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Abstract

Introduction: Brainspotting (BSP) is a relatively new neurophysiological-based approach to PTSD treatment
that recognizes the relevance and correlation of eye position to neurological and emotional experience. This
paper aims to examine the efficacy of BSP in ameliorating severe PTSD symptoms among female residential
patients across three-time points.

Methods: This study employed a one-group pretest-posttest with delayed posttest quasi-experimental de-
sign to establish and determine causal change among different conditions. Different versions of gold-standard
measures were administered to individuals with trauma exposure; the Clinician-Administered PTSD Scale
5 (CAPS-5) and the Posttraumatic Stress Disorder Checklist 5 (PCL-5). The sample comprised 13 partici-
pants at the Marillac Hills Alabang who incurred severe interpersonal trauma and suffered markedly elevated
PTSD symptoms for at least two years. They received three sessions of BSP guided by a therapist's manu-
al and were assessed at three-time points — pretreatment, posttreatment, and two weeks after the treatment
completion. Primary data include self-report posttraumatic stress symptoms, which were analyzed using re-
peated-measures ANOVA with a Greenhouse-Geisser correction and post-hoc test with a Bonferroni correction.

Results: Results showed significant improvements in both measures with large effect sizes from 0.859 to
0.979.

Conclusion: At a0.01 (99%) confidence interval, the results suggest that BSP has significant efficacy in de-
creasing posttraumatic stress symptoms. After the three BSP sessions, all participants were assessed with ab-
sent to mild PTSD symptoms. The effects of the treatment persisted during the short-term follow-up evaluation.

brainspotting therapy; treatment efficacy; Posttraumatic Stress Disorder (ptsd)

traumatic Stress Disorder (PTSD) [1]. The cardi-
nal symptoms of PTSD include intrusion, avoid-

Exposure to highly prevalent and potentially
traumatic situations predisposes an individual
to develop an importunate and potentially de-
bilitating psychological condition called Post-
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ance, mood and cognition changes, atypical re-
activity [2], and the disruption of psychological
states, behavioral processes, and physiologi-
cal conditions required to respond to environ-
mental demands effectively [3]. In addition, the
prolonged effect of these abnormal oscillations
in autonomic responses largely contributes to
health deterioration, which is commonly man-



The preliminary efficacy and clinical applicability of Brainspotting among Filipino women 55

ifested in brain impairments, particularly in ar-
eas that mediate alteration in memory [4,5] car-
diovascular disease [6] and other physiological
consequences [7].

Mental health surveys across 24 nations found
that some of the most prevalent traumatic events
that include PTSD risk include rape and sexual
assault [8] of which are typical of women'’s ex-
periences. Most research in posttraumatic stress
disorder (PTSD) prevalence revealed that wom-
en are reported to be diagnosed with PTSD fol-
lowing a trauma [9] experience long duration
[10] and greater PTSD symptoms [11]. Lebron-
Milad and colleagues [12] observed that wom-
en exhibit more activation in the right amygda-
la, right rostral anterior cingulate cortex (rACC),
and dorsal anterior cingulate cortex (dACC) and
greater skin conductance response [13] in the
course of fear acquisition. Their findings imply
that women learn to fear quickly, which could
be a risk factor for PTSD.

Sippel and colleagues [14] underlined that the
absence of social support after the traumatic in-
cident substantially impacts the development
and treatment outcome of PTSD. Paradoxical-
ly, throughout stress and trauma, the social en-
gagement system is predominantly disturbed,
therefore hindering a person’s capacity to expe-
rience a level of safety and, eventually, feel con-
nected [15]. Porges” polyvagal theory [16] posit-
ed that the critical elements of patient-therapist
contact and mind-body practices aimed at con-
trolling physiological state might efficiently en-
able the restoration of adaptive attachment and
social engagement. This novel paradigm empha-
sized the brain-viscera connection and clarified
the therapeutic claims of accessing or revival of
the neuropathways.

In light of this, David Grand developed Brain-
spotting (BSP), a new psychotherapy that devi-
ates from traditional behavioral models. BSP
is a technique that recognizes the relevance
and correlation of eye position to neurological
and emotional experience. Hence the founda-
tional premise of “where you look affects how
you feel” was etched. In many trauma cases,
the brain’s experiences or information that has
failed to integrate [17] is stored in the oculomo-
tor orientation called Brainspot [18]. Neurologi-
cal bases support Brainspot. Research has shown
that the attunement and focus to physical cues
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such as the minuscule movement of the eyes and
its relevant position are essential in accessing the
trauma memory [19]. The Brainspot is actually
a physiological subsystem in the body and nerv-
ous system that serves as an entry point where
trauma, emotional stress, habits, repetitive pat-
terns, sensory experiences hold emotional ex-
perience, sensory in memory form—accessing
the Brainspot recruits the superior colliculi and
brainstem to allow the activation to be processed
to integrate the unassimilated events [20]. Of all
treatment approaches, BSP is the most subcorti-
cal that anchors and recruits the brainstem com-
ponent of trauma, allowing the client to access
remotely stored traumatic memories without ag-
gravation from more cortical processes impelled
by the conventional treatments.

Grand [21] proposed the Dual Attunement
Frame, highlighting the essence of the therapist’s
attuned presence with the client. It is unique to
BSP since it attempted to use the biological and
neural workings of the client’s visual orient-
ing reflexes to go beyond relational attunement
neurologically [18]. The BSP therapist establish-
es neurological attunement to the client in a va-
riety of ways, including marking the eye posi-
tion where the client exhibits arousal and sus-
tained reflexive response (Outside Window), de-
termining the eye position through self-reported
felt sensation (Inside Window), guiding the cli-
ent to fix the eye position where they spontane-
ously gaze (Outside Window), and utilizing the
bodily felt sensation as the springboard for pro-
cessing (Body Resource). After that, the client is
encouraged to gaze on a spot or pointer while
becoming curious and observant of their emo-
tional response and inner experience over time
(focused mindfulness).

The dual attunement frame of BSP activates
regulation by assisting clients in re-consolidat-
ing traumatic energy and memory and re-es-
tablishing homeostasis. This therapeutic pro-
cessing is optimized using bilateral sound to
promote relaxation, activate the left and right
brain hemispheres, and aid emotional process-
ing [22]. Healing begins deep inside the uncon-
scious by instilling a sense of safety in the client
and facilitating caring support [15]. The success
of the treatment is deeply grounded in foster-
ing safe and compassionate relationships with
the client.
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The first results indicated that BSP was an ef-
ficient therapy for individuals with trauma ex-
posure and other anxiety-related disorders after
only three sessions [23,24]. In addition, several
systematic reviews conducted have proven the
efficacy of BSP for treating posttraumatic syn-
dromes associated with life-threatening events
[25-28]. However, the conclusions of the preced-
ing studies suggest that a well-controlled meth-
od is necessary for conducting studies on the ef-
ficacy of this PTSD treatment. Hence, it remains
to be seen if this therapy will persist in establish-
ing a solid evidence base.

Research Objectives

This current study sought to examine the pre-
liminary efficacy and clinical applicability of
Brainspotting among Filipino women with se-
vere PTSD symptoms. Specifically, it intended to
determine the significant difference among par-
ticipants’ levels of PTSD symptoms across three-
time points — pretreatment, posttreatment, and
follow-up.

METHODS

In this study, a one-group pretest-posttest with
delayed posttest quasi-experimental design
was employed to establish and determine caus-
al change among different conditions. In the
absence of an available comparison group, the
study emphasized estimating the magnitude of

treatment effect from before treatment to termi-
nation and follow-up.

Participants were screened based on the fol-
lowing criteria: existing and unremitting PTSD
diagnosis or a ‘Severe or Markedly Elevated’
overall baseline score in the CAPS-5 and PCL-
5 past month version; confinement in the treat-
ment facility for at least one month; at least 18
years old at baseline; able to comprehend ba-
sic English instructions; signed in for the study.
The following exclusion criteria were used to
limit participation in the study: active and se-
vere substance abuse before participation; high
and imminent risk of suicide at baseline; organ-
ic cognitive deficits; psychotic episode or break-
down at baseline; commitment to other manu-
alized or structured psychotherapy at baseline;
and other reasons to void participation such as
migration to another place before or during the
treatment, pregnancy, and diagnosis of severe
physical illness and cardiovascular disease that
could prevent adherence during treatment ses-
sions. Self-referrals from beyond the study’s tar-
get centers were not accepted due to the study’s
criterion and objective.

Participants were recruited at the DSWD Ma-
rillac Hills, a rehabilitation center for young
women that cater to battered/abused, sexually
exploited victims of armed conflicts or conflict
with the law. This institution houses 255 chil-
dren and adolescents.

Table 1. Profile and Trauma History of the Participants (n=13)

Demographic Profile n % Trauma History n %
Age Event (All are directly experienced)
18-24 years old 11 84.6 Sexual Assault 7 53.8
25-31 years old 1 7.7 Sexual and Physical Assault 3 23.1
32-39 years old 1 7.7 Sexual Assault with a weapon and/or homicide | 2 15.4

Severe Suffering 1 7.7
Educational Attainment
Secondary Level 5 38.5 Age Age Trauma Incurred
Vocational Course 6 46.2 8 years old 2 15.4
Tertiary Level 1 7.7 9 years old 2 15.4
Alternative Learning 1 7.7 10 years old 1 7.7
System

12 years old 2 15.4
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13 years old 4 30.8
16 years old 1 7.7
19 years old 1 7.7

There were 14 women between the ages of 18
and 39 who qualified and expressed an inter-
est in participating in the study; one withdrew
after one BSP session. The demographic profile
and trauma history of the individuals are shown
in Table 1. As shown in Table 1, most partici-
pants (11 or 84.6%) are between 18 and 24 years
old and have completed a vocational course
(6 or 46.2%). It is also worth noting that most of
them have directly suffered sexual assault (7 or
53.8%) and co-occurring physical assault (3 or
23.1%). They had all been through the traumat-
ic occurrence at a young age; four of them were
13 years old (30.8%), and two had been through
it as young as eight years old (15.4%).

ASSESSMENT

Posttraumatic Stress Disorder Checklist (PCL-5).
The PCL-5 is a self-report measure with 20 items
that gauges the presence and severity of PTSD
symptoms corresponding to the DSM-5 criteria
for PTSD, namely stressor, intrusion symptom,
avoidance, negative alteration in mood and cog-
nition, and alteration in arousal and reactivity.

This instrument is useful in screening and
quantifying PTSD symptom severity, aids in
a provisional diagnosis of PTSD, and is sensitive
to change over time. Good psychometric prop-
erties with Cronbach Alpha test coefficients of
0.95, 0.94, and 0.97 have been established in Fil-
ipino and other Asian samples [29-31]. Further-
more, this measure evinced good temporal sta-
bility (r=.88) in a one-week interval and dem-
onstrated a strong correlation (r>.75) with other
PTSD measures.32 The PCL-5 was found effi-
cient in diagnosing clinical samples with a his-
tory of vehicular accident and sexual assaults,
and has a quite good correlation with the CAPS
5 scale as the criterion.33 Overall, because the
PCL-5 has a high reputation as a standardized
instrument in PTSD assessment, PhenX PTSD
strongly recommends this instrument for trau-
ma assessments [34].

Clinician-Administered PTSD Scale for DSM-
5 (CAPS-5). The Clinician-Administered PTSD
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scale (CAPS) is the most widely used criterion
measure of PTSD and has served as the prima-
ry diagnostic measure in more than 200 empir-
ical studies on PTSD [35]. The CAPS-5 is a 30-
item semi-structured interview used to assess
PTSD symptom severity and diagnose cases of
PTSD. As reviewed by Weathers, Keane, and
Davidson,36 CAPS-5 diagnoses demonstrated
excellent reliability, yielding consistent scores
across items (k=.88), raters (k=.91), and testing
occasions (k=.83). The PCL-5 and CAPS-5 dem-
onstrated good convergent validity (r=.66) and
good value of discriminant validity with other
measures outside the main trauma symptoms
(rs =.02 to .54). The properties mentioned above
indicate that the CAPS-5 is a sound psychomet-
ric measure to assess and diagnose the severi-
ty of PTSD.

To explore Criterion A of PTSD, this study uti-
lized the latest version of PCL-5 with Life Events
Checklist 5 (LEC-5), which determines the preva-
lence of different potentially traumatic life events
and to verify both the PTSD diagnosis and severi-
ty; and past week version of PCL-5 to monitor ef-
fects of the treatment during the experimentation
phase. Using the guidelines of QUADAS-2,37 the
CAPS-5 and PCL-5 were administered within the
same time reference by a trauma-informed clini-
cian who had received online training from the
instrument’s developers.

PROCEDURE
Pre-Experimentation Phase

David Grand, the innovator of BSP, granted
permission and authorization to administer the
therapy for research purposes. The BSP com-
munity, comprising trainers and other BSP pro-
fessionals, provided further help and oversight
to the researcher. The four interventionists in-
volved in this study are licensed and interna-
tionally certified BSP practitioners of BSP Inter-
national Trainings Inc. Standard instructions
were given to them, as well as a package con-
taining all of the study materials — detailed in-
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troduction and elaborated development of BSP;
consent forms; behavioral feedback forms; is-
sues and considerations in evaluating patients
for therapy; ethical guidelines for the practice of
therapy; supervising forms; standardized meas-
ures; and debriefing forms.

Residential patients were assessed using the
PCL-5 with Life Events Checklist-5 to investi-
gate Criterion A of PTSD, such as the trauma
history, frequency, and degree of exposure. In-
dividuals with scores of ,Severe’ to ,Extreme’ on
PCL-5 (month version) and CAPS-5 (month ver-
sion) were recruited to be part of the sample.
Qualified participants were subjected to med-
ical screening and vital sign monitoring to en-
sure and monitor the clients” current health
state. The CAPS-5 (week version) and PCL-5
(week version) were used to collect data before
the testing phase or treatment administration.

Experimentation Phase

BSP treatment comprises individual weekly ses-
sions for three weeks as endorsed by the prelim-
inary efficacy study [24]. The first session was
dedicated to the orientation process comprising
pretesting and the introduction of the interven-
tion. Exploration of chief complaints and fur-
ther processing of traumatic memories were the
salient effort of the subsequent sessions. Oth-
er forms of pharmacotherapy and structured
or systematic psychotherapy were prohibited
during the study. There were no questions or
prompts that significantly burdened the par-
ticipants to disclose the intricate details of their
experiences. The treatment’s guiding philoso-
phy is to be as little intrusive as feasible. When
an adverse event transpires, the interventionists
were oriented to document the session’s obser-
vations, duration, and outcome, including the
subsequent actions or measures.

Post-Experimentation Phase

After the last BSP session, a posttest evalua-
tion was conducted using the same measures.
Heeding clinical trial professionals and health
researchers,38 the delayed posttest assessment
was conducted two weeks following the posttest

evaluation. Again, the researcher used all rea-
sonable methods and processes in coordination
with the authority to guarantee that the partic-
ipants understood the value of their inputs and
that the risk of damage was eliminated.

Data Analysis

The study’s primary outcome is the PTSD symp-
tom level measured by the different versions of
CAPS-5 and PCL-5. The CAPS-5 and PCL-5 ,pre-
vious week’ versions were used to assess the
primary outcome measure of PTSD symptoms
at three study time points: pretest, posttest, and
delayed posttest or follow-up. The main result
was self-report posttraumatic stress symptoms,
and this was analyzed using repeated-measures
ANOVA with a Greenhouse-Geisser correction
and post-hoc test with a Bonferroni correction.

Ethical Considerations

The De La Salle University Dasmarifias Ethics
Review Committee examined and approved the
current study to guarantee adherence to ethical
principles. Significant focus was placed on in-
formed consent to promote and defend ethical
concepts such as autonomy, non-maleficence,
and beneficence. The target institution and par-
ticipants gave their permission to conduct the
study. Before delivering the treatment, partici-
pants were given consent forms to ensure they
had a comprehensive knowledge of the research,
including the potential advantages and dangers.
The issue of retaining therapeutic gains was giv-
en priority because the treatment variable is re-
ducing PTSD symptoms. Therefore, the with-
drawal or reversal of treatment was unwarrant-
ed, even for brief periods, because of the severi-
ty of the disorder. Thus, the researcher ensured
that each participant received the clinical inter-
vention, from baseline to treatment. In addi-
tion, a therapeutic debriefing or desensitizing
was undertaken at any stage of the experimen-
tation procedure to avoid any future psycholog-
ical ramifications and appropriately address the
hazards of participating in a study.
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RESULTS

The result shows a difference in the levels of
PTSD symptoms measured by PCL-5 and CAPS-
5 in three-time points (see Table 2). The par-
ticipants’ total scores on the posttest and de-
layed posttest are lower when compared to
the baseline scores. Fine-grained analysis
through the use of repeated measures ANOVA
with Greenhouse-Geisser corrections revealed
that the differences are statistically signifi-
cant [FPCL(1.289,15.469)=295.783,p-value=.000;
FCAP(1.247,14.961) = 929.827, p-value=0.000],

with a large effect size (Np2=.961; 987). Post hoc
tests using the Bonferroni correction (see Table
3) revealed that the PCL-5 scores significant-
ly decreased (66.00+8.39 vs. 13.23+9.63; p-val-
ue=0.000) after the BSP sessions. A slight reduc-
tion can also be noted two weeks after the thera-
py (13.23+9.63 vs. 6.69+6.90, p-value=0.002). Sim-
ilar results were found for the overall score of
CAPS-5. The scores were reduced to a great ex-
tent after the sessions (67.00+£5.63 vs. 7.08+5.48,
p-value=0.000), and a minimal decline was meas-
ured during the delayed posttest (7.08+5.48 vs.
3.69+4.05, p-value=0.003).

Table 2. Means, Standard Deviations, and rANOVA results for PTSD Measures at three-time points (n=13)

Measures Baseline Post-test Delayed Within-subjects Effects
Post-test

M SD SD M SD SS F ES
PCL-5
Intrusion 17.15 2.76 2.77 2.83 1.92 2.29 1904.974 | 213.591* | .947
Avoidance 7.08 1.12 2.00 .04 1.38 1.26 253.744 87.189* 879
Alteration 23.31 3.75 4.85 3.76 2.15 2.70 3447436 | 171.492* | 935
Hyperarousal 18.46 2.70 3.62 3.31 1.23 1.64 2266.308 | 166.139* | .933
Total 66.00 8.39 13.23 9.63 6.69 6.90 | 27493.897 | 295.783* | .961
CAPS-5
Intrusion 16.85 258 1.46 1.66 0.92 1.50 2125590 | 345.889* | .966
Avoidance 6.77 0.93 1.38 2.14 0.46 0.78 301.744 73.018* 859
Alteration 22.92 243 2.46 2.60 1.08 1.32 3890.667 | 473.189* | .975
Hyperarousal 20.46 2.30 1.77 217 1.23 1.64 3117.897 | 566.011* 979
Total 67.00 5.63 7.08 5.48 3.69 405 | 32977.077 | 929.827* | .987

*significant at 0.01 level

Further analysis of the data shows that signif-
icant differences can be noted in all clusters of
PCL-5 and CAPS 5 (F=87.189 to 566.011; p-val-
ue<0.01), with large effect sizes (np2=.859 to 979).
Nevertheless, post hoc analysis using the Bon-
ferroni correction indicated that the difference
is significant on all clusters between the base-

line and posttest scores and the baseline and de-
layed posttest (Table 3). A significant decrease in
scores between the posttest and delayed post-
test can only be noted in Negative Alteration
of mood/cognition (4.85+3.76 vs. 2.15+2.70) and
Hyperarousal (3.62+3.31 vs. 1.23+1.64).

Table 3. Pairwise Comparison of PTSD Scores between the time points

Measures Baseline vs. Post-Test Baseline vs. Delayed Post-test | Post-test vs. Delayed Post-test
Mean Difference p-value Mean Difference p-value Mean Difference p-value

PCL-5

Intrusion 14.385* 0.000 15.231* 0.000 846 502
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Avoidance 5.077* 0.000 5.692** 0.000 615 539
Alteration 18.462** 0.000 21.154* 0.000 2.692* .026
Hyperarousal 14.846™ 0.000 17.231* 0.000 2.385* .028
Total 52.769** 0.000 59.308** 0.000 6.538™ .002
CAPS-5

Intrusion 15.385* 0.000 15.923** 0.000 538 .393
Avoidance 5.385" 0.000 6.308* 0.000 923 246
Alteration 20.462* 0.000 21.846™ 0.000 1.385 .089
Hyperarousal 18.692** 0.000 19.231* 0.000 538 1.000
Total 59.923* 0.000 63.308* 0.000 3.385™ .003

**significant at 0.01 level; *significant at 0.05 level

As a whole, the null hypothesis was not ac-
cepted. The findings of this study suggested that
the three sessions of BSP applied to women have
significant efficacy to address their posttraumat-
ic stress symptoms. From severe PTSD diagno-
ses, all participants were assessed with an ab-
sent to mild PTSD after the session. This result
corroborates the substantiated literature on the
ability of BSP in the rapid discharge of trauma
sequelae and the facilitation of homeostasis.

DISCUSSION

The baseline characteristics of the participants
were described by the overall markedly elevat-
ed scores from the standardized measures. Close
examination of clinical data revealed that the
participants scored the highest in negative al-
teration of mood and cognition and hyperarous-
al symptoms. Similarly, Hu and colleagues [10]
observed that female victims are likely to exhibit
self-blame and hold negative views about them-
selves and the world, which have been deemed
strong predictors for PTSD symptoms [39]. Fur-
ther studies found that women have a high in-
clination to experience chronic symptoms of re-
experiencing, avoidance, and hyperarousal [11].
Before treatment, the participants have chroni-
cally endured disrupted autonomic regulation,
which involves an extreme emotional response
to intrusive memories and reminders of the trau-
ma, alterations in arousal and reactivity, chronic
sleep disturbance, and decreased appetite. These
core PTSD manifestations were also described
in Williamson and colleagues’” study, [3] which
addressed the poor health consequences of dis-

ruption of brain networks, notably the periph-
eral nervous system.

After three sessions of BSP, these PTSD cardinal
symptoms were dramatically reduced. The large
effects (Np2=.859 to .979) and overall improve-
ment from mild to absent PTSD symptoms were
achieved. The same findings were derived from
the preliminary studies on BSP efficacy for treat-
ing individuals with trauma and anxiety-related
disorders [24-26]. Moreover, the detailed analy-
sis of the clinical data revealed that the subjects
continued to recover two weeks after finishing
the treatment. The participants” scores were re-
duced to a minimal decline, suggesting a posi-
tive short-term impact of the treatment. Some of
the few rigorous studies that have been conduct-
ed also demonstrated similar findings indicating
discharge of trauma sequelae manifested by ame-
lioration of intrusion, low level of subjective units
of distress, regulated sensorimotor reactions de-
spite the reemergence of previously emotionally-
evoking memory [28]. Also, Hildebrand et al. [26]
compared the efficacy of BSP to other established
brain-based therapy like EMDR among 76 adults
seeking afflicted with trauma. The participants
in both conditions reported a significant reduc-
tion in PTSD symptoms after three one-hour ses-
sions of either EMDR or BSP. The results indicat-
ed that the former could be a practical alternative
approach for clients with PTSD. Albeit only short-
term effects of BSP were examined in this study,
there was available evidence from prior studies
that demonstrated the relative stability of PTSD
over six months after the treatment.

The therapy strategy adopted by BSP in this
study was heavily focused on resource orienta-
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tion and instilling a sense of safety in the pa-
tients. The participants endorsed responses in-
dicating a strong preference to the BSP meth-
ods, which they commonly described as mo-
tivational but non-invasive in approach. This
method was consistent with Herman’s funda-
mental idea of trauma-informed care [40]. Per-
sonal control, she argues, is another aspect of
safety that can be achieved by allowing the client
to make decisions without being forced by oth-
ers. This idea was realized through BSP’s phil-
osophical approach, which entails following or
tracking the client throughout the process with-
out inquiry or expectation. It is based on the “no
assumptions model” or phenomenology (“ob-
serve everything, assume nothing”) and it is en-
hanced further by slower eye movements and
gentler bilateral auditory stimulation, as dem-
onstrated in clinical situations by Amano and
Toichi [22] to improve comfortable feelings and
resource development. These strategies, notably
resource orientation and bilateral stimulation,
were validated by the participants to be mean-
ingful to their inner neurological and emotional
experiences during therapy.

Strengths

The current study has vital strengths as it meets
four of seven gold standards for a treatment-out-
come study, [41] including clearly defined symp-
toms; reliable, valid measures; trained assessors;
manualized, replicable, specific treatment pro-
gram; and treatment adherence. The absence of
the controlled group was compensated by de-
riving baseline data using self-report measures
and gold-standard structured interviews such
as the CAPS-5 as suggested by Weathers et al.,
[35] which is also capable of improving differen-
tial diagnosis in line with the recent clinical ad-
vice. [42]. The assessment and detection of PTSD
were even improved through guided interviews
that deliberately explored the pretreatment con-
dition of the participants to verify and support
the symptomatology. Most importantly, the pre-
sent study is the preliminary basis of the effec-
tiveness of BSP for clients with severe PTSD in
the country.
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LIMITATIONS

The major limitation of this paper is the absence
of a control group and randomized assignment
due to ethical issues that the true experiment en-
tails in psychotherapy research. It can be argued
that such experimental conditions can only add
little value to the findings and is ethically ques-
tionable. Despite the significant results of this
study, preliminary conclusions on the benefits
of BSP can only be stated due to the relatively
small sample size. Also, generalization to oth-
er genders, types of trauma, such as natural dis-
asters, exposure to warfare, and the likes, can
only be done limitedly due to the small number
of cases under observation in this study. Since
this is a preliminary study in the country which
has to be evaluated only at clients with a consid-
erable level of PTSD symptoms, all clients who
did not manifest markedly elevated PTSD symp-
toms were not considered in the study. Blind or
independent assessors did not carry out assess-
ments due to the demands of the instruments
and the lack of competent and trained profes-
sionals within the target center.

CONCLUSION

The results of this preliminary study suggest-
ed BSP therapy applied to women has signif-
icant efficacy in decreasing PTSD symptoms.
While the current study was unable to con-
trol for important confounding variables suffi-
ciently, it can be said that including the baseline
provides information about what the outcome
would have been had the intervention not oc-
curred. These women who incurred severe inter-
personal trauma have been suffering markedly
elevated PTSD symptoms at the baseline. They
have never taken any psychotropic medication,
and neither have they undergone any structured
psychotherapy prior to the study. Following the
three BSP sessions, all participants were evalu-
ated for absent to mild PTSD symptoms. Nota-
bly, even after the intervention phases, the treat-
ment resulted in sustained decreases in symp-
toms, demonstrating its efficacy in the discharge
of trauma sequelae and facilitating homeostasis.
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Recommendations

This preliminary study on a neurophysiological-
based approach to treating PTSD promised fa-
vorable results. Thus, it is convincing to consider
structuring future programs that cater to a broad
spectrum, a more significant number, and more
diverse individuals. Additional controls for BSP
treatment fidelity, such as independent evalua-
tors, may be included in future research. Like-
wise, future studies should include follow-up
data to obtain knowledge about the mainte-
nance of treatment effects. Furthermore, to ful-
ly disclose the neurobiological bases of BSP, a re-
search method that involves EEG and brain im-
aging could help frame the specific activations
associated with the therapeutic actions typical
of BSP protocol.

It is of utmost importance that future studies
involving BSP shall employ BSP practitioners
who have the same or better credentials in psy-
chotrauma management to ensure the safety of
the participants and the quality of the treatment.
Noteworthy, while this is one among many non-
traditional treatments that have been deemed
efficient, the gap in the numbers of profession-
als and clinicians that are competent to provide
such modalities should be bridged by capacitat-
ing them through training and further investiga-
tion into other similar approaches and investing
resources for those that will prove efficacious.

Disclosure

No conflicts of interest declared concerning the publication
of this article.

REFERENCES

1. McLaughlin KA, Koenen KC, Hill ED, Petukhova M, Sampson
NA, Zaslavsky AM, Kessler RC. Trauma exposure and post-
traumatic stress disorder in a national sample of adolescents.
J Am Acad Child Adolesc Psychiatry. 2013 Aug;52(8):815-
830.e14. doi: 10.1016/j.jaac.2013.05.011. Epub 2013 Jun
25. PMID: 23880492; PMCID: PMC3724231.

2. Gupta MA. Review of somatic symptoms in posttraumatic
stress disorder. Int Rev Psychiatry. 2013 Feb;25(1):86-99.
doi: 10.3109/09540261.2012.736367. PMID: 23383670.

3. Williamson JB, Porges EC, Lamb DG, Porges SW. Maladap-
tive autonomic regulation in PTSD accelerates physiological
aging. Front Psychol. 2015 Jan 21;5:1571. doi: 10.3389/fp-
syg.2014.01571. PMID: 25653631; PMCID: PMC4300857.

4. Hughes KC, Shin LM. Functional neuroimaging studies of
posttraumatic stress disorder. Expert Rev Neurother. 2011

10.

1.

12.

13.

Feb;11(2):275-85. doi: 10.1586/er.10.198. PMID: 21306214;
PMCID: PMC3142267.

JE, Nemeroff CB. Post-traumatic stress disorder: the neurobi-
ological impact of psychological trauma. Dialogues Clin Neu-
rosci. 2011;13(3):263-78. doi: 10.31887/DCNS.2011.13.2/
jsherin. PMID: 22034143; PMCID: PMC3182008.

Jordan HT, Stellman SD, Morabia A, Miller-Archie SA, Alp-
er H, Laskaris Z, Brackbill RM, Cone JE. Cardiovascular
disease hospitalizations in relation to exposure to the Sep-
tember 11, 2001 World Trade Center disaster and post-
traumatic stress disorder. J Am Heart Assoc. 2013 Oct
24;2(5):e000431. doi: 10.1161/JAHA.113.000431. PMID:
24157650; PMCID: PMC3835258.

Glaesmer H, Braehler E, Riedel-Heller SG, Freyberg-
er HJ, Kuwert P. The association of traumatic experienc-
es and posttraumatic stress disorder with health care uti-
lization in the elderly — a German population based study.
Gen Hosp Psychiatry. 2011 Mar-Apr;33(2):177-84. doi:
10.1016/j.genhosppsych.2010.12.006. Epub 2011 Jan 31.
PMID: 21596211.

Kessler RC, Aguilar-Gaxiola S, Alonso J, Benjet C, Bromet
EJ, Cardoso G, Degenhardt L, de Girolamo G, Dinolova RV,
Ferry F, Florescu S, Gureje O, Haro JM, Huang Y, Karam EG,
Kawakami N, Lee S, Lepine JP, Levinson D, Navarro-Mateu F,
Pennell BE, Piazza M, Posada-Villa J, Scott KM, Stein DJ, Ten
Have M, Torres Y, Viana MC, Petukhova MV, Sampson NA, Za-
slavsky AM, Koenen KC. Trauma and PTSD in the WHO World
Mental Health Surveys. Eur J Psychotraumatol. 2017 Oct
27;8(sup5):1353383. doi: 10.1080/20008198.2017.1353383.
PMID: 29075426; PMCID: PMC5632781.

Haskell SG, Gordon KS, Mattocks K, Duggal M, Erdos J,
Justice A, Brandt CA. Gender differences in rates of depres-
sion, PTSD, pain, obesity, and military sexual trauma among
Connecticut War Veterans of Iraq and Afghanistan. J Wom-
ens Health (Larchmt). 2010 Feb;19(2):267-71. doi: 10.1089/
jwh.2008.1262. PMID: 20109115; PMCID: PMC3052274.

Hu JC, Feng B, Zhu Y, Wang W, Xie J, Zheng X. Gender
Differences in PTSD: Susceptibility and Resilience. 2017.
10.5772/65287.

Ditlevsen DN, EIklit A. The combined effect of gender and
age on post traumatic stress disorder: do men and women
show differences in the lifespan distribution of the disorder?
Ann Gen Psychiatry. 2010 Jul 21;9:32. doi: 10.1186/1744-
859X-9-32. PMID: 20663164; PMCID: PMC2917414.

Lebron-Milad K, Abbs B, Milad MR, Linnman C, Rouge-
mount-Blicking A, Zeidan MA, Holt DJ, Goldstein JM. Sex
differences in the neurobiology of fear conditioning and ex-
tinction: a preliminary fMRI study of shared sex differences
with stress-arousal circuitry. Biol Mood Anxiety Disord. 2012
Apr 16;2:7. doi: 10.1186/2045-5380-2-7. PMID: 22738021;
PMCID: PMC3416700.

Inslicht SS, Metzler TJ, Garcia NM, Pineles SL, Milad MR,
Orr SP, Marmar CR, Neylan TC. Sex differences in fear con-

Archives of Psychiatry and Psychotherapy, 2022; 1: 54-64



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Archives of Psychiatry and Psychotherapy, 2022; 1: 54—64

The preliminary efficacy and clinical applicability of Brainspotting among Filipino women 63

ditioning in posttraumatic stress disorder. J Psychiatr Res.
2013 Jan;47(1):64-71. doi: 10.1016/j.jpsychires.2012.08.027.
Epub 2012 Oct 26. PMID: 23107307; PMCID: PMC3806498.

Sippel LM, Pietrzak RH, Chamey DS, Mayes LC, Southwick
SM. How does social support enhance resilience in the trau-
ma-exposed individual? Ecology and Society. 2015. http:/
dx.doi.org/10.5751/ES-07832-200410. 20(4):10.

Geller S, Porges S. Therapeutic presence: Neurophysiologi-
cal mechanisms mediating feeling safe in therapeutic relation-
ships. Journal of Psychotherapy Integration 24.2014. 178-192.

Cherland E. The Polyvagal Theory: Neurophysiological
Foundations of Emotions, Attachment, Communication,
Self-Regulation. J Can Acad Child Adolesc Psychiatry. 2012
Nov;21(4):313-4. PMCID: PMC3490536.

Corrigan FM, Hull AM. Recognition of the neurobiological in-
sults imposed by complex trauma and the implications for
psychotherapeutic interventions. BJPsych Bulletin. 2015.
http://dx.doi.org/10.1192/pb.bp.114.047134. 39(2), 79-86.

Corrigan F, Grand D. Brainspotting: Recruiting the midbrain
for accessing and healing sensorimotor memories of traumat-
ic activation. Medical Hypotheses. 2013. 80 759-766

Macknik SL, Martinez-Conde S. The role of feedback in
visual masking and visual processing. Adv Cogn Psychol.
2008 Jul 15;3(1-2):125-52. doi: 10.2478/v10053-008-0020-
5. PMID: 20517504; PMCID: PMC2864985.

Steuwe C, Daniels JK, Frewen PA, Densmore M, Pannasch
S, Beblo T, Reiss J, Lanius RA. Effect of direct eye contact in
PTSD related to interpersonal trauma: an fMRI study of acti-
vation of an innate alarm system. Soc Cogn Affect Neurosci.
2014 Jan;9(1):88-97. doi: 10.1093/scan/nss105. Epub 2012
Sep 13. PMID: 22977200; PMCID: PMC3871730.

Grand D. Brainspotting Phase One Training Manual. 2009.
Unpublished manuscript.

Amano T, Toichi M. The Role of Alternating Bilateral Stimu-
lation in Establishing Positive Cognition in EMDR Therapy:
A Multi-Channel Near-Infrared Spectroscopy Study. PLoS
One. 2016 Oct 12;11(10):0162735. doi: 10.1371/journal.
pone.0162735. PMID: 27732592; PMCID: PMC5061320.

Anderegg J. Effective treatments for generalized anxiety dis-
order. 2015. Unpublished manuscript

Hildebrand A, Grand D, Stemmler M. The efficacy of Brains-
potting — a new therapy approach for the treatment of Post-
traumatic Stress Disorder]. Trauma — Zeitschrift fir Psy-
chotraumatologie und ihre Anwendungen, 2015.13(1), 84-92.

Hildebrand A, Grand D, Stemmler M. A preliminary study of
the efficacy of Brainspotting— a new therapy for the treatment
of Posttraumatic Stress Disorder. Journal for Psychotrauma-
tology, Psychotherapy Science and Psychological Medicine.
2014. http://dx.doi.org/10.6092/2282-1619/2017.5.1376

Hildebrand A, Grand D, Stemmler M. Brainspotting — the effi-
cacy of a new therapy approach for the treatment of posttrau-
matic stress disorder in comparison to eye movement desen-

27.

28.

29.

30.

31.

32.

33.

34.

35.

sitization and reprocessing. Mediterranean. Journal of Clin-
ical Psychology. 2017. MJCP. ISSN: 2282-1619. VOL 5 N.1

Mattos P, Fiks JP, Mello MF. Persistent genital arousal dis-
order as a dissociative trauma related condition treated with
brainspotting — a successful case report. Journal of Sexual
Medicine. 2015. 12:345-345

Masson J, Bernoussi A, Moukouta CS. Brainspotting ther-
apy: About a Bataclan victim. Global Journal of Health Sci-
ence. 2017. Vol. 9, No. 7

Hall BJ, Yip PSY, Garabiles MR, Lao CK, Chan EWW, Marx
BP. Psychometric validation of the PTSD Checklist-5 among
female Filipino migrant workers. Eur J Psychotraumatol. 2019
Feb 4;10(1):1571378. doi: 10.1080/20008198.2019.1571378.
PMID: 30774783; PMCID: PMC6366408..

lto M, Takebayashi Y, Suzuki Y, Horikoshi M. Posttraumat-
ic stress disorder checklist for DSM-5: Psychometric prop-
erties in a Japanese population. J Affect Disord. 2019 Mar
15;247:11-19. doi: 10.1016/j.jad.2018.12.086. Epub 2018
Dec 26. Erratum in: J Affect Disord. 2020 Jan 1;260:745.
PMID: 30640025.

Garabiles MR, Lao CK, Yip P, Chan EWW, Mordeno |, Hall
BJ. Psychometric Validation of PHQ-9 and GAD-7 in Fili-
pino Migrant Domestic Workers in Macao (SAR), Chi-
na. J Pers Assess. 2020 Nov-Dec;102(6):833-844. doi:
10.1080/00223891.2019.1644343. Epub 2019 Jul 30. PMID:
31361153.

Ruggiero KJ, Del Ben K, Scotti JR, Rabalais AE. Psy-
chometric properties of the PTSD Checklist-Civilian Ver-
sion. J Trauma Stress. 2003 Oct;16(5):495-502. doi:
10.1023/A:1025714729117. PMID: 14584634.

Blevins CA, Weathers FW, Davis MT, Witte TK, Domino
JL. The Posttraumatic Stress Disorder Checklist for DSM-
5 (PCL-5): Development and Initial Psychometric Evalua-
tion. J Trauma Stress. 2015 Dec;28(6):489-98. doi: 10.1002/
jts.22059. Epub 2015 Nov 25. PMID: 26606250.

Hamilton CM, Strader LC, Pratt JG, Maiese D, Hendershot
T, Kwok RK, Hammond JA, Huggins W, Jackman D, Pan H,
Nettles DS, Beaty TH, Farrer LA, Kraft P, Marazita ML, Ordo-
vas JM, Pato CN, Spitz MR, Wagener D, Williams M, Junkins
HA, Harlan WR, Ramos EM, Haines J. The PhenX Toolkit:
get the most from your measures. Am J Epidemiol. 2011 Aug
1;174(3):253-60. doi: 10.1093/aje/kwr193. Epub 2011 Jul 11.
PMID: 21749974; PMCID: PMC3141081.

Weathers FW, Bovin MJ, Lee DJ, Sloan DM, Schnurr PP,
Kaloupek DG, Keane TM, Marx BP. The Clinician-Adminis-
tered PTSD Scale for DSM-5 (CAPS-5): Development and
initial psychometric evaluation in military veterans. Psychol
Assess. 2018 Mar;30(3):383-395. doi: 10.1037/pas0000486.
Epub 2017 May 11. PMID: 28493729; PMCID: PMC5805662.

. Weathers FW, Keane TM, Davidson JR. Clinician-adminis-

tered PTSD scale: a review of the first ten years of research.
Depress Anxiety. 2001;13(3):132-56. doi: 10.1002/da.1029.
PMID: 11387733.



64

37.

38.

39.

Teofilo Oca Palsimon Jr.

Whiting PF, Rutjes AW, Westwood ME, Mallett S, Deeks JJ,
Reitsma JB, Leeflang MM, Sterne JA, Bossuyt PM; QUA-
DAS-2 Group. QUADAS-2: a revised tool for the quality as-
sessment of diagnostic accuracy studies. Ann Intern Med.
2011 Oct 18;155(8):529-36. doi: 10.7326/0003-4819-155-8-
201110180-00009. PMID: 22007046.

Deyo RA, Diehr P, Patrick DL. Reproducibility and re-
sponsiveness of health status measures. Statis-
tics and strategies for evaluation. Control Clin Trials.
1991 Aug;12(4 Suppl):142S-158S. doi: 10.1016/s0197-
2456(05)80019-4. PMID: 1663851.

Cromer LD, Smyth J. Making meaning of trauma: trauma
exposure doesn't tell the whole story. Journal of Contempo-

40.

41.

42.

rary Psychotherapy. 2009. DOI: 10.1007/s10879-009-9130-
8 40(2):65-72 .

Herman JL. Trauma and recovery. New York: BasicBooks.
1997

Handbook of PTSD: Science and Practice. Am J Psy-
chiatry. 2008 Mar 1;165(3):404-405. doi: 10.1176/appi.
ajp.2007.07121921. PMID: 22706560.

Kangas M. DSM-5 Trauma and Stress-Related Disorders:
Implications for Screening for Cancer-Related Stress. Front
Psychiatry. 2013 Oct 2;4:122. doi: 10.3389/fpsyt.2013.00122.
PMID: 24106482; PMCID: PMC3788331.

Archives of Psychiatry and Psychotherapy, 2022; 1: 54-64



