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Introduction

EMDR 2.0, an innovative approach rooted in the conventional Eye Movement Desensitization and Reprocessing (EMDR), has garnered attention due to its promising outcomes. The application of EMDR, whether it is EMDR or EMDR 2.0 protocol, in a group format, especially for conditions like Post-Traumatic Stress Disorder, will provide significant opportunities in terms of economic feasibility and accessibility, ultimately leading to widespread use. Building on the established effectiveness of EMDR 2.0 in individual applications, this study examines its impact in group settings. This protocol is designed to provide a structured framework for implementing EMDR 2.0 within group contexts, paving the way for a nuanced understanding of its potential benefits in collective therapeutic settings. This study aims to investigate the efficacy of the online EMDR 2.0 Group Protocol(EMDR 2.0 GP) versus Improving Mental Health Training for Primary Care Residents(mhGAP) on individuals with a history of traffic accidents in a controlled way.





Methods

In this randomized-controlled study sample includes volunteers who were involved in traffic accidents and were given the randomized online EMDR 2.0 GP and mhGAP Stress management module. The participants were given a sociodemographic data form, Depression Anxiety Stress 21 scale (DASS-21) and Impact of Event Scale-Revised (IES-R). Participants were evaluated with measurements before, after and “one month after the application.





Results

The mean age of the participants was 34.80(8.10) years and 88.0% (n=22) were female. The change in DASS-21 Anxiety (h2=0.136), Stress (h2=0.140), IES-R Avoidance (h2=0.134), Hyperarousal (h2=0.0148), Total (h2=0.223) scores of online EMDR 2.0 GP was determined to be statistically significant compared to the mhGAP group. However, no statistically significant difference was observed in DASS-21 Depression (h2=0.017), IES-R Intrusion(h2=0.094), scores between the two groups.





Discussion

The RCT of online EMDR 2.0 GP indicated that this newly developed protocol, when applied to groups, may be effective in reducing anxiety, stress, and traumatic symptoms among a non-clinical sample.





Clinical trial registration

https://clinicaltrials.gov/study/, identifier NCT05596903.
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1 Introduction

EMDR (Eye Movement Desensitization and Reprocessing Therapy) is an evidence-based psychotherapy developed by Francine Shapiro in 1987 for the treatment of trauma and associated disorders (1). Beyond PTSD (2–4), there are many studies that suggest that EMDR can be effective in various psychopathologies such as anxiety disorders (5), major depressive disorder (6), eating disorders (7, 8), and psychotic disorders (9).

Although the positive effects of the standard EMDR therapy protocol have been demonstrated in various studies, a new protocol has been developed to address its limitations and enhance its efficacy across different client groups. (10). This protocol is named EMDR 2.0, and it uses the working memory theory to maximize effectiveness. It was developed to increase the effectiveness, enhance efficiency, and shorten the duration of standard EMDR therapy (10). EMDR 2.0 is basically based on the EMDR standard protocol, but with some differences and add-ons related to the application of EMDR therapy (11).

According to the theory of EMDR 2.0, adequately motivated clients can activate their memory better, so that the working memory taxation is strong enough to decrease the distress induced by aversive memory (10, 12). This approach has 3 components: Motivation, activation, and desensitization. The motivation, which is the first component, is based on the premise that client should receive clear guidelines on actions to be taken for a successful treatment. In the second stage of activation, some sort of triggers can be used to activate memory such as visual, auditory, kinesthetic, olfactory, or gustatory. The aim of this method is to bring the disturbing material into the consciousness by encouraging the client’s participation in the process through triggering objects or experiences (10, 12). When memory is activated in this way, the therapist can use many different strategies to increase the working memory taxation such as doing arithmetic operations while performing rapid eye movements, or keeping a given rhythm with his hands while tapping his feet on the floor at the same time. The distraction based the working memory taxation decreases the vividness and emotionality of the disturbing memory if this material is properly installed to the working memory (12–14). At this stage, clients should focus intently on the different aspects of the memory, while also making an effort to perform distracting tasks (11).

Dual tasking involves simultaneously recalling a distressing memory while performing a second task that taxes working memory (WM). This approach, central to EMDR therapy, creates competition for the brain’s limited WM resources, reducing the emotional intensity and vividness of the memory (15). EMDR 2.0 employs various working memory taxation tasks to enhance working memory reprocessing efficiency (10, 13, 14). These tasks may include language-related exercises, such as counting numbers, or physical tasks. The significance of introducing surprising and unexpected tasks during this stage has also been emphasized. These additional tasks have been shown to increase the level of desensitization by increasing the taxation and activation of working memory, and also prevent the reconsolidation of traumatic memories by using intervention techniques that are not expected by the client (11). EMDR 2.0 approach assumes that if the therapist can successfully make working memory taxation with a dual task while a motivated client keeps the disturbing memory in the working memory, then both of the emotional intensity and the disturbance level of the related memory will drop quickly (11). In dual tasking,memories become less emotional, less vividly aversive, and more strongly reconsolidated in long-term memory (12).

Although the literature investigating the effectiveness of EMDR 2.0 is limited, the results are promising. According to Matthijssen et al. (10), the efficacy of EMDR 2.0 is compared to standard EMDR to measure emotionality and vividness of the disturbing autobiographical memories (10). As a result of this, participants in the EMDR 2.0 group needed fewer session time and a smaller number of sets to reach positive outcomes. In other words, EMDR 2.0 requires less time to achieve a similar effect in desensitizing aversive memories. Beyond individual therapies, group therapies have been established due to the clear benefits such as saving time, economic reasons, and collective healing. To show these significant outcomes, E. Shapiro developed a group practice called the Group Trauma Episode Protocol (G-TEP) based on the EMDR mechanism of action (16). Over time, group applications of G-TEP were found to be effective and frequently usable (17). Afterwards EMDR Group Flash Technique application was conducted (18, 19). EMDR Flash Technique is a therapeutic intervention designed to reduce distress associated with traumatic memories by minimizing the need for clients to directly engage with those memories. In this technique, participants are guided to briefly recall a positive memory or mental image while simultaneously maintaining minimal awareness of the distressing memory. This method aims to facilitate the desensitization of traumatic experiences through rapid bilateral stimulation (e.g., eye movements or blinks), helping to lower emotional intensity without requiring extensive exposure to the traumatic content (18).

This study has demonstrated that EMDR 2.0 GP can be easily applied to a larger number of participants, and, with fewer therapists, it effectively alleviates traumatic symptoms in a much shorter time than traditional structured long group therapies (20) Moreover, this has been achieved even in groups where managing difficult topics like traumatic stress and handling group dynamics delicately is required. There are some reasons that lead to the use of EMDR 2.0 compared to EMDR. First of all, it is important that the group application of EMDR 2.0 is very new and its effectiveness is shown. In addition, comfortable and safe use provides advantages for group application. In addition, having a group protocol for online use was also an important advantage. In this context, it is important to demonstrate the effectiveness of group application of EMDR 2.0.

In light of the positive contributions of the EMDR Group Flash Technique Protocol, the online EMDR 2.0 Pilot Study for Group Protocol was conducted (21). This study involved seven individuals with a prior traffic accident history, and the results of the pilot study demonstrated a significant reduction in depression and stress-related symptoms of the participants. Additionally, there was a statistically significant decrease in the symptoms of post-traumatic stress disorder that are re-experiencing, avoidance and a decrease in hyperarousal symptoms was also observed in the participants.

In this study, the online EMDR 2.0 GP protocol developed by Yaşar and colleagues was employed (21). This study aims to investigate the efficacy of the online EMDR 2.0 Group protocol on individuals with a history of traffic accidents in a controlled way. The first hypothesis is that the online EMDR 2.0 Group Protocol will decrease symptoms of depression, anxiety, and stress. The second hypothesis posits a significant reduction in symptoms of re-experiencing, avoidance, and hyperarousal. Finally, it hypothesizes that online EMDR 2.0 will lead to greater reductions in these symptoms compared to the Mental Health Gap Action Programme (mhGAP).




2 Material and methods



2.1 Sample

In this randomized controlled trial, we assessed the effectiveness of the online EMDR 2.0 GP and mhGAP through pre- and post-intervention evaluations, with a subsequent follow-up conducted one month after the interventions were administered. We initiated the study by extending online invitations to participants who had experienced traumatic symptoms stemming from traffic accidents. Out of the 44 eligible participants, 35 expressed volunteers in participating in the study. However, 5 individuals were unable to take part due to medical or technical constraints. Consequently, the study resulted in a final group of 30 volunteers who met the predefined inclusion criteria (Figure 1).




Figure 1 | Flowchart of participants through each stage of the study.



The inclusion criteria were as follows: (a) being over 18 years of age, (b) having experienced a traffic accident between 6 months and 10 years ago, (c) not having a mental disability resulting from a traffic accident, (d) the absence of a psychotic disorder such as schizophrenia or bipolar disorder, (e) not having experienced severe head trauma, (f) having the necessary technological proficiency and equipment to participate in the study, and (g) volunteering to take part in the research.

We carefully reviewed the CONSORT statement and its associated checklist to ensure all components of the study are adequately explained. The checklist was used as a guide to verify that key methodological elements, including participant recruitment, randomization process, intervention details, outcome measures, and statistical analysis, were thoroughly described. This review helped identify and clarify areas requiring additional detail, such as informed consent procedures and the differentiation between the intervention and control groups. By adhering to the checklist, we aimed to provide a clear and comprehensive presentation of the study design and execution, ensuring transparency and replicability.

This research was approved by the Istanbul Gelisim University Ethics Committee (03.06.2022/2022-10). All stages of the study were carried out in accordance with the Declaration of Helsinki. The protocol was registered at the National Library of Medicine Trial Registry (NCT05596903). All participants provided informed consent before participating in the study. Informed consent was obtained for both the online EMDR 2.0 GP and mhGAP conditions, ensuring that participants were aware of the procedures, potential risks, and benefits of the study.




2.2 Study design

The study, coordinated by the Academy of Therapeutic Science, was carried out over three consecutive days with total of 3 sessions in October 2022. Individuals minimally attended 2 sessions. To recruit individuals who had experienced car accidents, announcements were posted on social media platforms, outlining the research objectives. Volunteers provided their contact information through a Google Form. They were then interviewed, informed about the study, and assessed for eligibility. Eligible participants completed a Google Form with data collection tools. These participants were randomly assigned to groups for the online EMDR 2.0 GP and mhGAP interventions, administered online. Those unable to complete the interventions were excluded. Participants were requested to complete follow-up forms one week and one-month post-intervention. Individuals who were unable to complete the interventions at this stage were excluded from the study. The collected data was processed and subjected to statistical analysis.




2.3 Procedure



2.3.1 The mhGAP Stress management module

The mhGAP program, also known as “Improving Mental Health Training for Primary Care Residents in Turkey,” is an initiative by the World Health Organization (WHO) aimed at enhancing mental health services within primary healthcare settings. This program encompasses stress management and its related disorders as a vital component. In Turkey, the mhGAP training program for primary care family physicians is an ongoing collaborative effort between the Ministry of Health and the WHO Turkey office. One of the primary strategies advocated in the management of stress and its associated disorders within this program is termed “Psychoeducation for stress and associated disorders.” The main goal of this training is to facilitate an understanding of the origins of an individual’s stress symptoms and to provide insight into the cluster of symptoms that arise in response to stressful events. Consequently, this approach helps alleviate the tension brought about by the individual’s symptoms. In the context of our study, one of our researchers, who also serves as a trainer within this module, administered the recommended psychoeducation sessions on stress-related disorders to the control group.




2.3.2 Online EMDR 2.0 GP

In this study, the online EMDR 2.0 GP protocol developed by Yaşar and colleagues was implemented (21). The duration of the first session was 90 minutes, while each of the subsequent two sessions lasted for 60 minutes. Each session had one therapist and two co-therapists in attendance. Co-therapists were prepared to intervene if there was any need for dissociation or individual interventions. An overview of the online EMDR 2.0 GP protocol is provided below:



2.3.2.1 Introduction and consent

After a brief introduction, participants were informed about the protocol. Informed consent was obtained from participants for registration. A visual bilateral stimulus screen, displaying a point moving horizontally to the right and left, which would be used in the application, was introduced. Traumatic memories were discussed, and a Safe Place exercise was conducted to be used in case of any dissociation during the sessions.

Participants were asked to identify three distressing images related to the traffic accident. During this stage, participants were encouraged to visualize their memories but were not required to narrate them to the therapist or other participants. As a preventive measure against intra-group retraumatization, and as an opportunity offered by online EMDR 2.0 GP, participants were able to complete the therapy process without sharing the details of their traumatic memories. In group sessions, no participant was exposed to the traumatic experiences of others. Participants were requested to assign Subjective Units of Disturbance (SUD) scores out of 10 to each of the identified images. The study adhered to the CONSORT guidelines to ensure transparency and reproducibility.




2.3.2.2 Online EMDR 2.0 GP application

Explanation and Application of Guidelines:

	Participants focused on one image in each set and followed the horizontally moving point on the screen for bilateral stimulation.

	Dual tasks were applied during bilateral stimulation to activate working memory taxation. The task changed approximately every 3 sets, with no strict rule for task-switching timing.

	Participants were instructed to concentrate on both the task and the image during bilateral stimulation.






2.3.2.3 Performance assessments

After every two sets, participants provided:

	A rating for their Focusing on the Memory (FM) score out of 100, indicating how long they could stay focused on the memory during the bilateral stimulation in the last two sets.

	A score for their Performing the Task (PT) out of 100, indicating how well they could focus on the task during the bilateral stimulation in the last two sets.

	The SUD score for the selected image.

	Participants were instructed to record these scores (SUD, FM, and PT) on their participant forms.



In this stage, FM (Focusing on the Memory) and PT (Performing the Task) scores were applied to measure the effectiveness of online EMDR 2.0 according to its theory. The goal was for participants to perform both assessments as effectively as possible. Participants who showed low scores below 50 during breaks due to minimal focus on the memory or not completing the task were motivated, and the importance of this was briefly reminded. This was done to ensure that everyone applied online EMDR 2.0 efficiently and appropriately in this group session.




2.3.2.4 Progressive image work

Participants continued to work on the images until a progressive reduction in distress, as measured by the SUD scores, was achieved.

Participants who reached a SUD score of 0 out of 10 for the first image proceeded to the next one, while others continued to work on the first image.




2.3.2.5 Review of SUD scores

At the end of the application, participants were asked to review all their SUD scores from the first set to the last one. A brief evaluation was conducted regarding relaxation during the memories.

Completion and Stabilization:

The application concluded with stabilization and orientation exercises.




2.3.2.6 Session progression

The number of sets performed varied depending on the available time during each session. In this study, an average of 7 sets was performed on the first day, 8 sets on the second day, and 6 sets on the last day.




2.3.2.7 Distracting instructions

Throughout the study, distracting instructions were given, such as listening to various songs, counting repetitive words in songs, performing bodily movements, and counting backward the letters of specific words. These tasks, for example, included playing well-known upbeat songs in Turkey such as “Senden Başka” and “Salla.” In another task, participants were asked to count how many times the words “başka” or “salla” appeared in these songs. In a different task, they were instructed to spell several words backward syllable by syllable. In another task, participants were required to perform specific hand and arm movements rhythmically. These tasks were divided into 5 stages, and during each session, the entire group progressed through them one by one simultaneously. The tasks were progressively made more challenging throughout the sessions.




2.3.2.8 Dual task integration

In the last two days, participants were asked to perform dual tasks simultaneously during certain sets. Interventions between sets were carried out based on changes in FM and PT scores.




2.3.2.9 Post-session evaluation

After each session, participants received an evaluation form, where they reported their Subjective Units of Disturbance (SUD), Focusing on the Memory (FM) scores, and Performing the Task (PT) scores for the images they worked on. Additionally, participants were asked if they had transitioned to other memories, and if so, relevant scores were recorded.






2.4 Data collection tools



2.4.1 Sociodemographic form

This semi-structured data collection form is administered by the researchers to gather demographic information from the participants. It includes details such as age, gender, and data related to their experience of trauma resulting from traffic accidents, in accordance with the relevant literature.




2.4.2 Impact of event scale (IES-R)

Developed by Weis and Marmara in 1997, this scale is used to measure the psychological impact of events on individuals participating in the study. (22). It is a self-report instrument with a five-point Likert-type response scale and consists of 22 items. The scale assesses the extent of exposure to events across three domains: “Intrusion,” “Avoidance,” and “Hyperarousal.” Turkish validity and reliability studies for this scale have been conducted, as documented by 23 (23).




2.4.3 Depression-anxiety-stress scale-21

This scale is employed to evaluate symptoms of depression, anxiety, and stress among the study participants. It comprises 21 items, each assessed on a 4-point Likert-type scale. Scores for each subdimension can range from 0 to 21. The Turkish validity and reliability of this scale were established by Saricam in 2018 (24).





2.5 Statistical analysis

In order to obtain a clinically and statistically significant difference, it was decided to include a total of 20 patients (10 controls and 10 applications) with a significance level of 5%, power of 80% and an effect size of 0.5.

The statistical analysis for this study was conducted using the SPSS 22 software. Descriptive data were presented using frequency and percentage for categorical variables. Mean and standard deviation were used for continuous variables. The Pearson Chi-square test was utilized to compare categorical variables. For continuous variables that met parametric assumptions, Student’s t-test was applied. For continuous variables that did not meet parametric assumptions, the Mann-Whitney U test was used. Repeated measures analysis of variance (ANOVA) was employed to determine whether the online EMDR 2.0 GP and mhGAP procedures, when administered separately, resulted in significant changes in the dependent variables. This analysis also assessed whether there were differences in the changes between the two groups. The Mauchly test was used to check whether the sphericity assumption had been violated. When the Mauchly test indicated a violation of the sphericity assumption, the Greenhouse-Geisser adjustment was applied, and the corrected results were reported. Effect sizes were determined using η² (eta-squared) and Cohen’s d. These measures help assess the practical significance of observed differences. A p-value of <.05 was considered statistically significant.





3 Results



3.1 Participant characteristics

The participants in the study had a mean age of 34.80 (8.10) years, with 88.0 percent (n=22) being female. Table 1 compares sociodemographic and traffic accident-related ratings between the pre-intervention online EMDR 2.0 GP and mhGAP groups. As a result, there was no significant difference between the two groups when sociodemographic and traffic accident-related ratings were compared (p>.05).


Table 1 | Baseline characteristics of mhGAP and Group EMDR 2.0 participants.






3.2 Pre-intervention comparisons

There was no statistical difference between the two study groups pre-intervention in DASS-21 Anxiety (p=.977), Depression (p=.967), Stress (p=.565) subscale scores, IES-R Intrusion (p=.667), Avoidance (p=.885), Hyperarousal (p=.330), and total (p=.586) scores.




3.3 Between-group comparisons

Table 2 compares DASS-21 Anxiety, Depression, and Stress subscale scores and Impact of Event Scale-Revised Intrusion, Avoidance, Hyperarousal, and total scores in the online EMDR 2.0 and mhGAP groups before, one week, and one month after the study, within and between groups. As a result, there was a statistically significant difference in the DASS-21 Depression (F(2-20)=7.567, p=.005, η²=0.431), Anxiety (F(2-20)=6.799, p=.015, η²=0.405), IES-R Intrusion (F(2-20)=11.929, p=.001, η²=0.544), Avoidance (F(2-20)=6.853, p=.009, η²=0.457), Hyperarousal (F(2-20)=6.661, p=.007, η²=0.400), Total (F(2-20)=14.550, p<.001, η²=0.593) subscale scores in the mhGAP group, while no statistically significant difference was found in the DASS-21 Stress (F(2-20)=2.985, p=.075, η²=0.230) scores.


Table 2 | Descriptive statistics for outcome variables in the mhGAP and Group EMDR 2.0.



There was a statistically significant difference in the DASS-21 Anxiety (F(2-26)=21.096, p<.001, η²=0.619), Depression (F(2-26)=10.445, p<.001, η²=0.446), Stress (F(2-26)=19.277, p<.001, η²=0.597), IES-R Intrusion (F(2-26)=31.489, p<.001, η²=0.708), Avoidance (F(2-26)=22.294, p<.001, η²=0.632), Hyperarousal (F(2-26)=33.021, p<.001, η²=0.718), Total (F(2-26)=14.550, p<.001, η²=0.593) subscale scores in the online EMDR 2.0 GP.




3.4 Time and group interactions

Significant changes were noted in DASS-21 Anxiety (F(2-46)=3.628, p=.037, η²=0.136, Figure 2) and Stress (F(2-46)=3.737, p=.035, η²=0.140) Figure 3), IES-R Avoidance (F(2-46)=3.550, p=.042, η²=0.134, Figure 4), Hyperarousal (F(2-46)=3.998, p=.025, η²=0.0148, Figure 5), Total (F(2-46)=6.594, p=.003, η²=0.223, Figure 6) scores of the online EMDR 2.0 GP were determined to be statistically significantly different compared to the mhGAP group. However, no statistically significant difference was observed in the DASS-21 Depression (F(2-46)=0.396, p=.674, η²=0.017, Figure 7), IES-R Intrusion (F(2-46)=2.382, p=.115, η²=0.094, Figure 8), scores between the two groups.




Figure 2 | Graph of change of DASS-21 Anxiety score between two applications.






Figure 3 | Graph of change of DASS-21 Stress score between two applications.






Figure 4 | Graph of change of IES-R Avoidance score between two applications.






Figure 5 | Graph of change of IES-R Hyperarousal score between two applications.






Figure 6 | Graph of change of IES-R Total score between two applications.






Figure 7 | Graph of change of DASS-21 Depression score between two applications.






Figure 8 | Graph of change of IES-R Intrusion score between two applications.







4 Discussion

In the present randomized controlled trial, the hypothesis that the online EMDR 2.0 GP would reduce depression, re-experiencing, avoidance, hyperarousal and stress symptoms more than mhGAP was investigated in individuals who had previously experienced a traffic accident. According to the result of the study, online EMDR 2.0 may reduce symptoms of traumatic stress, anxiety, and depression. These effects are assumed to be related to increased working memory taxation, which is a core mechanism of the EMDR 2.0 protocol. Furthermore, in the group therapy sessions conducted for trauma, participants appeared to benefit from the intervention with minimal disclosure of their traumatic experiences and without observable signs of mutual retraumatization. The current results have clearly demonstrated that the online EMDR 2.0 GP application effectively alleviates symptoms in individuals emotionally impacted by traffic accidents.

A statistically significant reduction was observed in DASS-21 Anxiety, Depression, and Stress scores, supporting the first hypothesis. This decrease remained consistent in follow-up assessments conducted one week and one month after the intervention, indicating a sustained therapeutic effect of the online EMDR 2.0 GP. According to the first hypothesis, a statistically significant reduction was observed in the DASS-21 Anxiety, Depression, and Stress. In their pilot study, they showed that individuals who had encountered traffic accidents exhibited reduced symptoms of depression following the application of online EMDR 2.0 GP (21). Numerous articles have provided evidence for the effectiveness of a single EMDR session (6, 25–27) or group settings (28–30) in diminishing depression. However, this study also introduces online EMDR 2.0 GP as an alternative approach for reducing depression symptoms.

The second hypothesis was supported, with a statistically significant reduction observed in the Impact of Event Scale-Revised subscales of intrusion, avoidance, and hyperarousal in the online EMDR 2.0 group. This reduction remained consistent in both the one-week and one-month follow-up assessments compared to baseline scores. In their preliminary investigation, Yaşar and colleagues demonstrated that the application of online EMDR 2.0 GP led to an anticipated reduction in the re-experiencing, avoidance, and hyperarousal symptoms associated with traumatic memories among the participants (21). This reduction was observed when comparing these symptoms to their initial assessment before treatment. Several articles suggest that EMDR is an effective method for diminishing anxiety-related symptoms of participants (31–35) due to the strength of processing past anxiety-evoking memories. These findings suggest that online EMDR 2.0 GP, being a quicker and effective approach, also leads to a reduction in these symptoms.

For the final hypothesis, online EMDR 2.0 was expected to result in greater reductions in anxiety and stress symptoms compared to mhGAP. The results supported this expectation, as participants in the EMDR 2.0 condition reported significantly greater improvements in anxiety and stress. However, no statistically significant difference was found between the two interventions in terms of depressive symptoms. Individuals who received online EMDR 2.0 GP treatment exhibited lower levels of anxiety and stress-related symptoms when compared to those in the mhGAP group. The final hypothesis proposed the notion that EMDR 2.0 GP represents a more effective approach compared to mhGAP in reducing symptoms associated with trauma, such as stress, anxiety, and depression. mhGAP aims to address the significant treatment gap that exists in mental health care by providing guidance and resources for the integration of mental health services into primary healthcare systems (36). In this study, it was used as a psychoeducation tool for raising awareness of the participants on traumatic symptoms (36). Also, it was used as a psychoeducation tool to raise participants’ awareness of traumatic symptoms. In a study, Yaşar and his colleagues sought to assess the effectiveness of the EMDR Flash technique by comparing it with mhGAP (19). Their findings indicated that when administered to individuals who had experienced traffic accidents, the EMDR Flash technique proved successful in enhancing symptoms related to anxiety, intrusion, avoidance, overall traumatic stress, and mental quality of life for a minimum of one month. The decline in psychometric measurements among the participants, in comparison to the baseline assessment phase, persisted across measurements conducted at 1 week and 1-month post-intervention. Similarly, the effectiveness of online EMDR 2.0 GP observed in this study is consistent with the current findings supporting psychoeducational approaches in trauma treatment.

Another important issue in this study is that the EMDR 2.0 GP application, which is a group psychotherapy application, can also be applied online. This approach offers significant advantages, such as expanding client reach by eliminating geographical barriers and reducing costs and time investment. In addition, individuals participating in therapy in the comfort of their own homes can make the process more accessible, especially for people with disorders such as anxiety or social phobia. However, it is difficult to predict whether the online application affects the effectiveness of the EMDR 2.0 GP application. Nevertheless, there are also disadvantages such as the therapist not being able to fully observe body language and facial expressions, the risk of interruption of the session due to internet connection or technical problems. In addition, the inability to intervene quickly with the client in crisis situations such as dissociation and the possibility of the therapeutic alliance developing weaker than in face-to-face therapies can be counted among the limitations.

Beyond its application for PTSD, EMDR 2.0 could offer a valuable solution for improving participant engagement and emotional stability, particularly in cases of challenging conditions like dissociative syndromes and depression, where recollection of positive memories is not easily accessible. In contrast to the standard EMDR protocol, individuals undergoing EMDR 2.0 report experiencing notably positive emotions. This can be regarded as one of the strengths of EMDR 2.0, as it offers reduced exposure to traumatic memories and a comparatively pleasant therapeutic experience. The results of the current research need to be interpreted within certain limitations. The primary limitation of the study is its small sample size, which restricts the generalizability of the finding. It is recommended to include more diverse samples in future studies, taking into account factors such as age and gender. In addition, another limitation is that the current sample of individuals who experienced trauma did not include individuals who were clinically diagnosed with PTSD. Future studies may benefit from incorporating clinical samples or investigating other challenging scenarios for a more comprehensive understanding. Additionally, the follow-up period of the participants was extended only for one month after application and no measurements were made afterwards. Future research may benefit from longer follow-up periods and ongoing assessments to capture potential changes or improvements over a longer period of time. Finally, the fact that the measurements were made using self-report methods can be considered as another limitation. It should also be kept in mind that differences in trauma durations may create a limitation. In our pilot study, we have demonstrated the applicability and effectiveness of the online EMDR 2.0 GP application protocol. This study, in addition to previous research on online EMDR 2.0 GP applications (10), which primarily focused on individual interventions, establishes the success of online EMDR 2.0 GP in ameliorating symptoms of depression, anxiety, and stress within a larger sample.

In this study, online EMDR 2.0 GP was applied for a larger group of individuals, and a decrease was observed in the participants’ depression, anxiety levels, stress-related symptoms, avoidance, re-experiencing, and hyperarousal symptoms associated with traumatic memories. These results are promising for the effectiveness of the developed online EMDR 2.0 GP application. Furthermore, the brief exposure to traumatic memories and the absence of a detailed account of the traumatic event make this approach well-suited for group settings. In scenarios with constraints on time and resources, such as natural disaster-stricken areas, where extended therapy sessions are not feasible, online EMDR 2.0 GP presents a substantial advantage. Additionally, the ability to apply online EMDR 2.0 GP online further extends its reach to individuals who may be geographically distant or face other barriers to accessing therapy. To conclude, the present research is the first clinical randomized control study to compare the effectiveness of the online EMDR 2.0 GP application with the mhGAP module, a structured application, on the assessment and management of stress-related conditions. We believe that these results will contribute to the reliability and applicability of the online EMDR 2.0 GP in future.
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