of guidelines are crucial. Such 
guidelines can improve decision- making skills, simplify 
medical decision- making and improve care by identifying 
current practices that maximise benefits and minimise 
harm for patients (eg, retraumatisation).35–38

While the amount of research on forced migrants has 
increased, the number of studies addressing the issues of 
torture survivors and retraumatisation remains limited, 
especially in somatic healthcare.10 12 39 Understudied 
groups of refugees, such as torture survivors, may be 
particularly vulnerable, and it may be more urgent to give 
them attention in associated research.40 Previous studies 
that have incorporated participants’ voices have yielded a 
greater understanding of the challenges faced by ethnic 
minority participants regarding their health and engage-
ment in research.40

Aim of the project
The overall aim of this study is to develop and evaluate 
a set of guidelines for prevention of retraumatisation of 
torture survivors during surgical care. Using a four- stage 
qualitative- method design, we aim to (1) summarise 
previous studies on the experiences of torture survivors 
receiving treatment for somatic diseases to identify the 
triggers/reminders in the somatic healthcare context 
that can lead to retraumatisation; (2) identify clinical 
guidelines and recommendations to establish best prac-
tices and enhance the effective and safe treatment of 
torture survivors in somatic healthcare; (3) explore how 
survivors of torture experiences receive surgical health-
care in different contexts, such as in operating theatres, 
intensive care departments and outpatient clinics in their 
host countries; and (4) develop and assess the feasibility 
and acceptability of a set of clinical guidelines for preven-
tion of retraumatisation of torture survivors in surgical 
departments.

In this project, we move from a general approach, 
which involves summarising torture survivors’ experi-
ences related to treatment in departments that treat 
physical diseases (stage 1) and outlining the existing 
guidelines and recommendations for treatment of torture 
survivors (stage 2), to a more specific approach, which 
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involves examining torture survivors’ experiences related 
to surgical treatment (stage 3). The project approach is 
outlined in figure 1.

In stage 3, we will explore torture survivors’ experiences 
of receiving surgical healthcare and explore how eventual 
trauma- associated stimuli can trigger reactions associated 
with retraumatisation during treatment.

Stage 4 comprises two substages: (1) development of 
guidelines for prevention of retraumatisation of torture 

survivors under surgical treatment based on the findings 
from stages 1, 2 and 3; and (2) assessment of the feasi-
bility and acceptability of the developed set of clinical 
guidelines based on the findings from focus group inter-
views with healthcare professionals working in surgical 
departments.

METHODS AND ANALYSIS
This project includes two systematic reviews that 
summarise the literature related to the experiences of 
torture survivors undergoing somatic treatment (stage 
1) and the existing guidelines and recommendations 
regarding the treatment of torture survivors in somatic 
healthcare (stage 2). Stage 3 endeavours to explore the 
experiences of survivors of torture receiving surgical 
care through indepth interviews. Building on the earlier 
stages, in stage 4, we will develop and assess the feasi-
bility and acceptability of a set of clinical guidelines that 
can help prevent retraumatisation of torture survivors 
in surgical departments through interdisciplinary focus 
group interviews.

The methods chosen for data collection and analysis 
will ensure the development of relevant guidelines for 
use in clinical practice. Stage 1 of the study has been 

Figure 1 Diagram of the approach of the study.

Figure 2 Diagram of the study design and methods employed in this project.
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completed and stage 2 is ongoing. The study is expected 
to be completed by December 2025. The flow of the 
study is presented in figure 2, and the PICO (P(pacient, 
population or problem) I(Intervention) C(comparison) 
O(outcomes)) used for stages 1, 2, 3 and 4 is presented in 
online supplemental table 1.

Stage 1: uncovering the retraumatisation experiences of 
torture survivors in somatic health: a systematic review
Stage 1 has been completed and published.41 The main 
objective of this stage was to summarise previous quali-
tative studies on retraumatising experiences of torture 
survivors undergoing treatment in somatic healthcare 
departments and uncover the triggers/reminders that can 
cause retraumatisation in the somatic healthcare context. 
Nine electronic bibliographical databases, including grey 
literature sources, were systematically searched in August 
2019, which resulted in a total of 6326 studies. Of these, 
eight were included in the final review. A full description 
of the search strategy is provided in online supplemental 
table 2, and the search conducted during this stage is 
provided in online supplemental table 3.

Dallam’s healthcare retraumatisation model28 was used 
as a framework for data extraction and analysis, and a 
retraumatisation model of torture survivors in healthcare was 
created.41 The study’s findings indicated that torture survi-
vors do not receive adequate healthcare and may expe-
rience challenges during treatment that can result in 
retraumatisation.

Stage 2: clinical guidelines, suggestions and 
recommendations for treatment of torture survivors in 
somatic healthcare: a systematic review
The objectives of this stage are as follows: (1) to summarise 
the existing guidelines and primary research studies that 
include recommendations and suggestions for treatment 
of torture survivors in somatic healthcare; and (2) to 
prepare a preliminary set of guidelines and recommen-
dations for prevention of retraumatisation of torture 
survivors in somatic healthcare. This stage is currently in 
progress, and we are working to identify clinical guide-
lines and recommendations that can help clarify the best 
practices to be implemented and enhance our capacity 
to provide effective and safe treatment to torture survi-
vors in somatic healthcare. The review protocol has been 
registered with the International Prospective Register of 
Systematic Reviews (PROSPERO) database (PROSPERO 
registration number CRD42020182783) and is being 
reported in compliance with the reporting guidance 
provided in the Preferred Reporting Items for System-
atic Review and Meta- Analysis Protocols (PRISMA- P) 
statement.42

Study design
This review will include studies that use qualitative, quan-
titative and mixed methods for data collection and data 
analysis. The review will summarise the clinical practice 
guidelines (CPGs) published since 2000 that address 

the treatment of torture survivors in somatic healthcare, 
using Medline, Cumulative Index to Nursing and Allied 
Health (CINAHL), Embase, PsycINFO, Web of Science, 
OpenSIGLE, WHO (International Clinical Trials Registry 
Platform), PTSDpubs, OpenGrey, Guidelines Interna-
tional Network and UpToDate. All grey literature43 will be 
covered by searching through publications for relevant 
associations and health organisations that have focused 
on torture survivors, such as the International Rehabilita-
tion Council for Torture Victims (https:// irct. org/), the 
Rehabilitation and Research Centre for Torture Victims 
(https:// irct. org/), and the Center for Victims of Torture 
(https://www. cvt. org/).

A full description of the search strategy used is provided 
in online supplemental table 4, and the search conducted 
during this stage is presented in online supplemental 
table 5.

Eligibility criteria
Articles that report CPGs for treatment of torture survi-
vors in somatic healthcare will be included in this study. 
Independent of study design, we also intend to include 
studies that involve refugees, asylum seekers and war survi-
vors who have experienced psychological and/or physical 
torture, and provide recommendations for treatment of 
torture survivors in somatic healthcare in the discussion 
and conclusion chapters.

Study setting
The study settings included in this project will be all 
healthcare facilities within somatic care (ie, hospitals, 
healthcare centres, emergency departments, operating 
theatres, intensive care departments, surgical depart-
ments, general polyclinics and surgical polyclinics). CPGs 
designed only for psychiatric treatment will be excluded.

Procedures
Search results will be uploaded to Covidence,44 a web- 
based software program that assists researchers with 
screening and data extraction process. After removal 
of duplicates, eligible studies will be identified through 
title and abstract screening, which will be performed by 
five review authors (ACS, AKB, EKG, SOD and BS- N). 
Next, potentially relevant studies will be screened against 
the defined eligibility criteria based on full- text records 
by two review authors (ACS and AKB). Both the title/
abstract and full- text screening will be performed blindly 
by review, and disagreements will be resolved via discus-
sion until a consensus is reached. If needed, a third 
reviewer will be consulted to achieve consensus (EKG). 
The PRISMA flow chart will be used to illustrate the flow 
of the study selection process.42

Data will be extracted from the selected studies inde-
pendently by two reviewers (ACS and AKB) using a stan-
dard form. Any disagreements will be settled through 
discussion with a third reviewer (EKG). Extracted data 
will include specific aspects of the research question and 
cover the study details (title, author, publication details, 
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location and language), study design, participant demo-
graphics, intervention characteristics, outcomes and the 
study’s conclusions.

Data derived from the findings will be organised 
according to various themes and keywords based on the 
recommendations for treatment of torture survivors in 
somatic healthcare.

Quality assessment
Assessment of risk of bias in the included studies
Two authors (ACS and AKB) will independently assess 
the risk of bias in each primary research study using the 
critical appraisal checklist published by the Joanna Briggs 
Institute based on the research design used in each 
study.45–47 Any disagreements will be resolved by referral 
to a third review author (EKG). A ‘risk of bias’ table will 
be created for each included study.

Quality assessment of included CPGs
The quality of each CPG will be assessed using the 
Appraisal of Guidelines Research and Evaluation Version 
II (AGREE II) instrument. This instrument was developed 
to address variability issues in the quality of guidelines. It 
is a generic instrument used to assess the methodological 
rigour and transparency of the guideline development 
process. It is a widely accepted tool for evaluation of the 
rigour of the development and transparency of CPGs48–51 
and includes 23 items organised into 6 domains, namely 
‘scope and purpose’, ‘stakeholder involvement’, ‘rigor 
of development’, ‘clarity of presentation’, ‘applicability’ 
and ‘editorial independence’.49 The purpose of AGREE 
II is to provide a framework that can be used to assess the 
quality of guidelines, provide a methodological strategy 
for the development of guidelines, and determine what 
information should be reported in the guidelines and 
how this should be carried out.52

To ensure a standardised approach, the reviewers will 
complete the AGREE II online training tutorials51 53 
before performing quality assessment. A summary of the 
extracted data and AGREE scores will be presented in a 
descriptive table.

Assessment of the overall confidence in the review findings
Quality assessment will include an overall evaluation of 
the confidence in the findings in accordance with the 
GRADE- CERQual (Confidence in the Evidence from 
Reviews of Qualitative Research) approach (confidence 
in the evidence from reviews of qualitative research).54 55 
The CERQual assessment will consider the following study 
characteristics: (1) the methodological limitations of 
the studies; (2) the relevance of the included studies to 
the review question; (3) the coherence of the findings 
of the included studies; and (4) the adequacy of the 
data based on the richness and quantity of the data that 
support the findings. After completing an overall assess-
ment of the confidence in the findings, we will proceed 
from the analyses conducted for each CERQual compo-
nent to a final assessment.55 The findings will then be 

defined as coherent if they are found to be valid across 
studies with similar populations and contexts. Data will 
be defined as ‘rich’ if they provide details that improve 
our understanding of the treatment of torture survivors 
in somatic departments. In contrast, we will define data 
as ‘thin’ if they do not provide any details that improve 
our understanding. The assessment based on the evalu-
ations of each of the four CERQual components will be 
summarised in four levels: high, moderate, low and very 
low. The CERQual approach will be employed by the 
review team to identify any familiarity with the evidence 
to draw reasonable conclusions regarding each CERQual 
component. This will benefit the synthesis of qualitative 
evidence and allow for reflection on the way in which 
the synthesis is conducted and the review findings are 
formulated.55

Data synthesis
A summary of the evidence will be processed for each 
included study and the included guidelines. The recom-
mendations identified across the guidelines and studies 
will be grouped into tables. The grouped interventions 
will be listed in descending order based on the number of 
guidelines and articles that have recommended them, and 
we will then determine areas of agreement. The evidence 
tables will provide an overall description of the studies, 
including their context, participants, outcomes and 
conclusions. A narrative synthesis56 will be used, which 
involves compiling the findings of all the included studies 
in a text narrative and the descriptions of the character-
istics of the studies, including their context and validity.57 
To ensure trustworthiness of the review’s conclusions, we 
will use the published guidance for conducting narra-
tive synthesis that was funded by the UK’s Economic and 
Social Research Council.56

Output (stage 2)
The output will be a peer- reviewed article corresponding 
to the objectives, which will compound a part of the back-
ground for the clinical guideline development in stage 4.

Stage 3: the lived experiences of torture and experiences 
during surgical treatment
The aim of this stage is to explore how survivors of 
torture experiences receive surgical healthcare in various 
contexts, such as in operating theatres, intensive care 
departments and outpatient clinics, and identify the 
triggers and protective factors involved in the process of 
retraumatisation.

Study design
We will conduct indepth interviews with a strategic sample 
of 8–12 torture survivors who have received surgical 
treatment. The choice of the sample size is based on the 
recommendations found in the literature for phenom-
enological studies that aim to obtain insights using 
comprehensive and ‘rich’ data.58 59 Although the sample 
recommended in an interpretative phenomenological 
analysis (IPA) study is of six to eight participants,60 61 we 
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will also take into account the richness of the individual 
cases to determine whether there is a need to increase the 
sample size.61

Recruitment
Following a multi- institutional recruitment in Norway, 
participants will be recruited from asylum institutions, 
health centres for refugees, district psychiatric centre and 
surgical departments of university hospitals. We will also 
contact the Health Centre for Undocumented Migrants, 
Red Cross Office, Church’s Foundation (Stiftelsen 
Kirkens Bymisjon) and Migrations Health Centre for 
recruitment. Information about the project will be sent to 
various organisations to request their practical advice and 
support regarding recruitment. Aspects such as language, 
need for research assistants, provision of financial incen-
tives and information to potential participants, and how 
to increase patients’ willingness to participate will be 
discussed. Potential participants will be contacted by the 
healthcare professionals or social workers affiliated with 
their institution.

We will also recruit patients from the Central Oper-
ation and Day Surgery Center at Akershus University 
Hospital (Ahus). Torture survivors who have undergone 
surgical treatment in this institution will be contacted by 
a health secretary employed at Ahus. This will be carried 
out in consultation with the leading surgeon. Patients will 
receive written and oral information about the study and 
will have 2 weeks to reach out to the secretary with their 
decision. No reminders will be sent if there is no response.

We will contact the patients only after they have 
confirmed their willingness to participate in the study. 
Thereafter, we will have a conversation with them to 
inform them about the project and discuss any concerns 
they may have. In accordance with the recruitment 
strategies recommended by Gabriel et al,40 we will avoid 
including patients who have only recently arrived in 
Norway, as this could cause them to experience confu-
sion and fear and overwhelm them. Further, the volun-
tary nature of participation will be explicitly stated and 
explained to the participants. We will ensure that they 
understand that their opportunity for treatment will not 
be impacted by their refusal to participate.

Eligibility criteria
The sample of this study comprises adult participants of 
various ages and both sexes who have been identified 
as survivors of torture or ill treatment according to the 
United Nation’s 1984 definition,62 have been living in 
Norway for more than 3 months and have undergone 
surgical treatment. We will not include more than two 
participants from the same country to ensure data diver-
sity. According to Pabilonia et al,63 men and women are 
equally likely to experience torture, whereas, according 
to Higson- Smith and Bro,64 men experience higher levels 
of traumatic events and are more likely to have experi-
enced torture. On the other hand, women are partic-
ularly at risk of organised and gender- based violence, 

including rape, and have been found to be more likely 
to have a higher number of negative reactions, ineffec-
tive coping mechanisms and difficulties in adapting after 
torture.63 Due to these differences with regard to sex and 
gender, it is crucial that our study include both men and 
women. Although certain studies report that most torture 
survivors are in their 30s,63 we will include participants 
of different ages, as a history trauma can heighten older 
survivors’ sensitivity to many aspects of the social and 
physical environments of healthcare.65 There is a lack 
of research on the experiences of ageing refugees even 
though they appear to be a vulnerable at- risk group.66 
Studies have reported exacerbation of post- traumatic 
stress symptoms, even after several years of the traumatic 
events, instead of relief of symptoms.66 Older survivors 
of torture may have a different capacity for functioning 
and coping under treatment, which should be considered 
when designing treatment plans and managing the needs 
of such patients.65 These are important factors and will be 
addressed in this study.

Data analysis
The interviews will be audio- recorded and transcribed 
verbatim. The transcribed data will be managed/imported 
into NVivo, and the interviews will be analysed using IPA, 
which was developed by Smith et al.67 IPA is a rigorous 
methodology based on phenomenological principles and 
characterised by three qualities: it is idiographic, induc-
tive and interrogative.67 68 The methodology has salience 
with regard to studies on refugees as it emphasises being 
open to human experience. Using a phenomenological 
framework, the researchers aim to understand the expe-
riences of people who have experienced torture. The 
IPA procedures will help the researcher become well 
acquainted with the data by developing codes and themes 
from them. The procedures will also allow the researcher 
to focus on the characteristics of each participant.

In the analysis, we will compare the findings derived 
from the interviews using the theoretical framework devel-
oped in stage 1. As we expect that participant recruitment 
will take time, we will carry out our data analysis concur-
rently with the recruitment and interviewing processes.

Output (stage 3)
The output of this stage will be one peer- reviewed article 
corresponding to the objectives, which will inform the 
development of clinical guidelines.

Stage 4: developing clinical guidelines for preventing 
retraumatisation during surgical treatment of torture 
survivors
The aims of stage 4 are to (1) develop and (2) assess the 
feasibility and acceptability of a set of clinical guidelines 
and thereby prevent retraumatisation of torture survivors 
in surgical departments. In stage 4a, we will develop a 
set of clinical guidelines for prevention of retraumatisa-
tion of such patients based on our findings from stages 
1, 2 and 3. As the identification of torture survivors is 
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central to preventing retraumatisation, we will prepare 
a checklist that will help healthcare professionals with 
this process. The checklist will also be based on our find-
ings from stages 1, 2 and 3, and it will be presented as a 
supplement to the guidelines. In stage 4b, we will explore 
the challenges and dilemmas that healthcare profes-
sionals working in surgical departments face during the 
surgical treatment of torture survivors. Accordingly, we 
will identify the necessary content of clinical guidelines 
for prevention of retraumatisation of such patients. Based 
on the findings from stage 4a, we will consider modifying 
the structure and content of the guidelines to increase its 
practical usability. This process is illustrated in figure 3.

Methods
The findings from stages 1, 2 and 3 will be the basis for the 
development of a set of clinical guidelines for preventing 
retraumatisation of torture survivors during treatment in 
surgical departments. Furthermore, we will organise inter-
disciplinary semistructured focus group interviews with 
healthcare professionals to explore the challenges and 
dilemmas they face with respect to encounters between 
healthcare providers and torture survivors. The feasibility 
and acceptability of the proposed clinical guidelines will 
also be discussed with the healthcare providers.

In stage 4a, we will follow the Institute of Medi-
cine’s proposed standards for trustworthy guidelines.69 
According to these guidelines, a set of guidelines should:

 ► Be based on findings derived from a systematic review 
of the existing evidence.

 ► Be developed by a multidisciplinary group of experts 
and representatives from the affected groups (in this 
case, torture survivors).

 ► Consider patient preferences.
 ► Be based on an explicit and transparent process to 

minimise biases and conflicts of interest.
 ► Provide a good explanation of the relationships 

between different care options and health outcomes.
 ► Provide ratings of both the quality of evidence and the 

strength of recommendations.

 ► Be reconsidered and revised as appropriate when 
important new evidence appears.69 70

We will follow these principles when developing the 
guidelines and we will also use the standards and guidance 
for developing trustworthy CPGs available on the MAGI-
Capp platform ( www. magicproject. org) to ensure trust-
worthiness. This guide will help us choose appropriate 
presentation formats, ensure efficient dissemination to 
healthcare professionals at the point of care and prevent 
the guidelines from becoming outdated quickly.69 To 
address the limitations in the development of guidelines, 
we will use the research programme MAGIC (Making 
GRADE the Irresistible Choice), which includes a concep-
tual framework and tools that can be used to facilitate the 
creation, dissemination and dynamic updating of trust-
worthy guidelines. Modifications to the guidelines, such 
as recommendation updates, will lead to automatic alter-
ations with minimal additional work for the authors and 
publishers, greatly facilitating their dynamic updating.

Recruitment
In stage 4b, we will organise interdisciplinary focus group 
interviews with healthcare providers from surgical depart-
ments, including nurses, physiotherapists, surgeons and 
anaesthesiologists representing operating theatres, post-
surgical departments, surgical intensive care and surgical 
outpatient clinics from various hospitals in Health South- 
East (HSØ). About 70% of all immigrants living in 
Norway live in South- East’s recording area, and hospitals 
that have an agreement with HSØ have a high probability 
of treating torture survivors.71

Participants will be recruited by contacting the surgical 
services of three hospitals. We will arrange three focus 
groups, which will be conducted with five participants per 
group. This number is recommended by contemporary 
focus group research; smaller groups are easier to manage 
when topics are highly sensitive and are more likely to 
encourage participation by all members.72 73 Informed 
consent will be obtained before each focus group.

Figure 3 Process for the development of clinical guidelines.

P
rotected by copyright.

 on N
ovem

ber 7, 2021 at O
sloM

et-S
torbyuniversitetet.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-053670 on 5 N
ovem

ber 2021. D
ow

nloaded from
 

www.magicproject.org
http://bmjopen.bmj.com/


8 Schippert AC, et al. BMJ Open 2021;11:e053670. doi:10.1136/bmjopen-2021-053670

Open access 

One of the authors (ACS) will act as the moderator 
and two others (AKB and TD- M) will take field notes. 
The sessions will be scheduled as per participants’ conve-
nience and held at various localities, specifically at Ahus, 
Oslo Metropolitan University and elsewhere, depending 
on the preference of the participants.

Data analysis
In stage 4b, data analyses will be conducted by four 
authors (ACS, TD- M, EKG and AKB). The entire research 
team will participate in the interpretation and discussion 
of the results.

Interviews will be audio- recorded and transcribed 
verbatim. The transcribed data will then be imported 
into and managed using NVivo, and text condensation 
analyses will be performed.74–76 This approach involves 
defining units, subcategories, themes, and the mani-
fest and latent content of the text. The raw data will be 
revisited regularly to ensure that the resulting categories 
are based on the data.77 The method represents a prag-
matic approach and is inspired by phenomenological 
ideas. The procedure consists of several steps: (1) devel-
oping themes from the total impression from the data; 
(2) developing codes from the themes by identifying the 
meaning of the themes; (3) condensation (from code to 
meaning); and (4) synthesising (from condensation to 
descriptions and concepts). Systematic text condensation 
is a strategy used for analysis that has been developed 
from the common principles of most of the methods 
used for analysis of qualitative data.78 Compared with 
other frequently employed qualitative methods, such as 
a thematic analysis or the theoretical methodological 
framework, this method offers the researcher a process 
characterised by intersubjectivity, reflexivity and feasi-
bility while maintaining a high level of methodological 

rigour.78 The process of text condensation is illustrated 
in figure 4.

Based on the findings from stage 4b, we will consider 
whether it is necessary to revise the developed guidelines.

Output (stage 4)
This stage will conclude with the formulation of a set of 
guidelines based on our findings (from the focus groups 
and stages 1, 2 and 3) for prevention of retraumatisa-
tion of torture survivors during surgical care. We expect 
that the focus group findings will provide important 
data about the challenges and dilemmas that healthcare 
professionals face during surgical treatment of torture 
survivors. We will also obtain information about the prac-
tical value of the developed guidelines.

PATIENT AND PUBLIC INVOLVEMENT
The design of this study protocol considers the sugges-
tions of an important and recent report from the Norwe-
gian Red Cross which demonstrates the importance of the 
topic and the significance of researching the topic.79 This 
project has also been discussed by the leaders of profes-
sional groups for surgical nurses, intensive care nurses 
and anaesthesia nurses who belong to the Norwegian 
Nurses Association. By recruiting participants through 
organisations such as the Health Centre for Undocu-
mented Migrants, Red Cross Office, Church’s Founda-
tion (Stiftelsen Kirkens Bymisjon) and Migrations Health 
Centre, all of which work with torture survivors, we will 
involve public statements in our analysis. The review in 
stage 1 amplifies the voices of survivors using previous 
studies, and the interviews with the participants in stage 3 
will provide a form of patient statement.

Figure 4 Text condensation analysis.
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ETHICS AND DISSEMINATION
This project complies with the principles stated in the 
Declaration of Helsinki.80 We applied to the Regional 
(South- East C) Committee for Medical and Health 
Research Ethics (REC), the Data Protection Official for 
Research (Norsk Senter for Forskningsdata (NSD)) and 
the hospital data protection officer (Personvernombud 
(PVO)) for permission to carry out this study. Ethics 
approvals were obtained from the REC in May 2021 
(#227624) and from the PVO in June 2021.

Following ethical norms is particularly important in this 
study because research with refugees involves conceptual, 
ethical and methodological issues.40 81 82 These include the 
ethical considerations in the development of participa-
tory research designs; the relationship between research, 
practice and policy83; and the issues around informed 
consent with regard to refugees’ capacity for autonomy 
and the notion of reciprocation in refugee research.84 The 
confidentiality of the interviews will be specified to both 
the participants and the interpreters. It will be empha-
sised that participation is voluntary, and the participants 
will be required to sign a consent form. When presenting 
the results, anonymity of the participants will be main-
tained through the use of pseudonyms, and they will be 
described in a way that ensures they cannot be identified. 
The recorded interviews and transcripts will be stored in 
accordance with the regulations of the Norwegian Centre 
for Research Data.85

The vulnerability of people who have survived torture 
will be taken into consideration, specifically in terms 
of the researcher’s responsibility to avoid strain (‘not 
harm’) and to protect the participants from distress.84 
Reporting their experiences of receiving surgical care 
and remembering experiences of torture can be emotion-
ally challenging, but the fact that the patients will receive 
attention and have the opportunity to express themselves 
can compensate for this. We will make efforts to ensure 
that the participants fully understand the implications of 
being involved in this study. The informed consent proce-
dure can discourage participants from participating in 
the project because signing consent forms may jeopardise 
their anonymity. This may cause challenges for recruit-
ment. Consent forms can be difficult to translate into 
multiple languages in a comprehensible manner, partic-
ularly if patients have low levels of literacy. We will use 
professional translators for this. With respect to gender, 
certain female refugee subgroups may be shy, afraid or 
ashamed and this will be addressed by employing a female 
researcher to perform the interviews and a female inter-
preter if needed.

Although experiences of retraumatisation among 
torture survivors often reflect the dynamics of the clinical 
setting rather than the research context,86 we will make 
special considerations regarding the vulnerability of this 
group of participants and arrange for them to contact a 
healthcare professional in case they have a negative reac-
tion as a consequence of the interview. We will ensure 
that the participants understand that the research will not 

influence their housing, resettlement, relocation or status 
determination procedures. To protect participants’ safety 
and prevent stigmatisation, social exclusion or racism, we 
will be careful about the kind of information we collect. 
We will not collect names, addresses or specific locations 
and exact dates unless necessary.

The study results will be disseminated through publi-
cations, conference presentations, and national and 
local public forums to healthcare professionals, service 
managers, policymakers and refugee- supporting agencies.
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