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Abstract

Dissociation, developmental trauma, complex post-traumatic stress disorder (CPTSD), and post-
traumatic stress disorder (PTSD) remain challenging to treat, particularly among individuals with
early-onset trauma and high dissociative symptoms. Standard trauma-focused treatments,
including cognitive processing therapy (CPT), prolonged exposure (PE), and eye movement
desensitization and reprocessing (EMDR), demonstrate robust efficacy for many trauma-exposed
adults; however, outcomes are often less favorable for individuals with extensive developmental
trauma, high dissociation, and complex symptom presentations.

Quantum Therapeutix (QT) is a two-phase, mechanism-based trauma modality designed to
identify, process, and integrate dissociated trauma fragments encoded within implicit memory
networks, particularly those arising in perceptual disembodiment or out-of-body—type states
during childhood trauma. QT uses guided visualization, somatic stabilization, and integrative
psychotherapeutic techniques to re-access trauma from its original vantage point while
maintaining adult-state orientation, followed by a phase of post-processing growth and system
reorganization.

This pilot study evaluated the preliminary effectiveness of QT among 10 adults with extensive
trauma histories who received twice-weekly telehealth sessions over 3—5 months. Participants
completed the Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) and the Patient
Health Questionnaire—9 (PHQ-9) at intake and posttreatment. Paired-samples t-tests indicated
significant reductions in PTSD symptoms, t(9) =4.03, p =.003, d = 1.27, and depressive
symptoms, t(8) = 3.90, p = .005, d = 1.30, with large effect sizes and no reported adverse events.
Clinically, participants exhibited decreases in dissociation, intrusive memories, hypervigilance,
and emotional reactivity, along with improved emotion regulation and functional stability.

These preliminary findings suggest that Quantum Therapeutix may be a promising adjunctive,
mechanism-based modality for individuals with dissociation, developmental trauma, CPTSD,
and PTSD. Rigorous controlled trials with larger, more diverse samples and dissociation-specific
measures are needed to establish efficacy, clarify mechanisms of action, and determine QT’s
place within the broader evidence-based trauma-treatment landscape.
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Introduction

Dissociation, complex post-traumatic stress disorder (CPTSD), and post-traumatic stress disorder
(PTSD) are trauma-related conditions associated with substantial psychiatric morbidity,
functional impairment, and treatment complexity. PTSD is characterized by intrusive memories,
avoidance, negative alterations in cognitions and mood, and hyperarousal, whereas CPTSD
includes additional disturbances in self-organization, affect dysregulation, negative self-concept,
and relational difficulties, often after repeated or prolonged trauma exposure (Ahn et al., 2025;
Maercker et al., 2022). These conditions are particularly challenging when rooted in early
developmental trauma and accompanied by high levels of dissociation.

Current Evidence-Based Treatments and Limitations

Clinical guidelines consistently recommend trauma-focused psychotherapies—such as cognitive
processing therapy (CPT), prolonged exposure (PE), and eye movement desensitization and
reprocessing (EMDR)—as first-line treatments for PTSD and CPTSD (Bohus et al., 2020;
Schnurr et al., 2024). Meta-analyses and systematic reviews support their efficacy in reducing
symptom severity and improving functional outcomes across a range of trauma populations
(Karatzias et al., 2019; Coventry et al., 2020; Niemeyer et al., 2022).

For individuals with complex trauma histories and dissociation, multicomponent and phase-
based interventions are often recommended. Approaches such as Skills Training in Affect and
Interpersonal Regulation (STAIR) combined with narrative therapy, Dialectical Behavior
Therapy for PTSD (DBT-PTSD), and other staged models target emotion regulation,
interpersonal functioning, and stabilization before intensive trauma processing (Bohus et al.,
2020; Karatzias et al., 2019; Sele et al., 2023). These treatments demonstrate advantages over
supportive counseling and can improve retention and outcomes for high-risk populations
(Bremer et al., 2023; Melton et al., 2020).

However, even with these advances, important limitations persist. Clients with severe
dissociation and developmental trauma often require prolonged stabilization, experience looping
or impasses in therapy, or show attenuated response compared with those with single-incident or
adult-onset trauma (Melegkovits et al., 2022; van de Kamp et al., 2023). Pharmacological
treatments, such as selective serotonin reuptake inhibitors (SSRIs), provide modest benefit and
have limited impact on dissociative phenomena (Coventry et al., 2020; Sartor et al., 2023). These
limitations underscore the need for novel, adjunctive modalities that are specifically designed to
engage dissociative processes and developmental trauma mechanisms.

Developmental Trauma and Perceptual Disembodiment

Children are uniquely vulnerable to perceptual disintegration when overwhelmed by threat.
Clinical and research literature has long noted that children often describe traumatic experiences
from an external vantage point—“floating,” “watching from above,” or “seeing myself over
there”—reflecting dissociative out-of-body—type experiences (Terr, 1991; Putnam, 1997). These
phenomena are linked to immaturities in neural systems that govern self-location, body



ownership, multisensory integration, and interoception, including the temporo-parietal junction
(TPJ), insula, and related networks (Blanke & Arzy, 2005; Moriguchi & Shinohara, 2019).

Neuroimaging and clinical neurology studies show that disturbances in TPJ integration can
produce autoscopic experiences and out-of-body perceptions even in adults (Blanke et al., 2002;
Brugger et al., 1997). In childhood, when self-model systems are still developing and highly
plastic, extreme stress can more readily induce such states, creating conditions in which the child
experiences trauma as disembodied or externally located.

Implicit Encoding of Trauma and Fragmented Self-States

Early trauma exposure occurs during a developmental period in which episodic and
autobiographical memory systems are not yet fully formed. As a result, traumatic experiences are
often encoded primarily in implicit memory systems—sensory-perceptual, emotional, and
somatic networks mediated by limbic and brainstem structures (Perry, 1997; Teicher et al.,
2003). The dual representation theory and structural dissociation models propose that trauma is
stored in distinct, state-dependent representations or “fragments” that preserve the age, vantage
point, emotional state, and survival-based interpretations active at the time of the event (Brewin
et al., 1996; Nijenhuis et al., 2004).

In adulthood, these trauma-linked self-states may be reactivated by triggers, leading to
dissociation, emotional flooding, intrusive imagery, somatic distress, or abrupt shifts into
childlike modes of perception and behavior. Such fragments can remain poorly integrated with
autobiographical memory, rendering them only partially accessible to adult-state narrative
processing and traditional cognitive interventions.

Limitations of Adult-State Trauma Therapies for Developmental Trauma

Standard trauma treatments typically rely on the client’s ability to remain anchored in adult-state
consciousness, narrate traumatic events, and engage in cognitive restructuring or exposure-based
techniques. However, when trauma is encoded in dissociated childhood states and implicit
memory systems, adult-state cognitive engagement alone may be insufficient to access and
reorganize these underlying fragments (van der Kolk, 1994; Brand et al., 2012; Paulsen, 2009).

EMDR and related approaches assume the capacity for dual attention; this capacity may collapse
when dissociative fragments dominate consciousness. Exposure-based therapies depend on the
presence of coherent narrative memory, which may not exist for early developmental trauma.
Consequently, therapists often prolong stabilization phases, sometimes for months or years,
without fully resolving the underlying trauma networks (Melton et al., 2020; Hase et al., 2017).

These challenges highlight the need for modalities that can:

1. Intentionally access trauma at the developmental and perceptual vantage point in which it
was encoded, and

2. Do so while preserving adult-state orientation and safety, allowing for integration rather
than further fragmentation.



Quantum Therapeutix: Theoretical Framework and Mechanism of Action

Quantum Therapeutix (QT) is a two-phase, multicomponent trauma-processing modality
designed to address dissociation, developmental trauma, CPTSD, and PTSD by engaging
implicit memory networks and dissociated trauma fragments (Doyen, 2025). QT conceptualizes
traumatic experiences as creating “fragments” of the self that are encapsulated at specific ages
and vantage points, often in states of perceptual disembodiment. These fragments are believed to
reside in implicit limbic systems and to reactivate during triggers, driving dissociative episodes
and disproportionate emotional responses.

QT’s theoretical framework integrates three converging domains:

1. Implicit Memory in Developmental Trauma. Early trauma is stored predominantly in
implicit memory systems, including amygdala-based emotional learning, sensory-
perceptual encoding, and brainstem-mediated survival responses (Perry, 1997; Teicher et
al., 2003). QT seeks to directly activate and reorganize these state-bound fragments by
locating trauma in the original developmental and perceptual conditions of encoding.

2. Dissociation and Altered Self-Location. Building on research showing that TPJ
disruptions can induce out-of-body experiences and altered self-location (Blanke & Arzy,
2005; Blanke et al., 2002), QT incorporates structured visualization to guide clients back
into the vantage point from which trauma was experienced. Crucially, this occurs while
the client remains oriented as an adult, allowing both the fragment and the adult self to be
present in a controlled, therapeutic context.

3. Emotional Memory Reconsolidation. Reconsolidation research indicates that once
emotional memories are reactivated, they can be modified or “rewritten” when
mismatched with new, corrective emotional and cognitive input (Alberini & LeDoux,
2013; Ecker et al., 2012; Lane et al., 2015). QT operationalizes this mechanism by
reactivating trauma fragments guided by implicit memory, anchoring adult-state
presence, introducing new meaning and somatic regulation, and then integrating the
fragment into the client’s present-day self.

Description of the Quantum Therapeutix Protocol
QT is delivered in two major phases.

Phase One: Trauma Fragment Access, Processing, and Integration.
Phase one focuses on identifying, accessing, and integrating dissociated trauma fragments. Core
techniques include:

e Guided visualization that facilitates re-entry into the original perceptual vantage point of
the trauma (e.g., out-of-body or external observer states).

o Somatic and grounding strategies to stabilize adult-state cognition and maintain dual
awareness.

e Activation of implicit limbic memory networks associated with the fragment.

e Reframing of trauma-linked beliefs, meaning systems, and survival interpretations.



e Mind-body integration techniques, including breathwork, body awareness, and anchored
positive affect.

o Integrative visualization in which the fragment is welcomed, updated, and invited into
present-time selthood.

During this phase, the modality aims to neutralize dissociation, stabilize traumatic memories, and
reassign protective functions from the fragment to the adult self.

Phase Two: Post-Processing Growth and System Reorganization.

Once dissociation decreases and fragmentation resolves, the second phase emphasizes rebuilding
life from a foundation of stability rather than trauma-based survival. Clinical work in this phase
targets:

o Emotional regulation and distress tolerance,

e Somatic embodiment and interoceptive awareness,
e Behavioral stabilization and habit formation,

o Identity coherence and self-compassion,

o Relational repair and healthy boundaries, and

e Long-term functional resilience.

The Present Study

The present pilot study represents an initial empirical evaluation of Quantum Therapeutix as a
mechanism-based modality for dissociation, developmental trauma, CPTSD, and PTSD. Using a
one-group pre—post quasi-experimental design, the study examined whether participation in QT
was associated with reductions in PTSD and depressive symptoms among adults with extensive
trauma histories. It was hypothesized that:

1. PCL-5 scores would significantly decrease from pre- to posttreatment, reflecting
reductions in PTSD symptoms; and

2. PHQ-9 scores would significantly decrease from pre- to posttreatment, reflecting
improvements in depressive symptoms.

Method

Participants

Ten adult participants (2 male, 8 female) were recruited from an outpatient psychiatric practice.
All participants reported extensive trauma histories, including developmental and relational
trauma, and met DSM-5 criteria for PTSD or CPTSD based on clinical evaluation.

The mean age of the sample was 43.20 years (SD = 12.15). Inclusion criteria consisted of: (a)
age 18 or older, (b) history of significant trauma exposure, (¢) clinically significant PTSD
symptoms, and (d) capacity to participate in telehealth psychotherapy. Exclusion criteria



included acute psychosis, active mania, or current substance intoxication that would preclude
safe engagement in trauma-focused work.

Measures

Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5).

The PCL-5 is a 20-item self-report measure assessing PTSD symptoms corresponding to DSM-5
criteria. [tems are scored on a 0—4 Likert scale, yielding total scores from 0 to 80, with higher
scores indicating greater symptom severity. The PCL-5 demonstrates excellent internal
consistency (a = .90-.95), strong test—retest reliability, and robust convergent validity with
clinician-administered measures such as the Clinician-Administered PTSD Scale for DSM-5
(CAPS-5; Blevins et al., 2015; Weathers et al., 2018).

Patient Health Questionnaire-9 (PHQ-9).

The PHQ-9 is a widely used 9-item self-report instrument measuring depressive symptom
severity based on DSM criteria. Each item is rated on a 0-3 scale, producing total scores ranging
from 0 to 27. The PHQ-9 demonstrates excellent internal consistency (o = .86—.93), strong test—
retest reliability, and strong construct and criterion validity, including high correlations with
diagnostic interviews and functional impairment (Kroenke et al., 2001; Kroenke & Spitzer,
2002).

Procedure

Participants engaged in twice-weekly, 1-hour telehealth psychotherapy sessions over an
approximate 3—5 month period using secure platforms (e.g., Doxy.me and TherapyNotes).
Baseline PCL-5 and PHQ-9 assessments were completed within 1-2 weeks of intake. The same
measures were administered again following completion of the QT protocol, defined as the point
at which dissociated trauma fragments had been integrated and the participant demonstrated
clinical stabilization as determined by the treating clinician.

Treatment followed the Quantum Therapeutix protocol described above. Early sessions
emphasized rapport building, psychoeducation about dissociation and trauma, and training in the
“Welcome Home” exercise, a dissociation-neutralizing visualization designed to orient clients to
their adult self and internal safety. As implicit trauma triggers emerged, QT “Quantum Jumps”
were used to access, process, de-program, re-program, and integrate dissociated fragments. Each
session concluded with grounding and post-session debriefing, including meaning-making and
planning for continued integration.

No predetermined session count was imposed; rather, treatment length was tailored to clinical

needs. Throughout the intervention, clinicians monitored safety, dissociation, and functional
capacity. No adjunctive experimental interventions were introduced during the study period.

Data Analysis

A quasi-experimental one-group pre—post design was used to evaluate change in PTSD and
depressive symptoms over time. Paired-samples t-tests were conducted to compare pre- and



posttreatment PCL-5 and PHQ-9 scores. Effect sizes were calculated using Cohen’s d and
Hedges’ g based on the standard deviation of the mean differences. Analyses were conducted
using IBM SPSS Statistics Version 31.0.1.0 (49). Statistical significance was evaluated at o = .05
(two-tailed).

Results

Descriptive Statistics

Table 1 presents descriptive statistics for PCL-5 and PHQ-9 scores at pre- and posttreatment.

Table 1
Pre- to Post-Intervention Changes in PCL-5 and PHQ-9 Scores

‘MeasureHTimeH M H SD ‘@
[PCL-5 [Pre [43.90]17.63]10]
| [Post [[19.30][16.78][10]
[PHQ-9 [Pre [[13.89]5.69 |9 ]
| IPost ]6.78 ][3.96 [9 |

Note. PCL-5 = Posttraumatic Stress Disorder Checklist for DSM-5; PHQ-9 = Patient Health
Questionnaire—9.

PTSD Symptoms

Participants exhibited a significant reduction in PTSD symptoms from pretreatment (M = 43.90,
SD = 17.63) to posttreatment (M = 19.30, SD = 16.78), t(9) = 4.03, p = .003, 95% CI [10.77,
38.43]. The mean decrease of 24.60 points on the PCL-5 reflects a large and clinically
meaningful reduction in PTSD symptom severity. Effect size estimates indicated a very large
treatment effect (Cohen’s d = 1.27; Hedges’ g = 1.16).

Depressive Symptoms

Depressive symptoms also decreased significantly over the course of treatment. PHQ-9 scores
declined from pretreatment (M = 13.89, SD = 5.69) to posttreatment (M = 6.78, SD = 3.96), t(8)
=3.90, p =.005, 95% CI [2.91, 11.31]. The mean reduction of 7.11 points suggests substantial
improvement in mood and daily functioning. Effect sizes again were very large (Cohen’s d =
1.30; Hedges’ g = 1.18).

Safety and Retention



No adverse events related to QT were reported during the study period. All participants who
initiated the QT protocol completed treatment and posttreatment assessments, yielding a
retention rate of 100%. Clinically, participants demonstrated reduced dissociation, fewer
intrusive memories and nightmares, decreased hypervigilance, and improved emotional
regulation and functional stability by the end of treatment.

Discussion

This pilot study provides preliminary evidence that Quantum Therapeutix, a two-phase,
mechanism-based trauma modality, may be associated with substantial reductions in PTSD and
depressive symptoms among adults with extensive trauma histories and high dissociation. Large
pre—post effect sizes were observed on both the PCL-5 and PHQ-9, with no reported adverse
events and full retention, despite the complexity of the sample.

Interpretation of Findings

The magnitude of symptom change is notable given the documented challenges of treating
developmental trauma and dissociation. Participants entered treatment with high PTSD and
depressive symptom severity and extensive trauma histories, yet demonstrated large and
statistically significant improvements over approximately 3—5 months of twice-weekly QT
sessions. These improvements align with QT’s theoretical emphasis on directly engaging
dissociated trauma fragments in their original developmental and perceptual context while
maintaining adult-state orientation.

The observed reductions in intrusion, hyperarousal, emotional reactivity, and dissociation are
consistent with models proposing that implicit, fragment-level processing and integration can
produce rapid stabilization once the underlying limbic networks are reorganized (Brewin et al.,
1996; Nijenhuis et al., 2004; Ecker et al., 2012). By guiding clients into the vantage point from
which trauma was originally experienced and then providing corrective somatic, emotional, and
cognitive input, QT appears to operationalize mechanisms associated with memory
reconsolidation and structural integration of dissociated self-states (Alberini & LeDoux, 2013;
Lane et al., 2015).

Relation to Existing Trauma Treatments

QT shares important similarities with established phase-based and multicomponent interventions
such as STAIR, DBT-PTSD, EMDR, and somatic trauma therapies (Bohus et al., 2020; Hase et
al., 2017; Karatzias et al., 2019; van de Kamp et al., 2023). Like these approaches, QT
emphasizes regulation, safety, and gradual engagement with trauma material. However, QT
differs in its explicit focus on:

o Dissociated trauma fragments encoded in perceptual disembodiment or out-of-body—like
states,



o Intentionally re-accessing trauma from the child’s original vantage point while sustaining
adult-state cognition, and

o Integrating fragments into a coherent sense of present-day selthood through visualization
and mind-body integration.

These elements may be particularly relevant for individuals whose symptoms are tightly bound
to early developmental trauma and dissociative processes. The high treatment retention in this
sample contrasts with the dropout frequently observed in traditional trauma-focused therapies
among highly dissociative clients (Bremer et al., 2023; Melton et al., 2020), suggesting that QT
may be experienced as tolerable and engaging, though controlled comparative data are needed.

Clinical Implications

Clinically, these findings suggest several potential benefits of Quantum Therapeutix for complex
trauma populations:

1. Enhanced Access to Implicit Trauma Material. By working directly with dissociated
fragments and implicit memory networks, QT may allow clients to reach material that
remains inaccessible to purely adult-state, narrative therapies.

2. Improved Dissociation Management. The structure of QT, including the “Welcome
Home” exercise and somatic grounding, may help clients develop a more coherent
relationship with dissociation, reducing fear of internal states and fostering greater self-
trust.

3. Potential Efficiency in Trauma Processing. Although this study did not compare QT to
other modalities, the combination of large effect sizes and modest treatment duration
suggests the possibility of efficient symptom reduction when trauma fragments are
targeted directly.

4. Compatibility with Existing Frameworks. QT is conceptualized as an adjunctive, not
replacement, modality that can be integrated within broader phase-based treatment
frameworks and existing therapeutic orientations.

Limitations

Several limitations warrant caution in interpreting the findings. First, the study employed a small
sample size (N = 10), limiting statistical power and generalizability. Second, the one-group pre—
post design precludes causal inference; improvements cannot be definitively attributed to QT
alone. Non-specific factors such as therapeutic alliance, expectancy effects, or spontaneous
remission could have contributed to symptom change.

Third, dissociation was not assessed using standardized dissociation measures (e.g., the
Dissociative Experiences Scale-II or the Multidimensional Inventory of Dissociation), reducing
the ability to quantify QT’s specific impact on dissociative symptoms. Fourth, treatment fidelity
was not formally evaluated, and outcomes may have been influenced by therapist expertise or
other contextual variables. Finally, the sample was drawn from a single outpatient practice and
may not reflect the broader population of individuals with CPTSD and developmental trauma.



Future Directions
Future research should address these limitations through:

e Randomized controlled trials comparing QT to established treatments such as EMDR,
CPT, PE, STAIR, and DBT-PTSD.

e Larger and more diverse samples to improve generalizability and explore differential
responsiveness across diagnostic profiles and trauma types.

o Inclusion of dissociation-specific measures and functional outcomes (e.g., work,
relationships, quality of life) to more precisely characterize QT s impact.

e Multimodal assessment, incorporating clinician-rated measures, physiological markers,
and qualitative data to capture mechanisms of change and client experience.

o Longitudinal follow-up to evaluate durability of treatment gains and potential delayed
effects.

By systematically examining QT within rigorous research frameworks, it will be possible to
clarify its mechanism specificity, comparative efficacy, and optimal role within evidence-based
trauma care.

Conclusion

This pilot study offers preliminary support for Quantum Therapeutix as a promising, mechanism-
based trauma modality for individuals with dissociation, developmental trauma, CPTSD, and
PTSD. Participants who completed QT showed large and statistically significant reductions in
PTSD and depressive symptoms, alongside clinically observed improvements in dissociation
control, emotional stability, and functional well-being.

Grounded in research on developmental trauma, dissociation, self-location, and emotional
memory reconsolidation, QT targets trauma fragments in the perceptual vantage point and
developmental state in which they were encoded, while maintaining adult-state orientation and
safety. These features may provide a pathway for efficient integration of dissociated self-states
and resolution of chronic trauma symptoms in populations that have historically been difficult to
treat.

Although limited by its small sample and uncontrolled design, this study establishes a foundation
for more rigorous empirical evaluation. Continued research is needed to determine Quantum
Therapeutix’s comparative effectiveness, mechanisms of change, and long-term impact, and to
define its role as a potential adjunctive modality within comprehensive, evidence-based trauma
treatment systems.
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