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SYMPTOMS: A SIX-CASE STUDY
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Keywords: childhood traumas, Childhood traumas are a global concern, with a significant impact
mental disorders, prevalence, on mental health and overall well-being. This study delves into the
abuse, global health. prevalence and consequences of childhood traumas, shedding light
on their association with various mental disorders. According to the
World Health Organization, a substantial number of women and
adolescent girls experience physical and sexual abuse, highlighting
the urgency of addressing this issue. Furthermore, childhood
traumas contribute significantly to the global burden of disease,
emphasizing the critical need for research and intervention.
Introduction

According to World Health Organization data, one out of every 10 women who are aged 15 and over has been
physically and/or sexually abused by their partners, and almost one-quarter of adolescent girls who are aged 15-
19 (24%) are physically and/or sexually abused by someone whom they have never met in their lifetime (WHO,
2022). One billion people have psychological, neurological, and substance use disorders worldwide, including
psychological diseases as a result of the traumatic experiences of children, which accounts for 10% of the global
burden of disease and 25% of psychological disorders in 2019 (Global Health Estimates, 2019). In a study
conducted on the prevalence of childhood traumas in Turkey, the prevalence of childhood traumas was reported
as 74.2%. All these data show the seriousness of childhood traumas. Previous studies show that childhood traumas
are a risk factor for various mental disorders including dissociation (Sar et al., 2007; Van der Hart et al., 2011),
Post Traumatic Stress Disorder (Cloitre, 2009; Kessler, 2017), psychotic disorders (Croft et al., 2019; Schéfer &
Fisher, 2022; Trotta et al., 2015), depression (Yap et al., 2014; Watters, Aloe &Wojciak, 2023), bipolar disorder
(Marangoni et al., 2016), and psychosis (Fusar-Poli, 2017).

It was reported that childhood traumatic events cause long-term psychological effects contributing to the
development of complicated post-traumatic sequelae, which are referred to as classic Post-Traumatic Stress
Disorder (PTSD) or Complex Post-Traumatic Stress Disorder (CPTSD) (Musisi & Kinyanda, 2020). It is
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emphasized that childhood trauma, dissociation and PTSD are three psychiatric disorders that often coexist and
interact (Ertek, 2022).

The DSM-5 defines dissociation as “A disruption and/or discontinuity in the normal integration of consciousness,
memory, identity, emotion, perception, body representation, motor control and behavior” (American Psychiatric
Association, 2013, p. 291).

The three most common and well-known dissociative disorders are Dissociative Identity Disorder,
Depersonalization Disorder (DDD; renamed Depersonalization / Derealization Disorder in the DSM-5 without
substantive changes in diagnostic criteria), and Dissociative Amnesia (Simeon & Putnam, 2022). Dissociative
symptoms have the potential to give rise to marked psychopathology and to disrupt every area of psychological
functioning. It is stated that the focus of studies examining the aetiology of dissociation have centered on trauma,
neglect, and attachment style. Therefore, the identification of dissociation is crucial as people with dissociative
disorders generally present with severe mental health struggles, complex emotional, social, and physical health
difficulties, impaired functioning, and a poor quality of life (Kate et all, 2023).

Stating that the consequences of early and continuous exposure to childhood traumas are not only limited to post-
traumatic stress disorder, but also commonly associated with dissociation or dissociative symptoms, Van der Hart
et al states in the structural dissociation theory that the personality of highly traumatized individuals, each of
which preserves its own basic psychobiology, is divided into parts that coexist and change (Van der Hart et al.,
2011). It was argued that this theory explains all traumatization-related psychiatric disorders, including
PostTraumatic Stress Disorder, somatoform, dissociative disorders, and borderline personality disorders. It was
reported that there are important relationships between different childhood traumas and the development of
dissociative symptoms, especially in studies published in 2007 and the decade before. In this respect, it was
argued that childhood traumas such as emotional abuse, sexual abuse, and physical abuse are associated with the
presence of dissociative pathology in women in the general population (Gewirtz-Meydan & Godbout, 2023;

Roédenas. Perea et al., 2023; Sar et al., 2007).

Psychological diseases are conceptualized as interactive symptoms in which one symptom triggers another in a
causal chain (Borsboom, 2017). Negative childhood experiences such as child abuse and neglect, mental illness
in the family, having a family member incarcerated, and violence directed toward a parent can persist into
adulthood. It is also known that these experiences have a negative effect on the well-being of the individual in
adulthood. Although there are difficulties for psychological healthcare staff about which symptoms to target first
regarding patients with comorbidities, it is already known that study any remembered childhood trauma also
reduces the symptoms of other comorbid diseases, and sometimes even the symptoms disappear (Ertek, 2022). It
can also be argued that the Flash Technique (FT), which is one of the psychotherapy techniques developed
recently, is an important intervention technique in this respect.

FT was first developed as a protocol to quickly bring down the emotional distress of a traumatic memory during
the preparation phase of eye movement desensitization and reprocessing (EMDR) therapy, so that EMDR could
proceed. While working with this technique, it starts with asking how much the traumatic memory to be studied
disturbs the client. The desensitization process begins with the determination of the traumatic memory to be
scored out of 10. The intensity of the trauma memory is assessed at the beginning of the session with an Subjective
Units of Distress (SUD). The client is then advised to get into a neutral or resourced state; the latter is something
that gives the client a feeling of calmness or wellbeing. Then slow bilateral stimulation (BLS) is applied, whilst
guiding the client to alter their blinking. The recommended rate of BLS is 2-3 seconds per each eye movement
pass (left-right-left), and a full Flash set is usually 4-5 passes. They will need several sets to reduce the intensity
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of the memory. The therapist says, “Flash” at intervals during the BLS, to indicate that it is time to quickly blink
three times (Shebini, 2019).

The Flash Technique is a short therapeutic intervention technique targeting quick and effective alleviation of the
distress of a disturbing memory (Manfield et al., 2017). The main characteristic of this technique is that clients
engage in positive imagery (for example, a memory of a vacation, a woodland, a loved one, or a favorite movie)
without exposing and re-enacting the targeted traumatic memory. More specifically, clients are asked to reflect
briefly on the targeted memory in a session (usually, this does not exceed 5 seconds) and rate their discomfort
with the memory. Positive imagery is combined with repetitive blinks and leg taps under the direction of the
therapist. The intervention process, which takes 20 minutes on average. This technique was originally developed
as a type of “titration technique” to be employed in early phases of Eye Movement Desensitization and
Reprocessing (EMDR) therapy. Currently, the Flash Technique is referred to as a stand-alone trauma treatment
technique (Manfield et al., 2021). However, it can also be used with the Standard EMDR Protocol.

Several scientific, peer-reviewed studies were conducted on the clinical efficacy and safety of the Flash
Technique. The first study consisted of four case studies in which the technique was used as a preparation for
EMDR therapy (Manfield, 2017) and was administered by four different therapists to their clients who met the
diagnostic criteria for PTSD. In the process of applying the technique, it is reported to result in a decrease in the
deterioration of the targeted aversive memory and the avoidance of the traumatic memory.

In a group practice study conducted by Yasar et al. (2019), significant differences were reported between the
pretest (Incidents’ Effects Scale (IES) and PTSD Checklist for DSM-5-PCL-5), the post-test after the procedure,
and one month follow up after the implementation. In another study by the same author, it has been clearly shown
that the application of EMDR Flash technique in individuals who are emotionally affected by traffic accidents is
effective in improving symptoms such as anxiety, intrusion, avoidance, total traumatic stress, and mood quality
(Yasar et al., 2022). Another case study described the Flash Technique applied as group therapy for the treatment
of multiple disturbing memories among individuals with PTSD-related and dissociative symptoms on memory
recall in a homeless shelter (Wong, 2019). The results revealed substantial decrease in self-reported PTSD
symptoms, subjective distress, and depression and dissociation symptoms. The study focused on the childhood
traumas experienced by the participants rather than dissociative identity disorder. In addition, although no
dissociative identity disorder was found in the anamnestic interview with the participants in the study, it was
determined that they got high scores in the Dissociation Questionnaire (DIS-Q). After the application, it was
observed that the high scores of the participants in the Dissociation Questionnaire (DIS-Q) scale decreased. After
a Flash Technique application study on trauma and depression, it was stated that there was a great reduction in
dissociation symptoms (Wong, 2019). In a group intervention study examining the effects of Flash technique on
adolescents' post-traumatic stress levels, test anxiety levels and depression levels, it was determined that the
technique had a significant effect on reducing post-traumatic stress levels, test anxiety levels and depression levels
(Avct, 2023). Considering all these studies, it was concluded that the Flash Technique is an effective intervention
method. Despite the promising results of previous, uncontrolled studies using the Flash technique, this
intervention has not been tested using a controlled design with random allocation. Therefore, the claim made by
the authors that “The Flash Technique (FT) is a low intensity individual or group intervention that appears to
rapidly lessen the distress of disturbing and traumatic memories” (Manfield et al., 2021, p. 1) should be interpreted
with caution.

In the present study, it was assumed that statistical analysis of clinical practice results, rather than following a
categorical understanding, is a more appropriate and accurate study approach. In this context, it is considered that
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it will make an important contribution to the literature in terms of conducting a study on university students,
which is a difficult process, and also knowing how the Flash Technique gives results in the intervention of
childhood traumas. For this reason, it can be argued that when childhood trauma is intervened with effective
psychotherapy techniques, negative memories of childhood traumas will be symptoms accompanying this trauma
may decrease. In this regard, the purpose of the study was to examine the effects of the Flash Technique on
memories of childhood trauma, dissociation and Post-Traumatic Stress Symptoms.

Method Model of the Research

A single-group pre-test post-test follow up design, which is one of the quasi-experimental designs, was used in
the study because it aimed to examine the Flash Technique procedure in university students with childhood
traumas, dissociation, and post-traumatic stress symptoms.

Participants

The participant group of the study consisted of 6 university students, who were selected by the convenient
sampling method. A total of 350 students were reached through the Bing6l University Student Information System
and the contact information of the researcher was shared with an e-mail for the purpose of the study. On the other
hand, the participants were also reached through word-of-mouth and various flyers at the university. The inclusion
criteria of the study are as: (a) volunteering to participate in the study, (b) aging between 19 and 35, (c¢) not having
a psychiatric illness such as schizophrenia or bipolar disorder, (d) having a score of >47 on the PTSD Checklist
Scale (Boysan et al., 2017). As a result, 6 participants who met the criteria were identified and the study was
conducted with them.

Firstly, the participants were pretested (childhood traumas, dissociation and post-traumatic stress symptoms
scale), followed by an interview and Flash Technique application. Clients filled out the scales 3 weeks before
receiving the individual sessions. At the end of the first week and at the end of the first month, the scales were
repeated (Yasar et al., 2021; Wong, 2019). The purpose of applying the post-tests two weeks after the application
is to prevent the scales given regarding the research from being remembered. Remembering the scale items will
reduce the reliability of the answers given. All participants who agreed to participate in the study were informed
and their consent was obtained.

Therapist

The therapist who provided this intervention is the author of this article and collected all the study data. He first
received the Flash Technique training at Manfield on October 24, 2021. Then, he received the advanced certificate
of this training from Manfield. The therapist is both an academic and a therapist of 15 years and is also an
accredited and national organization certified EMDR therapist.

Data Collection Tools

Childhood Traumas Inventory: The Turkish adaptation, validity, and reliability study of the scale, which was
originally developed by Bernstein et al., was conducted by Sar et al. in 2012. The scale, which consists of 28
items, includes five sub-dimensions of childhood abuse in5 sub-dimensions; sexual, physical, emotional abuse,
and emotional and physical neglect. All items are evaluated in a 5-point Likert style. In calculating the CTQ
scores, the scores obtained from the positive expressions (items 2, 5, 7, 13, 19, 26, 28) are reversed (for example
1 point is reversed to 5 points, 2 points to 4 points). High scores in each subgroup indicate the possible presence
of that type of abuse in childhood or adolescence. The scale is 5-point Likert type. Responses are given on the
scale ranging from 1 to 5. While 1 means “never true”, 5 means “very often true”. The total of the five sub-
dimension points gives the CTQ total score. The sub scores are between 5 (no neglect and abuse history) and 25
(very serious neglect and abuse history), the total score is between 25-125. The scale has five sub-dimensions.
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These sub-dimensions are abuse (physical-emotional-sexual) and neglect (physical-emotional) dimensions
(Berstein et al., 2003). With this scale, a total score that consists of 5 sub-scores on childhood sexual, physical-
emotional abuse, and emotional and physical neglect is obtained. The Cronbach’s Alpha Value, which shows the
internal consistency of the scale, was found to be 0.93 for the group that consisted of all participants (N=123) in
the Turkish adaptation and validity and reliability study, and the Guttman half-test coefficient was 0.97. The test-
retest correlation coefficient (p <0.001, N=48) of the total score of the scale performed on clinical and non-clinical
participants at 2-week intervals was found (Senkal and Isikl1, 2015).

Dissociation Questionnaire (DIS-Q): It was developed as the first European Dissociation Questionnaire (Sar,
1996; Vanderlinden et al., 1993). DIS-Q is a self-report scale filled in by participants, scored between 1-5, and
consists of 63 questions. Compared to DES, it screens for more symptoms and includes eating disorder symptoms.
The reliability and validity study was conducted by Sar et al. for Turkey (1996). The scale measures the
dissociation experiences in one dimension. DIS-Q is not a diagnostic tool; it is mostly used for screening or rating
dissociative experiences. The Cronbach’s Alpha of the original scale was 0.94, and the internal reliability results
of the subscales were 0.92, 0.92, 0.93, and 0.75. As a result of the Cronbach Alpha reliability analyzes repeated
in this study, the Dissociation Scale (DIS-Q) and its sub-dimensions met the reliability requirement (George &
Mallery, 2003).

PTSD Checklist Scale-PCL-5: The latest adaptation of PCL, which was created as 17 items according to DSM-
ITI-R and is widely used in the clinical field because it measures PTSD symptoms, according to DSM-5 was made
by Weathers et al. (2013). The scale was translated into Turkish by Boysan et al. (2017) and was designed based
on the PTSD diagnostic criteria in DSM-5. The self-evaluation scale measures PTSD symptoms in the last 30
days, similar to the previous scale. The 20 question items in it are compatible with the DSM-5 PTSD diagnostic
criteria; (Criterion B) intrusive re-experiencing, (Criterion C) avoidance, (Criterion D) negative changes and
(Criterion E) hyper arousal examined in 4 sub-dimensions for symptom clusters (APA, 2013). The answers given
to the items are evaluated on a 5-point scale, and each question is expected to be answered between “Never” (0
points) and “Extremely” (4 points). This scale was used to detect post-traumatic symptoms. A fourfactor solution
found best suited to data providing support for a wide range of PTSD research. The PCL-5 demonstrated good
reliability with composite reliability coefficients of re-experiencing (.79-.92), avoidance (.73— .91), negative
alterations (.85—90) and hyper arousal (.81-.88) and temporal reliability with two-week test retest intra-
correlation coefficients of .70, .64, .78, and .76, respectively. Strong associations of the total and subscale scores
of the PCL-5 with other measures of trauma-related symptoms were indicative of construct validity of the
screening tool. The current investigation suggested a cut-off score >47 for PTSD diagnosis, with .76 sensitivity
and .69 specificity

Procedure

Firstly, the PTSD Checklist Scale was applied to 6 university students, and the Childhood Traumas and
Dissociation Questionnaire was applied to those who scored above the cut-off point. Clients with a total score of
47 and above on the scale are more likely to meet the PTSD diagnostic criteria (Boysan, et al., 2017). Then, 2
interviews were conducted with 6 participants with post-traumatic stress symptoms. The purpose 025-30f the first
of these interviews was to explain the procedures of the Flash Technique to the participants and to meet them,
and the second interview was conducted in the form of applying the Flash Technique to each participant for 2030
minutes.

The Flash Technique procedure was performed as described below.

1. The components for a brief introduction and teaching of the procedure
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a. Participants are asked to blink three times when “Flash” is mentioned.

b. During the practice, participants are asked to think only of a positive memory (Pef), but if a negative
memory comes to the mind, they are asked to know that this memory was like a butterfly and flew out the window.
2. To find the positive memory, check the selected memory and make sure it is a positive memory.

3. For the participants to find the positive memory, they are instructed as follows; “Now imagine a place that

you like and that you think is safe. This may be a loved one, a pet, a place, or a positive musical sound you enjoy.
During the procedure, we will ask you to go there fully engage and stay in the positive engaging focus.

4. The client is then asked to choose the negative memory that they want to work with. The client is asked
how much discomfort this negative memory causes and the SUD score is asked. For the SUD score, the client is
instructed as follows; “Think briefly about the moment that disturbed you and rate this negative memory on a
scale of 0-10” (0 means not discomfort at all, 10 means very discomfort).

5. Each of the 6 sets is called “flash”, and they are asked to blink three times each time. The client is asked
to pause briefly and return to the traumatic memory after every six sets. Then, they are asked if there has been a
change in their traumatic memory, and when they think about this memory, they are asked how much discomfort
it causes on a scale of 0 to 10. This process continues until it reaches zero. The same traumatic memory process
is continued until the SUD score is 0. After the SUD score becomes 0, they are asked to switch to another
traumatic memory (if the client cannot process the disturbing memory to 0, it is necessary to looking into feeder
memories and blocking beliefs).

6. At the end of the session, the client is asked again for SUD scores.

The Cases

Table 1. Summary of the Treatment of Six Traumatic Events

Case Pre-FT SUD Post-FT SUD TSSB Minutes of Number of Number of FT
memories studied = interviews

1 Ist Memory SUD:10 Ist Memory SUD: 0 Yes = 55 2 2

2nd Memory SUD:9 2nd Memory SUD: 0

2 9 0 Yes = 35 1 2
9 0 Yes 40 1 2
4 Ist Memory SUD:10 Ist Memory SUD: 0 Yes @ 55 2 2
2nd Memory SUD:10 2nd Memory SUD: 0

9 0 Yes 35 1 2

Ist Memory SUD:9  Ist Memory SUD: 0 Yes 50 2 2
2nd Memory SUD:10 2nd Memory SUD: 0
Note: FT= The Flash Technique; SUD= Subjective Units of Disturbance; PTSD=Posttraumatic Stress Disorder;
Minutes of Ft =Time Spent Processing

[S8)

[©) NN, |

One Particular Memory

Case 1: Simge was a 22-year-old woman who presented with crying fits, deterioration in social relationships,
forgetfulness, and sleep problems. She had lost a friend in a traffic accident a year ago and stated that she became
insensitive to the environment, perceived life as a movie scene, and sometimes had difficulty in recognizing
people next to her. She also stated that she always felt unhappy and depressed, that the psychiatrist she went to
diagnosed her with depression and used medication. She stated that when she was 9 years old, she heard her
mother screaming while her parents were arguing in the kitchen one night, she ran towards the kitchen with the
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sound and saw her mother lying on the floor covered in blood. He stated that as soon as he saw his mother, he
fainted for a short time. Stating that her mother, who was admitted to the hospital, died a few days later, the client
stated that she remembered the moments when her mother was stabbed to death after a friend died in a traffic
accident a year ago (when the client went to diagnose the body of her friend who died in a traffic accident, she
noticed that her clothes were bloody, just like her mother) and she was under the influence of this for days. Two
interviews were conducted with the client. In the first two interviews, stabilization and safe place intervention
were performed together with the short story of the client.

Then, two memories were treated with the Flash Technique, the moment when her mother was seen in blood and
the screaming her mother made when she was stabbed.

Case 2: Durdane was a 21-year-old woman, who applied for psychological support with sleep disturbance,
nightmares, and night terrors. She also stated that she had attempted suicide several times during a long-term
(approximately 3 years) period of depression, that she was first abused at the age of 10, and then, she was exposed
to the death of a friend as a result of suicide at the age of 15. The most disturbing memories of her were the
moment of abuse and the death of her friend as a result of suicide.

She stated that she could not sleep especially when she was stressed, her heartbeat changed after her roommate’s
suicide, and she could not sleep because she was constantly feeling fear. She summed up as; “The thought of
losing my loved ones scares me so much. Death upsets my entire balance. I am very badly affected both mentally
and physically. I cannot get used to the absence of people I have lost. I usually wake up with shoulder pain”. In
this case, the client's short history was taken during two interviews. Stabilization and safe ground work were
performed together with the history. With the flash technique, the memory of the client about the time he was
abused was treated.

Case 3: Zeynep was a 23-year-old woman, who survived with serious injuries in a terrible traffic accident five
years ago, and since then, she has been constantly feeling tired, exhausted, anxious and unhappy in her life. She
survived the accident with injuries, and unfortunately lost her uncle in the same accident. Although she had a very
intense relationship with her uncle, she was constantly exposed to emotional violence from her uncle’s wife from
the age of five to ten, and sometimes even experienced physical violence. She also stated that her mother was
very protective, anxious, avoiding social environments and distrusting anyone. Two interviews were made with
the client, who applied to counseling due to the flashbacks he experienced regarding the traffic accident, and a
Flash Technique session was held for the memory of the traffic accident. In the session, the focus was on the
client's flashbacks related to the traffic accident, and the feelings and bodily sensations he felt when these
flashbacks were experienced were asked. He stated that he experienced intense fear and anxiety here, and also
felt pain in his chest. Emotional and somatic bridging technique was applied to identify the source of this fear,
anxiety and sensation in the body. The client was asked to close his eyes, go back to his childhood as much as
possible and find the moment when he had experienced a feeling similar to the one you are experiencing now.
The same was true for the somatic bridging technique. For example, he was asked to close his eyes now and go
as far back as he could into his childhood so that he could find out when he had previously experienced a pain
similar to a pain in his chest. In both cases, the client went back to the time when she was exposed to the violence
of her uncle's husband when she was a child, and stated that she experienced these feelings and bodily sensations
at that time as well.

Case 4: Yagmur was a 23-year-old woman, who stated that she was very afraid of the big earthquake that took
place in Elazig two years ago, that she still remembered that earthquake even after two years since the earthquake,
and that she was worried about her health deteriorating because of this. She also stated that her father’s cheating
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on his mother and that she was cheated on by her partner recently was the second biggest destruction for her. Two
interviews were made with the client and two Flash Techniques were applied. The trauma of the earthquake and
the memory of the incident she experienced in primary school were treated with the Flash Technique. She stated
that the counselee experienced an earthquake year before the Elazig earthquake, and in fact, the fear and anxiety
she is experiencing now reminds him of the earthquake she experienced when she was 8 years old. She stated
that he lost his mother in this earthquake and that she suffered from this separation for a long time.

Case 5: Ela was a 24-year-old woman, who had tremors that started with heart palpitations, shortness of breath,
chest tightness, sweating, chills, numbness in the hands and face, and persistent thoughts of death. The client also
stated that she had a panic attack in 2013 and that there were intense problems in her family at that time. On the
other hand, she stated that she used drugs due to gastrointestinal problems during the period when these problems
were present, but she did not get any benefit from these drugs and she stopped taking the drugs. Similarly, she
was frequently warned by her parents in her childhood, so she was shy and introverted in her childhood. Two
interviews were made with the client and the memory of the violence in the family in 2013 was treated with the
Flash Technique.

Case 6: Berfin was a 22-year-old woman, who presented with nightmares, sleep disturbance, avoidance
behaviors, low self-esteem, and anxiety that started after being separated from her mother for a certain period of
time in her childhood. The client explained her situation as “They were building a new house for my grandmother,
we went to visit the family. My mother lost her balance and fell into the void, but they did not tell me this for a
long time. I thought that I was abandoned by my mother and in the process I closed in on myself. When [ was
playing in the garden, I saw a bandaged person on a wheelchair walk in, and [ was afraid of the appearance.
They said that it was my mother, holding my hand and leading me to the person who had entered. I walked away
crying. They convinced me and took me back and told them what had happened. After getting used to my mother,
my nightmares started to increase. I did not know why I was having nightmares and what those nightmares meant.
Later, my nightmares and bad dreams were related to my mother’s accident, and I decided to seek psychological
support because I did not accept that my mother fell, the accident and my mother’s condition, thinking that it
caused me sleep problems”.

Two interviews were made with the client and then two memories were studied with the Flash Technique; the
first time she met her mother, who had an accident in a single session, and the hospitalization in her childhood
because of her mother’s illness, and her thought that her mother had left her during this time, and the effect this
had on her.

Data Analysis

In the present study, the data were obtained as a result of the Flash Technique that was applied to 6 university
students. The Non-parametric Friedman Test was used for the difference between the measurements because the
study group was very small. These repeated measurements are the equivalent of the One-Way Analysis of
Variance. The level of .05 was taken as the significance level and the analyses were performed with the SPSS
(version 25) package program.

Results

In line with the purpose of the study, the effects of the Flash Technique on the childhood traumas, dissociation,
and post-traumatic stress symptoms of university students were examined and the findings were given. Firstly,
the effect of the Flash Technique on the dissociation levels of university students was examined and the findings
are given in Table 2.
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Table 2. Friedman Test results regarding the effect of The Flash Technique on university students’ dissociation

levels
?:zf surement Measurement | N lr\:rflin X +SD Y2 df | d Difference
Pretest 6 |3.00 152.50+56.47 1>2
DiS-Q Post-test 6 |1.83 75.50+24.97 10.33% |2 086 |1 >3
Monitoring | 6 | 1.17 | 64.00+25.32 2. >3

Note: *p <.05; 1 = Pretest, 2 = Post-test, 3 = Monitoring test.

At the end of the first week and at the end of the first month, the scales were repeated. When Table 2 is examined,
it is seen that the Flash Technique was statistically effective on the dissociation levels of university students (>
(2)=10.33; p <.05). The Wilcoxon Signed-Rank Test, revealed that the pretest dissociation levels (M = 3.00, SD
= 2.00) of university students were higher than the posttest (M = 1.83, SD = 2.00) and monitoring test. After the
effects of the Flash Technique on university students’ dissociation levels were examined, its effects on childhood
trauma symptoms were examined and the results are given in Table 3.

Table 3. Friedman test results on the effects of the Flash Technique on childhood trauma symptoms of university
students

?ggla surement Measurement | N ?;Iﬁlin X.sp X2 df | d Difference
Childhood Pretest 6 |2.92 113.83+13.24

traumas Post-test 6 | 1.83 85.67+£19.10 | 8.96* |2 |0.75 } i g
mventory Monitoring | 6 | 1.25 75.50427.55

Note: *p <.05; 1 = Pretest, 2 = Post-test, 3 = Monitoring test. Mean rank (2.92, 1.83 and 1.25) refers to the degree
of distress taken from the scale.

At the end of the first week and at the end of the first month, the scales were repeated. When Table 3 is examined,
it is seen that the Flash Technique was statistically effective on the childhood trauma symptoms of university
students (° (2) = 8.96; p <.05). The Wilcoxon Signed-Rank Test, revealed that the pretest results of the childhood
trauma symptoms of the university students were higher than the posttest and the monitoring test. After the effects
of the Flash Technique on the childhood trauma symptoms of university students were examined, the effects on
post-traumatic stress symptoms were examined and the results are given in Table 4.

Table 4. Friedman test results on the effects of the Flash Technique on post-traumatic stress symptoms of
university students

Measurement Mean = .
X
tool Measurement | N rank +SD Y2 df | d Difference
Pretest 6 |3.00 56.33+11.33 1>2
PTSD 1 >3
. Post-test 6 |2.00 43.33+9.69 12.00* |2 | 1.00
Checklist — ) >3
Monitoring 6 | 1.00 33.50+9.87

Note: *p <.05; 1 = Pretest, 2 = Post-test, 3 = Monitoring test

At the end of the first week and at the end of the first month, the scales were repeated. When Table 4 is examined,
it is seen that the Flash Technique was statistically effective on post-traumatic stress symptoms of university
students (x> (2) = 12.00; p < .05). The Wilcoxon Signed-Rank Test, revealed that the pretest results of post-
traumatic stress symptoms of university students were higher than the posttest and the monitoring test results,
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and the posttest results were higher than the monitoring test. Symptom severity is a score above or below the 48
cut-off points of the scale.

Before applying the Flash technique, all participants' scores were higher than 48. After the application, the post-
test score was 43.33 and this score was 33.50 in the follow-up test. At the end of the first week and the end of the
first month of the intervention, the same scales were given to the university students again. Students were asked
to answer the scales by thinking about their own symptoms. Kendalls uses the Cohen’s interpretation guidelines
of 0.1 - < 0.3 (small effect), 0.3 - < 0.5 (moderate effect) and >= 0.5 (large effect)

After the effects of the Flash Technique on post-traumatic stress symptoms of university students were examined,
its effect on SUD levels was examined and the results are given in Table 5.

Table 5. The Wilcoxon Test results regarding the effect of the Flash Technique on the SUD levels of university
students

Measurement tool Measurement N Mean rank Z
Pretest 6 3.50

SUD -2.23%
Post-test 6 0.00

Note: *p <.05; 1 = Pretest, 2 = Post-test

At the end of the first week, the scales were repeated. When Table 5 is examined, it is seen that the Flash Technique
is statistically effective on the SUD levels of university students (Z = -2.23; p <.05). When the mean rank was
examined, it was found that the SUD levels of the university students were higher before the therapy (pretest)
and this difference was statistically significant than the post-test.

Discussion

In the present study, the purpose was to examine the effectiveness of the Flash Technique in reducing distress
related to Childhood Traumas, Dissociation, and Posttraumatic Stress Symptoms. According to the data obtained
in the study, it was found that the Flash Technique, which is based on the assumption that the symptoms of a
certain psychological disorder can be reduced by restructuring the traumatic stress symptoms effectively using
an adaptive information processing model, is effective in alleviating the symptoms occurring after traumatic
experiences. The current results indicate that the Flash Technique can be effective in alleviating symptoms such
as restlessness and avoidance, overstimulation, constant alertness, alienation from oneself and the environment,
separation, traumatic stress, and deterioration of mental health quality in individuals who have childhood traumas.
It was reported in the literature that there is no consensus on the best practice recommended for the psychotherapy
of individuals who have childhood traumas (Cloitre et al., 2011; de Jongh et al., 2016). In my opinion, most
interventions developed until today for the therapy of traumas directly expose the victim to traumas, and in this
case, the victims’ unwillingness to confront the memory of their traumas makes it difficult to achieve
psychological well-being. Previous studies suggested that some patients deny their distress and do not accept
their experiences because of the fear that their present well-being will also be affected negatively (Frazier, 2000).
It was also emphasized that thinking about traumas can produce feelings of shame in the individual and make it
difficult to seek professional help and accept their past (Frazier, 2000; Tapia, 2014). Similarly, it was found that
survivors of childhood traumas chose to create a false self-image to hide the effects of their negativities on their
well-being, instead of isolating themselves from their lives (Downey & Crummy, 2022). For this reason, some
treatments, such as cognitive-behavioral therapy, are based on prolonged re-experiencing of traumatic events to
reduce symptoms (Foa et al., 1999). On the other hand, there is a similar exposure to Cognitive Behavioral
therapies, although other trauma-focused treatments such as Eye Movement Desensitization and Reprocessing
(EMDR) partially expose the memories of traumas. In this context, it can be argued based on the data obtained in
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the present study that the Flash Technique is statistically effective on the childhood trauma symptoms of
university students. The fact that the Flash Technique decreased depending on time between the pretest, posttest
and follow-up tests of the participants was probably not both the direct exposure of the victims to the traumas
experienced during the intervention process (there is a very limited exposure in this technique, usually 5 seconds
on average) and the traumatic memory of the traumatic memory can be considered as a short duration of work.
In this regard, it can be argued that the Flash Technique can be effective without exposing the traumatic memory
for a long time. The main reason for the effectiveness of the technique is that the victims are not directly exposed
to past traumas during the intervention process and the traumatic memory is short-lived. In the study, it was also
found that the Flash Technique was effective without the need for prolonged exposure to traumatic memory. This
is consistent with other studies suggesting that limited exposure to trauma memories is necessary to reduce
symptoms (Arntz, 2012; Sloan et al., 2018).

In conclusion, it can be argued that the Flash Technique is effective in reducing and/or improving the symptoms
of childhood traumas and can reduce the burden on patients and therapists because individuals do not need to re-
experience their traumas in detail during the treatment process.

Another finding in the study was the effectiveness of the Flash Technique on the dissociation levels of university
students. This finding is consistent with the finding that the Flash Technique is easily applicable in individuals
who have dissociative symptoms and is effective in reducing dissociative symptoms (Manfield et al., 2017; Wong,
2019). Trauma-Focused Therapy is an unpleasant procedure because it involves active recalling of previously
avoided fearful memories, and for this reason, it is expressed that interventions that include a less interventional
and pleasant treatment form have more positive effects (Imel et al., 2013). Also, although not directly related to
lowering DIS-Q scores, the Flash Technique, in the study conducted by Shebini (2019), it was stated that the
Flash Technique allows the complete desensitization of trauma memories and the planned merging of fragmented
parts. Manfield et al. (2017) reported that the Flash Technique is very beneficial for highly dissociative clients;
however, it was found in this study that it has a potential use even for clients who are alienated from themselves
and their environment and have multiple identities. By means of DIS-Q, only the general symptom levels of the
participants regarding their dissociation were examined. During the Flash Technique application process, multiple
identities were not detected in the participants.

Another result of the present study was the finding that the Flash Technique was effective in reducing and
improving the symptoms of post-traumatic stress. In the analysis, a significant difference was determined between
the pre-treatment, post-treatment, and monitoring tests (follow-up test at the end of the first month after the
application) of the participants. These results confirm the results of previous studies reporting that the Flash
Technique reduces the symptoms of traumatic stress and traumatic grief (Avc1 & Karakis, 2022; Shebini, 2019;
Yasar et al., 2022 Yasar et al., 2021; Wong, 2021). The fact that the technique brings a positive perspective toward
traumas with well-being and emotional memory provides greater effects on traumas (Avci & Karakis, 2022;
Manfield et al., 2021).

As a result, it is possible to say that the findings of this study will contribute to the reliability of the Flash
Technique. Also, the advantages of the technique are that the client comes into contact with traumatic memories
several times in a short time, reduces the risk of dissociation that disrupts the integration of the client's body and
mind, and has a relatively easy processing format. For this reason, the study can be a good proof of the reliability
of the Flash Technique. On the other hand, it shows that the Flash Technique can be effective in relieving
symptoms such as over-stimulation, alienation from oneself and the environment, and deterioration of mental
health quality of individuals with childhood traumas. In this study, Flash Technique application was tried in the
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group with higher scores from the childhood traumas scale. This is another strength of this study. Patients with
high childhood trauma scores are prone to be complex trauma patients. Therefore, they can often dissociate and
have difficulties in therapy. The therapy process in these groups is difficult and takes a long time. The fact that
especially those with high childhood trauma scores were included in this study is an important difference showing
that the flash technique can be applied safely even in this group. This should be mentioned more extensively in
the discussion.

In conclusion, the case studies were all based on a single session, from clients with PTSD diagnoses and yet the
data showed substantial reduction in dissociation symptoms, childhood trauma symptoms and PTSD symptoms
after only one session. As compared to Yasar et al.’s research offering a single session of FT (Yasar et al., 2021),
this research was based on clients with PTSD diagnoses while Yasar’s research was based mostly on volunteers
without a PTSD diagnosis, based on their pre-treatment mean IES-R score of 24.52. As compared to Wong (2019),
this research was based on a single session of FT versus 6 sessions of FT for Wong’s work with substance abusers.
This study has a number of limitations, notably its small sample size and lack of a control group. The study is a
single-group pre-test post-test control group design, which is one of the quasi experimental designs. This type of
design does not allow to find causal association between the intervention and the reducing of symptoms because
of lack of control group without intervention (in order to control, a possible time effect) and overall for the lack
of randomization. For this reason, "after the treatment can observe a reducing of symptoms, probably due to the
treatment". It should also be noted that the reducing of symptoms could be due to a possible "placebo effect"
(Yasar, Giindogmus & Glindiiz, 2021).
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