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Summary 
 

 
Background: The study is part of the process evaluation of a randomized 
controlled trial conducted by World Of No Sexual Abuse (WONSA) and Karolinska Institute 
to evaluate the treatment effect of one-session treatment with Modified Lifespan 
Integration (MLI) for Posttraumatic Stress Disorder (PTSD) after single sexual trauma. 
 
Purpose: To gain knowledge about how clients with PTSD symptoms resulting from sexual 
violence experienced one-session treatment with MLI. 
 
Materials and methods: This is a qualitative interview study with five female clients who 
exhibited PTSD symptoms and who received one-session treatment with MLI. 
Semi-structured individual interviews were conducted and analyzed using deductive 
content analysis. 
 
Results: MLI was experienced as a very intensive treatment method that aroused strong 
emotional reactions and also affected the body physically during the session. 
It was reported that the treatment led to reduced PTSD symptoms regarding avoidance, 
intrusive memories, physical symptoms, cognitive distortions and negative emotions. An 
increased ability to set limits was observed. Self-destructive behavior ceased. 
 
Conclusion: Based on these results, there are good reasons to conduct continued 
research on the MLI treatment method. 
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Foreword 
 
To those I interviewed: Thank you for sharing your experiences and your time. 
Thank you Caroline Wachtler for guiding me so professionally, kindly and patiently. 
Thank you for your trust, Gita Rajan. 
 
 
 

 



Method 

 

Design 

A qualitative interview study was conducted and a deductive content analysis was 
performed. The method was chosen so that as much experience-based knowledge as 
possible could be obtained, structured and analyzed. The study is part of the process 
evaluation of a randomized controlled trial (RCT) conducted by WONSA and Karolinska 
Institute to evaluate the effect of MLI on PTSD symptoms after sexual trauma. 

Context 

In the RCT, 36 participants were randomized to either treatment or waiting list control, all 
participants received treatment within the framework of the study. The treatment included 
an information meeting with a WONSA doctor and an MLI session (90 – 140 minutes). No 
follow-up conversation was included in this study (in clinical treatment, it is common for 
the therapist to meet the client for a 45-minute session before the MLI treatment and also 
offer a follow-up session). 

 

Modified Lifespan Integration PTSD protocol. WONSA has combined the LI PTSD protocol 
with parts of another LI protocol (Standard protocol, see Pace, 2015) and thus created the 
Modified Lifespan Integration PTSD protocol (MLI) for single trauma (wonsa.se, 2020). See 
summary description of the MLI, preparatory information meeting and treatment session 
below: 

Preparatory information meeting. Psychoeducation is given regarding PTSD and the 
theory on which Lifespan Integration is based. The purpose of the different treatment 
elements in the upcoming MLI intervention is clarified. The client is informed of the 
following; the importance of not terminating the treatment session prematurely, affect 
regulation in the event of strong emotions occurs by the therapist reading the timeline 
faster, the therapist will not provide space for reflection and comfort during the reading of 
the timeline, and that at the end of the session, when the client has calmed down, there 
will be space to reflect together. The therapist informs that the treatment session is set up 
in this way so that the PTSD symptoms will subside as quickly as possible.  

The client is instructed to bring to the upcoming MLI session a written list of episodic 
memories (these “key memories” form the timeline) starting at the time the trauma just 
ended up to the present (in clinical treatment, clients who are unable to write the timeline 
can receive help with this from the therapist during the preparatory session). 



MLI treatment session: Phase 1: Rapid exposure. With the support of the therapist, the 
client is asked to tell about what happened one or two weeks before the trauma. Then, 
about what happened just before the trauma and, in chronological order, about what 
happened during the trauma. If the client stops in the story, the therapist helps the client to 
move on by asking “what happened next?”. While the client is telling the story, the therapist 
writes down “key memories”, that is, a few words that follow the sequence of events, for 
example; “the door opens”. In this way, a timeline is established that, together with the 
timeline the client wrote before the session, will be used by the therapist in phase 2. 

Phase 2: 10–20 repetitions of the timeline. The client is asked to close their eyes (if 
possible). 

The therapist begins by reading the timeline that the client has brought with them, which 
starts with a memory from when the trauma has just ended. The therapist then repeatedly 
reads the entire timeline (the traumatic event and the aftermath) to the client while the 
client internally visualizes the key memories leading up to the present. The therapist reads 
one key memory at a time, with the client signaling when she brings the memory to her 
internal vision. If the client notices that the key memories have been put in the wrong order 
or recalls more memories, these are written in the correct order on the timeline one by one.  

Throughout the session, the therapist is sensitive to signs of overactivation and under-
activation and regulates the client's activity level so that it is kept within the tolerance 
window. Signs of overactivation include increased breathing, tense muscles, changed 
facial color, and confused speech. Overactivation is regulated down, among other things, 
by the therapist reading the timeline faster (so that the client “moves through the memory” 
at a faster pace) or suggesting the client to open their eyes. If the client shows signs of not 
being emotionally affected (under-activated), the therapist can “raise the temperature” by, 
for example, reading the timeline more slowly, suggesting the client to close their eyes, and 
reinforcing the visualization by, for example, saying “can you see it in front of you?”. When 
the client can visualize the sequence of events without becoming overactivated, phase 3 
begins. 

Phase 3: Re-script and timeline rehearsal. The therapist helps the client to revisit the 
trauma memory with their older self (the age the client is in the therapy room) in a 
visualization. Depending on what the younger self needs, the older self can, for example, 
comfort, help the younger self defend herself, express anger, or punish the perpetrator. The 
older self then takes the younger self to a safe place where the older self explains to the 
younger self that she has survived, that the traumatic event is over, and that she will now 
see what happened after the trauma. The therapist then reads the timeline starting from 
the key memory that comes just after the trauma is over and the rest of the timeline up to 



the present. Further rehearsals with the entire timeline is done, with or without re-script, 
depending on what the client needs. 

The session can be ended when the client is able to hear the therapist read out the entire 
timeline at a calm pace without becoming overactivated (wonsa.se, 2020). 

Participants 

Selection of participants for the RCT. Inclusion criteria: 15 years or older, a sexual assault 
that occurred 0 – 5 years before inclusion in the study. Exclusion criteria: language 
difficulties, substance abuse, multiple traumas, active psychotic illness, ADHD and autism 
spectrum disorder. 

The treatments were carried out during the period March 2016 – June 2019. 

Recruitment for the process evaluation. 21 clients who had undergone one-session 
treatment with MLI during the period spring 2018 – summer 2019 at the WONSAS specialist 
clinic were contacted via email in January 2020 and asked if they wanted to participate in 
the study. Along with information about the study (Appendix 2), an “Informed Consent” 
form (Appendix 3) was also attached. Five clients agreed to be interviewed face to face. 

 

Data collection 

A semi-structured research interview (Appendix 4) was used. The clients were booked in for 
an interview. Four interviews were conducted at the undersigned's workplace. One 
interview was conducted at the client's home. The interview time varied between 46–106 
minutes. Before the interviews began, the clients were given the information that had also 
been sent to them via email on an earlier occasion. In connection with this, brief verbal 
information was also given about the purpose of the study and the undersigned's role. The 
"Informed Consent" form was also reviewed verbally. 

The interviews were recorded on a voice recorder and then transcribed verbatim by a 
transcription company with a confidentiality agreement hired by WONSA. The recordings 
have been stored securely and, after the transcription was completed, were handed over to 
WONSA for further storage. 

 

Analysis 

All transcribed text was read repeatedly. The material was then coded briefly to identify 
meaningful units. To facilitate further coding of the material, a framework with different 



sub-areas was created, which was based on the process that the individual went through 
before, during and after treatment. An overview of the different sub-areas of the framework 
can be found in Box 1. 

 

1. Before the treatment 
2. Information meeting 
3. Expectations of the treatment 
4. Tried other treatment before MLI 
5. Phase 1. Rapid exposure (client tells the story) 
6. Phase 2. Repetition of the timeline (therapist reads aloud) 
7. Phase 3. Re-script and repetition of the timeline 
8. Immediately after the treatment 
9. Experience of the therapist 
10. Experience of the treatment as a whole 
11. Has anything changed after the MLI treatment? 
 
Text box 1. Framework. 
Each participant was assigned a number (26, 27, 28, 29, 30). Text passages related to the 
respective sub-area were then sorted into the framework. The texts were then read again, 
whereby meaningful units were identified and coded. The codes were then grouped within 
each sub-area and condensed into categories. See an example of the coding process in 
Table 1. The analysis was carried out in close collaboration with supervisor Caroline 
Wachtler. Based on the different sub-areas, the analysis is reported descriptively. 
 
Table 1. Three examples of the qualitative analysis process. 
 

Subarea Citation Code Category 
Rescript  “It wasn’t my fault” Feelings of Guilt Relief from Guilt 
Has anything 
changed since the 
MLI treatment? 

"...tried to make out 
with me, and then I 
pushed him away 
and walked away, 
and I'd never done 
that before" 

Boundary setting Able to set 
boundaries 

Has anything 
changed since the 
MLI treatment? 

“I am still 
very cautious, 
but I am not as 
scared” 

Recognizing 
emotions 

Emotions 
manageable 



Ethical considerations 
The ethics application had previously been approved (filing number 2015/1868–31/2). 
Participation has been voluntary and the clients have received both written and verbal 
information before deciding whether they wanted to give their written consent to 
participate in the study. All material has been de-identified, so no participant will be 
identified. The semi-structured interview has meant that the clients themselves have been 
able to influence what has been discussed. The focus has been on the experience of the 
MLI intervention. Although the focus of the interviews has not been on the sexual trauma 
itself, participation in the interviews has inevitably activated the memory of the trauma. 
All clients have been given the opportunity to contact the interviewer after the interview if 
any concerns arise. There has also been a readiness to contact a doctor at WONSA in case 
the interviews would negatively affect mental health. All of the above means that the value 
of receiving in-depth information about a new treatment method is judged to be greater 
than the risks for the study participants. 
 

Results 
 
The participants in this study were five women aged 18–38 years. All had sought treatment 
to deal with residual PTSD symptoms after experiencing a sexual 
trauma. Four of the five clients had experienced a significant single trauma. One client had 
also experienced severe sexual trauma after the trauma that was the focus of the MLI 
intervention. The clients received an information meeting and a treatment session with 
MLI. 
 
Before treatment 
All clients described a clear loss of function related to the sexual trauma. There were 
reports of easily aroused fear, crying and panic attacks in connection with reminders of 
what had happened, tense alertness, painful internal images, self-blame, strong feelings of 
shame, difficulty relaxing, nightmares, social isolation, lack of hope for the future, 
ruminations about what could have been done differently so that what had happened 
would not have happened, reduced ability to work and difficulties in setting limits. It 
emerged that previous self-destructive tendencies that a couple of clients had struggled 
with were reinforced after the trauma and led to accelerated self-harm and “acceptance” 
of further sexual violence. The strategies for trying to deal with the trauma have been many, 
for example; attempts to minimize what had happened in your mind, not telling anyone, 
active attempts not to think about the trauma and to withdraw from social contexts. 
 



Tried other treatment before MLI. All clients had tried other treatment before MLI 
treatment but had not felt helped. They had previously sought help from psychologists and 
counsellors in child and adolescent psychiatry, the Youth Clinic, private psychotherapy and 
group therapy. It emerged that the clients had experienced a lack of competence among 
the therapists, a lack of a specific plan for processing the trauma and did not feel they fit 
into the group when attempting group treatment.  
Expectations of the treatment. It emerged that it was experienced positively that the 
treatment would only consist of one session. Low expectations were also revealed. “Yes, 
because I just, if therapy doesn’t work (had several different therapeutic contacts before) 
then this can’t possibly work either (laughter). So I wasn’t very optimistic” (29).  
Information meeting. All clients remembered that the doctor who informed them of the 
upcoming MLI session drew on a whiteboard. There were descriptions of having felt well 
prepared for the upcoming treatment. 
 
Phase 1: Rapid exposure (client tells)  
In this phase, the client is asked to, with the support of the therapist, tell about what 
happened. While the client tells, the therapist notes down supporting words and sentences 
that follow the sequence of events. 
Relief. There were experiences of relief at being able to tell exactly everything in detail and 
that it felt good not to have to take into account how this felt to the therapist. 
More memories. It was testified that it was difficult to tell out loud. 
“That was what I found to be kind of hard the first time actually telling it out loud, 
and it made me remember things even more when I started to go into even more detail, 
then I started to think – just yes but that’s it, this is what he said, sort of” (30). 
Worry about maybe not being believed. It turned out that there had been worry that the 
therapist would interpret an incoherent description of what had happened as if you were 
lying. 
“It was hard to, well it was so hard for me to have a sequence of events that was right. 
And it became hard for me because then it was – did this actually happen, sort of? And 
things like that, you know I started to doubt myself and I just – is she (referring to the 
therapist) doubting me, sort of? And then I became very unsure and then I didn’t feel good” 
(29). 
 
Phase 2: Repetition of the timeline (the therapist reads aloud) 
In this phase, the therapist reads the timeline aloud to the client. One memory at a time is 
read out, whereby the client visualizes the memory and signals to the therapist that she has 
made contact with the memory by, for example, nodding or humming. 



Sorting together. It was described that in this phase it became possible to change 
the timeline so that the memories came in the correct order. “...if we say I told the story and 
she read it out and then maybe I just – no, it went wrong there and so we switched places 
between the two instead. And so we did that until I felt it was absolutely right, and then we 
started to unravel it” (29). 

Attention to details and facts. It was reported that it was experienced as helpful 
that a lot of focus was on the facts. What actually happened, what the perpetrator did, 
what it looked like around. “It became more fact-based, so it was like this – what were you 
wearing? What was he wearing? What did his room look like? Something like that...then it 
almost took the focus off the trauma, more like a slideshow of what happened” (29). 

Internal images/internal film. It was described that the sequence of events was 
played out as if in an internal slideshow or an internal film. “Because if I just sit and close 
my eyes and someone tells me in detail, almost minute by minute, the whole incident, then 
it becomes much more like a film being played out...” (30). 

Physical reactions. Strong physical reactions were reported in connection with the 
activation of the traumatic memory. The descriptions included shaking, sweating, chills, 
tension, a lump in the throat, heaviness in the chest, stomach pain, tears and the feeling of 
being glued to the chair. "...I remember how my arms felt very heavy, stuck to the chair and 
how I sat a bit tensely backwards like this" (26). 

The desire to avoid. Thoughts emerged about not wanting to hear more and 
wondering about the purpose of having to hear about the difficult thing over and over again. 
"So maybe what struck me was this - how many times am I going to have to hear this? 
(laughter) that's enough now...I'm going to break down" (27). There was evidence of wanting 
to protect oneself from the memories by nodding without having contact with the memory. 
"...I remember that it felt like I was blocking myself and creating a protection and just kind 
of nodding so that I could move on" (26). 

Reduced discomfort the more times the therapist repeats the timeline. Strong 
feelings emerged of almost not being able to endure at the beginning of this phase. It was 
described that as the therapist repeated the sequence, it became more bearable to hear 
the timeline and to visualize the sequence of events in one's mind. "Er...that is, when I had 
heard her read it to me several times. It turned out that it got a little easier each time she 
read it out anyway, erm...the first time it was really, really hard..." (30). 

The experience of being the one who told the story repeatedly. There were 
descriptions of being the one who told the story many times. "What I found helpful was just 
going through it over and over again and kind of being forced to do it almost to the point 
where you're like this - well, now I can't bear to tell it again..." (28). There was also testimony 
of the experience of the therapist reading the timeline a number of times and then 
repeating what the therapist had just read from the timeline. 



Phase 3: Re-script and rehearsal of the timeline. In this phase, the client is given the 
opportunity to influence different parts of the course of the trauma memory by in a 
visualization entering into the action with their older self (the age the client is in the therapy 
room) and meeting their younger self (the age they were in the trauma situation). It was 
testified that this part of the treatment was experienced as very strengthening and 
touching. Being able to enter into the action with their older self and meeting their younger 
self was described as a turning point, it was in connection with this, that things calmed 
down inside. The clients comforted, relieved guilt, gave hope, patted their younger self and 
stood up for themselves against the perpetrator. There were descriptions of it feeling real, 
as if they were meeting their younger self for real. 

Shame and guilt relief. Being able to go into the trauma memory and talk to oneself 
was described as an experience of reaching oneself in depth for the first time with the 
message that what had happened was not one's own fault. It was testified that it was 
valuable for one's younger self to hear "it wasn't your fault" as well as valuable for one's 
older self to be able to formulate and say this. "I was able to remove the blame from myself, 
eh I think that was probably where it was like a lot of not putting it on myself, that I hadn't 
done anything wrong. So that I think that's where it turned around in some way" (27). 

Relief at being able to change. Relief emerged at having the opportunity to 
influence the situation. "You felt a little more like this, so like this more strength. You felt 
more eh powerful in the situation, instead of being a mouse and then I became a lion" (29). 
Realization that time has passed. It was described that the visualization brought the 
realization that time has passed and that life has continued.  

“You (the younger self) are a part of me but you...you like...it's not me now. Or so...I'll 
take care of you but  that...that...and so your vulnerability is not mine, or so...you 
have grown up anyway” (26). 

 
Immediately after the treatment.  
A feeling of fragility, vulnerability and confusion was described when the clients left the 
clinic. There were experiences of being physically sore all over the body, fatigue and a need 
to sleep. It was testified that the trauma memory was clearer in the week following the MLI 
treatment and that this was experienced as difficult, but that it felt better afterwards. 

“But since then I have felt good. But I also think that it is a bit because I...so now 
I can, now I don't have to think about it in the same way, but when I think about it, it 
becomes a bit difficult of course” (29). 

It was expressed that the MLI session had been so demanding that it was good that it was 
only one session. 

“Then afterwards I was interested in seeing if it could actually help. If I would need 
to go back, because I probably wouldn't have been able to do that at the time” (29). 



Aftercare needs. It emerged that it felt lonely to leave the clinic for those who had no one 
to meet after the session and that it might have felt better if a friend or family member had 
shown up. Thoughts emerged that it would have been nice to stay at the clinic for a while 
after the treatment, perhaps to be offered some coffee. 
 
Experience of the therapist 
Appreciation emerged that the therapist was neutral and did not seem emotionally 
affected, that the therapist was experienced as calm, humble and attentive.  

"...I think she saw and heard me and that I was very sad and that I think she noticed 
it" (27). It was testified that it felt unsafe and uncomfortable to only meet the 
therapist once. "...I felt that it was a bit strange to...go through all this with a person 
you have not met before" (26). 

 
Overall treatment experience 
All clients described the treatment as demanding. They expressed understanding that the 
different treatment components were necessary and that in retrospect it was not seen as a 
negative thing that it really hurt here and there.  

“I would say that everything was very difficult and stressful in different ways. I 
wouldn’t say that anything was less difficult. But I think that everything was very necessary, 
I think” (29). One client stood out by describing that she was calm and focused throughout 
the treatment session. This client had experienced severe sexual trauma after the rape that 
was the subject of this MLI treatment (nearer present). For her, it was distracting that 
“fresher” traumas were included in the timeline (28). 

 
Perspective. There were descriptions of the memory “opening up”, so to speak. 

That one remembered more, saw the context from a helicopter perspective, saw what one 
could have done differently and could not have done differently. 

Less alone. There were descriptions of no longer feeling so alone. This was related 
to both the preparatory information meeting and the treatment session. “Then it became 
like this – oh, this is someone who knows what I have been through now” (28). 

Difficulty trusting a stranger. One client described that it felt difficult to tell a 
complete stranger about the abuse and that insecurity came to characterize the entire 
treatment session. The client did not close her eyes and she felt unable to communicate to 
the therapist that the pace of the timeline being read did not feel good and that she did not 
get in touch with the memory images that were read out. She felt a need to talk during the 
session, but did not feel that there was space for this. She felt that the treatment session 
was too short and that she did not feel finished when the session was over. Thoughts 
emerged that it would have felt better, safer and less lonely if the therapist had also been 



the person who had provided the information about the upcoming MLI treatment and that it 
would have been good to have a return visit after the treatment (26). 

 
Has anything changed after the MLI treatment? 

It was expressed that one would probably always be affected by what happened but 
that the MLI treatment had reduced the mental and physical impact. 

All the pieces were in place. It emerged that it was felt to be crucial to have 
received help with getting all the parts of the trauma memory in place and that this was 
seen as the reason why intrusive image memories had ceased. 

Fewer stimuli linked to the perpetrator. It was testified that the MLI treatment 
resulted in reduced connections between different stimuli and the perpetrator. 

"...if I smelled a perfume or something, then I went crazy and got all the images in my 
head...like a camera roll, sort of. But now it's...now I don't get it anymore, I don't 
know...it's just stopped completely...", "...So now there's not as much at all that 
reminds me of him. Because before it was like I was so afraid of getting the images 
in my head, that I always got them in my head. Now I don't have to think about it" 
(29). 

 
It is possible to think about and talk about the trauma. It was described that the memory 
of what happened was still there and that the memory had also become clearer. It was 
stated that it was still difficult to think about the event, but that thoughts of what happened 
no longer took over and affected the whole day. It was also stated that it actually no longer 
felt difficult to approach the memory.  

“I would say that it (the memory) is clearer, definitely much clearer and I don’t think 
it is difficult to approach the memory anymore. Before, when I approached it, I was 
like this, you back away and start thinking about something else just out of habit 
because you think that this is a terrible thing that I don’t want to think about” (28).  
 

It emerged that it had become possible to talk about what you had been through. 
“I can talk about it without breaking down. I can admit it to myself and others” (27), 
“...I think it’s nice if someone knows that I’ve been through it, erm my family knows 
it. It feels kind of nice not to carry it myself...” (30). 

 
Feelings more manageable. It was stated that after undergoing MLI treatment, it was 
possible to be professional at work, even when the trauma memory was activated. It was 
described that an unexpected meeting with the perpetrator after MLI treatment had been 
frightening, but that it was possible to gather oneself fairly quickly afterwards and continue 



the evening as planned. It was described that the fear and discomfort remained but that it 
was not as strong. “I’m still very cautious, but I’m not as scared” (29). 
 
Shame and guilt relief. It was stated that after the MLI treatment there had been a shift 
from having felt shame and not wanting anyone to know what had happened to no longer 
feeling shame. From having been tormented by feelings of guilt to no longer blaming 
oneself. 

“I still remember it the same way, if I think about it and such, but it’s just that I 
don’t… I don’t blame myself anymore, erm, I just feel sorry for myself” (30). 

 Self-compassion. There was evidence of a newfound self-respect and a more forgiving 
and kind attitude towards oneself. An increased understanding was described that what 
had happened continued to affect in different situations and that it was not strange, for 
example, to not be able to relax even though several years had passed since the incident. 
The clients who told of having self-harmed and found themselves in sexual violence to a 
greater extent than before after the sexual trauma they had been exposed to, testified that 
after the MLI treatment this had completely stopped. There emerged an experience that the 
encounter with the younger self (in the visualization) had also resulted in the contemporary 
self getting something back in the form of an insight into not being so hard on itself. There 
emerged a shift from having pondered over what one could have done differently (because 
it had happened should not have happened) to being able to think "...it happened, it can't 
be changed but you're good" 
(29). 
Strengthened confidence in one's own ability. There were experiences of having 
contributed to the treatment being effective to the greatest extent by being able to give 
one's younger self what she needed in the visualization.  

"If you tell yourself that you are worthy, then it is a very powerful feeling" (29). "I was 
able to remove the blame for myself" (27). 

Setting boundaries. "Setting boundaries" here refers to the ability to perceive what feels 
okay or not okay for oneself and to be able to communicate this to the people involved. It 
was stated that the MLI treatment had meant a shift from having difficulty setting 
boundaries to this being significantly better after the treatment. It was described that the 
acquired ability to set boundaries had been useful in sexual relationships, in the event of 
unwelcome approaches at the pub and even with friends.   

“I have always had a hard time saying no, but I really felt that I had a very easy 
time...I had a much easier time setting limits for myself in general after that” (28). 

Feeling of being able to live with what had happened. It became clear that the lack of 
hope for the future had been replaced by thoughts that there was probably a future after 
all. 



“Before, I kind of thought that he had ruined my life and I would never feel 
good again. Now I can see a future for myself, even if it is not very positive, it is still a 
future”, “Before, I was like this, if someone who knows me can do something, then 
anyone can do it. But now I am trying to change that mindset” (29). 
“...as soon as I see him, it is like he is not a real person, so it is like it really comes as 
a shock. But I can somehow live with it” (30). 

Gratitude. Gratitude was expressed for having been given the opportunity to undergo the 
treatment. There were concerns about whether the method could also be used for other 
types of trauma and hopes that more people would have the opportunity to undergo the 
treatment. 
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