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There are not enough psychotherapists to offer individual trauma intervention to the tens of millions
of people traumatized around the world. Eye movement desensitization and reprocessing (EMDR) is a
proven trauma treatment but requires substantial time and financial resources for training. One solution
may be low-intensity intervention with the flash technique (FT) offered one-on-one online and based
on highly scripted instructions in which participants can work on their distressing memories independ‐
ently. The FT is a protocol that was originally developed for the preparation phase of EMDR and only
requires a few hours of training. In this study, we aim to explore whether a scripted FT protocol used
by inexperienced student clinicians might be effective. Nine master-level social work students, trained
in FT and under licensed supervision, offered individual FT treatment online using a scripted protocol.
Participants were admitted to the study with an Impact of Event Scale—Revised (IES-R) score of >24.
Pre- and posttreatment surveys were collected from 30 participants who each received 6 sessions of
individual therapy. No follow-up study data was collected. The IES-R data dropped from a pretreatment
mean of 45.97 (SD = 14.5, 95% CI = [40.78, 51.16]) to posttreatment mean of 25.33 (SD = 14.92,
95% CI = [19.99, 30.67]), with a p-value of <.00001 and a Cohen’s d = 1.4, showed a large effect
size. Interpretation of the study results is limited due to a lack of a control group and a relatively small
sample size (n = 30). Furthermore, since we did not follow participants posttreatment, the impact of
the intervention over time is unknown for this study. Even so, the data suggested that the scripted
FT protocol might be usable even by inexperienced student clinicians, paving the way for its use as a
low-intensity trauma intervention.
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Military conflicts in the Middle East, Ethio-
pia, Somalia, and recently Ukraine, have
displaced and traumatized untold millions

of people, and there are simply not enough psycho-
therapists in the world to offer individual trauma
intervention to all those who need it (Foa et al.,
2013). Eye movement desensitization and reprocess-
ing (EMDR) is a proven trauma treatment. There

are EMDR-based group protocols with which
one EMDR-trained therapist can, with
the support of nonEMDR-trained licensed
clinicians and trained support workers, provide
EMDR therapy to many people (Smyth-Dent et al.,
2020). However, EMDR requires substantial time and
financial resources for training, which poses a barrier
to mental health workers supporting those displaced
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and traumatized by military conflicts or those
without access to conventional trauma
interventions. On the other hand, the flash
technique (FT) is an individual in-person protocol
originally developed for the preparation phase of
EMDR and only requires a few hours of training.
A possible solution, therefore, may be low-intensity
intervention with the FT based on highly scripted
instructions in which participants can work on their
issues independently, whether online or in person.
Toward that end, our study aims to explore a set
of scripted instructions for individual online trauma
intervention, which can serve as a stepping stone
toward the use of FT for low-intensity trauma
interventions.

A low-intensity intervention is defined as a treat-
ment with limited face-to-face contact with a mental
health professional, such as group therapy, or treat-
ment through self-help computer programs, books,
or mental health apps (Maxfield, 2021). Maxfield also
conceptualized “the EMDR group therapist as an
instructor, providing scripted directions” with “the
group participants working quietly and independently
on their own materials” (Maxfield, 2021). Further-
more, Maxfield suggested that the same instructions
could be provided (a) in a computerized format or (b)
with task shifting, that is, by a nonspecialist. EMDR-
based low-intensity treatments have been developed
over the years to provide affordability and accessibility,
and have played an important role in supporting the
mental health of victims of natural and man-made
disasters, such as refugees displaced by wars. How-
ever, while EMDR training is thorough, it is expen-
sive; many mental health professionals working with
vulnerable populations do not have the resources to be
trained in EMDR—hence the need to find or develop
lower-cost alternatives to traditional EMDR, such as
low-intensity interventions.

EMDR and EMDR Groups

EMDR was first discovered by Francine Shapiro in
the 1980s and was developed into an eight-phased
protocol: history taking, preparation, assessment,
desensitization, installation, body scan, closure,
and re-evaluation (Shapiro, 2018). During EMDR,
the client recalls the traumatic memory to be
processed while doing bilateral stimulation such
as eye movement or tapping, while being direc-
ted and supported by a trained EMDR thera-
pist. Processing of the traumatic memory with
EMDR tends to be faster than most other

trauma modalities (Mavranezouli et al., 2020),
and clients can even process their memories
without disclosing the memories to their thera-
pists (Blore et al., 2013). EMDR is a well-
established trauma treatment modality with an
extensive system of training for therapists, requir-
ing many hours of training and practicum.
Additional training may be required for addi-
tional protocols such as the Recent Traumatic
Event Protocol (R-TEP) or the EMDR-Integra-
tive Group Treatment Protocol (EMDR-IGTP).

EMDR started out as a high-intensity proto-
col for individual therapy but soon branched off
into low-intensity work in response to natural
and man-made disasters. EMDR groups were first
developed by the Mexican Association for Mental
Health Support in Crisis (AMAMECRISIS) team in
response to an overwhelming need for mental health
services after Hurricane Pauline in Mexico in 1997
(Jarero et al., 2006). This might be the first reported
incidence of using EMDR as a low-intensity interven-
tion for hundreds of children under the direction
of a therapist, who was supported by a number of
lay counselors and helpers. Since then, it has been
formalized as EMDR-IGTP with scripted instructions
(Artigas et al., 2009). Recently, EMDR-IGTP has
been adapted to treat people with recent, present, or
past prolonged adverse experiences, such as long-last-
ing or ongoing traumatic stress (e.g., patients with
cancer; Jarero et al., 2016, 2018). This adaptation
is known as the EMDR-Integrative Group Treat-
ment Protocol-Ongoing Traumatic Stress (EMDR-
IGTP-OTS). Jarero et al. (2013) have also developed
the EMDR-PROPARA, an adaptation for parapro-
fessional use of the EMDR Protocol for Recent
Critical Incidents (Jarero et al., 2011). EMDR-IGTP
has a long history of supporting victims of natural
disasters and refugees (Adúriz et al., 2009; Jarero &
Artigas, 2012; Jarero et al., 2008; Karadag & Karade-
niz, 2020; Trentini et al., 2018). Currently, it is being
used to support people traumatized and displaced by
violence and military conflict in Ethiopia (Abebe &
Ashman, 2022).

Another proven low-intensity EMDR intervention
is the Group-TEP (G-TEP) which is an adaptation
of E. Shapiro’s Recent Traumatic Episode Proto-
col (R-TEP) (Shapiro & Laub, 2014). The G-TEP
(Shapiro & Moench, 2018) is similar to the EMDR-
IGTP in its use of drawings and scripted instruc-
tions but distinguishes itself with its extensive use
of grounding and containment, as well as the
use of a worksheet. The G-TEP has been used
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for trauma recovery for victims of man-made and
natural disasters, such as refugees from the Middle
East (Yurtsever et al., 2018) as well as victims of the
Camp Fire in Northern California (Hignell, 2019).

Flash Technique and Low-Intensity Flash
Technique

The FT was first developed by Manfield et al.
(2017) as an individual in-person protocol to
efficiently reduce the emotional disturbance of a
traumatic memory during the preparation phase
(phase 2) of EMDR so that processing can proceed
quickly during the desensitization phase (phase 4).
As it is currently practiced (Manfield & Engel,
2019), clients only need to identify the distressing
memory to be worked on and not dwell on it;
they just set it aside. Clients are then asked to
focus on something positive and engaging, the
positive engaging focus (PEF). The PEF can be a
positive memory; a funny music video; talking with
the therapist about something fun like a hobby,
a special person, or a special trip; or activities
such as dancing and singing. It can also be a
neutral activity such as slow breathing and body
movement (Wong, 2019). Clients blink their eyes
quickly 3–5 times when prompted with a cue word
such as “flash” or “blink.” Typically, the therapist
checks with the client after every five sets of triple
blinks to see if there are changes in the image or
the emotional disturbance. Most clients experience
a rapid decrease in the emotional disturbance of
the memory without consciously trying (Manfield
et al., 2017; Wong, 2019; Yaşar et al., 2021). In
some cases, clients may be able to reduce the level
of emotional disturbance of their memory to zero
or to a sufficiently low level that it would not be of
significant concern. In other cases, EMDR thera-
pists practicing FT as part of phase 2 of EMDR
would continue with traditional EMDR to com-
plete the reprocessing of the distressing memory.
While EMDR is a well-developed eight-phased
protocol that requires many hours of training and
practicum for basic training, FT was designed to be
part of phase 2 of EMDR, the preparation phase,
and requires only a few hours of basic training.
EMDR training is not a prerequisite to FT training,
which may make FT easier, more accessible, and
cost effective for prelicensed student clinicians to
obtain training, as part of task shifting for low-
intensity trauma intervention. One thing to note
is that for low-intensity interventions such as in

FT groups or EMDR-IGTP-OTS groups, the goal is
symptom relief; there is no guarantee or expecta-
tion that all participants can bring the emotional
disturbance of their distressing memory down to
zero. FT was used in a group format as a low-
intensity trauma intervention at the end of 2017
for a group of five unhoused individuals struggling
with substance abuse in a local shelter (Wong,
2019). Since then, low-intensity FT groups have
been used with healthcare workers and mental
health workers impacted by COVID-19 to work
on up to two distressing memories in one sitting
(Manfield et al., 2021) in groups as large as 40
individuals. It has also been used in a single group
session for 36 individuals impacted by traumatic
incidents (Yaşar et al., 2021) and in a three-ses-
sion randomized-controlled trial (RCT) comparing
FT (n = 34) with psycho-education (n = 34) for
victims of traffic accidents (Yaşar et al., 2022).
There are scripts already available for use in FT,
for both individual and group settings. Currently,
clinicians taking FT training may be given scripts
eliciting positive memories or positive activities
as the PEF (Greenwald, 2022; Manfield & Engel,
2021). However, for our project, we were work-
ing with student clinicians with minimal experi-
ence, and we, therefore, developed a script using
slow breathing and body scan as the PEF. This
script was user-friendly because student clinicians
could simply read the script and clients did not
have to spend time trying to identify a PEF in
each session. Furthermore, this script was derived
from a script that was effective when used with
unhoused persons in a shelter setting (Wong, 2019)
and we had hoped it would be effective when used
with people in the general population suffering
from the impacts of trauma.

To summarize, we have seen a trend/need to take
individual EMDR therapy to EMDR group therapy
as a low-intensity intervention for man-made and
natural disasters (Jarero et al., 2006; Smyth-Dent
et al., 2020). We are seeing a similar trend/need
to use FT to provide low-intensity trauma interven-
tion for those who cannot afford individual FT
trauma work with licensed clinicians (Wong, 2019).
Currently, FT interventions (both individual and
group) are mostly led by experienced therapists. To
understand FT as a low-intensity intervention, we
would like to explore the use of a script for online
FT individual work. We also want to explore the
efficacy of task shifting by having student clinicians
do the online individual work. For this research, our
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student clinicians used a scripted protocol which
was originally developed as a group protocol for
homeless clients with substance abuse issues.

Methods

In our study, we explored the use of the FT as a
low-intensity trauma intervention administered by
social work graduate students at California State
University. Our goal was to explore two areas that
are important for low-intensity FT intervention. We
wanted to explore whether a scripted protocol can be
used repeatedly and effectively for individuals with
the Impact of Event Scale—Revised (IES-R) scores of
24 or more, which may indicate significant posttrau-
matic stress disorder (PTSD) symptoms. Secondly,
we wanted to explore whether FT intervention can
be delivered one-on-one online by student clinicians
with minimal experience using the script, thus
demonstrating effective task shifting.

Study Design

In this study, nine student clinicians who were
trained in FT provided six individual sessions each
of telehealth FT to client participants with significant
symptoms of posttraumatic stress disorder (PTSD).
The student clinicians used the same script with
the same PEF for all of the sessions. The client
participants filled out a number of psychological
surveys pre- and posttreatment to provide a measure
of the efficacy of the FT-based telehealth sessions.
The recruitment of the student clinicians and the
recruitment of the client participants are discussed in
the subsequent paragraphs of this section. The script,
PEF, and the surveys are also discussed in more detail
in the following paragraphs.

This study was reviewed and approved as human
subject research by the Institutional Review Board
(IRB) for the California State University, East
Bay (IRB#: CSUEB-IRB-2021–156). This study was
an uncontrolled (nonrandomized) single-arm study
with a prepost design. We explored participant
improvement posttreatment with measurement of
trauma severity, symptom severity, and impact of
trauma with study measures at intake (i.e., pretreat-
ment) and after six virtual FT sessions (i.e., posttreat-
ment).

Social Work Student Recruitment and Training.
All clinicians who participated in the study were
second-year graduate students in an accredited
Masters of Social Work (MSW) program at Cali-
fornia State University, East Bay. These students

received FT training via a six-hour virtual work-
shop and at least four two-hour supervision sessions
where students had the opportunity to practice the
FT protocol with one another, ask questions, and
receive feedback on their delivery of the interven-
tion. Furthermore, students were able to have any
ongoing questions or practice concerns about FT
addressed in bi-weekly research lab and supervi-
sion meetings that extended the entirety of the
study period. MSW student clinicians could also
contact the principal investigator at any time if
they had questions or needed support with the
practice and implementation of the FT intervention.
We chose second-year MSW students as they are
generally more experienced than first-year students
in providing face-to-face and virtual psychotherapeu-
tic interventions to clients in their social work
community mental health agency practicum settings.

Participation for students was voluntary. MSW
students voluntarily consented to participate in the
research and to be video recorded. Students were
recruited from the FT training course (a one-unit
offering to students), and several of the students who
received the training elected to not participate in
the study at no penalty to them. Student clinicians
did receive some direct benefits for their participa-
tion in the research: (a) they received training and
clinical supervision in the FT over the course of the
study and (b) they were allowed and encouraged
to utilize data from the study in their Capstone
research project, a major requirement of the MSW
degree. Aside from being trained in the FT and being
a second-year MSW student, there were no other
eligibility requirements for student clinicians. Once
trained, MSW student clinicians were each assigned
up to 6 FT research participants with the goal of
each MSW clinician providing a total of 36 sessions
or more of the FT intervention (at least 6 sessions for
each of the 6 participants assigned to them).

Recruitment and Eligibility of Research Partici-
pants With Posttraumatic Stress Disorder Symptoms.
The second set of research participants were the
adults who agreed to each receive 6 telehealth (via
Zoom) sessions of 30–45 minutes of the FT inter-
vention for trauma. This second set of research
participants are community-dwelling adults who
were eligible to participate in the study if they
were 18 years of age or older and had scores
of 24 or higher on the IES-R at intake, which
may be indicative of significant PTSD symptoms.
These research participants were recruited via email,
word-of-mouth, and flyers sent out to the Social
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Work Department’s mental health field placement
agencies and via the Social Work Department’s
Community Mental Health Advisory Board agency
connections. If permission was given via formal
consent, the sessions were recorded as well. The
clients could still participate in the research study if
they did not consent to being recorded.

The Script. The script was a variation of Wong’s
approach using slow breathing as the PEF in a group
for unhoused men struggling with substance issues
(Wong, 2019). The current script, originally devel-
oped for in-person use with homeless clients, did
not use PEFs such as positive memories or engaging
videos and might thus be useful for those with few
positive memories, folks unable to access positive
memories untainted by their trauma, or in situations
where the use of personal electronics or the internet
might be restricted or not available, such as in some
homeless shelters. The script traces its roots to an
FT group for folks who tended to dissociate (Wong,
2019); it was designed to keep participants groun-
ded and calm. The protocol was built around two
segments of FT with a few add-ons and consisted
of six parts: (a) target identification—which techni-
cally was a part of FT, (b) grounding, (c) relaxation,
(d) first FT segment, (e) identification of negative
cognitions, and (f ) second FT segment.

1. Target identification. Clients were instructed
to “run a video” of their past and to iden-
tify distressing memories that they would like
to work on in the session. This was basi-
cally the same as “running a mental movie”
used in EMDR-IGTP (Jarero et al., 2016) for
target identification. In this script, clients were
instructed to go to their past and not necessa-
rily focus on a recent event.

2. Grounding. Clients were instructed to do four
grounding exercises: (a) to sit comfortably in
their chair and notice how their body felt;
(b) to listen and notice what they heard; (c)
to look around the room and notice if they
could see any changes; and (d) to feel their
mouth to notice if the mouth was wet or dry
and to imagine sucking on something sour to
increase their saliva. The grounding exercises
were based on Elan Shapiro’s G-TEP (Shapiro
& Moench, 2018). This protocol was to be used
by student clinicians who were less likely to
have much experience in high-trauma clinical
settings, and hence, we emphasized grounding
and stabilization to minimize abreaction.

3. Relaxation. The protocol was designed to
minimize abreaction including feeling woozy
or sleepy, falling asleep, or blacking out. The
relaxation section was intended to keep the
clients relaxed and also serve as a transition
to working on the memory in the first FT
segment. Clients were instructed to do bilateral
tapping, take a deep breath slowly, and to
notice five different sets of parts of the body
as they breathed out. Clients were to notice,
in order: their neck and shoulder, the back of
their head, the crown of their head, forehead
and eyes, and finally the face and jaw. The body
scan was inspired by Siegel’s Wheel of Aware-
ness (Siegel, 2007).

4. First FT segment. The protocol was intended
to keep clients calm and relaxed to minimize
abreaction. Hence, we used the relaxation
exercise as the PEF. We instructed the clients
to blink three times rapidly (triple blinks) after
breathing in and then to notice various parts
of their body as they breathed out, as we
did in the relaxation section. After five sets
of triple blinks (one set with each noticing of
the various parts of their body), clients were
instructed to imagine that they could step
back and look at the disturbing image of the
memory from a distance to see if there was
a difference. Additionally, after 3 full sets of
5 (sets of ) triple blinks, clients were asked to
rate how disturbing the target memory was on
a 0–10 scale, that is, the Subjective Units of
Disturbance (SUD) score.

5. Negative cognitions. This was done after the
third set of five triple blinks (in addition to the
elicitation of the SUD score) with the hope
that the emotional disturbance of the target
memory had been reduced, and participants
could take a closer look at the memory without
bringing up strong reactions. Participants were
presented with a number of examples of
negative cognitions to see if the distressing
memory was bringing up one or more of the
negative cognitions, such as “I am not safe,” “I
am unlovable,” “I am guilty/it is my fault,” “I
am worthless,” “Something is wrong with me,”
“I am powerless,” and “I am full of shame.”
Clients were then asked to set aside their
negative cognitions and repeat the relaxation
exercise to make sure they were calm and
relaxed before continuing with the protocol. It
should be noted that we typically would not
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ask for negative cognitions in FT. However,
we made this modification with the hypoth-
esis that the identified negative cognitions
would become reminders of various aspects
of the distressing memory in the participant’s
working memory. Since FT can work on more
than one memory at a time (Zadurian, 2021),
we hypothesized that it might work on all
the negative cognitions at the same time to
quickly reduce the emotional disturbance of
the distressing memory.

6. Second FT segment. Clients were instructed to
focus on the slow breathing/body scan PEF—
as in the first FT segment—and after every set
of five triple blinks to notice any changes in the
image of their distressing memory. Participants
were then asked for the SUD score after the
fourth set of five triple blinks of this segment
(i.e., the seventh and last set of five triple blinks
of the entire FT treatment session) and to guess
what their SUD score was prior to the begin-
ning of the current session of FT treatment.

As mentioned earlier, this script was a variation of
Wong’s script used in a homeless shelter for sub-
stance abusers (Wong, 2019). Our script consists of
only seven sets of five triple blinks, and the goal is
not necessarily to get the SUD score to zero in each
session. With only seven sets of five triple blinks,
we are not striving for complete desensitization of
the distressing memory. Instead, the goal is overall
symptom reduction after six sessions of treatment of
up to six distressing memories. Exploring whether
or not student clinicians can use this script with
efficacy in a one-on-one situation may pave the way
for student clinicians to use such a script for group
therapy in the future.

Measures

Demographics. We captured a variety of popu-
lation descriptors in the following demographic
measures: gender (open-ended); education attained
(some high school, high school graduate or General
Education Development Test (GED), some col-
lege, college graduate, some postcollege education
Master’s degree or equivalent, and Doctoral degree
or equivalent); marital status (single, partnered,
married, divorced, or widowed); employment status
(employed part-time, employed full-time, retired,
unemployed, underemployed, and student); race/
ethnicity (Asian or Pacific Islander, Black or African
American, Hispanic or Latino native, American or

Alaskan Native, White or Caucasian, Multiracial or
Biracial, and a Race/Ethnicity not listed here); age
(year of birth); country of birth (open-ended); year
of immigration to the United States (year); veteran
status (yes/no); first responder status (yes/no); and
experience with homelessness (yes/no).

In this study, we used the following surveys to
track the changes in PTSD symptoms, mood, and
dissociative symptoms: IES-R, the general anxiety
disorder-7 (GAD-7), the Patient Health Question-
naire-9 (PHQ-9), and the dissociative experiences
scale-II (DES-II). While the focus of this study is
on the reduction of PTSD symptoms, research has
shown that depression, anxiety, and dissociation are
often comorbid in clients with PTSD (Ginzburg
et al., 2010; Spinhoven et al. 2014; Swart et al., 2020).
Therefore, in order to have a more complete picture
of the mental health of the clients, we included the
PHQ-9, GAD-7, and DES-II to provide some measure
of the degree of anxiety, depression, and dissociative
symptoms, respectively, in our clients.

Impact of Event Scale—Revised. The Impact of
Event Scale (IES) was first developed by Horowitz
et al. (1979) and later revised by Weiss and Marmar
(1997). The IES-R consists of 22 questions covering
trauma symptoms such as intrusion, avoidance, and
hypervigilance/hyperarousal. Each question is rated
from 0–4 for a maximum score of 88. The IES-R
is based on PTSD criteria from the Diagnostic and
Statistics Manual of Mental Disorders, Fourth Edition
(DSM–IV) but is still used in the community (e.g.,
Yaşar et al., 2022). It was chosen based on the
authors’ familiarity with the instrument and the
possibility of tying the data from this project to data
collected in other projects. In this project, we used
a score of 24 as the threshold for substantial PTSD
symptoms to be admitted into the program. We
also adopt the IES-R breakpoint of 33 as a marker
for severe enough symptoms to raise concern for
PTSD. Thus, we sorted the pre- and posttreatment
IES-R data into three bins: 0–23, 24–32, and 33–88.
Historically, under the DSM-IV, an IES-R score of 24–
32 would represent symptoms of PTSD or partial
PTSD, while a score of 33 and above would suggest
probable PTSD. We are adopting the ranges even
though the claims of partial PTSD or probable PTSD
do not translate over to the Diagnostic and Statistics
Manual of Mental Disorders, Fifth Edition (DSM-5).

In terms of validity for the IES-R, psychometric
data were collected about 1.5 years after the 1989
Loma Prieta earthquake and a few weeks after the
1994 Northridge earthquake in California (Weiss &
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Marmar, 1997). The first set of data was collected
from 189 emergency personnel who worked on
the I-880 freeway collapse during the Loma Prieta
earthquake and 241 controls. The second set of data
was collected from 206 workers from 2 insurance
companies who were affected by the Northridge
earthquake. Data were taken from the 206 subjects
again about 6 months later. The internal consistency
alphas for both sets of data were high, 0.79–0.87, for
the intrusion, avoidance, and hyperarousal subscales,
for the I-880 group; and 0.84–0.92 for both times
for the Northridge group. The test–retest correla-
tion for the Northridge group was high, 0.89–0.94.
The test–retest correlation for the I-880 group was
lower, 0.51–0.59, possibly because the data for the
I-880 group were taken 1.5–2 years after the inci-
dent. Because the IES-R was also validated with data
from the Northridge earthquake, a group that was
representative of the general population, it is an
instrument that can be used by the community at
large.

General Anxiety Disorder-7 and Patient Health
Questionnaire-9. The GAD-7 (Spitzer et al., 2006)
and the PHQ-9 (Kroenke et al., 2001) are, respec-
tively, two validated, brief self-report surveys for
the diagnosis of generalized anxiety disorder and
depression. The GAD-7 is a seven-question survey
with each question rated from zero (not at all) to
three (nearly every day). The break points for the
scores are 5, 10, and 15, meaning that a score of 0–4
indicates minimal anxiety, 5–9 indicates mild anxiety,
10–14 indicates moderate anxiety, and 15 and above
indicates severe anxiety. The PHQ-9 consists of nine
questions and is similarly scored. A score from 0–
4 indicates minimal depression, 5–9 indicates mild
depression, 10–14 indicates moderate depression, 15–
19 indicates moderately severe depression, and 20 or
more indicates severe depression. Both the GAD-7
and the PHQ-9 were validated by patients from the
general population, drawn from clinics across the
United States, and thus the two instruments are
applicable to the community at large.

In terms of psychometric data (Spitzer et al.,
2006), 2,740 adults in 15 primary care clinics in
the United States completed the GAD-7. Within
the group of 2,740 patients, 965 patients had a
phone interview with a mental health professional.
For criterion and construct validity, GAD self-report
scale diagnoses were compared with independent
diagnoses made by mental health professionals based
on functional status measures, disability days, and
healthcare use. The internal consistency of the

GAD-7 was excellent with an α of 0.92. Test–retest
reliability was good with an intraclass correlation of
0.83. Comparison of GAD-7-based scores and those
derived from the interviews showed similar results
with an intraclass correlation of 0.83.

For validity, the PHQ-9 was completed by
6,000 patients in seven primary care clinics and
seven obstetrics–gynecology clinics (Kroenke et al.,
2001). Similar to the GAD-7, the criterion and
construct validity were assessed against an independ-
ent structured interview on 580 patients by mental
health professionals, and the thresholds of 5, 10,
15, and 20, representing mild, moderate, moderately
severe, and severe depression, respectively, were
determined by sensitivity, specificity, and likelihood
ratios based on the sample of 580 patients.

Dissociative Experience Scale-II. The Dissociative
Experience Scale (DES) was developed by Bernstein
and Putnam (Bernstein & Putnam, 1986) as a screening
tool for what was then known as multiple personality
disorder, now known as dissociative identity disorder
(DID). The DES-II (Bernstein Carlson et al., 1993) is
an updated and more user-friendly version of the DES.
The DES and DES-II are both 28-question surveys
normalized to a maximum score of 100. The DES/
DES-II was meant to be an effective, low-cost screening
instrument in clinical settings for detecting individ-
uals with severe dissociative disorders, particularly
multiple personality disorder. However, the DES-II
also provides mean scores for various populations and
conditions, from adults with and without PTSD and
DID. While a therapist would have to do a more
in-depth interview to decide on a diagnosis of a
dissociative order, one may be able to use changes
in DES scores as indicators of changes in dissociative
symptoms.

To validate the DES-II in screening for multiple
personality disorder (Bernstein Carlson et al., 1993),
a discriminant analysis was performed to classify
1,051 subjects from 7 research and clinical centers as
having or not having multiple personality disorders.
A second discriminant analysis was done using a
subgroup of 883 subjects more representative of
patients in a psychiatric facility. For the whole group
of 1,051 subjects, the DES-II’s sensitivity was 76%,
and the specificity was also 76%. For the subgroup
of 883 subjects that were more representative of
psychiatric patients, the sensitivity was 76%, and
the specificity was 85%. A cutoff of 30 used in
conjunction with Bayer’s theorem showed that 17%
of the subjects with scores of 30 or more would
have multiple personality disorder, while 99% of the
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subjects with scores lower than 30 would not have
multiple personality disorder. The data indicated that
the DES-II performs well as a screening tool for
multiple personality disorder. The validation of the
DES-II was not based on a particular population, for
example, veterans or first responders, and is thus
applicable to the general psychiatric population.

Data Collection and Analysis

This study was conducted entirely virtually. Potential
participants could call or email to express interest in
the study. They were sent study information and an
electronic consent form to review and sign. They could
also elect to consent to video recording, though this
was not a requirement to participate in the study.
Following receipt of an electronically signed consent,
participants received a request via email to complete
the eligibility survey via an online form. These forms
went directly to the principal investigator of the study,
and none of the MSW student clinicians were aware of
or had access to scores prior to the completion of the
study. The principal investigator determined eligibility
by calculating the IES-R score. Once deemed eligible
via the initial screening, participants were then invited
via email to complete an electronic pretreatment
survey that included additional measures of depres-
sion (PHQ-9) and anxiety (GAD-7; described in the
“Measures” section). If a participant responded to the
PHQ-9 question asking if within the past 2 weeks they
“had thoughts of being better off dead or of hurting
yourself” with “several days,” “more than half the
days,” or “nearly every day,” they received additional
resources from the principal investigator on preventing
suicide and assisting people who might be struggling
with suicidal ideation.

After completing the pretreatment survey,
participants were connected with one of the FT-
trained MSW student research clinicians, who
reached out via email to schedule their first of
six virtual FT sessions. FT sessions were generally
scheduled weekly based on the mutual availabil-
ity of the participant and MSW student clinician,
mirroring the scheduling of telehealth psychotherapy
in community mental health. The MSW clinician
notified the principal investigator following the sixth
session of FT, at which time the participants were
asked to complete a posttreatment survey, which
included all the same measures that were completed
at intake and in the pretreatment survey, specifically
the IES-R, PHQ-9, GAD-7, and DES-II.

Only the principal investigator sent and received
the eligibility, pre-, and posttreatment surveys from

the participants. The MSW clinicians did not know
the scores at intake, or pre- or posttest for their
assigned or any other participants. The survey
responses were compiled into one complete dataset
that was devoid of any identifying information
(unique research participant ID numbers were used
to differentiate study subjects and to connect each
survey to a specific participant). Once the study was
completed, the final deidentified dataset was shared
with the research team, including MSW student
clinician co-investigators via a shared and password-
protected cloud-based drive.

We calculated the mean, standard deviation, and
95% confidence intervals for both pre- and posttreat-
ment results as well as the effect size (Cohen’s d).
These calculations were done with online statistical
analysis tools. In addition, we also performed paired
sample t tests on the pre- and posttreatment data
using Excel to calculate the p values (two-tails) to
see if there were statistically significant differences
between pre- and postdatasets.

Results

Population Demographics

The study population (n = 30) was overwhelm-
ing female (67% female, 30% male, and 3% nonbi-
nary), White (67% White, 33% people of color [3%
American Native, 10% Asian or Pacific Islander, 17%
Hispanic or Latino, and 3% Multiracial or Biracial]),
educated (87% having at least a college degree and
the remaining 13% having at least some college), and
employed (80% employed full-time, 13% underem-
ployed, and 7% unemployed), with an average age
of 42.2 years. Most participants were married or
partnered (46% and 7%, respectively) or single (37%),
while a few were divorced (10%). Most participants
were born in the United States including one from
Puerto Rico (97%) with only one born elsewhere
(3%; Thailand). Only one person reported being a
veteran (3%). Three participants (10%) had a history
of homelessness.

Pre- and Posttreatment Surveys Data

Fifty-five people applied for the program, and 3
were rejected because their IES-R scores were lower
than 24, the threshold of admission to our program.
Of the 52 people accepted into the program, 31
participants completed 6 online sessions of FT, but
only 30 participants in our study provided both pre-
and posttreatment survey data. For this section, we
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will go over the results of the group of 30 who
provided both the pre- and posttreatment surveys.

Response to Treatment

Our dataset had an n = 30, and we noticed a
reduction in all four posttreatment surveys, suggest-
ing an improvement in PTSD, depression, anxiety,
and dissociation symptoms and an overall improve-
ment in mental health, possibly as a result of
the six sessions of FT intervention with the stu-
dent clinicians. In addition, we noticed substantial
changes/effect sizes, especially in the reduction of
PTSD symptoms and depression symptoms. It is
a limitation of this research that with no control
group, it is impossible to attribute the results to the
intervention with full confidence.

In terms of PTSD symptoms, the group started
out with a mean pretreatment IES-R score of 45.97
(SD = 14.5, 95%, CI = [40.78, 51.16]). The mean
posttreatment IES-R score dropped to a score of
25.33 (SD = 14.92, 95% CI = [19.99, 30.67]), with a
Cohen’s d of 1.4, showing a large effect size. A paired
sample t test gave a p value of <.00001, indicating
a statistically significant difference between the pre-
and posttreatment IES-R data.

Viewing the IES-R data from a symptom reduc-
tion perspective, prior to treatment, the group
started out with 7 out of 30 people in the 24–32
range and 23 in the 33–88 range. Posttreatment
IES-R showed 14 people, or 46.67% of the group,
had IES-R scores of less than 23, below the admission
threshold of the program. For the rest of the group,
8 people, or 26.67%, had IES-R scores of between 24–
32, and only 8 people, or 26.67%, had IES-R scores
of between 33–58. The average change in IES-R score
was a 42% reduction from pre- to posttreatment.

In terms of the other surveys, the mean pretreat-
ment PHQ-9 score was 11.57 (SD = 5.103, 95%
CI = [9.74, 13.4]) showing moderate depression,
on average. The mean posttreatment PHQ-9 score

was 7.7 (SD = 4.36, CI = [6.14, 9.26]), showing
mild depression. Cohen’s d was 0.815 showing a
large effect size. A paired sample t test gave a
p value of <.00001, showing a statistically signifi-
cant difference between the pre- and posttreatment
PHQ-9 data.

The PHQ-9 Depression scale is a validated, widely
used nine-item tool used to diagnose and monitor
the severity of depression. Question nine screens for
the presence and duration of suicide ideation and
is recommended for use in practice and research as
a measure of suicidal ideation (The Joint Commis-
sion, 2019; Rossom et al., 2017). Twenty percent of
participants reported some level of suicidal ideation
(PHQ-9, question nine: “had thoughts of being better
off dead or of hurting yourself ”) at pretreatment
(range of 0–3 with 1, 2, or 3 indicating endorsement
of such thoughts). At posttreatment, only 10% of
participants endorsed the lowest level (1) of suicidal
ideation.

The mean posttreatment scores for GAD-7 and
DES-II also followed the same trend. The mean
pretreatment GAD-7 score was 10.03 (SD = 3.89,
CI = [8.64,11.42]) indicating moderate anxiety. The
mean posttreatment GAD-7 score dropped to 7.13
(SD = 4.19, CI = [5.63, 8.63]) indicating mild anxiety,
with a Cohen’s d of 0.716, showing moderate effect
size and a p value of 0.00125, indicating a statistically
significant difference between the pre- and posttreat-
ment GAD-7 data. The mean pretreatment DES-II
score was 21.61 (SD = 1.48, CI = [16.31, 26.91]),
and the mean posttreatment DES-II score decreased
to 12.16 (SD = 13.1, CI = [7.47, 16.85]), with a
Cohen’s d of 0.676, showing a moderate effect size
and a p value of <.001, indicating a statistically
significant difference between the pre- and posttreat-
ment DES-II data. The pre- and posttreatment scores
for the group are shown in Table 1 and Table 2.

Reviewing the psychological surveys, we see
a decrease in PTSD, depression, and anxiety

TABLE 1.  Mean Pre- and Posttreatment IES-R, PHQ-9, GAD-7, and DES-II Scores for the Group of
30 Participants

Whole group, 
n = 30 Pretreatment Posttreatment

p value 
(two tails)

Cohen’s 
d

Mean IES-R 45.97 (SD = 14.5, 95% CI = [40.78, 51.16]) 25.33 (SD = 14.92, 95% CI = [19.99, 30.67]) <.00001 1.4

Mean PHQ-9 11.57 (SD = 5.1, 95% CI = [9.74, 13.4]) 7.7 (SD = 4.36, 95% CI = [6.14, 9.26]) <.00001 .82

Mean GAD-7 10.03 (SD = 3.89, 95% CI = [8.64,11.42]) 7.13 (SD = 4.19, 95% CI = [5.63, 8.63]) .00125 .72

Mean DES-II 21.61 (SD = 14.8, 95% CI = [16.31, 26.91]) 12.16 (SD = 13.1, 95% CI = [7.47, 16.85]) <.001 .68

Note. CI = Confidence Interval; DES-II = Dissociative Experience Scale-II; GAD-7 = General Anxiety Disorder-7 scale; IES-R = Impact
Event Scale—Revised; PHQ-9 = Patient Health Questionnaire-9; SD = standard deviation.
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symptoms, as well as dissociation and suicidal
ideation, and they all point to an improvement in
mental health immediately posttreatment. We also
notice the large Cohen’s d of 1.4 in the IES-R and
0.815 in the PHQ-9, indicating large effect sizes.

Flash Technique Fidelity

Fidelity to the FT model in this study was addressed,
and results on adherence to the model are forthcom-
ing, as rating and analyses are in progress. How-
ever, we can say that the MSW student clinicians
were relying on a script-based model of the FT
intervention. Four independent clinician raters will
watch and rate (partially completed) a first-session
and a sixth-session video for each of the eight
MSW student clinicians who provided the study
intervention for a total of 16 videos; one MSW
student clinician could not provide any FT treat-
ment videos for analysis. Preliminary results from
two raters indicate that the students adhered well
to a script-based intervention, with initial cursory
results showing very little drift over time. The main
variation in the video ratings related to the cadence
and pace of the clinician delivering the intervention
instructions.

Discussion

According to the National Alliance on Mental Illness
(NAMI), 3.6% of the U.S. population is affected
by PTSD, which amounts to 9 million individuals
(NAMI, 2017). Thus, the need for low-cost, low-
intensity trauma intervention is needed both in the
United States and globally (Kessler et al., 2017).
For our study, we used the IES-R as the screening
tool for PTSD symptoms. However, the IES-R was
developed for the DSM-IV. It captures the PTSD
symptoms of intrusion, avoidance, and hyperarousal
but does not capture symptoms of negative cogni-
tion and alteration in mood, which are mentioned

TABLE 2.  Pre- and Posttreatment Distribution,
Based on IES-R Ranges, for a Group of
30 Participants

Whole group 
N = 30 Pretreatment N Posttreatment N

IES-R score 0–23 0 (0%) 14 (46.67%)

IES-R score 24–32 7 (23.33%) 8 (26.67%)

IES-R 33 or more 23 (76.67%) 8 (26.67%)

Note. IES-R = Impact Event Scale—Revised.

in the DSM-V. The PTSD Checklist for DSM-5
(PCL-5), which was developed for the DSM-V, would
be a better choice for capturing changes in PTSD
symptoms, and we recognize this drawback in our
study. Nonetheless, changes in the IES-R score still
track with the majority of the PTSD symptoms and
provided us with information about the efficacy of
our scripted protocol, as practiced by our student
clinicians.

From our data, the ranges of IES-R scores dropped
from a pretreatment range of 24–74 (mean of 45.97)
to a posttreatment range of 3–59 (mean of 25.33),
suggesting that even the clients with the highest
scores in the group may have been helped by this
scripted FT protocol, and resulted in improvements
in their PTSD symptoms/scores. As an aside, a study
from Japan (Kawamura et al., 2001) has shown that
an IES-R score of 37 may result in suppression of
the immune system’s function even 10 years after
a traumatic event. Thus, a drop in the mean IES-
R score for the group from 45.97 (pretreatment)
to 25.33 (posttreatment) may result in substantial
health benefits for the participants. This study on
the suppression of the immune system’s functioning
was based on a small group of 12 male workers
with matching controls from a company in Japan
and might be applicable to the general population.
Moreover, we also note that for 14 participants,
their IES-R score dropped to a level between 0–23,
lower than the threshold for admission into the study
program. Furthermore, with only 6 sessions of FT
by this group of 9 prelicensed student clinicians, we
have only 8 people in this group of 30 with an IES-R
score of more than 33 at the conclusion of treatment,
as compared to 23 people at the start of the pro-
gram. However, these results must be interpreted
with caution given the small sample size, lack of a
control group, and other study limitations such as
lack of follow-up after the end of treatment.

It should be reiterated that the goal of low-inten-
sity intervention is not necessarily to reduce the
emotional disturbance of a particular memory to
zero. Rather, it is the reduction of PTSD symptoms,
as self-reported in the pre- and postIES-R surveys.
The protocol offered clients the opportunity to
work on up to six different distressing memories
with FT. With the assumption that clients were
using their most distressing memories in the pre-
and posttreatment surveys, it was possible that the
most distressing memory at posttreatment would
be different from the most distressing memory
at pretreatment. Hopefully, the level of emotional
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disturbance of the most distressing pretreatment
memory would be reduced during the six sessions
of FT treatment. However, these are broad assump-
tions, more research into the memories participants
choose to address via FT, and the reduction in their
experienced distress from such memories is needed.

Furthermore, the results of this study suggest that
scripted FT intervention was user-friendly enough
that even inexperienced MSW student therapists
could use it effectively with individuals with
significant PTSD symptoms. These study results
may, thus, pave the way to address the growing
concern about the effects of traumatic experiences
on mental health worldwide. However, there are
significant barriers to mental health services, and
trauma-informed treatments are not easily availa-
ble to trauma survivors (Kazlauskas, 2017). The
potential of alternative means of treatment delivery
(including virtual) along with implementing task
shifting with less experienced clinicians has been
proposed as directions for future developments in
the field of trauma treatment (Kazlauskas, 2017;
Maxfield, 2021). Our study provides some initial
results for both of these proposals. Larger scale
studies, including RCTs and studies that explore
whether or not the impacts of the intervention hold
over time, are needed to explore the efficacy of
the FT when delivered virtually by low-experience
clinicians. Given our study results, future research
should also explore these methods (low-intensity FT
with task shifting) via a group modality delivered via
both online and in-person locales.

It should be emphasized that our PEF—using slow
breathing and body scan—is one of many PEFs that
can be used in FT. This PEF does not use positive
memories, videos, music, and so forth and can be
used in situations where personal electronics are
unavailable and for people with few good memo-
ries. Other PEFs—such as counting prime numbers
or counting numbers forwards or backwards—may
possibly be effective in such situations as well. Future
research should assess the impact of FT with a
variety of PEFs when delivered virtually and with
task shifting.

We also want to emphasize that the protocol
was meant for inexperienced student clinicians. Our
protocol uses FT as the key component for the
reduction of emotional disturbance. We then add
other features, such as grounding exercises and
negative cognitions, not typically done in FT, to
make it easier for our student clinicians to practice
and to maximize the benefits to the clients.

In our protocol, we chose the PEF (scripted
slow breathing and body scan) instead of the client
choosing PEFs individually for themselves since the
student clinicians may not have the experience to
help clients with identifying PEFs. We also chose
a PEF that was modified from a group protocol
used successfully with substance abusers in homeless
shelters and which may work well with most clients
(Wong, 2019).

We borrow from EMDR-based group protocols
such as the EMDR-IGTP in the target identifica-
tion and the G-TEP for the grounding exercises.
The “running a video” for target identification was
meant to give the inexperienced student clinicians
the language to help clients to identify their tar-
gets. The grounding exercises were meant to give
the student clinicians the tools to keep the clients
grounded so as to minimize dissociation and other
forms of abreaction.

Our protocol also includes the identification of
negative cognition from EMDR which is not typically
done in FT, in order to maximize the reduction in
emotional disturbance. The student clinicians were
not trained in EMDR and therefore not expected
to continue with the various phases of EMDR
or to work on any negative cognitions. We also
perceived the negative cognitions as different aspects
of the distressing memory and could become related
targets. Since FT may be able to reduce the emo-
tional disturbance of multiple targets at the same
time (Zadurian, 2021) and based on our own practice
with individual clients, we believe clients might be
able to work on the negative cognitions as they
work on the distressing memory with FT, and
clients might be better able to reduce the emotional
disturbance of the memory than otherwise. More
research is needed to test this idea.

With all the added features, one may question
whether this protocol is an EMDR-based instead
of an FT-based protocol. However, it should be
noted that EMDR and other techniques, such as
mindful breathing and counting numbers, rely on
dual attention on both the distressing memory
and the activity—be it eye movement, mindfulness
breathing, or counting numbers—and the reduction
in emotionality and vividness of the distressing
memory can be explained in the taxing of the
working memory (Van den Hout et al., 2001, 2011).
On the other hand, clients do not hold on to the
distressing memory during FT but would hold only
onto the PEF, be it a positive experience or a calming
or grounding activity, such as slow breathing and
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body scan. The dual attention of bilateral stimula-
tion and focus on the PEF may tax the working
memory, but the distressing memory is not part
of the dual attention in FT. This is the key differ-
ence between EMDR and FT. Even with the added
features borrowed from EMDR and EMDR-based
group protocols, the crux of our protocol is FT,
and it should not be confused with EMDR-based
protocols.

In terms of a theory for the mechanism of FT,
Wong (2021) proposes that due to over-activation
and enhanced connectivity in certain brain struc-
tures as a result of PTSD, the client may briefly
and reflexively access the distressing memory during
the blinking. During that brief access, the amygdala
does not have time to react. It is the juxtaposition
of a brief access to a distressing memory and the
amygdala staying calm (i.e., no fear response) that
leads to memory reconsolidation. Wong’s model was
built from published functional Magnetic Resonance
Imaging (fMRI) data from subjects with PTSD as
well as well-accepted working memory research
dated back to the 1970s. Readers are referred to his
paper for details (Wong, 2021).

Our study had a high-dropout rate, similar to
other trauma research studies (Kitchiner et al., 2019;
Schnurr et al., 2022). Specifically, 52 people were
eligible and consented to participate in the study, but
only 31 completed the full 6 sessions, a 40% dropout
rate. Our dropout rate is similar to Schnurr’s study
for veterans with PTSD doing prolonged exposure
therapy (55.8% dropout rate, initial n = 455 with
mean attendance of 8.2 out of 12 sessions) and
cognitive processing therapy (46.6% dropout initial
rate, initial n = 461 with mean attendance of 9.1 out
of 12 sessions). It should be noted that our study was
done online in the 2021–2022 academic year, during
the COVID-19 pandemic, while the Schnurr study
was completed before the pandemic, by February
2019, and in person. The intention was for the MSW
student clinicians to complete six sessions with up
to six research participants. In the end, the MSW
student clinicians completed six sessions with an
average of 3.5 research participants. Furthermore,
we also asked our clients for permission to record
two online sessions, with the provison that they
were not obligated to consent to the recording. The
request for recording seemed to pose a barrier, and
anecdotally, a number of clients balked at the request
and dropped out without starting the program, even
though consent to record was not a requirement
for study participation. FT is a gentle protocol in

which clients do not have to dwell on their disturbing
memory, and it has been well-received by clients,
see for example Brouwers et al. (2021). The high
dropout rate of this study might not be due to the
tolerability of FT itself but due to (a) the inexper-
ience of the student clinicians, (b) the online delivery
of the protocol during the COVID-19 pandemic,
and (c) restrictions and requirements of the research
methodology. Further research is needed to explore
participant dropout.

Limitations

There are some significant limitations to this study.
For example, there were a limited number of
participants who completed the pre- and posttreat-
ment surveys (n = 30). The need to replicate
with greater numbers of diverse participants is an
important next step in pushing the research forward.
As discussed above, in our study, 52 people were
eligible and consented to participate in the study,
but only 31 completed the full 6 sessions, a 40%
dropout rate. Premature dropout from psychological
treatment for PTSD is common, but little research
has explored reasons for dropout or other barriers
to treatment in this population (Ferrell et al., 2021).
While this may be an unfortunate artifact of the
difficulty of treating trauma, more research exploring
why people leave trauma treatment is paramount.

As noted in the population demographics,
participants in this study were overwhelmingly
female, White, educated, and employed. It is
important that research be representative of the
general population, and more effort is needed in
future research to better reflect the diversity of the
general population. While the intent of this study
was not to generalize to the larger population of
those with PTSD, future research should focus on
whether or not the effects of FT might be observed
in a more representative sample of PTSD patients.

As an exploratory study, there was no control
group in this study. Therefore, while our study offers
some initial data, it’s impossible to attribute the
results solely to FT. It is possible that the improve-
ment in trauma symptoms we observed was due
to other reasons. There has only been one RCT of
FT (Yaşar et al., 2022); FT research is still nascent.
This RCT demonstrated that the FT, when applied
to persons involved in traffic accidents, was success-
ful in improving anxiety, intrusion, avoidance, total
traumatic stress, and mental quality of life symptoms
(Yaşar et al., 2022). However, more experimental and
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controlled studies, as well as implementation studies,
are needed to help guide future research on FT.

As we pointed out earlier, this protocol offered
clients the opportunity to work on up to six dif-
ferent distressing memories with FT. It was likely
that the memory they worked on by the end of
the treatment would be different from the memory
they worked on at treatment initiation. We assume
clients will naturally choose their most salient/dis-
turbing memory for the pre- and posttreatment
IES-R surveys. Deviations in the memory(ies) chosen
may introduce uncertainties in the pre- and posttreat-
ment IES-R data. This is a limitation to our measure
for PTSD symptom reduction.

Lastly, while our study collected data at pretreat-
ment and immediately following the end of treat-
ment (posttreatment, after the sixth session), no
follow-up was done to track the impact of the
intervention over time. As a result, little is known
about whether or not the reduction in symptoms of
trauma, dissociation, distress, anxiety, and depression
hold over time following the cessation of the FT
intervention. More research in this area is needed.

Conclusion

This study aimed to explore whether or not
a low-intensity FT intervention based on highly
scripted instructions, in which participants can
work on their issues individually, can be effectively
delivered by MSW student clinicians. Furthermore,
this study explored the possible impact of such an
FT intervention on the traumatic and distressing
symptoms of community-dwelling adults impacted
by traumatic memories.

We have made significant progress in developing
FT as a low-intensity trauma intervention. We have
demonstrated that a script with a PEF based on slow
breathing and body scan has the potential to be used
reliably over at least six sessions. The script does
not use positive memories or engaging videos as
the PEF and thus may be useful for those with few
positive memories, or folks unable to access positive
memories untainted by their trauma, or in situations
where personal electronics and/or the internet are
not available. We were able to train a group of
nine prelicensed master-level student clinicians on
this script for trauma intervention. In turn, this
group of student clinicians was able to demonstrate
task shifting, that is, that trauma intervention can
likely be provided by less-trained student clinicians
in lieu of well-trained licensed therapists. Further-
more, using this scripted instruction, the student

clinicians were able to help 30 clients reduce their
PTSD symptoms with a large effect size. While
the student clinicians in this study were not leading
groups, we now have scripted instructions that could
potentially be administered by student clinicians in
low-intensity trauma intervention groups to bring
FT to those who may not have the resources for
individual trauma therapy.

REFERENCES

Abebe, S., & Ashman, D. (2022). Private communication.
Adúriz, M. E., Bluthgen, C., & Knopfler, C. (2009). Helping

child flood victims using group EMDR intervention in
Argentina: Treatment outcome and gender differences.
International Journal of Stress Management, 16(2), 138–153.
https://doi.org/10.1037/a0014719

Artigas, L., Jarero, I., Alcala, N., & Lopez, T. (2009). The
EMDR Integrative Group Treatment Protocol (IGTP).
In M. Luber (Ed.), Eye movement desensitization and
reprocessing (EMDR) scripted protocols: Basics and special
situations (pp. 279–288). Springer Publishing.

Bernstein Carlson, E, Putnam, F. W., Ross, C. A.,
Torem, M., Coons, P., Dill, D. L., Loewenstein, R.
J., & Braun, B. G. (1993). Validity of the dissociative
experiences scale in screening for multiple personality
disorder: A multicenter study. The American Journal of
Psychiatry, 150(7), 1030–1036. https://doi.org/10.1176/
ajp.150.7.1030

Bernstein, E. M., & Putnam, F. W. (1986). Development,
reliability, and validity of a dissociation scale. The
Journal of Nervous and Mental Disease, 174(12), 727–735.
https://doi.org/10.1097/00005053-198612000-00004

Blore, D. C., Holmshaw, E. M., Swift, A., Standart, S.,
& Fish, D. M. (2013). The development and uses
of the “blind to therapist” EMDR protocol. Journal
of EMDR Practice and Research, 7(2), 95–105. https://
doi.org/10.1891/1933-3196.7.2.95

Brouwers, T. C., de Jongh, A., & Matthijssen, S. J.
M. A. (2021). The effects of the flash technique
compared to those of an abbreviated eye movement
desensitization and reprocessing therapy protocol on
the emotionality and vividness of aversive memories.
Frontiers in Psychology, 12, 741163. https://doi.org/
10.3389/fpsyg.2021.741163

Ferrell, E. L., Russin, S. E., & Grant, J. T. (2021). On being
a client with posttraumatic stress disorder: Interactions
with treatment providers and institutional barriers.
Journal of Community Psychology, 49(3), 791–805. https://
doi.org/10.1002/jcop.22359

Foa, E. B., Gillihan, S. J., & Bryant, R. A. (2013). Chal-
lenges and successes in dissemination of evidence-based
treatments for posttraumatic stress: Lessons learned
from prolonged exposure therapy for PTSD. Psycholog-
ical Science in the Public Interest, 14(2), 65–111. https://
doi.org/10.1177/1529100612468841

66 Journal of EMDR Practice and Research, Volume 17, Number 2, 2023
Gustavson et al.



Ginzburg, K., Ein-Dor, T., & Solomon, Z. (2010).
Comorbidity of posttraumatic stress disorder, anxiety
and depression: A 20-year longitudinal study of war
veterans. Journal of Affective Disorders, 123(1–3), 249–257.
https://doi.org/10.1016/j.jad.2009.08.006

Greenwald, R. (2022). Flash Technique training course.
Hignell, P. (2019). Private communication.
Horowitz, M., Wilner, N., & Alvarez, W. (1979). Impact

of event scale: A measure of subjective stress. Psy-
chosomatic Medicine, 41(3), 209–218. https://doi.org/
10.1097/00006842-197905000-00004

Jarero, I., Amaya, C., Givaudan, M., & Miranda, A. (2013).
EMDR individual protocol for paraprofessional use:
A randomized controlled trial with first responders.
Journal of EMDR Practice and Research, 7(2), 55–64.
https://doi.org/10.1891/1933-3196.7.2.55

Jarero, I., & Artigas, L. (2012). The EMDR integrative
group treatment protocol: EMDR group treatment for
early intervention following critical incidents. European
Review of Applied Psychology, 62(4), 219–222. https://
doi.org/10.1016/j.erap.2012.04.004

Jarero, I., Artigas, L., & Hartung, J. (2006).
EMDR integrative group treatment protocol: A
postdisaster trauma intervention for children and
adults. Traumatology, 12(2), 121–129. https://doi.org/
10.1177/1534765606294561

Jarero, I., Artigas, L., & Luber, M. (2011). The EMDR
protocol for recent critical incidents: Application in
a disaster mental health continuum of care context.
Journal of EMDR Practice and Research, 5(3), 82–94.
https://doi.org/10.1891/1933-3196.5.3.82

Jarero, I., Artigas, L., Montero, M., & Lena, L. (2008).
The EMDR integrative group treatment protocol:
Application with child victims of a mass disaster.
Journal of EMDR Practice and Research, 2(2), 97–105.
https://doi.org/10.1891/1933-3196.2.2.97

Jarero, I., Artigas, L., Uribe, S., & García, L. E.
(2016). The EMDR integrative group treatment
protocol for patients with cancer. Journal of EMDR
Practice and Research, 10(3), 199–207. https://doi.org/
10.1891/1933-3196.10.3.199

Jarero, I., Givaudan, M., & Osorio, A. (2018). Random-
ized controlled trial on the provision of the EMDR
integrative group treatment protocol adapted for
ongoing traumatic stress to female patients with
cancer-related posttraumatic stress disorder symptoms.
Journal of EMDR Practice and Research, 12(3), 94–104.
https://doi.org/10.1891/1933-3196.12.3.94

Karadag, M., & Karadeniz, P. (2020). Comparison of group
eye movement desensitization and reprocessing with
cognitive and behavioral therapy protocol after the
2020 earthquake in turkey: A field study in children
and adolescents. European Journal of Therapeutics, 27(1),
40–44. https://doi.org/10.5152/eurjther.2021.20056

Kawamura, N., Kim, Y., & Asukai, N. (2001). Suppres-
sion of cellular immunity in men with a past history
of posttraumatic stress disorder. The American Journal

of Psychiatry, 158(3), 484–486. https://doi.org/10.1176/
appi.ajp.158.3.484

Kazlauskas, E. (2017). Challenges for providing health
care in traumatized populations: Barriers for PTSD
treatments and the need for new developments.
Global Health Action, 10(1), 1322399. https://doi.org/
10.1080/16549716.2017.1322399

Kessler, R. C., Aguilar-Gaxiola, S., Alonso, J., Benjet,
C., Bromet, E. J., Cardoso, G., Degenhardt, L., de
Girolamo, G., Dinolova, R. V., Ferry, F., Florescu, S.,
Gureje, O., Haro, J. M., Huang, Y., Karam, E. G.,
Kawakami, N., Lee, S., Lepine, J.-P., Levinson, D.,
… Koenen, K. C. (2017). Trauma and PTSD in the
who world mental health surveys. European Journal of
Psychotraumatology, 8(sup5), 1353383. https://doi.org/
10.1080/20008198.2017.1353383

Kitchiner, N. J., Lewis, C., Roberts, N. P., & Bis-
son, J. I. (2019). Active duty and ex-serving
military personnel with post-traumatic stress disor-
der treated with psychological therapies: System-
atic review and meta-analysis. European Journal of
Psychotraumatology, 10(1), 1684226. https://doi.org/
10.1080/20008198.2019.1684226

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). The
PHQ-9: Validity of a brief depression severity meas-
ure. Journal of General Internal Medicine, 16(9), 606–613.
https://doi.org/10.1046/j.1525-1497.2001.016009606.x

Manfield, P., & Engel, L. (2019). The Flash Technique:
An advance in EMDR processing. In Presented at the
EMDRIA Conference, Orange County, CA 2019.

Manfield, P., & Engel, L. (2021). Flash Technique training
course.

Manfield, P., Engel, L., Greenwald, R., & Bullard, D.
(2021). The flash technique in a low-intensity group
trauma intervention for healthcare providers impac-
ted by COVID-19 patients. Journal of EMDR Practice
and Research, 15(2), 127–139. https://doi.org/10.1891/
EMDR-D-20-00053

Manfield, P., Lovett, J., Engel, L., & Manfield, D. (2017).
Use of the flash technique in EMDR therapy: Four case
examples. Journal of EMDR Practice and Research, 11(4),
195–205. https://doi.org/10.1891/1933-3196.11.4.195

Mavranezouli, I., Megnin-Viggars, O., Grey, N., Bhutani,
G., Leach, J., Daly, C., Dias, S., Welton, N. J., Katona,
C., El-Leithy, S., Greenberg, N., Stockton, S., &
Pilling, S. (2020). Cost-effectiveness of psychological
treatments for post-traumatic stress disorder in adults.
PLOS ONE, 15(4), e0232245. https://doi.org/10.1371/
journal.pone.0232245

Maxfield, L. (2021). Low-intensity interventions
and EMDR therapy. Journal of EMDR Practice
and Research, 15(2), 86–98. https://doi.org/10.1891/
EMDR-D-21-00009

National Alliance for Mental Illness. (2017). Posttraumatic
stress disorder. www.nami.org/About-Mental-I l l-
ness/ Mental-Health-Conditions/Posttraumatic-Stress-
Disorder

Journal of EMDR Practice and Research, Volume 17, Number 2, 2023
Research on Low-Intensity Flash Technique Trauma Intervention

67

https://doi.org/10.1891/1933-3196.5.3.82
https://doi.org/10.1891/EMDR-D-20-00053
https://doi.org/10.1891/EMDR-D-20-00053


Rossom, R. C., Coleman, K. J., Ahmedani, B. K., Beck, A.,
Johnson, E., Oliver, M., & Simon, G. E. (2017). Suicidal
ideation reported on the PHQ9 and risk of suicidal
behavior across age groups. Journal of Affective Disorders,
215, 77–84. https://doi.org/10.1016/j.jad.2017.03.037

Schnurr, P. P., Chard, K. M., Ruzek, J. I., Chow, B. K.,
Resick, P. A., Foa, E. B., Marx, B. P., Friedman, M. J.,
Bovin, M. J., Caudle, K. L., Castillo, D., Curry, K. T.,
Hollifield, M., Huang, G. D., Chee, C. L., Astin, M.
C., Dickstein, B., Renner, K., Clancy, C. P., … Shih,
M.-C. (2022). Comparison of prolonged exposure vs
cognitive processing therapy for treatment of posttrau-
matic stress disorder among US veterans: A random-
ized clinical trial. JAMA Network Open, 5(1), e2136921.
https://doi.org/10.1001/jamanetworkopen.2021.36921

Shapiro, F. (2018). Eye movement desensitization and
reprocessing (EMDR) therapy third edition: Basic principles,
protocols, and procedures. Guilford Press

Shapiro, E., & Laub, B. (2008). Early EMDR interven-
tion (EEI): A summary, a theoretical model, and the
recent traumatic episode protocol (R-TEP). Journal
of EMDR Practice and Research, 2(2), 79–96. https://
doi.org/10.1891/1933-3196.2.2.79

Shapiro, E., & Laub, B. (2014). The Recent Traumatic
Episode Protocol (R-TEP): An Integrative Protocol for
Early EMDR Intervention (EEI). In M. Luber (Ed.),
Implementing EMDR early mental health interventions for
man-made and natural disasters (pp. 193–215). Springer
Publishing.

Shapiro, E., & Moench, J. (2018). EMDR group-traumatic
episode protocol (G-TEP) manual. http://emdrfounda-
tion.org/toolkit/gtep.pdf

Siegel, D. (2007). The wheel of awareness. www.you-
tube.com/watch?v=ODlFhOKahmk

Smyth-Dent, K., Walsh, S., & Smith, S. (2020). Field
study on the EMDR integrative group treatment
protocol for ongoing traumatic stress with female
survivors of exploitation, trafficking and early marriage
in dhaka, bangladesh. Psychology and Behavioral Science
International Journal, 15(3). https://doi.org/10.19080/
PBSIJ.2019.10.555911

Spinhoven, P., Penninx, B. W., van Hemert, A. M.,
de Rooij, M., & Elzinga, B. M. (2014). Comorbid-
ity of PTSD in anxiety and depressive disorders:
Prevalence and shared risk factors. Child Abuse
& Neglect, 38(8), 1320–1330. https://doi.org/10.1016/
j.chiabu.2014.01.017

Spitzer, R. L., Kroenke, K., Williams, J. B. W., & Löwe,
B. (2006). A brief measure for assessing generalized
anxiety disorder: The GAD-7. Archives of Internal
Medicine, 166(10), 1092–1097. https://doi.org/10.1001/
archinte.166.10.1092

Swart, S., Wildschut, M., Draijer, N., Langeland,
W., Hoogendoorn, A. W., & Smit, J. H. (2020).
The course of (comorbid) trauma-related, dissocia-
tive and personality disorders: Two year follow
up of the Friesland study cohort. European Journal

of Psychotraumatology, 11(1), 1750171. https://doi.org/
10.1080/20008198.2020.1750171

The Joint Commission. (2019). National patient safety
goal on suicide prevention, EP2, validated/evidence-
based screening tools. https://www.jointcommission.
org/standards/standard-faqs/hospital-and-hospital-
clinics/national-patient-safety-goals-npsg/000002240/

Trentini, C., Lauriola, M., Giuliani, A., Maslovaric, G.,
Tambelli, R., Fernandez, I., & Pagani, M. (2018).
Dealing with the aftermath of mass disasters: A
field study on the application of EMDR integrative
group treatment protocol with child survivors of the
2016 Italy earthquakes. Frontiers in Psychology, 9, 862.
https://doi.org/10.3389/fpsyg.2018.00862

Van den Hout, M. A., Engelhard, I. M., Beetsma, D.,
Slofstra, C., Hornsveld, H., Houtveen, J., & Leer, A.
(2011). EMDR and mindfulness. eye movements and
attentional breathing tax working memory and reduce
vividness and emotionality of aversive ideation. Journal
of Behavior Therapy and Experimental Psychiatry, 42(4),
423–431. https://doi.org/10.1016/j.jbtep.2011.03.004

Van den Hout, M., Muris, P., Salemink, E., & Kindt, M.
(2001). Autobiographical memories become less vivid
and emotional after eye movements. The British Journal
of Clinical Psychology, 40(2), 121–130. https://doi.org/
10.1348/014466501163571

Weiss, D. S., & Marmar, C. R. (1997). The impact of
event scale-revised. In J.P. Wilson & T.M. Keane (Eds.),
Assessing psychological trauma and PTSD (pp. 399–411).
Guilford Press.

Wong, S.-L. (2019). Flash technique group proto-
col for highly dissociative clients in a home-
less shelter: A clinical report. Journal of EMDR
Practice and Research, 13(1), 20–31. https://doi.org/
10.1891/1933-3196.13.1.20

Wong, S.-L. (2021). A model for the flash technique
based on working memory and neuroscience research.
Journal of EMDR Practice and Research, 15(3), 174–184.
https://doi.org/10.1891/EMDR-D-21-00048

Yaşar, A. B., Gündoğmuş, İ., Gündüz, A., & Konuk,
E. (2021). The effects of single session EMDR flash
technique group application on traumatic symptoms.
Israel Journal of Psychiatry, 58(2), 41-46.

Yaşar, A. B., Konuk, E., Kavakçı, Ö., Uygun, E.,
Gündoğmuş, İ., Taygar, A. S., & Uludağ, E. (2022). A
randomized-controlled trial of EMDR flash technique
on traumatic symptoms, depression, anxiety, stress, and
life of quality with individuals who have experienced
A traffic accident. Frontiers in Psychology, 13, 845481.
https://doi.org/10.3389/fpsyg.2022.845481

Yurtsever, A., Konuk, E., Akyüz, T., Zat, Z., Tükel,
F., Çetinkaya, M., Savran, C., & Shapiro, E. (2018).
An eye movement desensitization and reprocessing
(EMDR) group intervention for Syrian refugees with
post-traumatic stress symptoms: Results of a random-
ized controlled trial. Frontiers in Psychology, 9, 493.
https://doi.org/10.3389/fpsyg.2018.00493

68 Journal of EMDR Practice and Research, Volume 17, Number 2, 2023
Gustavson et al.

http://emdrfoundation.org/toolkit/gtep.pdf
http://emdrfoundation.org/toolkit/gtep.pdf
https://www.jointcommission.%20org/standards/standard-faqs/hospital-and-hospital-%20clinics/national-patient-safety-goals-npsg/000002240/
https://www.jointcommission.%20org/standards/standard-faqs/hospital-and-hospital-%20clinics/national-patient-safety-goals-npsg/000002240/
https://www.jointcommission.%20org/standards/standard-faqs/hospital-and-hospital-%20clinics/national-patient-safety-goals-npsg/000002240/
https://doi.org/10.1016/j.jbtep.2011.03.004
https://doi.org/10.1348/014466501163571
https://doi.org/10.1348/014466501163571
https://doi.org/10.3389/fpsyg.2022.845481


Zadurian, N. (2021). Flash Technique listserve e-mail
communication, February 16, 2022.

Disclosure. The authors have no relevant financial interest
or affiliations with any commercial interests related to the
subjects discussed within this article.

Acknowledgments. We would like to thank Sophia
Aguilera, Edgar De La Cruz, Gin Hansson, Mauna
Minagar, Lena Ringstrom, Ana Ruiz Hernandez, Steph
Stone, Andrea Sullivan, and Lainey Witt for their
assistance with this research project and the provision

of the flash technique. Special thanks to California State
University, East Bay who supported this research with
Faculty Support Grant funding.

Funding. The authors received no specific grant or
financial support for the research, authorship, or
publication of this article.

Correspondence regarding this article should be directed
to Sik-Lam Wong, 917 The Alameda, Berkeley, CA, USA.
Email: slwmft@gmail.com

Journal of EMDR Practice and Research, Volume 17, Number 2, 2023
Research on Low-Intensity Flash Technique Trauma Intervention

69


	Research on Low-Intensity Flash Technique Trauma Intervention by Prelicensed Student Clinicians
	EMDR and EMDR Groups
	Flash Technique and Low-Intensity Flash Technique

	Methods
	Study Design
	Measures
	Data Collection and Analysis

	Results
	Population Demographics
	Pre- and Posttreatment Surveys Data
	Response to Treatment
	Flash Technique Fidelity

	Discussion
	Limitations

	Conclusion


