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Preface

Blessed is he who has found his work; let him ask no
other blessedness.

Thomas Carlyle

THE PATH OF DISCOVERY

The opportunity to introduce a revised edition brings to mind a quote
by the early philosopher Heraclitus: “You cannot step twice into the
same river, for different and ever different waters flow down.” Given
the ever changing nature of healthcare, life, and thought, it is gratifying
to see that most of the book has remained relevant to the practice of
Eye Movement Desensitization and Reprocessing (EMDR). It has aged
well.

At the same time, this revision has given me an opportunity to ad-
dress certain basic misconceptions and offer the latest theory and re-
search governing EMDR practice. Although the suggested parameters
of research are unchanged from the previous edition, this volume
points out additional areas of potentially fruitful investigation along
with some promising new protocols. The extensive controlled research
on EMDR is updated as well.

It has also been gratifying, over the last 5 years, to witness through-
out the professional community practicing EMDR the growing interna-
tional commitment to the healing of suffering. In fact, the first edition
of this text appeared only a few days after the Oklahoma City bombing.
At the request of an FBI agent who had undergone EMDR treatment,
volunteers traveled at their own expense to offer assistance to the trau-
matized community. Those Oklahoma clinicians who had already been
trained in EMDR opened their offices and spread word of the opportu-
nity throughout the area. Over the subsequent 4-month period, two to
three EMDR clinicians per week traveled to Oklahoma and offered pro
bono services to those in need, starting with the traumatized mental
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health professionals, who then requested services for the frontline pro-
viders and survivors. At the end of the 4 months a pro bono course of
training was offered to all licensed mental health professionals in
Oklahoma City, enabling them to continue the work. This spontaneous
outpouring of service marked the inauguration of the EMDR Humani-
tarian Assistance Programs (see Appendix C), emphasizing the need to
combine scientifically evaluated treatments with heartful clinical ser-
vice worldwide. As we join together in this global commitment, we can
truly fulfill our obligation as a profession.

To repeat my statement in the previous edition: We went from
Kitty Hawk to a man on the moon in little more than 50 years. Yet de-
spite such monumental technological advances, millions of people suf-
fer unremitting pain and a cycle of violence continues unchecked
worldwide. Surely as a society we need to redirect some of our vast re-
sources and pay greater attention to the alleviation of global suffering.
Surely we need to change our level of expectations regarding the poten-
tial for healing and interpersonal development. But part of the problem
may also be caused by a variety of attitudes inherent within our own pro-
fession. Although the integration of knowledge in the hard sciences has
allowed for continued developments and refinement of applications,
which have moved rapidly from Edison to the Internet, the field of psy-
chotherapy has somehow not kept pace. The reason may be an insuffi-
cient sharing of information across disciplines. For, despite the advent
of many new psychological orientations, each has remained relatively
distinct over this past century, with relatively little cross-fertilization
even between science and practice.

Unfortunately, this appears not to have served humanity well. In
1989, 100 years after the pioneering work of Freud and Janet in the
treatment of trauma, when three major orientations were compared in
the treatment of posttraumatic stress disorder (PTSD), all were found
to have only moderate, and equal, effects (Brom, Kleber, & Defares,
1989). A lesson may be that the psychological treatment of individuals
demands a composite of knowledge from various approaches. I align
myself fully with those who believe that we strengthen clinical reper-
toires through integration, not through displacement or exclusion
(Beutler, 2000; Norcross & Goldfried, 1992; Norcross & Shapiro, in
press; Stricker & Gold, 1993).

In this spirit, the development of EMDR over the past 14 years has
moved it from a simple technique to an integrated psychotherapy ap-
proach. As we shall see, the emphasis is not solely on the elimination of
overt suffering, but also on attention to the comprehensive clinical pic-
ture that incorporates multifaceted personal growth and integration
into the wider social systems. For that reason, clinicians of all orienta-
tions will find commonalities between EMDR and their clinical prac-
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tices, as well as complementary aspects of other disciplines that may en-
hance their work. I believe it is in this synthesis that clients can best be
served.

� � �

I made the initial observation that led to the development of EMDR
in 1987. However, the path to that discovery had begun nearly 10 years
before. In 1979, I was completing a doctorate in English literature at
New York University and had already published extensively in the field.
I felt that this was important work, to be one of those who shed light on
our culture, and literature—with its delicate nuances, rich textures, and
the intricate lives of characters—held me in constant fascination.

At the same time, I had long been interested in behavior therapy
owing to my early readings of Andrew Salter and Joseph Wolpe. The
idea of a focused, predictable, cause-and-effect approach to human psy-
chology seemed fully compatible with the concepts of literary character
and plot development. After all, many well-known authors had inti-
mated that if characters are drawn true to life and set loose, they then
create their own plots. I had fascinating discussions with my English
professors on the interaction between the multifaceted texts I was read-
ing and the physiological cause-and-effect implications of behavioral
formulations. But psychology was only a side interest of mine. I held
staunchly with those authors who believed in the perfectibility of hu-
mankind. I reveled in the glory of human suffering transformed into art
via the masterworks of English literature, and I looked forward to a long
and fruitful career as a literary critic and scholar. Then, right before
launching into my dissertation on the poetry of Thomas Hardy, I was di-
agnosed with cancer.

When a potentially fatal disease strikes, it can be a watershed that
marks a change in the course of one’s life. For me, time took on a new
dimension. Life no longer stretched out endlessly before me. Suddenly,
the behaviorists’ “physiological cause and effect” took on new meaning.
I became focused on the interplay of mind and external stressors. I also
wondered why we had come so far technologically but seemed unable
to advance in ways to master our own minds and bodies.

Fortunately, I discovered the works of Norman Cousins and others
in the field of psychoneuroimmunology, which was just emerging. The
idea that there is a connection between disease and stress now seemed
obvious to me, but what to do about it was another matter. By now, ac-
cording to my physicians, my cancer was cured, but there was no guar-
antee it wouldn’t happen again. I remember their communication to
me as something like this: “Your cancer is gone, but X percent get it
back. We don’t know who and we don’t know how, so good luck.”
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Now the question of which psychological and physiological meth-
ods actually worked to enhance physical health became primary. I
believed there had to be some useful psychological and physiological
approaches already developed, but why weren’t they well known? Sud-
denly, finding these methods and disseminating information about
them to others with life-threatening illnesses became more important
to me than studying and communicating about 19th-century literature.
I left New York in search of workshops and seminars on mind, body,
and psychological methods to enhance physical and mental well-being.

After a while, I sponsored workshops myself for the general public
on everything I found that offered tangible ways to help people lead less
stressful lives. During that time I also enrolled in a doctoral program in
clinical psychology to complete my formal education. The eventful walk
in the park that led to the discovery of the effects of the eye movements
occurred just as I was beginning to look for a dissertation topic. In that
single moment my cross-country search for mechanisms of mental
change and my need for a doctoral research project neatly converged.

The rest of the story of the development of EMDR is covered in
Chapter 1. For now, suffice it to say that my discovery of the effects of
the eye movements was followed by the development of a methodology
that grew rapidly in complexity and application. Today positive clinical
results with EMDR are being reported consistently by the clinicians who
have been trained in its use. Our clinical work with EMDR shows us that
suffering can be transformed—not only into art but into life.

This book is a product of my 14 years of personal experience refin-
ing and teaching EMDR; it includes case histories as well as cautions de-
rived from the experience of EMDR-trained practitioners.

THE NEED FOR TRAINING

Because the emphasis of my life since 1979 has been on learning and
disseminating to the general public procedures that really work to en-
hance mental health, it is no surprise that my primary concern now is
with the client. Clients are best served by clinicians who are willing to
learn, expand their skills, and experiment with innovative methods.
They are also clearly best served when clinicians are licensed in the field
of mental health and trained in the methods they are using and when
adequate research is done to validate and improve upon those meth-
ods. These beliefs are at the heart of EMDR and are the foundation
upon which EMDR’s success—as well as its training policies—has been
built. I have been blessed to have met many clinicians who share these
beliefs.

EMDR trainings are available worldwide through universities and
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freestanding postgraduate organizations. Clearly, they are not all
equally thorough, so clinicians should refer to Appendix B for guid-
ance. An explanation of EMDR training policies is the subject of a posi-
tion paper of the original EMDR Professional Issues Committee, also
included in Appendix B, and specific parameters can be reviewed on
the EMDR International Association Web site (an independent pro-
fessional association that oversees training and clinical practice; www.
emdria.org). The rest of the rationale for these policies springs from
logic and compassion. A survey of the first 1,200 clinicians trained in
EMDR showed that only 2% considered the supervised training unnec-
essary. Moreover, results of this survey (which were reproduced in
Appendix D of the 1995 edition; Lipke, 1994, 1995) indicated that 85%
of the clinicians found that clients had more highly charged and previ-
ously forgotten memories emerge with EMDR than with any other
method. It seems reasonable to conclude that if dysfunctional memo-
ries consistently emerge from EMDR sessions, complete with a possibly
high level of disturbance, clinicians should be educated in the method
that precipitates these memories and has the potential to resolve them.
To reiterate more succinctly, clients are best served if their clinicians
are trained. The clear objective is helping people.

Of course, training does not ensure success with every client.
EMDR is not a cure-all; treatment failures occur, as they do with any
method. However, the American Psychological Association ethics code
states that training and supervision are necessary for a clinician to
achieve competency before treating clients or doing research. Ade-
quate training means greater likelihood of success—and less likelihood
of harm. Therefore, although this book provides the necessary written
instructions to begin using EMDR, it should be used in conjunction
with appropriate supervision and training. I will repeat this refrain
throughout the text.

PRINCIPLES AND PROCEDURES

As the saying goes, it is better to teach a hungry man how to fish than to
give him a fish. Likewise, it is better to provide practitioners with a con-
ceptual framework or model to serve as a guide to their clinical practice
than merely to give them an inflexible step-by-step procedure for imple-
menting EMDR. So, along with step-by-step directives, this text offers
clinicians a new way of thinking about pathology and therapeutic treat-
ment and a comprehensive set of therapeutic alternatives that have
evolved from clinical applications consistent with the theory.

One of the basic premises of EMDR is that most psychopathologies
are based on early life experiences. The goal of EMDR treatment is to
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rapidly metabolize the dysfunctional residue from the past and trans-
form it into something useful. Essentially, with EMDR the dysfunctional
information undergoes a spontaneous change in form and meaning—
incorporating insights and affect that are enhancing rather than self-
denigrating to the client. Clinicians should find that the information
covered in this book provides the components and strategies necessary
for this process, wherein the client’s innate information-processing sys-
tem is called into play to bring about resolution.

THE NAME OF THE METHOD

Although EMDR was initially named for the eye movements, which in
1987 appeared to be the most salient part of the method, over the past
years the name has appeared to unduly limit the appreciation and appli-
cation of the approach. As this book indicates, EMDR is a complex
methodology that includes many components; in addition, many other
stimuli besides the eye movements have proven useful. If I had it to do
over again, I might name it simply Reprocessing Therapy. Nonetheless,
because of the extensive worldwide name recognition I have decided to
maintain the abbreviation and the original designation, with the under-
standing that it serves ultimately to be of historical, rather than descrip-
tive, significance. (For example, Coca-Cola retained its designation
even after the cocaine derivative it was named for was removed from
the contents, and the diagnostic category of schizophrenia was main-
tained even after it was no longer viewed as “split mind”; although tele-
graphs are no longer the primary descriptor, the commonly used name
is still “AT&T.” The name Eye Movement Desensitization and Repro-
cessing has, for all intents and purposes, met the same fate.) The abbre-
viation EMDR should therefore be used with the understanding that
the eye movements are merely one of many dual attention stimuli used
to activate the client’s information-processing system and achieve treat-
ment effects.

USE OF THIS BOOK

Only licensed mental health professionals, or those under direct super-
vision of licensed clinicians, should use the procedures and protocols in
this book. This caution is important because, as a psychological treat-
ment, EMDR should be used only within the context of a complete and
detailed treatment plan and with the appropriate safeguards that
trained and licensed clinicians are schooled to be aware of. Instructors
of clinical graduate students will probably want to engage their students
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in a supervised internship program before teaching the method to
them. Suggestions for the form and timing of supervised practice in
EMDR are included in this book, but in all instances a formal training
course with licensed, trained, experienced EMDR instructors is consid-
ered the most appropriate forum for learning the method. The guide-
lines for these trainings have been formulated by the EMDR Interna-
tional Association, and all qualified instructors are urged to have their
courses duly evaluated and registered. With courses thus identified, stu-
dents and clinicians can best be guided to those that are appropriate
and clients can be assured that they are being provided with appropri-
ate EMDR protocols and procedures. Prospective students of university
EMDR courses and private training centers should evaluate their
course eligibility through this professional association (see Appendices
B and C).

This book has been written with four kinds of readers in mind: aca-
demicians, researchers, clinicians, and clinical graduate students. I have
attempted to make the language and organization appropriate for all
(with varying degrees of success). Those readers especially interested in
the history, supportive data, research, theory, and placement of EMDR
in the field of trauma therapies will find Chapters 1, 2, and 12 of particu-
lar relevance. Although therapists primarily interested in learning the
method will find important clinical material in various sections of those
three chapters (particularly Chapter 2), such material is most heavily
concentrated in the rest of the text.

GENDER

In order to avoid sexism without the stylistic awkwardness of phrases
such as he or she, the personal pronouns have been alternated through-
out the text.

RESEARCH AND EVOLUTION

The continued evolution of EMDR from a simple technique to a com-
plex methodology has been based largely on clinical observation. The
need for research to provide further examination of the EMDR ap-
proach is indisputable, inasmuch as clinical evaluation is susceptible to
many of the distortions and fallacies of personal observation. Neverthe-
less, there is an extensive base of controlled research that has been eval-
uated by independent task forces (including the International Society
for Traumatic Stress Studies) and has established EMDR as a standard
and effective treatment of psychological trauma. These studies, along
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with research implications and suggestions for further investigation,
are discussed in depth in Chapter 12.

Clearly, there is no substitute for well-designed and well-implemented
controlled clinical outcome research, and more of it is needed. How-
ever, such research is notoriously scarce and traditionally lags far be-
hind clinical practice. For instance, little controlled clinical outcome re-
search has yet examined the various treatments used for most of the
distinctive trauma populations, including victims of natural disasters,
molestation victims, accident victims, and so forth. The implications of
this paucity of “hard data” in the field of trauma are explored in Chap-
ter 12.

It should be noted that outside the arena of PTSD, controlled re-
search is no less scarce. A task force set in motion by Division 12 of the
American Psychological Association determined that only about 12
methods were well established by controlled studies for the treatment
of a few individual complaints (e.g., specific phobias). Given the vast
number of disorders and treatment approaches, it is clear that most
methods are being used for most disorders without research validation.
I believe that clients deserve to know the status of any treatment they
receive. Therefore, I urge clinicians to remember that although
EMDR appears efficacious for the treatment of a wide variety of
experientially based complaints, until extensive comparative research
validates EMDR for each of the disorders, it should be utilized only with
appropriate information provided to the client for the purpose of in-
formed consent. This admonition applies to any form of therapy for
any type of disorder.

In the meantime, while EMDR continues to evolve through re-
search and clinical observation, the primary principles and substance of
current practice are presented in this book. The reader is urged to keep
an appropriately skeptical, yet open, mind. Changing ingrained ways of
doing psychotherapy may not be easy. This book is only the beginning
of a learning process and, I hope, of a rewarding journey of exploration.
And although clinical evaluations and personal observations are far
from infallible, they are also indispensable to sound scientific findings—
and to the joy of healing.
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CHAPTER 1
� � �

Background

There is a principle which is a bar against all
information, which is proof against all arguments
and which cannot fail to keep a man in everlasting
ignorance—that principle is contempt prior to
investigation.

Herbert Spencer

Since its initial development in 1987, Eye Movement Desensitization
and Reprocessing (EMDR) has found widespread acceptance by much
of the clinical community. The subsequent development of the method
and its theoretical framework grew from an exploration of consistently
achieved treatment effects, an exploration that refined the procedures
and protocols into a comprehensive treatment approach. As we shall
see, the current procedures and information-processing theory that
guide clinical practice incorporate many aspects that should prove fa-
miliar to most clinicians, academicians, and researchers.

Although EMDR is best known and was initially named for its eye
movements, it is vital that we approach it as a whole system. Eye move-
ment is only one form of stimulation used and only one component of
the complex approach. Further, the goal of therapy is not simply anxi-
ety reduction, as indicated by the word “desensitization.” In fact, as
noted in the Preface, if I had to do it over again, I would rename the ap-
proach Reprocessing Therapy. Therefore, although the initials EMDR
are still the designated name of the therapy, I want to make the empha-
sis clear throughout this volume

1. Dual attention stimulation is merely one component integrated
with procedural aspects synthesized from all the major psycho-
logical orientations.

2. As a comprehensive approach, careful attention is given to im-
ages, beliefs, emotions, physical responses, increased awareness,
and interpersonal systems in achieving EMDR’s effects.
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3. Clinicians must use different EMDR protocols, depending on
the types of pathology, and follow therapeutic procedures cus-
tomized to the need of the client.

4. The purpose of the eight-phase EMDR treatment is to help liber-
ate the client from the past into a healthy and productive pres-
ent.

Mastery of EMDR’s basic principles, procedures, and protocols di-
rects the clinician in assisting the client to transmute negative experi-
ences into adaptive learning experiences. For example, when treating a
victim of a single rape, the clinician identifies the different aspects of
the trauma that are disturbing the client. These may include intrusive
images; negative thoughts or beliefs the client has about herself or her
role in the rape; negative emotions such as fear, guilt, or shame and
their associated body sensations; and, conversely, the precise way the
client would prefer to think about herself instead. The rape victim may
begin by feeling intense fear and shame. She may have constant images
of the rape intruding on her present life and may experience negative
thoughts such as “I am dirty” or “It was my fault.” After her clinician has
worked with her using the EMDR procedures to focus on specific inter-
nal responses, the rape victim may be able to recall the rape without
feelings of fear and shame. She may, in fact, feel empowered and may
be able to say, “I did very well. He was holding a knife at my throat, and I
managed to stay alive.” In addition to this positive change in her
thoughts and beliefs, she may no longer have intrusive images of the
rape. If she later recalls the event, her associated emotions, thoughts,
and body sensations may be neutral or positive rather than disturbing.
As one rape victim who received EMDR treatment said of her attack,
“It’s still an ugly picture but not because I did anything wrong.” In fact,
the belief she internalized about herself was “I’m a strong, resilient
woman.”

As illustrated by this example, EMDR catalyzes learning. When the
target is a disturbing memory, the negative images, negative beliefs, and
negative emotions become less vivid, and less valid. They appear to be-
come linked with more appropriate information: The client learns what
is necessary and useful from the disturbing past experience, and the
event is restored into memory in an adaptive, healthy, nondistressing
form. But learning is a continuum. When the target is positive, such as
an alternative desirable imagined future, the imagery, beliefs, and af-
fects become more vivid, more enhanced, and more valid. Therefore,
EMDR is used to (1) help the client learn from the negative experiences
of the past, (2) desensitize present triggers that are inappropriately dis-
tressing, and (3) incorporate templates for appropriate future action
that allow the client to excel individually and within her interpersonal
system.
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Clearly, then, from this simple description of the standard three-
pronged protocol, we see that EMDR brings together aspects of many
major psychological orientations: The attention to etiological events
underscored by psychodynamic therapy, the conditioned responses
highlighted by behavior therapy, the beliefs of cognitive therapy, the
emotions of experiential therapies, the imagery work of hypnotic thera-
pies, and the contextual understanding of system’s theory. We shall see
this integration of salient orientations throughout the entire text.

As a comprehensive approach, all of EMDR’s procedures and pro-
tocols are geared to contribute to positive treatment effects through an
interaction of client containment and information processing (see also
Shapiro, 1999, in press-a). Every treatment effect is an interaction of cli-
ent, clinician, and method. Clinicians must understand how to prepare
clients appropriately and stay attuned to their individual needs while
keeping the information-processing system activated so learning can
take place. Clinicians must take a comprehensive history to identify the
appropriate targets for processing and the developmental deficits that
may have to be addressed. EMDR has proved highly successful in the
treatment of major trauma (e.g., Carlson, Chemtob, Rusnak, Hedlund,
& Muraoka, 1998; Ironson, Freund, Strauss, & Williams, in press;
Marcus, Marquis, & Sakai, 1997; Rothbaum, 1997; Scheck, Schaeffer, &
Gillette, 1998; Wilson, Becker, & Tinker, 1995, 1997), and observations
of thousands of client sessions over the last 14 years show clearly that
early disturbing experiences of all kinds can have similar negative and
long-lasting effects.

For example, if we allow our minds to scan back into childhood and
bring up a humiliating incident, many of us find that we still feel the
flush of the emotion, or the thought that was there at the time automati-
cally arises. We feel our bodies flinch. According to the Adaptive Infor-
mation Processing model that guides EMDR practice (see Chapter 2),
we would say that this event has been insufficiently processed and these
automatically arising thoughts, emotions, and physical reactions may
be inappropriately coloring our perceptions and actions in similar pres-
ent circumstances. We may react negatively to authority, groups, new
learning experiences, or whatever strands are evident in that memory.
These are not merely conditioned responses, they are responses inher-
ent in the stored memory. When an event has been sufficiently pro-
cessed, we remember it but do not experience the old emotions or
sensations in the present. We are informed by our memories, not con-
trolled by them.

As reviewed in detail in the next chapter, the symptoms of
posttraumatic stress disorder (PTSD) are clearly derived from
dysfunctionally stored experiences of this type. The nightmares, flash-
backs, intrusive thoughts, and high levels of arousal may be viewed as
signs of this state-dependent storage. Victims clearly feel inappropriate
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levels of fear and powerlessness and behave accordingly. However,
what EMDR has shown us over the past years is that even ubiquitous
events, such as childhood humiliations and disappointments, can leave
comparable lasting negative effects. Although they may not breed the
intrusive imagery of PTSD, the emotions, beliefs, and physical sensa-
tions arise in the body and mind, coloring present perceptions and lead-
ing to unhappiness and inappropriate behaviors in the present. In sim-
ple terms, the past is present. It therefore does not matter whether it is a
“big T” traumatic event that precipitates PTSD or the more ubiquitous
“small t” events that are rampant throughout childhood. There is a
long-lasting negative effect upon self and psyche. By dictionary defini-
tion it is a trauma and, in information-processing terms, it is posited to
be dysfunctionally stored in the wrong form of memory (i.e., in im-
plicit/motoric rather than explicit/narrative memory; for comprehen-
sive discussions of memory systems see Armony & LeDoux, 1997;
LeDoux, 1996; Squire, 1992; Stickgold, in press; van der Kolk, 1994; van
der Kolk, Osterman, & Hopper, 2000). The initial goal of EMDR ther-
apy is to process these experiences and help liberate the client into the
present.

For the practicing clinician, the important distinction between an
adaptively processed and a dysfunctionally stored event is that in the
former case adequate learning has taken place and it is stored with ap-
propriate emotions, able to guide the person in the future. The dysfunc-
tionally stored memory still has within it some of the sensory percep-
tions and thoughts that were there at the time of the event. Essentially,
the childhood perspective is locked in place and causes the person to
perceive the present from a similar vantage point of defectiveness (e.g.,
I’m unlovable/not good enough), lack of safety, or lack of control. Cli-
nicians observe this every day in their practices: Clients “know” they
shouldn’t be feeling hopeless or powerless or unlovable, but they do.
They may slip into the intonation of childhood when speaking of earlier
experiences. There is a split between what they want to do and what
they can do; between the possibilities available and their ability to per-
ceive and act upon them. The EMDR clinician must therefore identify
the events that have been dysfunctionally stored and are stunting and
coloring the client’s present perceptions (Shapiro, 1998; Shapiro & For-
rest, 1997) and assist in processing them. Essentially, EMDR facilitates
learning on multidimensional emotional, cognitive, and physiological
levels.

Individuals suffering from traumatic events who participated in nu-
merous controlled PTSD studies have attained rapid improvements
through EMDR, bringing them into the “normal” range on a wide vari-
ety of measures (see Chapter 12 for a review). Indicators of self-efficacy
and well-being have increased while anxiety and depression have de-
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clined. The same indicators are apparent in general clinical practice
and appear to support the theory that the processing of similarly dys-
functionally stored childhood experiences allows the client to become
fully and comprehensively an adult. That is, it appears that most dys-
functional characteristics displayed across the full spectrum of psycho-
logical disorders may be viewed as being grounded in experiential con-
tributors. Clearly, the interplay of genetic predisposition and the
circumstances compromising resiliency, such as fatigue, substance
abuse, and so on, all play a part in the full clinical picture. It is assumed
that some disorders, such as certain forms of depression, may be caused
purely by organic deficits and would not be appropriate candidates for
EMDR treatment. But clinical experience indicates that many patholo-
gies, including certain forms of depression, are forged by earlier experi-
ences that contain affects of “helplessness,” “hopelessness,” or any of
the full spectrum of affects that constitute a sense of self-denigration
and lack of efficacy. Although by no means a panacea, the specific role
of EMDR is to help metabolize the experiential contributors to present
dysfunction, which may range from easily identified critical incidents
such as rapes and assaults, through the more innocuous-seeming nega-
tive interactions with family, peers, teachers, strangers, and others that
have left a lasting negative effect.

For many of our clients, it appears that simply processing these ear-
lier experiences allows the appropriate cognitive and emotional con-
nections to be made and adaptive behaviors to spontaneously emerge,
along with insights and positive self-concepts. However, for clients who
have been badly neglected and abused in childhood, it is also important
to determine what developmental windows might have closed before
important infrastructures were set in place. Did the traumatized child
learn object constancy, or will it need to be taught during therapy?
What will the clinician have to model for the client? What experiences
will have to be engendered to allow the needed introjects and patterns
to emerge? Once such positive interactions are forged within the thera-
peutic relationship, they too become stored in memory and can be en-
hanced through the EMDR procedures.

As therapists, we must be careful to view our clients as complex be-
ings functioning on all levels of sensing, thinking, feeling, acting, and
believing. And we must not be satisfied with simply removing overt suf-
fering. Our clients deserve more than that. They deserve the ability to
love, to bond, to excel, and, if they choose, to find the desire to serve
others. They deserve all the attributes that Maslow (1970) described as
self-actualization. To that end, we use a standard three-pronged EMDR
protocol to afford all clients a comprehensive treatment of past, pres-
ent, and future. It is hoped that no one is considered expendable.

We have come a long way since the days when the mind was viewed
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merely as a “black box.” Developmental neuropsychologists are demon-
strating that neglect and lack of attachment during early childhood may
lead to a lack of the cortical organization needed for self-soothing and
self-regulation (Schore, 1994, 1997, 2001c; Siegel, 1999, in press).
These and other findings have informed clinical practice and resulted
in a stronger emphasis on the need for early stabilization of such clients
and the use of EMDR protocols to enhance their access to positive af-
fects and experiences (Leeds & Shapiro, 2000; see Appendix A). Al-
though the degree of remediation possible for the most severely abused
clients has not yet been determined, it should be underscored that det-
rimental neurobiological findings are not necessarily permanent. With
the advent of SPECT scans, fMRI, and a greater understanding of
neurotransmitters, preliminary data indicate that biological changes do
take place subsequent to EMDR processing (Heber, Kellner, & Yehuda,
in press; Lansing, Amen, & Klindt, 2000; Levin, Lazrove, & van der
Kolk, 1999), as one would expect to happen after any successful ther-
apy. The utility of EMDR is found in its ability to afford relatively rapid
change so that interventions can be quickly assessed and therapeutic
corrections made. However, the real strength of EMDR is found in its
integrated approach to treatment. The wisdom of all the psychology
orientations is needed to make sure that no one is left behind. The goal
of EMDR is to achieve the most profound and comprehensive treat-
ment effects possible in the shortest period of time, while maintaining
client stability within a balanced system. However, these changes
should optimally manifest on all levels of being and functioning. Our
job as clinicians becomes more comprehensive and textured as we go
beyond unilateral models and treat the whole person in the context of
an interconnected social system.

Although many clinicians share the notion that they should foster
the client’s drive toward personal enhancement, a primary emphasis of
the field of psychology has been directed to developing a standardized
classification system of overt symptoms and specific disorders. Re-
search has largely been directed to identifying patient characteristics
and response styles and, secondarily, to the testing of various treat-
ments for the designated disorders. Controlled research has shown
EMDR to be effective in the treatment of PTSD, and there is a clear
needed to evaluate EMDR and all other forms of psychotherapy in myr-
iad other applications. Independent reviewers of the American Psycho-
logical Association Division 12 Task Force on Empirically Supported
Treatments (Chambless et al., 1998) indicated that of all the hundreds
of diagnoses and therapies, approximately 12 techniques were consid-
ered “well established” by controlled research for isolated conditions,
which included “headaches” and “coping with stressors.” In other
words, almost every condition listed in the Diagnostic and Statistical
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Manual of Mental Disorders has no well-established, empirically sup-
ported treatment. The advent of EMDR exponentially increased the
amount of controlled research for PTSD (see van Etten & Taylor, 1998),
and it is hoped that its application to other experientially based disor-
ders will do the same for them. Suggestions for such research are ex-
plored in Chapter 12 and Appendix D.

A CHANCE DISCOVERY

Although the role of eye movement has been well documented in con-
nection with higher cognitive processes and cortical function (Amadeo
& Shagass,1963; Antrobus, 1973; Antrobus, Antrobus, & Singer, 1964;
Gale & Johnson, 1984; Leigh & Zee, 1983; Monty, Fisher, & Senders,
1978; Monty & Senders, 1976; Ringo, Sobotka, Diltz, & Bruce, 1994),
and indeed had previously been identified as correlated with a shift in
cognitive content (Antrobus, Antrobus, & Singer, 1964), its use in
EMDR is based on a chance observation I made in the spring of 1987.
While walking one day, I noticed that some disturbing thoughts I was
having suddenly disappeared. I also noticed that when I brought these
thoughts back to mind, they were not as upsetting or as valid as before.
Previous experience had taught me that disturbing thoughts generally
have a certain “loop” to them; that is, they tend to play themselves over
and over until you consciously do something to stop or change them.
What caught my attention that day was that my disturbing thoughts
were disappearing and changing without any conscious effort.

Fascinated, I started paying very close attention to what was going
on. I noticed that when disturbing thoughts came into my mind, my
eyes spontaneously started moving very rapidly back and forth in an up-
ward diagonal. Again the thoughts disappeared, and when I brought
them back to mind, their negative charge was greatly reduced. At that
point I started making the eye movements deliberately while concen-
trating on a variety of disturbing thoughts and memories, and I found
that these thoughts also disappeared and lost their charge. My interest
grew as I began to see the potential benefits of this effect.

A few days later I started to try it out with other people: friends, col-
leagues, and participants in the psychology workshops I was attending.
They had a wide range of nonpathological complaints and, like the rest
of the population, had had varying amounts of psychotherapy. When I
asked, “What do you want to work on?” people brought up disturbing
memories, beliefs, and present situations, with complaints ranging
from early childhood humiliations to present-day work frustrations.
Then I showed them how I had moved my eyes rapidly back and forth,
and I asked them to duplicate those eye movements while simulta-
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neously holding their problems in mind. The first thing I discovered
was that most people do not have the muscle control to continue the eye
movement for any length of time. Still determined to investigate, I
asked them to follow my fingers with their eyes as I moved my hand
back and forth until their eye movements duplicated the speed and di-
rection I had used that day in the park. This worked much better.

However, the next thing I discovered was that people would start
feeling better but would then get stuck in the disturbing material. To
overcome this difficulty, I tried different kinds of eye movements
(faster, slower, in different directions) and asked people to concentrate
on a variety of different things (such as different aspects of the memory
or the way it made them feel). As we proceeded, I began to learn which
strategies were most likely to get positive and complete results. In addi-
tion, I started to find standard ways of opening and closing the sessions
that seemed to contribute to positive effects.

In short, by working with some 70 people over the course of about 6
months, I developed a standard procedure that consistently succeeded
in alleviating their complaints. Because my primary focus was on reduc-
ing anxiety (as that had been my own experience with the eye move-
ments) and my primary modality at that time was behavioral, I called the
procedure Eye Movement Desensitization (EMD).

THE FIRST CONTROLLED STUDY

In the winter of 1987 I decided to see whether EMD would prove suc-
cessful under controlled conditions. In my initial work I had used EMD
most easily and most effectively with old memories. Therefore, I de-
cided that for my first official study I wanted to find a homogeneous
grouping of people who had difficulty with old memories. The people
who first came to mind were rape victims, molestation victims, and Viet-
nam veterans who fit the diagnosis for posttraumatic stress disorder
(PTSD) as defined by the then current Diagnostic and Statistical Manual
of Mental Disorders, third edition (DSM-III; American Psychiatric Associ-
ation, 1980). At first this seemed an ideal population because of their
old memories, but there was a catch: I did not know whether the proce-
dures would prove effective in resolving traumatic memories, inasmuch
as I had not yet tried them with any pathological conditions. What if the
brain stored traumatic memories in a different way? What if they could
not be accessed by the procedures in the way that disturbing but
nontraumatic memories could?

To test whether EMD would work with people who had traumatic
memories, I decided to find a volunteer who had suffered combat trau-
ma. “Doug” was a counselor at a local Veterans Outreach program. Al-
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though he was generally very well adjusted and successful, he had one
recurring memory that continued to upset him tremendously. On a
tour of duty in Vietnam in the 1960s, Doug had served as an infantry-
man. One day while he was unloading dead soldiers from a rescue heli-
copter, a buddy came up and gave him very upsetting news about one of
the bodies he had just handled. I asked Doug to hold the memory of that
moment in his mind while he followed my hand with his eyes. He did
this, and after two or three sets of eye movements he reported that the
scene had changed: The auditory part of the memory had vanished. In-
stead, all he saw was his buddy’s mouth moving; no sound came out. Af-
ter several more sets of eye movements, Doug told me that the scene
had been transformed in his mind’s eye until it looked like “a paint chip
under water” and that he now felt calm. “I can finally say the war is over
and I can tell everyone to go home,” he said. When I later asked him to
think of Vietnam, the image that emerged was—instead of dead bodies—
a memory of the first time he had flown over the country, when it had
looked to him like “a garden paradise.” This was the first time in 20
years that Doug had remembered that positive image of Vietnam. Six
months later, when I checked back with him, Doug told me that the pos-
itive effects had lasted. The disturbing image had not intruded since his
treatment. Moreover, when he deliberately retrieved the memory, it
looked like the “paint chip” and he felt no distress when he saw it.

My success with Doug seemed to confirm that decades-old traumat-
ic memories could be accessed and resolved by the method. With that
encouragement, I began a controlled study with 22 victims of rape, mo-
lestation, or Vietnam combat who were suffering from traumatic mem-
ories. The subjects were randomly assigned to a treatment or control
group.

I used EMD with the treatment group, and I gave the subjects in the
control group a placebo by asking them to describe their traumatic
memory in detail. I interrupted subjects in both groups approximately
the same number of times for scoring the anxiety level and for feed-
back, using the same questions (e.g., “What do you get now?”). The pur-
pose of having a control group was to allow for the possibility of positive
effects resulting merely from the subjects’ having the direct attention of
a researcher and spending a similar amount of time exposed to the
memory. This exposure, in which the subject holds the memory in fo-
cused consciousness for a prolonged time, might be regarded as a modi-
fied flooding condition, but I considered it a placebo condition because
positive treatment effects are not expected with direct therapeutic ex-
posure (DTE) of a single session’s duration (Keane & Kaloupek, 1982).

I asked subjects in both groups individually to tell me about the dis-
turbing image of their traumatic memory, along with whatever negative
thoughts and beliefs they had about the situation or their participation

� Background � 9



in it (such as “I’m dirty,” “I’m worthless,” “I’m not in control”). I call this
the negative cognition. Then I asked subjects to recall the memory and
the negative cognition and to rate their anxiety level using an 11-point
Subjective Units of Disturbance (SUD) Scale, in which 0 represents neu-
tral intensity and 10 equals the highest possible anxiety (Wolpe, 1990). I
also asked subjects to verbalize a positive thought or belief they would
like to have about themselves (such as “I’m worthwhile,” “I’m in con-
trol,” or “I did the best I could”). Finally, I asked them to rate how true
they felt this positive belief was by means of a 7-point semantic differen-
tial scale—designated the Validity of Cognition (VOC) Scale—in which 1
represents “completely false” and 7 means “completely true.” I cau-
tioned subjects to use their gut feeling as the basis for their judgment
rather than some intellectual analysis.

The treatment group showed two marked changes: Anxiety levels
decreased, showing a pronounced desensitization effect, and there was
a marked increase in the subjects’ perceptions of how true their positive
beliefs were, showing a strong cognitive restructuring. The control
group initially showed increased anxiety, which is consistent with the re-
sponses to initial phases of flooding procedures found by other re-
searchers (Boudewyns & Shipley, 1983). In addition, as the control sub-
jects’ anxiety increased, it was not unusual for their sense of self-efficacy
to decrease. For ethical reasons, EMD was administered to the control
group after they had participated in the placebo condition, and positive
treatment effects were obtained with the delayed treatment condition.
The positive treatment effects, maintained at 1- and 3-month follow-up,
indicated that substantial desensitization, pronounced cognitive re-
structuring of perceptions regarding the traumatic event, and a de-
crease in primary symptoms had been achieved. For instance, com-
plaints of sleep disturbances were greatly reduced. A subject who had a
lifelong history of one or two violent, fearful dreams per week reported
that he had a violent dream on the night following EMD treatment but
that on this occasion he had felt no fear and in the dream had “ritually
bowed to [his] Samurai enemies.” They had then “joined forces,” and
he had had no subsequent violent or fearful dreams. He stated that this
was, as far as he could remember, the first period of his life in which he
had no nightmares and felt consistently “good and confident, without
breaks.” His wife corroborated that he no longer thrashed around in
bed. A Vietnam veteran who had had flashbacks, intrusive thoughts,
and nightmares for 21 years about a particular incident also reported
only one subsequent nightmare, one that had “no power to it.” More-
over, he confided, “I realized that the person in the dream cutting my
throat was me.” He had had no other frightening dreams. He acknowl-
edged that he had occasional intrusive thoughts but claimed, “None
have power anymore.” He also described himself as calmer on all re-
lated issues and memories.
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Although the study was flawed by the lack of standardized measures
and blind evaluations, only one other controlled study (with similar
confounds) had been published with this population (Peniston, 1986).
It had reported moderate effects after 45 sessions of biofeedback-
assisted systematic desensitization. Therefore, along with two other
studies on prolonged exposure therapy published the same year, which
found a 30% symptom reduction, the EMDR pilot research became one
of the first published controlled studies assessing PTSD symptomology
(Shapiro, 1989a).

FURTHER CLINICAL
AND EXPERIMENTAL OBSERVATIONS

During the 12 years since the initial pilot research (Shapiro, 1989a)
more than a dozen rigorously controlled studies of EMDR have been
published that substantiate its efficacy (see Feske, 1998; Maxfield &
Hyer, in press; Waller, Mulick, & Spates, 2000; Spector & Read, 1999;
Van Etten & Taylor, 1998). Consequently, the practice guidelines of the
International Society for Traumatic Stress Studies has designated
EMDR as an effective treatment for PTSD (Chemtob, Tolin, van der
Kolk, & Pitman, 2000; Shalev, Friedman, Foa, & Keane, 2000) as has the
UK Department of Health (2001). A review of the extant controlled re-
search and suggestions for future investigations are covered in detail in
Chapter 12 after the methodology is more fully explained.

In addition to the controlled research, successful clinical results
achieved with EMDR indicate the wide range of its applicability (see also
Appendix D). For example, a survey approved and partially funded by a
Department of Veterans Affairs (DVA) medical center targeted EMDR-
trained clinicians who had treated more than 10,000 clients. It found
that approximately 74% of the clinicians cited more beneficial treat-
ment effects with EMDR than with other methods used, whereas only
4% indicated less success (Lipke, 1992b, 1994, 1995).

Since the initial efficacy study (Shapiro, 1989a), positive therapeu-
tic results with EMDR have been reported with a wide range of popula-
tions, as documented in the following case and controlled studies:

1. Combat veterans from Desert Storm, the Vietnam War, the
Korean War, and World War II who were formerly treatment resistant
and have showed marked improvement in symptoms such as flash-
backs, nightmares, and other PTSD sequelae (Blore, 1997b; Carlson,
Chemtob, Rusnak, & Hedlund, 1996; Carlson et al., 1998; Daniels,
Lipke, Richardson, & Silver,1992; Lipke, 2000; Lipke & Botkin, 1992;
Silver, Brooks, & Obenchain, 1995; Thomas & Gafner, 1993; White,
1998; Young, 1995).
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2. Persons with phobias and panic disorder who revealed a rapid
reduction of fear and symptomatology (Doctor, 1994; De Jongh & Ten
Broeke, 1998; De Jongh, Ten Broeke, & Renssen, 1999; Feske &
Goldstein, 1997; Goldstein & Feske, 1994; Kleinknecht, 1993; Nadler,
1996; O’Brien, 1993).

3. Crime victims and police officers who are no longer disturbed
by the aftereffects of violent assaults (Baker & McBride, 1991; Klein-
knecht & Morgan, 1992; McNally, & Solomon, 1999; Page & Crino,
1993; Shapiro & Solomon, 1995; Solomon, 1995, 1998).

4. People relieved of excessive grief due to the loss of a loved one
or to line-of-duty deaths, such as engineers no longer devastated with
guilt because their trains unavoidably killed pedestrians (Puk, 1991a;
Solomon, 1994, 1995, 1998; Solomon & Kaufman, 1994; Shapiro & Sol-
omon, 1995).

5. Children healed of the symptoms caused by the trauma of as-
sault or natural disaster (Chemtob, Nakashima, Hamada, & Carlson, in
press; Cocco & Sharpe, 1993; Datta & Wallace, 1994, 1996; Greenwald,
1994, 1998, 1999; Johnson, 1998; Lovett, 1999; Pellicer, 1993; Puffer,
Greenwald, & Elrod, 1998; Shapiro, 1991a; Tinker & Wilson, 1999; Wil-
son & Tinker, 2000).

6. Sexual assault victims who are free of debilitating symptoms,
enabling them to lead normal lives and have intimate relationships
(Edmond, Rubin, & Wambach, 1999; Hyer, 1995; Ironson et al., in
press; Parnell, 1999; Puk, 1991a; Rothbaum, 1997; Scheck et al., 1998;
Shapiro,1989b, 1991a, 1994a; Wolpe & Abrams, 1991).

7. Accident, surgery, and burn victims who were once emotion-
ally or physically debilitated and who are now able to resume produc-
tive lives (Blore, 1997a; Hassard, 1993; McCann, 1992; Puk, 1992; Solo-
mon & Kaufman, 1994).

8. Victims of sexual dysfunction who are now able to maintain
healthy sexual relationships (Levin, 1993; Wernik, 1993).

9. Clients at all stages of chemical dependency and pathological
gamblers, who now show stable recovery and a decreased tendency to
relapse (Henry, 1996 ; Shapiro, Vogelmann-Sine, & Sine, 1994).

10. People with dissociative disorders who progress at a rate more
rapid than that achieved by traditional treatment (Fine, 1994; Fine &
Berkowitz, 2000; Lazrove, 1994; Lazrove & Fine, 1996; Marquis & Puk,
1994; Paulsen, 1995; Rouanzoin, 1994; Young, 1994).

11. People with performance anxiety and those seeking perfor-
mance enhancement in business, performing arts, school, and sports
activities who have benefited from EMDR (Crabbe, 1996; Foster &
Lendl, 1995, 1996, in press; Maxfield & Melnyk, 2000).

12. People suffering from somatoform disorders such as body
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dysmorphic disorder or chronic pain who have rapidly recovered
(Brown, McGoldrick, & Buchanan, 1997; Grant & Threlfo, in press).

13. Clients with diagnosed personality disorders or complex PTSD
who show increased stabilization and functioning (Fensterheim, 1996;
Heber et al., in press; Manfield, 1998; Korn & Leeds, in press).

14. Clients with a wide variety of PTSD and other diagnoses who
have experienced substantial benefit from EMDR (Allen & Lewis, 1996;
Balcom, Call, & Pearlman, 2000; Cohn, 1993; Forbes, Creamer, &
Rycroft, 1994; Grainger, Levin, Allen-Byrd, Doctor, & Lee, 1997;
Lazrove, Triffleman, Kite, McGlasshan, & Rounsaville, 1998; Lee,
Gavriel, Drummond, Richards, & Greenwald, in press; Lipke, 1994,
1995, 2000; Marcus et al., 1997; Marquis, 1991; Parnell, 1996, 1997;
Phillips, 2000; Puk,1991b; Shapiro & Forrest, 1997; Spates & Burnette,
1995; Spector & Huthwaite, 1993; Vaughan, Wiese, Gold, & Tarrier,
1994; Wilson, Silver, Covi, & Foster 1996; Wolpe & Abrams, 1991).

SHIFT IN PARADIGM

As I noted in my earlier reports (Shapiro, 1989a, b), there were numer-
ous procedures that appeared to be responsible for the positive treat-
ment effects I achieved in the initial study that could not be included in
the articles because of page constraints. The continued refinement of
these procedures and the subsequent evaluation of hundreds of case re-
ports from trained clinicians led to the full realization that the optimal
procedures caused the simultaneous desensitization and cognitive re-
structuring of memories, the elicitation of spontaneous insights, and an
increase in self-efficacy, all of which appeared to be by-products of the
adaptive processing of disturbing memories. This realization led to my
renaming the method Eye Movement Desensitization and Reprocess-
ing (EMDR).

The change of name from EMD to EMDR in 1990 included a per-
sonal change in orientation from the initial behavioral formulation of
simple desensitization of anxiety to a more integrative information-
processing paradigm. This paradigm includes the application to clinical
practice of the terminology and some of the concepts of informa-
tion processing and associative networks originally presented by Lang
(1977) and Bower (1981). Although there are a number of other
information-processing theories that have great merit (Barnard &
Teasdale, 1991; Chemtob, Roitblat, Hamada, Carlson, & Twentyman,
1988; Foa & Kozak, 1986; Horowitz, 1979, 1998; Litz & Keane, 1989;
McClelland, 1995; Rachman, 1978, 1980; Teasdale, 1999), the EMDR-
based information-processing model is both generally compatible with
them and distinct in its elements and applications.
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Although all the information-processing models are inherently
speculative, they give rise, it is hoped, to a greater understanding of the
underlying principles that govern perception and the integration of
new information within extant conceptual and emotional frameworks.
Their utility lies in their ability not only to explain, but to predict clinical
outcomes. Yet although the individual model often dictates certain
clinical applications, the success of the clinical applications does not
“prove” the model to the exclusion of all others. Each model evokes a
set of principles that may lead to positive treatment effects under prede-
termined conditions. The adventure lies in finding exceptions to the
rule and formulating principles to explain and elicit clinical phenom-
ena that lie outside predicted outcomes.

The behavioral desensitization formulation I initially used for EMD
certainly resulted in positive effects, but I found that it could not ex-
plain a number of clinical phenomena sufficiently, nor could it account
for the clinical success of a variety of procedural applications. This is
not unusual. Overall, each model also predicts the types of clinical ap-
plications necessary for optimal effects, and a number of extant treat-
ments have borne out their utility. For instance, the “mindfulness”
applications elucidated by Teasdale (1999) have received empirical sup-
port in clinical application of mindfulness-based cognitive therapy
(Teasdale et al., 2000; Williams, Teasdale, Segal, & Soulsby, 2000), and
the principles espoused by Rachman (1980) and Foa and Kozak (1986)
have received empirical support through the application of prolonged
exposure therapies (Foa et al., 1999; Foa, Rothbaum, Riggs, & Mur-
doch, 1991; Keane, Fairbank, Cadell, & Zimering, 1989; Marks, Lovell,
Noshirvani, Livanou, & Thrasher, 1998; Tarrier et al., 1999). How-
ever, although the principles and mindfulness practices espoused by
Teasdale (1999) can be easily identified in EMDR practices (see Chapter
5), the other, also valuable theories, contraindicate practices that have
proved sucessful in EMDR.

For instance, Rachman (1978) lists silence, distractions, and brief
presentations among those practices that would impede processing and
vivid, long, and repeated presentations as promoting processing. These
forms of clinical application are also proposed by Foa and Kozak (1986)
and Foa and McNally (1996) However, as we shall see, EMDR uses si-
lent, brief exposures to ever-changing and often diffuse internal stim-
uli, along with an external source of attention, which could be consid-
ered a “distraction.” In fact, according to some exposure researchers,
“In strict exposure therapy the use of many of [‘a host of EMDR-
essential treatment components’] is considered contrary to theory”
(Boudewyns & Hyer, 1996, p. 192 ). Therefore, although in no way
diminishing the importance of exposure therapies, the prevailing
principles governing their use do not appear to predict or explain
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EMDR practices or the clinical phenomena that are generally observed
(McCullough, in press; Rogers & Silver, in press; see Chapter 12 for fur-
ther discussion). The information-processing model that guides EMDR
practice is based largely on these observed clinical phenomena, includ-
ing the rapid amelioration of symptoms associated with previous resis-
tant disorders such as body dysmorphic disorder (Brown, McGoldrick,
& Buchanan, 1997), phantom limb pain (Shapiro & Forrest, 1997;
Wilson, Tinker, Hofmann, Becker, & Marshall, 2000), and PTSD (see
Chapter 12).

The successful application of EMDR to cases of phantom limb pain
may prove a useful point of context. Although approximately 65% of
amputees suffer phantom limb pain (Jensen, Krebs, Nielsen, & Rasmus-
sen, 1985; Melzack, 1992), few treatments have offered consistent or
long-lasting results. The Adaptive Information Processing model, how-
ever, predicted the possibility of positive treatment effects with the ap-
plication of EMDR, which so far have been achieved clinically by inde-
pendent practitioners (Shapiro & Forrest, 1997; Vanderlaan, 2000;
Wilensky, 2000; Wilson et al., 2000). Basically, phantom limb pain can
be viewed as a manifestation of the stored somatic memory. The fact
that the pain it is still perceived in an absent limb is a perfect example of
dysfunctional memory storage. Once the etiological memory and the
pain sensations are targeted with EMDR, the pain generally remits. This
example of the need to catalyze the information processing of a stored
memory can serve as an icon for general EMDR treatment. As long as
the memory is dysfunctionally stored, the negative affect is maintained
regardless of the cognitive awareness that there is no limb—or, in other
pathologies, no need for fear and suffering.

Observation of many EMDR treatment sessions has identified cer-
tain patterns of information processing and memory association that
have led to the formulation of certain principles, which in turn guided
the continued development and refinement of the specific practice,
protocols, and procedures of EMDR. A principle that is crucial to
EMDR practice (but not specified in other information-processing the-
ories), and which is suggested by the consistent application of the proce-
dure, is that there is a system inherent in all of us that is physiologically
geared to process information to a state of mental health. This adaptive
resolution means that negative emotions are relieved and that learning
takes place, is appropriately integrated, and is available for future use.
The system may become unbalanced because of a trauma or because of
stress engendered during a developmental period, but once it is appro-
priately activated and maintained in a dynamic state by means of
EMDR, it can rapidly transmute information to a state of therapeuti-
cally appropriate resolution. Desensitization, spontaneous insights,
cognitive restructuring, and association to positive affects and re-
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sources are viewed as by-products of the adaptive reprocessing taking
place on a neurophysiological level.

The invocation of a neurophysiological level is a simple recognition
that this is where all change ultimately occurs. It is not assumed to be
specific to EMDR; rather, any form of successful therapy will ultimately
be correlated with a neurophysiological shift. Such a neurophysio-
logical shift is explicit in models informing prolonged exposure thera-
pies (Foa & Kozak, 1986; Marks et al., 1998) and implicit in some psy-
chodynamic models (Horowitz, 1979). The information-processing
paradigm also subsumes my originally held behavioral orientation,
which included a recognition of the interaction of learned material,
conditioned responses, physiological concomitants, and the therapist’s
ability to intervene in a structured manner for behaviorally observable
results. Indeed, many behaviorists may choose to interpret EMDR
solely in terms of conditioning and/or exposure (see Chapter 12 for a
discussion of the exposure paradigm) and many tenets are compatible.
However, although research over the next decade will undoubtedly
shed much light on the underlying mechanisms of EMDR, clinicians
currently need the most useful clinical heuristic we can provide. The
information-processing paradigm, which I have termed the Adaptive
Information Processing model, provides a way to explain EMDR’s treat-
ment effects as well as successfully predict the appropriate application
of the method to a variety of presenting problems. The next section
briefly describes the parameters of the model. A more extensive discus-
sion is offered in Chapter 2 (see also Appendix D).

ADAPTIVE INFORMATION PROCESSING

The Adaptive Information Processing model was developed to explain
the rapidity with which clinical results are achieved with EMDR and the
consistency of the many patterns of response to it. On the basis of the
observation of thousands of EMDR treatment sessions, the earlier de-
sensitization paradigm was replaced by this model, which appears not
only to explain treatment outcomes more effectively but to accurately
predict more beneficial clinical effects when certain variations are used.
Hence, the therapeutic application of principles, protocols, and proce-
dures consistent with the new information-processing model results in
treatment effects that are much better than those produced by the ini-
tially described EMD (Shapiro, 1989a, 1989b; see Beere, 1992; Lipke &
Botkin, 1992; Shapiro, 1991a, 1993). That is, the principles that guide
procedures often set the boundaries of the clinical applications.

Briefly stated, the model regards most pathologies as derived from
earlier life experiences that set in motion a continued pattern of affect,
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behavior, cognitions, and consequent identity structures. (We explore
this in detail in Chapter 2.) The pathological structure is inherent with-
in the static, insufficiently processed information stored at the time of
the disturbing event. In a wide variety of cases, ranging from simple
PTSD and phobias to more complex conditions such as panic disorders,
some forms of depression, dissociation, and personality disorders, pa-
thology is viewed as configured by the impact of earlier experiences that
are held in the nervous system in state-specific form.

The continued influence of these early experiences is due in large
part to the present-day stimuli eliciting the negative affect and beliefs
embodied in these memories and causing the client to continue acting
in a way consistent with the earlier events. Although a client’s memory
may be of an actual event and of behavior that may then have been ap-
propriate for the disturbing situation, the lack of adequate assimilation
means that the client is still reacting emotionally and behaviorally in
ways consistent with the earlier disturbing incident. For example, a
child may understandably feel fear and lack of control when threatened
by an adult, but an identical reaction by an adult to a similar situation is
generally inappropriate. Likewise, an adult may feel fear and lack of
control during a hurricane, but an identical reaction to a stiff breeze
months later is pathological. The dysfunctional nature of traumatic
memories, including the way in which they are stored, allows the nega-
tive affect and beliefs from the past to pervade the client in the present.
EMDR processing of such memories allows the more positive and em-
powering present affect and cognitions to generalize to the associated
memories throughout the neurophysiological network and leads spon-
taneously to more appropriate behaviors by the client.

Clinical pathologies are therefore viewed as amenable to change if
the clinician appropriately targets the information that has been stored
dysfunctionally in the nervous system. Part of the clinical history-taking
process is to identify the memories that have helped form the client’s
negative self-concepts and behaviors. Even pronounced personality dis-
orders are viewed as susceptible to change by virtue of reprocessing the
memories that set in motion the dysfunctional characteristics; the mem-
ories targeted, for instance, may be those that cause a paranoid person-
ality to be suspicious of people or an avoidant personality to feel unsafe.
In addition, of course, developmental and experiential deficits are ad-
dressed through appropriate processing and assimilation of positive in-
formation (see Chapter 8).

Adopting the Adaptive Information Processing model can facili-
tate the ability of many EMDR-trained clinicians to achieve both sub-
stantial and comprehensive treatment effects. For some clinicians this
may appear to be a natural integration of already held beliefs; for others
it may demand a personal shift in clinical conceptualization. There are a
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number of critical elements of the proposed paradigm. I mention them
here, but they are more thoroughly developed in Chapter 2.

1. The possibility of direct, nonintrusive, physiological engagement with
the stored pathological elements. Observation of EMDR treatment effects
suggests that pathologies are represented by dysfunctional information
that is physiologically stored and that can be accessed and transformed
directly, without the use of medication. For instance, rather than target-
ing the client’s reaction to the disturbing event—as biofeedback, flood-
ing, or relaxation training does—EMDR focuses on the memory itself.
The resulting transmutation of the information in the targeted memory
appears to occur spontaneously, leading to a change in client reaction.

The observations of EMDR-produced shifts in the memory itself
and the way it is stored are consistent with independent conjectures re-
garding the different manifestations of declarative (narrative) and
nondeclarative memory (Lipke, 1992a, 2000; Stickgold, in press; van
der Kolk, 1994, in press). For instance, before EMDR treatment the
components of the traumatic target memory—picture, cognition, affect,
physical sensations—often appear to be manifested in the state-specific
and disturbing form in which they were acquired. Some researchers
suggest that such traumatic memories are held in nondeclarative mem-
ory (e.g., van der Kolk, 1994). After effective EMDR treatment, how-
ever, the memories are stored with a less disturbing picture, a positive
cognition, and the appropriate affect. In addition, there are no atten-
dant disturbing physical sensations. Perhaps the processing of the infor-
mation allows its appropriate storage in declarative memory, a develop-
ment that also means freedom from pathological reactions.

2. An information-processing system that is intrinsic and adaptive. It ap-
pears that an innate information-processing system exists and that pa-
thologies occur because this mechanism is blocked. Therefore, if the
traumatic memory is accessed and the system is activated, the informa-
tion is taken to an adaptive resolution. The observations of thousands
of EMDR treatment sessions appear to bear out this conjecture. Appar-
ently, the system is configured to process the information and restore
mental health in much the same way the rest of the body is geared physi-
ologically to heal when injured. This belief is the basis for EMDR’s pri-
marily client-centered model, which assumes that the client’s shifting
cognitions and levels of affect during an EMDR treatment will move to
an optimal level with minimal clinician intrusion.

The suggestion that trauma itself in some way causes an imbalance
that prevents adequate processing was presented by Janet (1889/1973)
and Pavlov (1927) and has been made in contemporary studies on the
effects of neurotransmitters (van der Kolk, 1994; Watson, Hoffman, &
Wilson, 1988; Zager & Black, 1985). In addition, the hypothesis that the
traumatic information itself will move to a positive plateau once the sys-
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tem is activated has grown from the consistent observations of EMDR
treatment sessions. For instance, there are no reports of a rape victim
who is at peace with the event who subsequently moves through EMDR
to a level of self-loathing. However, rape victims entering treatment in a
state of shame and guilt have evolved with completed treatment to posi-
tive states, such as self-acceptance and peace. Although EMDR clients
may break through feelings of dissociation and denial and temporarily
feel more disturbed, this is merely a transitional stage toward healthy
resolution.

This movement toward a positive state when the information-
processing system is maintained in dynamic form through the use of
EMDR is certainly consistent with conjectures by Rogers (1951) and
Maslow (1970). On the other hand, it is also consistent with the assump-
tions of the medical model, wherein medications and interventions are
used to unblock or accelerate the body’s natural healing properties. In
the EMDR treatment of trauma, an analogous healing is assumed if the
information-processing mechanism is unblocked.

3. A change in identity constructs as the embedded information shifts. As
the disturbing information is transformed, there is a concomitant shift
in cognitive structure, behavior, affect, sensation, and so forth. Clinical
experience has shown that once specific memories are reprocessed, the
client’s sense of self-worth and self-efficacy automatically shift. This
leads spontaneously to new, more self-enhancing, behaviors. The Adap-
tive Information Processing model holds that underlying dysfunctional
memories are primarily responsible for pathological personality char-
acteristics and that they can be structurally altered. The theory accu-
rately predicts and is consistent with findings of EMDR clinicians (e.g.,
Fensterheim, 1996; Manfield, 1998) that even severe personality disor-
ders (with the obvious exception of chemically or organically based con-
ditions) may be amenable to comparatively rapid change through the
targeting and reprocessing of key memories and attention to the
remediation of developmental deficits.

4. A release from previously accepted temporal limitations. EMDR has
the ability to facilitate profound therapeutic change in much less time
than has been traditionally assumed to be necessary, regardless of the
number of years since the traumatic event occurred. In EMDR the clini-
cal emphasis is on facilitating therapeutic effects through the adaptive
connection of associative neurophysiological networks in the informa-
tion-processing system. The close physical proximity of these networks
logically dictates that treatment outcomes need not be rigidly time-
bound. For example, numerous controlled studies have indicated that
77–90% of civilian PTSD has been eliminated within three 90-minute
sessions (see Chapter 12).

Because all clinical modalities can be defined as ultimately working
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with information stored physiologically in the brain, the information-
processing paradigm provides an integrative approach that can include
and interpret key aspects of such different modalities as psychodynam-
ic, behavioral, cognitive, Gestalt, and body-oriented therapies (includ-
ing psychopharmacology).

THEORETICAL CONVERGENCES

The use of EMDR can be fully compatible with most of the known
psychological orientations (Norcross & Shapiro, in press; Shapiro, in
press-a). The importance of early childhood memories clearly fits into
the psychodynamic model (Freud, 1900/1953; Jung, 1916; Wachtel, in
press), and the importance of focused attention to current dysfunction-
al reactions and behaviors is completely consistent with the condition-
ing and generalization paradigms of classical behaviorism (Salter, 1961;
Wolpe, 1990). In addition to being a client-centered approach (Rogers,
1951) with a strong experiential basis (Bohart & Greenberg, in press;
Greenberg & Safran, 1987), EMDR addresses the concept of positive
and negative self-assessments, which has firm roots in the field of cogni-
tive therapy (Beck, 1967; Ellis, 1962; Meichenbaum, 1977; Young, 1990;
Young, Zangwill, & Behary, in press), and its emphasis on the physical
responses related to a client’s presenting dysfunction (Lang, 1979; van
der Kolk, in press) is proving to be an important element in its full thera-
peutic utilization.

Posttraumatic Stress Disorder

EMDR began as a therapy specifically for the treatment of people with
PTSD. As such, the fundamental approach and a number of the treat-
ment components were based on research reports regarding this
population. For instance, studies done with Vietnam combat veterans
called attention to the traumatic event itself, indicating that the psycho-
logical reactions to stress are expected to persist as a direct function of
the magnitude of the stressor (Figley, 1978b; Kadushin, Boulanger,
& Martin, 1981; Laufer, Yager, Frey-Wouters, & Donnellan, 1981;
McDermott, 1981; Strayer & Ellenhorn, 1975; Wilson, 1978). As we
shall see, observations of EMDR treatment sessions indicated that
premorbid events can have a tremendous influence on the predisposi-
tion to PTSD. This observation has been borne out in independent
research (Bernat, Ronfeldt, Calhoun, & Arias, 1998; Blanchard &
Hickling, 1997; Breslau, Chilcoat, Kessler, & Davis, 1999; Bromet,
Sonnega, & Kessler, 1998; King, King, Foy, & Gudanowski, 1996).

There is a consensus in the therapeutic community working with
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trauma survivors that the amelioration of PTSD is accomplished by the
victim’s coming to grips with the traumatic incident, and a wide range
of treatment techniques are employed. Unfortunately, there are com-
paratively few controlled studies in the literature to corroborate the ef-
ficacy of many of them (cf. Foa, Keane, & Friedman, 2000) and proto-
cols have generally not been evaluated by independent research teams
(Shapiro, in press-b). Nevertheless, various aspects of a number of the
theories and treatments were incorporated into EMDR practice and
have proved to be quite efficacious.

Psychodynamic Approaches

Highly compatible with EMDR treatment is the psychodynamic infor-
mation-processing model (Horowitz, 1979), which proposes that one’s
natural “completion tendency” continues to rework the traumatic in-
formation in active memory until it can be reconciled with one’s inter-
nal models of the world. Unless the trauma can be incorporated into ex-
isting schemata, the information will remain in active memory and will
break through in intrusive thoughts. This process alternates with numb-
ing and avoidance until some integration results.

The psychodynamic approach attempts to reintegrate the traumat-
ic experience using a variety of techniques geared to specific stages of
the disorder (or the therapeutic process), as well as to the personality
development of the client (Blackburn, O’Connell, & Richman, 1984;
Brende, 1981; Brende & McCann, 1984; Crump, 1984; Horowitz, 1973,
1974, 1976, 1998; Horowitz & Kaltreider, 1980; see Kudler, Blank, &
Krupnick, 2000, for a comprehensive review). Therapeutic interven-
tions include “covering” techniques (such as stress management) for
stages involving intrusive memories and “uncovering” techniques (such
as psychodrama) during denial stages (Horowitz, 1973, 1974). Unfortu-
nately, studies that have investigated the effectiveness of the psychody-
namic approach (Horowitz, Marmar, Weiss, Dewitt, & Rosenbaum,
1984; Lindy, Green, Grace, & Titchener, 1983) remain hampered by
the lack of control groups and the mixed-subject pool in which only a
portion of the clients are diagnosable as having PTSD. The one excep-
tion is a controlled study (Brom et al., 1989) that reported moderate ef-
fects with approximately 60% of the participants. However, the “com-
pletion tendency” theory is clearly compatible with EMDR’s blocked-
processing paradigm, and the utilization of various strategies for effec-
tive relief is consistent with the multifaceted approach of EMDR, which
includes self-control techniques, the incorporation of stages of imag-
ined reenactment, and the adoption of alternative behaviors. Further,
as noted by Wachtel (in press), EMDR, which employs free associative
processes similar to psychodynamic therapy, appears to enhance the
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“working through” of the memory through both insight and integra-
tion. Solomon and Neborsky (in press) have also reported that EMDR is
fully compatible with the newer brief psychodynamic models.

Behavioral Approaches

The behavioral approach to PTSD was elucidated by Keane, Zimering,
and Caddell (1985) in relation to treatment of combat veterans, and fol-
lows Mowrer’s (1960) two-factor learning theory, which incorporates
both classical and operant conditioning. It was argued that there is an
analogous relationship between the development of the fear and avoid-
ance behavior found in PTSD and that found in laboratory-conditioned
animals.

The first factor in Mowrer’s theory involves learning by association,
or classical conditioning, as in Pavlov’s early experiments in which a
bell, termed a conditioned stimulus (CS), was paired with a shock, or
unconditioned stimulus (UCS). This pairing leads to an aversive emo-
tional state (such as fear) at the sound of the bell (Pavlov, 1927). The sec-
ond factor is instrumental learning, or avoidance behavior, which en-
tails consistent avoidance by the organism of both the conditioned
stimulus (bell) and the unconditioned stimulus (shock). In this para-
digm the fear generated by gunfire in wartime or by rape is associated
with other presenting cues. All such cues, such as loud noises or dark
streets, are then avoided by the victim whenever possible. Two con-
trolled studies of veterans’ responses to combat cues have supported
this conditioning model (Blanchard, Kolb, Pallmayer, & Gerardi, 1982;
Malloy, Fairbank, & Keane, 1983). Further, success has been reported
in a number of therapeutic interventions that are based on this learning
theory (Fairbank & Nicholson, 1987).

Diagnostic criteria for PTSD include intrusive thoughts regarding
traumatic events, flashbacks, and nightmares that include specific
details of the trauma. Therefore, behavioral techniques have been
adapted to increase exposure to the conditioned stimulus in order to
cause extinction of the concomitant anxiety/fear behavior and phys-
iological arousal. Because the existence of the traumatic incident is
the basis of the psychological and behavioral maladaptation, behavi-
oral approaches have employed direct therapeutic exposure (DTE;
Boudewyns & Shipley, 1983) techniques, also known as flooding (Mal-
leson, 1959) and implosion (Stampfl, cited in London, 1964), for the al-
leviation of PTSD. The use of these procedures has been documented
in a number of case studies (Black & Keane, 1982; Fairbank, Gross, &
Keane, 1983; Fairbank & Keane, 1982; Johnson, Gilmore, & Shenoy,
1982; Keane, Fairbank, Caddell, Zimering, & Bender, 1985; Keane &
Kaloupek, 1982; Miller & Buchbinder, 1979; Schindler, 1980; Scrignar,
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1983) and in five outcome studies with combat veterans (Boudewyns &
Hyer, 1990; Boudewyns, Hyer, Woods, Harrison, & McCranie, 1990;
Cooper & Clum, 1989; Glynn et al., 1999; Keane et al., 1989).

In the DTE treatment of PTSD, traumatic memories are often reviv-
ified over several sessions until the anxiety is reduced. The intention
is to maintain the maximum amount of anxiety in the client for sus-
tained periods. The treatment is based on the assumption that forced
exposure that prohibits the usual avoidance response to an anxiety-
producing stimulus (which is not reinforced by an unconditioned aver-
sive stimulus) will cause the anxiety to be extinguished (Levis, 1980;
Stampfl & Levis, 1967). Representative is the case of a Vietnam combat
veteran disturbed by the memory of a traumatic event in which he was
the only survivor of a five-man team; nine sessions of 60 to 70 minutes
each were required for successful treatment (Fairbank et al., 1983).

Although the intensity of the evoked anxiety and the number of ses-
sions necessary to reach desensitization with DTE may indicate a likeli-
hood of dropouts from treatment, there are as yet no data available on
the rate of attrition. However, the therapeutic community continues to
voice concern about the effects of the forced elicitation of high-anxiety
responses in clients for such prolonged periods (Fairbank & Brown,
1987b; Pitman et al., 1991; Pitman et al., 1996a; Shalev, Bonne, & Eth,
1996a, b). Other researchers have reported on the distress of therapists
administering exposure therapy (Marks et al., 1998; Richards et al.,
1994). Fortunately, EMDR offers an alternative method for the treat-
ment of traumatic memories that does not necessitate prolonged expo-
sure to high-anxiety-producing stimuli and yet desensitizes the traumat-
ic event rapidly.

EMDR may be considered an exposure method by some, because
the client is asked initially to maintain the traumatic event in conscious-
ness for direct treatment effect. However, attention to the incident is
not maintained, as in standard exposure therapies, and the amount of
exposure needed in EMDR appears to be much less (e.g., 4.5 treatment
hours; Ironson et al., in press; Marcus et al, 1997; Rothbaum, 1997; Wil-
son, Silver, Covi, & Foster, 1996; S. Wilson et al., 1995, 1997) than the
prolonged exposure required by DTE techniques for the inhibition pro-
cess to develop and for the client to show signs of decreased anxiety (see
Rogers & Silver, in press; Rogers et al., 1999). The controlled studies of
imaginal exposure alone indicate that 7 to 15 sessions result in a 55–
65% success rate in the elimination of PTSD (Foa et al., 1991, 1999;
Tarrier et al., 1999), and that the addition of in vivo exposure and 50 to
100 hours of prescribed homework can achieve 75–100% remission of
the disorder (Marks et al., 1998; Richards, Lovell, & Marks, 1994). As
noted previously, a 77–100% elimination of PTSD has been reported in
the aforementioned EMDR studies after 3 to 5 of treatment (see Chap-
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ter 12 for further discussion). In addition, in EMDR there is no attempt
to exacerbate or increase the level of anxiety, as there is in DTE, a differ-
ence that appears to make EMDR more satisfactory to many clinicians
(Boudewyns & Hyer, 1996; Lipke, 1992b, 1994, 1995; Pitman et al.,
1996a). Also see the reports of therapist disturbance during exposure
therapy (Marks et al., 1998; Richards et al., 1994).

However, consistent with the cited research, the need for some
exposure to the traumatic event is undeniable, as is the need to
decondition the associated stimuli. For these reasons, EMDR protocols
incorporate a three-pronged approach that entails the reprocessing of
the primary events, the present stimuli, and the negative reactions to
projected future behaviors.

Cognitive–Behavioral Approaches

The initial incorporation into EMDR of aspects of cognitive therapy was
based on early research reports involving the treatment of rape victims.
Rape victims constitute the largest population of PTSD sufferers and
the only homogeneous group besides combat veterans that has been
the focus of controlled clinical outcome research. Treatment often in-
volves multimethod approaches, including the teaching of coping skills,
cognitive interventions, and stress management techniques, and the
dispensing of information that dispels social myths that exacerbate the
victim’s negative self-statements (Forman, 1980; Kilpatrick & Veronen,
1983; Veronen & Kilpatrick, 1980). A three-stage stress-inoculation pro-
gram has been used, which includes an educational stage, a rehearsal
stage, in which relaxation and cognitive coping skills are explored, and
an application stage (Meichenbaum, 1977). It is during the application
stage—or by themselves—that exposure techniques have been success-
fully used (Pearson, Poquette, & Wasden 1983; Rychtarik, Silverman,
Van Landingham, & Prue, 1984; Wolff, 1977).

Although there is heavy theoretical emphasis on the cognitive as-
pect of the therapeutic process (Foa & Kozak, 1986, 1998), an examina-
tion of the literature indicates that exposure techniques are often used
either as part of a total treatment package or as the major treatment
component (Fairbank & Brown, 1987a; Foa & Rothbaum, 1998). Sys-
tematic desensitization, which entails a combination of graduated expo-
sure to low-level anxiety and relaxation (Wolpe, 1958), has been used
successfully with rape victims, in which treatment focuses on rape-re-
lated cues and the client’s feelings of fear and anxiety (Frank et al., 1988;
Frank & Stewart, 1983a, 1983b; Pearson et al., 1983; Turner, 1979;
Wolff, 1977). However, lack of control groups and small sample size
mar much of the research. In addition, the successful use of DTE has
been documented in a study of four sexual assault victims (Haynes &
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Mooney, 1975), in a case of incest in which treatment required five 80-
to-90-minute treatments on consecutive days (Rychtarik et al., 1984),
and in controlled studies (e.g., Foa et al., 1991, 1999).

Although desensitization to the traumatic cues appears effective,
the therapeutic community seems particularly concerned about the use
of DTE with rape victims because of its failure to specifically address ir-
rational cognitions or to provide alternative coping strategies and be-
cause of the likelihood of a high dropout rate owing to the prolonged
anxiety it produces (Kilpatrick et al., 1982; Kilpatrick & Best, 1984) in a
population already known to have a high treatment attrition rate
(Veronen & Kilpatrick, 1980). These points have been systematically re-
butted (Rychtarik et al., 1984), yet there remains a scarcity of reports in
the literature regarding the use of DTE with rape victims, possibly be-
cause of the strong level of anxiety that must be evoked and maintained
for successful treatment. The initial controlled comparative study with
this PTSD population (Foa et al., 1991) compared supportive counsel-
ing (SC), stress inoculation therapy (SIT), and prolonged exposure
(PE), a variant of flooding. Immediately following treatment, SIT was
found to be superior to PE, but this finding was reversed at the 4-month
follow-up. Both PE and SIT were superior to SC; however, 45% of the
subjects (who received seven sessions of either PE or SIT) still retained
the diagnosis of PTSD 3.5 months after treatment. Therefore, this study
(plus the findings of Frank et al., 1988) seemed to indicate that a combi-
nation of exposure and cognitive therapy would be the most effective
method of treatment (a view that has recently received experimental
support; see Resick & Schnicke, 1992). However, a subsequent study by
Foa et al. (1999) indicated that although exposure and SIT conditions
were approximately 60% successful in the elimination of PTSD, the
combination of the two was no more successful than flooding alone. A
study by Marks et al. (1998) on a mixed trauma population also indi-
cated a lack of superiority for an exposure/cognitive therapy combina-
tion. (see Rothbaum et al., 2000, for a comprehensive review).

As in the literature on combat-related PTSD, there are few con-
trolled group studies published on rape-related PTSD (Echeburua et
al., 1997; Foa et al., 1991, 1999; Resick & Schnicke, 1992) but a variety of
individual case reports. Another difficulty in searching the published
literature to assess the effectiveness of treatment procedures with this
population is that many of the treatments are inaugurated during the
first 3 months after the assault, during which time spontaneous recov-
ery from PTSD symptoms is likely to occur (Fairbank & Brown, 1987b;
Kilpatrick & Calhoun, 1988). Despite the difficulties, however, there
seems to be a significant indication of the need for cognitive restructur-
ing of rape/incest victims owing to the societally reinforced self-
denigrating thoughts and self-assessments of these victims, cognitions
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that are reflected in feelings of self-blame, guilt, and shame (Bart &
Scheppele, 1980; Burgess & Holmstrom, 1974; Forman, 1980; Hepper
& Hepper, 1977; Scheppele & Bart, 1983; Veronen & Kilpatrick, 1980).

Recurrent themes in cases of rape, such as sadness over loss, dis-
comfort over vulnerability, fear of attack, and guilt about responsibility,
must be dealt with (Krupnick & Horowitz, 1981). Attention should be
directed to the three basic beliefs or assumptions that may be shattered
by victimization: personal invulnerability, the perception of the world
as meaningful, and positive self-image (Janoff-Bulman, 1985). In re-
search on rape victims, cognitive therapy has been found to be success-
ful in reducing fear, depression, and anxiety (Frank, Turner, & Duffy,
1979; Frank & Stewart, 1983b; Resick, Jordan, Girelli, Hutter, &
Marhoerfer-Dvorak, 1988; Turner & Frank, 1981), and one study
(Frank et al., 1988) comparing cognitive therapy and desensitization in-
dicates equivalent treatment effects. However, the lack of adequate
control groups and randomized designs in all but the few studies cited
earlier limits the conclusions that can be drawn about its efficacy. Cog-
nitive processing therapy (Resick& Schnicke, 1992) has also appeared
highly successful in treating this population. Yet, independent evalua-
tion and nonrandomized controls also limit conclusions. Nevertheless,
the evaluation of self-referencing beliefs appears to be an important ele-
ment of EMDR treatment (see Chapter 3), and clinical reports indicate
that EMDR accelerates the integration of cognitive restructuring on
cognitive and affective levels in a variety of clinical populations (Young
et al., in press).

Integrative Approach

The consensus in the research literature is that some form of exposure
to the traumatic cues to prevent avoidance and allow desensitization is
necessary for the successful treatment of PTSD (see Fairbank & Brown,
1987a; Fairbank & Nicholson, 1987; Rothbaum et al., 2000). However,
as indicated earlier, although insufficiently researched, it has been pro-
posed that a combination cognitive and exposure approach might be
more effective than exposure alone, as is also the case in the treatment
of phobia (Rachman, 1978). There is considerable similarity in the re-
ported treatments of phobias and PTSD (Fairbank & Brown, 1987a;
Kuch, 1987). In light of observations such as these and the evaluation of
clinical responses to inaugurated procedures, EMDR was developed as
a method that would specifically help integrate new desirable self-state-
ments while allowing for rapidly desensitizing traumatic cues. Within
this paradigm, a cognitive reassessment that includes redefining the
event, finding meaning in it, and alleviating the inappropriate self-
blame (Janoff-Bulman, 1985) is an important aspect of the EMDR treat-
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ment of trauma survivors. In addition, EMDR is structured to facilitate a
rapid integration of the new information, coping skills, and behaviors
offered by the clinician. As the cognitive–behavioral approach has
come to encompass many diverse techniques, a number of them are
inherent in EMDR’s integrative procedures (Lazarus & Lazarus, in
press; Smyth & Poole, in press; Young et al., in press). However, as a
distinct and integrative form of psychotherapy, EMDR also incorpo-
rates aspects of experiential (Bohart & Greenberg, in press), psychody-
namic (Solomon & Neborsky, in press; Wachtel, in press), feminist
(Brown, in press), and a number of other major psychological orienta-
tions (Norcross & Shapiro, in press; Shapiro, in press-a; Zabukovec,
Lazrove & Shapiro, 2000) in addition to the use of a dual attention stim-
ulus such as eye movements, taps, or tones.

Leading neurobiological researchers have posited theories to ex-
plain the effects of the dual attention stimuli (Andrade, Kavanaugh &
Baddeley, 1997; Stickgold, in press; van der Kolk, in press), and prelimi-
nary empirical investigations have indicated a direct effect on the
visuospatial template (Andrade et al., 1997) and hemispheric informa-
tion processing (Christman & Garvey, 2000). These studies and specula-
tions regarding the implications of a proposed orienting response
(Armstrong & Vaughan, 1996; Lipke, 1992a, 2000; MacCulloch &
Feldman, 1996; Stickgold, in press) are reviewed in Chapter 12 along
with suggestions for future research. Concurrent with the use of other
procedural elements, the dual attention stimulus appears to facilitate
processing and, according to some behavioral researchers, is preferred
by clinicians and therapists (Boudewyns, Stwertka, Hyer, Albrecht, &
Sperr, 1993; Boudewyns & Hyer, 1996). Whether this is due to a titra-
tion of disturbance or facilitation of associative processes is yet to be de-
termined (see also Rogers & Silver, in press).

SUMMARY AND CONCLUSIONS

The origin of EMDR, initially called EMD, was my observation of the ap-
parent desensitizing effect of spontaneous repeated eye movements on
unpleasant thoughts. The use of directed eye movements with 70 volun-
teers with nonpathological complaints proved variably effective in re-
ducing disturbance. During these trials the procedure was elaborated
to maximize its effects for use on a clinical population. A controlled
study, published in the Journal of Traumatic Stress (Shapiro, 1989a), of 22
subjects suffering from PTSD symptomatology indicated that the pro-
cedure was highly beneficial for desensitization, cognitive restructur-
ing, and elimination of pronounced intrusions stemming from the trau-
matic event.

� Background � 27



The change of name from EMD to EMDR occurred when it became
apparent that the procedure entailed an information-processing mech-
anism rather than a simple desensitization treatment effect. The inte-
grative Adaptive Information Processing model underscores a method-
ology that stimulates the presumed self-healing mode of an inherent
information-processing system. Early memories are considered to be
the primary basis for many present pathologies, and EMDR effects are
viewed as rapidly changing the impact of these memories in order to al-
ter the current clinical picture. A three-pronged approach is used to tar-
get the etiological event, current triggers, and templates for appropri-
ate future action.

Many of the components of EMDR are consistent with PTSD stud-
ies and case reports in the field of biochemistry and in psychotherapies
with psychodynamic, cognitive, experiential, and behavioral orienta-
tions. It should be noted for both clinical and research purposes that
EMDR is a complex approach with a variety of components that are
deemed necessary for full effectiveness. The next chapter continues
with a more detailed explication of the model for clinical use.
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CHAPTER 2
� � �

Adaptive
Information Processing

THE MODEL AS A WORKING HYPOTHESIS

As far as the laws of mathematics refer to reality, they are
not certain; as far as they are certain, they do not refer to
reality.

Albert Einstein

As described in Chapter 1, EMDR is based on my empirical observation
of the effect of eye movements on emotional–cognitive processing. I de-
veloped the basic procedural steps through trial and error by observing
clinical results. The rapid, observable effects allowed me to delineate
various patterns of clinical response and naturally led me to formulate
various theories in an attempt to explain them. Refining these theoreti-
cal principles allowed me to predict and test new applications of the
procedures, which in turn molded the method’s ongoing development.
While we cannot be sure that the resultant theories represent what is go-
ing on physiologically, they are consistent with observations and help to
guide clinical decisions by the logical application of the primary princi-
ples. In addition, for many, the model can be viewed as a paradigmatic
shift in understanding the nature of therapeutic change.

In this chapter I will describe accelerated information processing,
which helps to provide an explanation of how EMDR therapy works.
First, I will explain how EMDR fits into the Adaptive Information Pro-
cessing model (changed from Accelerated Information Processing
model; Shapiro, 1995), and then I will show how it can be used to gain
access to and have an impact on material that is dysfunctionally stored
in the brain. A transcript of an actual client session will highlight some
important aspects of this exposition. I will also review the nature of
psychopathology, a variety of clinical applications, and the integrated
nature of the EMDR treatment approach.
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While this chapter presents in detail the current model that guides
the use of EMDR, it is important to understand that this model is offered as
a working hypothesis only and is subject to modification based on further
laboratory and clinical observation. Note that although the model ap-
plies to clinical practice, it utilizes the terminology of neurophysio-
logical information processing introduced by Bower (1981) and Lang
(1979). In addition, I use psychophysiological concepts by employing
the term neurophysiological or neuro networks. Although the term memory
networks is often used in this text to refer to patterns of associated mem-
ories, neuro network also refers to the neurobiological configuration of
an individual memory. This construct will subsume the way the term
neural networks is currently being used by neuropsychologists and ex-
tend it to an additional strata of cognitive/emotional processing. Using
a term that does not have a precise neurophysiological referent is par-
ticularly important to underscore the point that the efficacy of EMDR is
not based on the validity of the physiological model being offered. This
is relevant because we must remember that the physiology of the brain
is not yet sufficiently understood to confirm the validity of the model at
that level. However, the model does not appear to contradict anything
known to be true, is congruent with the observed treatment effects of
EMDR, and serves as a clinical road map for treating a wide range of pa-
thologies. So far, the model has proved explanatory and highly predic-
tive of therapeutic response in new areas of application.

INFORMATION PROCESSING

While EMDR is a specific integrative psychotherapeutic approach,
Adaptive Information Processing (Shapiro, 1993, 1994c) represents the
general model that provides the theoretical framework and principles
for treatment and an explanation of the basis of pathology and person-
ality development.

The Adaptive Information Processing model is consistent with
Freud’s (1919/1955) and Pavlov’s (1927) early understanding of what is
now referred to as information processing. Specifically, there appears
to be a neurological balance in a distinct physiological system that al-
lows information to be processed to an “adaptive resolution.” By adap-
tive resolution I mean that the connections to appropriate associations
are made and that the experience is used constructively by the individ-
ual and is integrated into a positive emotional and cognitive schema. Es-
sentially, what is useful is learned and stored with the appropriate affect
and is available for future use. For example, let us say that something
negative happens to us, such as a humiliation at work, and we are dis-
turbed by it. We think about it, dream about it, and talk about it. After a
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while, we are no longer bothered by it, and the experience may be used
appropriately as information to guide our future actions. Thus, we
learn something about ourselves and other people, we better under-
stand past situations, and we are better able to handle similar situations
in the future.

When someone experiences a severe psychological trauma, it ap-
pears that an imbalance may occur in the nervous system, caused per-
haps by changes in neurotransmitters, adrenaline, and so forth. Due to
this imbalance, the information-processing system is unable to function
optimally and the information acquired at the time of the event, includ-
ing images, sounds, affect, and physical sensations, is maintained neu-
rologically in its disturbing state. Therefore, the original material,
which is held in this distressing, excitatory state-specific form, can be
triggered by a variety of internal and external stimuli and may be ex-
pressed in the form of nightmares, flashbacks, and intrusive thoughts—
the so-called positive symptoms of PTSD.

The hypothesis is that the procedural elements of EMDR, including
the dual attention stimuli, trigger a physiological state that facilitates in-
formation processing. Various mechanisms by which this activation and
facilitation of processing occurs have been proposed, including the fol-
lowing:

1. Deconditioning caused by a relaxation response (Shapiro,
1989a, 1989b; Wilson et al., 1996).

2. A shift in brain state, enhancing the activation and strengthen-
ing of weak associations (Stickgold, in press).

3. Some other factor involved in the client’s dual focus of atten-
tion, as he simultaneously attends to the present stimuli and the
past trauma (e.g., “mindfulness,” orienting response, disruption
of the  function of the visuospatial sketchpad, etc.).

Therefore, in EMDR when we ask the client to bring up a memory of the
trauma, we may be establishing a link between consciousness and the
site where the information is stored in the brain. In the context of the
other procedural elements, the dual stimulation appears to activate the
information-processing system and allows processing to take place.
Whether this is due to a direct alteration of the physiological substrate
of the targeted network, or through engendering the state of mind nec-
essary for information assimilation, or both, is as yet unknown (see
Chapter 12). However, with each set of stimulation, we move the
disturbing information—at an accelerated rate—further along the ap-
propriate neurophysiological pathways until it is adaptively resolved.
For instance, resolution may come when the previously isolated disturb-
ing information is brought into contact with currently held adaptive in-
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formation (such as “It wasn’t my fault my father raped me”). One of
EMDR’s main assumptions is that activating the processing of the trau-
ma memory will naturally move it toward the adaptive information it
needs for resolution.

Inherent in the Adaptive Information Processing model is the con-
cept of psychological self-healing, a construct based on the body’s heal-
ing response to physical injury. For instance, when you cut your hand,
your body works to close and heal the wound. If something blocks the
healing, such as a foreign object or repeated trauma, the wound will fes-
ter and cause pain. If the block is removed, healing will resume. A simi-
lar sequence of events seems to occur with mental processes. That is,
the natural tendency of the brain’s information-processing system is to
move toward a state of mental health. However, if the system is blocked
or becomes imbalanced by the impact of a trauma, maladaptive re-
sponses are observed. These responses may be triggered by present
stimuli or perhaps by the attempt of the information-processing mecha-
nism to resolve the material. For instance, the rape victim may automat-
ically continue to recall images of the rape in a blocked attempt to reach
resolution and complete processing (Horowitz, 1979). If the block is re-
moved, processing resumes and takes the information toward a state of
adaptive resolution and functional integration. This resolution is mani-
fested by a change in the images, affect, and cognitions the client associ-
ates with the event. Metaphorically, we can think of the processing
mechanism as “digesting” or “metabolizing” the information so that it
can be used in a healthy, life-enhancing manner.

I theorize that the information-processing system is adaptive when
it is activated because abuse victims begin an EMDR treatment with a
negative self-concept in regard to the event and consistently end with a
positive sense of self-worth. Moreover, the opposite does not occur.
That is, EMDR treatments reveal an accelerated progression toward
health (positive emotions and higher self-regard), but not toward dys-
function (inappropriate blame and self-loathing). The notion of activat-
ing the adaptive information-processing mechanism is central to EMDR
treatment and has been critical in its application to a variety of patholo-
gies.

Dual Attention Stimulation

As noted earlier, there are other stimuli besides directed eye move-
ments that can activate the information-processing system. For in-
stance, alternating bilateral hand taps and auditory tones have also
proven clinically effective (Shapiro, 1994b). Although it is not yet clear
whether such stimuli are as effective as the directed eye movements, the
possibility should not be precluded inasmuch as the dual-focus hypoth-
esis mentioned earlier may prove to be the most useful explanation of
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EMDR’s accelerated effects. Specifically, the information-processing
mechanism may be activated when attention is elicited by or focused on
the external cues (e.g attending to tactile or auditory cues, or by the act
of merely fixating a stimulus). The simultaneous focus on the traumatic
memory may cause the activated system to process the dysfunctionally
stored material. Alternatively, if the eye movements themselves induce
an altered brain state that modifies the behavior of the information-pro-
cessing system, we might expect other rhythmical movements or forms
of sustained or repeated stimulation to have a similar effect. In addi-
tion, it should be noted that recent studies indicate that patterns of re-
gional brain activation produced by attention alone show significant
overlap with those produced by eye movements (Corbetta et al., 1998).
Possible approaches to testing these hypotheses are discussed in Chap-
ter 12.

As previously mentioned, I am offering a theoretical model to inter-
pret the clinical effect, not to prove the existence of specific mecha-
nisms. For example, the REM hypothesis only attempts to explain the
apparent role of the eye movements in the treatment effects; it does not
preclude the possible usefulness of other stimuli, such tactile or audi-
tory cues. Even if directed saccadic or tracking eye movements do prove
to stimulate a mechanism that also operates during REM sleep, this
finding does not discount the potential effectiveness of other stimuli
used in the waking state (see also Stickgold, in press). Obviously, there
may be other choices of stimuli, even though the body in a sleep state is
incapable of generating auditory stimuli, hand taps, blinking lights, or
other external fixating devices. As Stickgold (in press) proposes, the re-
petitive reorienting of attention may produce specific shifts in regional
brain activation and neuromodulation similar to those produced dur-
ing REM sleep.

Regardless of the exact mechanism that brings about EMDR’s ef-
fects, it is the activation of the information-processing system that pro-
vides the clinical focus for treatment. Therefore, although the terms sets
and eye movements are used throughout this text, they are meant to refer
to sets of other effective stimuli as well.

MEMORY NETWORKS

Our hypothesis about the brain’s innate information-processing system
leads us to the concept of memory networks. In very simple terms, a
memory network represents an associated system of information. No
one knows what memory networks actually look like, but we can picture
them metaphorically as a series of channels where related memories,
thoughts, images, emotions, and sensations are stored and linked to
one another.
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EMDR treatment is conceptualized as progressing through mem-
ory networks, a configuration that is illustrated in Figure 1. When using
EMDR, we ask the client to focus on a target, that is, a specific memory
or dream image; a person; an actual, fantasized, or projected event; or
some aspect of experience such as a body sensation or thought. In the
Adaptive Information Processing model, this target is called a node be-
cause it has a pivotal place among the physiologically associated mate-
rial. For instance, if the client’s response to her boss is the presenting
complaint, the clinician might target an image of the boss’s face, which
would be considered a node because of the constellation of associated
experiences around it. If the client reacts to the target with undue anger
or anxiety, it is because of the associations linked to it. These associa-
tions may include certain experiences with the boss or with other au-
thority figures, such as the client’s father. Therefore, if the goal of ther-
apy is for the client to react calmly to the target, it is necessary to “clean
out” each channel by reprocessing all of the dysfunctionally stored ma-
terial connected to that node. The reprocessing is done during each set
of eye movements (or other stimuli), and we view each progressive stage
of reprocessing as a plateau where images, thoughts, and emotions
complete a shift in their progress toward greater therapeutic resolu-
tion.
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A SAMPLE EMDR SESSION

To illustrate the concepts underlying EMDR, let us look at the tran-
script of part of an actual treatment session. The client is a Vietnam vet-
eran who had already been treated for a number of combat-related trau-
matic experiences. The client had suffered moderate PTSD symptoms
since the war, despite many years of therapy, including occasional inpa-
tient treatment. In four previous EMDR sessions he reprocessed his dis-
turbing memories, and his intrusive thoughts subsided. The client’s
presenting complaint in this session is his negative reaction to an in-
competent coworker. Although incompetence in a coworker is bound
to be unpleasant for anyone, this client was reacting with such great an-
ger and anxiety that he was incapable of working with the person. The
client had been fighting his anger and frustration for weeks and finally
asked for assistance because he could not escape working with his col-
league on an ongoing project. The very thought of this coworker had
become such a source of discomfort to the client that we used the
coworker, rather than any specific interaction, as the target. As you will
see, the clinician works with the client by using sets of eye movements to
process the information causing his distress.

First, the therapist asks the client to visualize the incompetent
coworker’s face, the attendant negative belief, and to get in touch with
the anxiety this generates. Then she asks him for a rating of any negative
feelings he has, expressed in terms of the SUD (Subjective Units of Dis-
turbance) Scale, where 0 represents a neutral or calm feeling and 10
equals the most disturbance he can imagine. Next, the therapist asks the
client to begin the set by visually following a rhythmical motion made by
her fingers. (Specific instructions on how to do this are given in Chapter
3.) The clinician checks in with the client between sets to determine the
client’s condition and to ask if any new information has emerged. The
clinician assesses the information revealed after each set to determine if
the client is processing the information and evolving to a more adaptive
plateau.

At the end of each set, the therapist reinforces the client by saying,
“Good.” Then she instructs him to blank out what was last in mind and
asks, “What do you get now?” The client then reports his most domi-
nant thought, emotion (or intensity level), sensation, or image so that
the therapist can get a reading on the new information plateau. On the
basis of what she learns, the clinician will direct the client’s attention ei-
ther to the new information or to the original target. Figure 2 shows the
node (the incompetent coworker) with the associated channels of infor-
mation that are revealed by the client’s successive responses. The first
designation in each column (e.g., major anxiety, comical) reflects the
initial response of the client when the target was brought to mind; be-
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low each such designation are the associations that emerged after each
subsequent set was initiated. Only one phase (desensitization) of the
treatment session will be illustrated.

Partial Transcript of the Sample Session

The client is “Eric,” age 39. He is a computer programmer.

THERAPIST: So let’s go back to seeing the man you consider to be incom-
petent at work. Just look at him and see his face and feel how incom-
petent he is. From 0 to 10, how does it feel?

ERIC: 7.

[The client imagines the face of the coworker and gives an initial rating
of 7 on the SUD Scale.]

THERAPIST: Concentrate on the feeling and follow my fingers with your
eyes. (leads client in a set of eye movements) Good. Blank it out and take
a deep breath. What do you get now?

ERIC: I don’t know. I guess it feels a little bit better. Before coming in to-
day I worked through some of the things and at least on an intellec-
tual level I realized . . . well, it’s work and you know I’m going to be
late on the schedule and people are going to be upset at it, but that’s
always going to be true. I mean in the computer business someone
is always late. So I started making some connections with that.

[This is the first channel that opens up. The therapist decides to return
to the original target.]

THERAPIST: Right. When you bring up his face now and get into the
sense of his incompetence, from 0 to 10, where is it?

ERIC: Probably a 5.
THERAPIST: Hold that. (Again the clinician leads the client in a set of eye

movements.) Good. Blank it out and take a deep breath. What do you
get now?

[As we will see, a new channel opens up because the client was brought
back to the original target. This second channel indicates a chain of as-
sociated material linked by the concept of “personal acceptance.”]

ERIC: One thing that comes up is, part of the reason that it’s frustrating
is that because of my boss’s situation, he can’t evaluate the other
guy’s ability. I guess it feels a little better in that other people can. I
mean there are other people that see it and are frustrated by it. But I
guess it’s like I need everybody to realize what’s going on. And since
my boss can’t recognize it, and agree to it, I guess it gets back to me
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needing to be competent and having other people feel I’m compe-
tent.

THERAPIST: Think of all of that. (leads client in another set of eye move-
ments) Good. Blank it out and take a deep breath. What do you get
now?

ERIC: Probably a 4 or a 3. Slowly but surely I’m starting to have periods
where I realize I don’t need other people’s acceptance. I have a lot
of people’s acceptance and those are probably the ones that are
important. It’s difficult right now because my boss is one of them
that I probably don’t have, but that’s his problem, not mine.
(laughs)

[At this point a clinician using traditional therapy might be tempted to
start a discussion focused on helping the client with his attitude. How-
ever, in EMDR, this response is contraindicated. Rather, the clinician
asks the client to hold in mind what he just said and then leads him in an-
other set of eye movements to stimulate further processing. The client
then provides another reading on what is happening for him. As we will
see, this client has reached a new plateau and the information has
evolved to a more adaptive form.]

THERAPIST: Okay. Think of that. (leads client in another set of eye move-
ments) Good. Blank it out and take a deep breath. What do you get
now?

ERIC: I guess that I’ve got enough of his acceptance. I’ve got as much as I
need. I mean, he needs me really badly right now, so certainly my
job isn’t in danger. So I’ve probably got as much as I need.

THERAPIST: Okay. Think of that. (leads client in another set of eye move-
ments) Good. Blank it out and take a deep breath. What do you get
now?

ERIC: Ah . . . the thing that occurs to me is that probably in the next cou-
ple of months the pressure’s going to let up on the project and by
that time he’ll be able to see.

THERAPIST: Okay. Hold that one. (leads client in another set of eye move-
ments) Good. Blank it out and take a deep breath. What do you get
now?

ERIC: About the same.

[When the client indicates no change and is relatively comfortable, the
clinician assumes he has “cleaned out” that second channel and brings
him back to the original target.]

THERAPIST: Okay. Now what happens when you go back to the man’s
face that you feel is incompetent? What do you get now?
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ERIC: It bothers me. I know I’m going to be frustrated by him in the fu-
ture, but I think I’m going to be less likely to lose sight of what’s go-
ing on.

[Note that although the client’s level of anxiety has dropped, it is still
bothersome. During the next set of eye movements the processing stim-
ulates information stored associatively in a third channel. Here we dis-
cover the impact of Vietnam combat material: If someone was incompe-
tent in Vietnam, it meant people could die.]

THERAPIST: Just see him again and feel the incompetence. (leads client in
another set of eye movements) Good. Blank it out and take a deep
breath. What do you get now?

ERIC: The thing that came to mind is, in this case the stakes aren’t high. I
mean, assuming I’m right and he is incompetent in this area and he
gets in and screws everything up. So what? (laughs) I mean, we can
turn it around.

THERAPIST: Really. Hold that one. (leads client in another set of eye move-
ments) Good. Blank it out and take a deep breath. What do you get
now?

ERIC: Um, it’s just nice to know . . . it’s nice to think about the stakes and
realize that it’s just a bunch of computers and obviously the issue is
people aren’t dying because that you can’t reverse.

THERAPIST: So if you bring up his picture again, what do you get?
ERIC: Um, it’s sort of comical!

[Once again, since the previous two responses were the same and the
client is relatively comfortable, the third channel is considered cleared
and the original target is elicited. We see that the client’s reaction to the
incompetent coworker is now quite different. Only after the psycholog-
ical pressures of the Vietnam experience were released could the client
react in a more relaxed manner.]

THERAPIST: Yes.
ERIC: I mean he’s a very bright guy. He’s a very capable guy. It’s just that

when I look at the kinds of errors he makes, they’re comical, and
they’re the same ones we all made when we first tried this stuff out.
You know you found a problem, you solved a little bitty piece of the
problem. There’s this giant problem out there, but you went,
“Yeah! Great, I solved it” because it was the only thing you could
find. (laughs) And so you’re so excited you found it, you pretended
that was the whole thing. And other people are seeing it as well, and
they’ve been handling it better than I have. I think they’ve always
been at the chuckling level. You know, “Well what do you want him
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to do at the level he’s at?” They just handle it better, but they all see
it as well, and I think it’s sort of cute that he thinks he can solve the
world.

THERAPIST: Okay. Think of that. (leads client in another set of eye move-
ments) Good. Blank it out and take a deep breath. What do you get
now?

ERIC: About the same.
THERAPIST: Great.
ERIC: Yeah, it feels good. It’s nice to not be lost in the frustration and an-

ger, and that’s where I was last week. I was losing it and I felt like
there was nothing I could do about it. I tried to sort of detach myself
but I couldn’t.

Evaluation of the Sample Session

The final sense of understanding and self-efficacy shown by the client in
the sample session is the hallmark of a successful EMDR session. How-
ever, this kind of unimpeded and uneventful information processing
(i.e., processing without the need for additional clinical guidance) oc-
curs with EMDR only about half the time. For the remainder, the eye
movements are insufficient and the progression ceases, requiring the
clinician to intervene at a number of points or risk having the client
retraumatized by the possibly highly charged, disturbing information.
Alternative EMDR strategies to unblock information processing are es-
pecially important when using the method with highly disturbed clients
(see Chapters 7 and 10).

Which associations the client might have cannot be completely pre-
dicted. For instance, if Eric had seen a friend die in combat because of
someone’s incompetence, he might have launched into an intense abre-
action, or a reexperiencing, of the event. Clinicians, therefore, should
observe an EMDR session involving highly charged material before at-
tempting EMDR with a client, and they should proceed with caution if
they are not experienced at handling abreactive responses. Further-
more, clinicians must always use EMDR in a clinically safe environment
and with sufficient time for the client either to process an event fully or
to return to a state of equilibrium. Again, there is no way of knowing if a
channel contains dissociated material that will emerge full-blown once
the processing is started. In other words, the client’s level of distur-
bance can get much worse before it gets better, and the clinician must
be fully prepared for this (see the discussion on history taking and cau-
tions, covered in Chapter 4, and on the preparation phase, covered in
Chapter 5, both of which are mandatory to lay the appropriate thera-
peutic groundwork).
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DYSFUNCTIONAL TO FUNCTIONAL

Trained therapists consistently report that during EMDR treatment
their clients’ negative images, affect, and cognitions become less vivid
and less valid while positive images, affect, and cognitions become
more vivid and more valid. A good metaphor for clinicians to apply
here is that of a train traveling along its route. Initially, the information
starts off in a dysfunctional form. When information processing is stim-
ulated, it moves like a train down the tracks. During the accelerated pro-
cessing that takes place with each set, the train travels one more stop
along the line. At each plateau, or stop, some dysfunctional information
drops off and some adaptive (or less problematic) information is added,
just as some passengers disembark and others get on a train at each
stop. At the end of EMDR treatment, the target information is fully pro-
cessed and the client reaches an adaptive resolution. Metaphorically
speaking, the train has arrived at the end of the line.

Clinicians should remember that until processing is complete, the
client’s statements regarding the targeted material will not be fully func-
tional. These verbalizations only manifest, or describe, the immediate
plateau; they indicate the current state of the processed information.
These interim nonadaptive statements may tempt the clinician to chal-
lenge the client verbally or to use cognitive restructuring. This would be
a mistake, however, because it is equivalent to inviting the client to get
off the train at an intermediate (and upsetting) stop. Because of
EMDR’s emphasis on self-healing, any premature attempt by the thera-
pist to intervene may slow or stop the client’s information processing.
In fact, when moving from one plateau of information to the next set,
the clinician should direct the client (as much as possible) simply to
think of the previous statement and should not attempt to repeat it. The
client knows what he has just reported. Again, metaphorically, when we
open the information-processing system, we allow the train to proceed
down the line. The clinician’s job is, whenever possible, to stay off the
tracks.

DISPARATE NEURO NETWORKS

To reiterate, our working hypothesis is that the symptoms of PTSD are
caused by disturbing information stored in the nervous system. This in-
formation is stored in the same form in which it was initially experi-
enced, because the information-processing system has, for some rea-
son, been blocked. Even years later, the rape victim may still experience
the fear, see the rapist’s face, and feel his hands on her body, just as if
the assault were happening all over again. In effect, the information is
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frozen in time, isolated in its own neuro network, and stored in its origi-
nally disturbing state-specific form. Because the intensity of the affect
has effectively locked the memory into a restricted associative network,
the neuro network in which the old information is stored is effectively
isolated. No new learning can take place because subsequent therapeu-
tic information cannot link associatively with it. Therefore, when
thoughts of the incident arise, they are still connected to all the negative
attributions of the original event. The results of years of talk therapy, of
reading self-help books, and of experiencing counterexamples are also
stored, but they reside in their own neuro network. It is in part the dis-
parity between this therapeutic information and the dysfunctionally
stored information that impels the client into the therapist’s office for
treatment and has him say, “I shouldn’t be this way.”

Although combat veterans, sexual molestation victims, and rape
victims may know intellectually that they are not to blame for what hap-
pened to them, they often continue to struggle with the negative
cognitions and disturbing affect. Again, this conflict appears to be due
to the fact that the disparate information is stored in separate neuro
networks. The Adaptive Information Processing model suggests that
the moment of insight and integration comes when the two neuro net-
works link up with each other. When the information-processing sys-
tem is activated and maintained in dynamic form, the appropriate con-
nections between the two networks can be made. Clinicians can observe
a transmutation of information after each set as the target material links
up with and is reshaped by the more positively oriented information. At
the end of an EMDR treatment, the clinician asks the client to access the
original target; after a successful session that memory will emerge spon-
taneously in a more positive form and will be integrated with appropri-
ate affect and self-attribution.

APPLICATIONS OF EMDR TO OTHER DISORDERS

EMDR’s successful results with trauma victims have led to its appli-
cation to a wide range of disorders. Essentially, the already stated prin-
ciples of reprocessing apply. The Adaptive Information Processing
model predicts that most kinds of disturbing life experiences can be
successfully treated, regardless of their origin.

A “big T” trauma (criterion A event necessary to diagnose PTSD),
such as rape, sexual molestation, or combat experience, clearly has an
impact on its victims in terms of how they behave, think, and feel about
themselves and in their susceptibility to pronounced symptoms, such as
nightmares, flashbacks, and intrusive thoughts. These victims will have
self-attributions such as “I’m powerless,” “I’m worthless,” or “I’m not in
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control.” Of course, clients who have not experienced such traumas
may also have dominant negative self-attributions, such as “I’m worth-
less,” “I’m powerless,” or “I’m going to be abandoned.” These clients
seem to have derived their negative self-statements from early child-
hood experiences. Therefore, when they are asked to rate on a 0-to-10
scale how they feel about a representative event from their family of ori-
gin that helped give them these beliefs, they may report an 8, 9, or 10.
Like “big T” trauma victims, they see the event, feel it, and are pro-
foundly affected by it.

Such clients were not, of course, blown up in a mine field or mo-
lested by a parent. Nevertheless, a memory of something that was said
or that happened to them is locked in their nervous system and seems to
have an effect similar to that of a traumatic experience. In fact, by dictio-
nary definition, any event that has had a lasting negative effect on the
self or psyche is by its very nature “traumatic.” Consequently, we can
term these more ubiquitous events “small t” traumas to keep in mind
the nature of their impact (see Shapiro & Forrest, 1997, for additional
case applications). An indication of the dysfunction is the fact that the
memory of the event still elicits similar negative self-attributions, affect,
and physical sensations as existed on the day the memory was originally
created. The therapeutic target is the disturbing memory as it is
currently stored, because the dysfunctional information has set the
groundwork for the present pathology. While a wide variety of condi-
tions are amenable to change, the specific diagnosis is less important
than the appropriate targeting of the earlier experiences that are gener-
ating the client’s dysfunctional symptoms, characteristics, and behav-
iors. For instance, body dysmorphic disorder has been successfully
treated through EMDR processing of the apparent etiological event
(Brown, McGoldrick, & Buchanan, 1997). In most cases, the targeted
initial event was no more than a perceived disparaging remark or humil-
iation.

STATIC EXPERIENCE:
AFFECT AND BELIEF STATEMENTS

The disturbing aspects of dysfunctionally stored memories are statically
associated together because the memories cannot make new, appropri-
ate connections. The information stored in the neuro network may be
manifested by all elements of the event: images, physical sensations,
tastes and smells, sounds, affect, and such cognitions as assessment and
belief statements. When the unresolved trauma is stimulated, the client
not only sees what occurred but may also reexperience the affect and
physical sensations that were felt at the time. Some researchers believe
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that maintenance of the disturbing elements, including strong physical
sensations, is due to inappropriate storage in short-term memory rather
than in the appropriate long-term memory (Horowitz & Becker, 1972)
or to storage in nondeclarative (motoric) systems rather than in declara-
tive (narrative) systems (Lipke, 1992a; van der Kolk, 1994, in press). If
so, successful EMDR treatment includes a dynamic shifting of the infor-
mation to functional storage in memory as it is metabolized and assimi-
lated, which means that what is useful is learned and is made available,
with appropriate affect, for future use.

Although the person’s negative beliefs and self-attributions are
transformed simultaneously with the other manifestations of the trau-
ma, they are not given greater weight than sensory experiences. They
are termed meta-perceptions because they are not sensory experience
but, rather, are interpretive of the experience and entail language.

Language is not a necessary component of the original trauma, as
seen, for example, by the negative effects of sexual and physical abuse
on preverbal infants. For instance, many children are locked in closets
and abused before they can speak, yet they clearly have symptoms of
PTSD. Some cognitive therapists might say that a child placed in a room
with a tiger would not fear the beast unless the child was old enough to
know that a tiger is dangerous. However, it seems clear that if the tiger
turned and roared at the child, no matter what its age, fear and possibly
traumatization would result. This illustrates one of the genetically en-
coded responses in human beings, responses that have developed
through evolution and do not require the stimulus of language. Thus,
while a person’s beliefs, stated via language, are clinically useful distilla-
tions of experience, it is the affect feeding them that is the pivotal ele-
ment in the pathology.

The concept that past experiences lay the groundwork for present
dysfunction is far from new, but let us examine it in the context of
EMDR, specifically, in terms of memory storage and the Adaptive Infor-
mation Processing model. Imagine that a little girl is walking beside her
father and reaches up for his hand. At that moment the father deliber-
ately or inadvertently swings his arm back and hits the child in the face.
The child experiences intense negative affect, which might be verbal-
ized as “I can’t get what I want; there is something wrong with me.”
(This self-blame is almost predictable: Children typically seem to take
the blame for their parents’ mistakes or flaws, a fact that is most pain-
fully obvious in the case of sexual molestation victims who blame them-
selves for their abuse. This tendency may also be caused by evolutionary
processes that encode the submission to authority as a necessary ad-
junct to survival.) The affect, perhaps intense feelings of worthlessness
and powerlessness, and the images, sounds, and the pain of the blow are
stored in the child’s nervous system. This experience becomes a touch-
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stone, a primary self-defining event in her life; in the Adaptive Informa-
tion Processing model we call it a node. Since memories are clearly
stored associatively, the next event that represents a similar rejection is
likely to link up with the node in the ongoing creation of a neuro net-
work that will be pivotal to the girl’s definition of her self-worth. Subse-
quent experiences of rejection by mother, siblings, friends, and others
may all link up with the node in channels of associated information.
Even before language is adequately developed, all the different child-
hood experiences containing similar feelings of powerlessness, despair,
and inadequacy are stored as information linking into a memory net-
work organized around the node of the earlier touchstone experience.
Positive experiences are not assimilated into the network because the
node is defined by the negative affect.

When there is sufficient language to formulate a self-concept, such
as “I can’t get what I want; there is something wrong with me,” verbaliza-
tion is linked associatively with the network by the affect that the mean-
ing of those words engenders. In essence, once the affect-laden verbal
conceptualization is established in the neuro network, it can be viewed
as generalizing to each of the subsequent experiences stored as infor-
mation in the network. The process continues in adolescence, such as
when, for instance, the girl in our example experiences a rejection by a
teacher or a boyfriend. Thus, all subsequent related events may link to
the same node point and take on the attributions of the initial experi-
ence. Therefore, the assessment associated with such an event is not
limited to a function-specific statement (e.g., “I can’t get what I want in
this instance”), but is linked to the dysfunctional generalized statement
“I can’t get what I want; there is something wrong with me.”

What happens when the girl reaches adulthood and something
happens that seems like—or even threatens to become—a rejection?
This new information is assimilated into the neuro network, and the
concept “I can’t get what I want; there is something wrong with me” and
its affect generalize and become associated with it. Over time, the accu-
mulated related events produce a self-fulfilling prophecy; thus, any hint
or chance of rejection can trigger the neuro network with its dominant
cognition of “There is something wrong with me.” This person’s conse-
quent behavior and attributions in the present are dysfunctional be-
cause what motivates and fuels them is the intense affect, fear, pain, and
powerlessness of that first experience, now compounded by all of the
subsequent experiences. Thus, the pain of childhood continues to be
triggered in the present, and because of the associational nature of
memory and behavior the woman’s current responses and assessments
of herself and the world will be dysfunctional. When the woman enters
a social or business situation and desires something, the neuro network
with the affect that is verbalized by “I can’t get what I want; there is
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something wrong with me” will be stimulated, and the associated affect,
level of disturbance, and self-denigrating belief will severely hamper her
functional behavior in the present.

RESOLUTION

Resolution of disturbance is achieved through the stimulation of the cli-
ent’s inherent self-healing processes. As previously discussed, one of
the primary principles of the Adaptive Information Processing model is
the notion of a dynamic drive toward mental health. The information-
processing mechanism is physiologically designed to resolve psycholog-
ical disturbances just as the rest of the body is geared to heal a physical
wound. According to our model, psychological dysfunction, with all its
complex elements of lack of self-esteem and self-efficacy, is caused by
the information stored in the nervous system. By means of EMDR, this
information is accessed, processed, and adaptively resolved. As ex-
plained earlier, asking the client to bring a picture of the original event
to consciousness stimulates the physiologically stored information. The
eye movements (or other stimuli) activate the information-processing
mechanism, and with each set new, adaptive, information is assimilated
into the neuro network, transforming the target material until it arrives
at a healthy, functional state.

For example, during an EMDR session a client who starts with a pic-
ture of her abusive father towering threateningly over her may sponta-
neously report seeing herself grow in size until she is eye-to-eye with
him. As the old information evolves toward a therapeutic and healthful
resolution with successive sets, the client may spontaneously state
something like “I’m fine; Dad really had a problem.” This shifted assess-
ment is an integral part of the new affect and sensory experience, an ex-
perience that will now dominate whenever the neuro network is acti-
vated by either internal or external stimuli. In other words, as the
information transmutes, the changing picture corresponds to shifts of
affect and self-assessment, which become a part of the way the experi-
ence is now stored.

The client will automatically behave differently now, since the un-
derlying belief is “I’m fine” rather than “There is something wrong with
me.” For most clients, successful EMDR treatment results in the new,
positive, cognition generalizing throughout the entire neuro network.
Therefore, any associated memories (e.g., of other threats by the abu-
sive father of the woman in our example) that are accessed subsequent
to treatment will result in the emergence of the positive cognition (“I’m
fine”) along with appropriate affect. The therapeutic resolution is
shown in all aspects of the target (images, physical sensations, emotion,
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and so on) and in past and present associated events and is also mani-
fested in an appropriate change in behavior.

FROZEN IN CHILDHOOD

Clinical observations of EMDR treatment sessions indicate that thera-
peutic results are often achieved through the progressive emergence of
an adult perspective, particularly in cases where the client was previ-
ously locked into the emotional responses of a childhood trauma. Many
childhood experiences are infused with a sense of powerlessness, lack
of choice, lack of control, and inadequacy. Even the best of childhoods
have moments, such as when parents go out for the evening, in which
the child feels abandoned, powerless, and uncared for. The Adaptive
Information Processing model posits that even these normal experi-
ences can be the physiologically stored causal events for many dys-
functions.

The language of the client often includes expressions of such child-
hood states as powerlessness, lack of choice, fear, and inadequacy. For
example, the 50-year-old client who speaks long-distance to her mother
and starts reacting with fear, frustration, and anxiety is not reacting to
the present-day 75-year-old invalid on the telephone. Rather, the emo-
tions of her childhood are experienced because of the stimulation of
the neuro network associated with her mother, a network based on ear-
lier touchstone memories that include intense feelings of fear and lack
of safety. Essentially, the client cannot react calmly to her mother until
the earlier memories are appropriately processed and relegated to their
proper place in the past.

As EMDR activates the information-processing system and main-
tains it in a dynamic state, the guilt and fear of the child’s perspective
can be progressively transmuted into the adult perspective of appropri-
ate responsibility, safety, and confidence in one’s ability to make
choices. Perceptions, such as of one’s lack of control, that were perfectly
valid in childhood or during a rape or combat situation are no longer
true for the adult in the present.

It is important to understand the parallel between negative child-
hood experiences and that of the trauma victim. In both there are gen-
erally feelings of self-blame and inadequacy and a lack of control, safety,
or choices. Presumably, a dysfunctional node is set in place in child-
hood (during developmental stages), when positive information is not
assimilated into the neuro network during the critical period immedi-
ately following a disturbing experience (e.g., the child may not receive
comforting after an injury). The nature of preexisting nodes, as well as
the intensity of subsequent stressors, may determine the formation of
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pronounced PTSD symptoms. In adult trauma victims the presence of a
preexisting dysfunctional node may explain why targeting by means of
EMDR the chronic memories of the trauma suffered in adulthood often
results in the client’s reporting the emergence of early childhood mem-
ories with similar affect. Adequate information reprocessing allows the
client to recognize appropriate present conditions or circumstances on
an emotional, as well as a cognitive, level. What we have seen in a vast
number of EMDR clients is their progressive evolution to a state of self-
acceptance in which they have a sense of safety and control in the pres-
ent.

“TIME-FREE” PSYCHOTHERAPY

Traditional psychotherapy has been time-bound in the sense that its ef-
fects occur only after a protracted period of time. This probably occurs
because conventional therapy uses verbal (rather than physiologically
based) procedures to shift information that is dysfunctionally locked in
the nervous system (see also van der Kolk, in press). In the Adaptive In-
formation Processing model the healing of psychological dysfunction is
viewed as being comparatively “time-free” because rapid treatment ef-
fects can be observed when EMDR is applied, regardless of the number
of disturbing events and no matter how long ago they occurred.

As discussed earlier, EMDR treatments can target early childhood
memories, later traumas, or current situations for positive therapeutic
effect because the neuro network has associative links to all similar
events. As the client holds the target in consciousness, the dysfunctional
information is stimulated. The information-processing system is acti-
vated through sets of dual attention stimuli , and the traumatic event is
transmuted to an adaptive resolution with appropriate affect, self-attri-
bution, and overall assessment. Since the information is linked associa-
tively, many similar memories can be affected during the treatment ses-
sion, and it is possible for the new positive affect and positive cognitions
to generalize to all events clustered in the memory network.

Alternatively, since multiple-rape victims, sexual molestation vic-
tims, and Vietnam veterans may have many traumatic events in their
history, the clinician can cluster the client’s memories into groups that
have parallel cues and stimuli, such as memories of seeing comrades
wounded in combat or memories of abusive acts by an older brother.
The EMDR treatment then actively targets one event that represents the
entire cluster, which often allows for a generalization effect throughout
all the associated experiences.

The changes during EMDR treatment occur rapidly compared to
conventional treatment presumably because (1) the memories can be
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targeted in clusters, (2) the dysfunctional state-dependent material is ac-
cessed directly, (3) focused protocols (which will be explained in future
chapters) are employed, and (4) the stimulation of the innate informa-
tion-processing system apparently transforms the information directly
on a physiological level.

The ability of EMDR treatment effects to be comparatively free
from time restraints is analogous to the ability of individuals to dream
through extremely long sequences of events in just 45 minutes of REM
sleep. Presumably, similar mechanisms in the dream state and the
Adaptive Information Processing state of EMDR allow rapid physiologi-
cal shifting through cognitive/emotive material (see also Stickgold, in
press). Although this processing effect may be found in many individu-
als following a dream about a minor disturbance, a conscious, active en-
gagement appears necessary for many kinds of traumatic material to be
similarly influenced. During an EMDR treatment the adaptive process-
ing of memories is dynamically maintained; that is, EMDR itself keeps
the information-processing mechanism active. This is in sharp contrast
to the static recall of events typical of long-term verbal therapies.

In EMDR the history taking, the directed procedure, and the treat-
ment protocols all reflect a model that emphasizes a sharp therapeutic
focus. As previously mentioned, the model incorporates the notion of
self-healing and spontaneously generated recovery once the proper
nodes are accessed and the information-processing system is activated
(with the obvious exceptions of chemically or organically based disor-
ders).

There is an analogy here to the medical treatment of disease: Just as
the use of modern drugs made us revise our assumptions about the
amount of time required to heal various physical ailments, so too does
the use of EMDR force us to examine our preconceived notions about
the time required to heal psychological wounds. In the area of mental
health we already equate physiological changes with rapid improve-
ment. Thus, we no longer demand prolonged treatment for recovery
from anxiety, or depression when they are treated with medication.

According to the Adaptive Information Processing model, the
EMDR clinician catalyzes the appropriate biochemical balance neces-
sary for processing . For instance, the altered brain state caused by a fo-
cused attention and simultaneous eye movements (or alternative stimu-
lation) may lead to specific activation of the limbic and cortical systems
(see Chapter 12 and Stickgold, in press). This interaction may underlie
rapid treatment effects. However, full therapeutic treatment involves
the use of clinical procedures and protocols that maximize the benefi-
cial effect. Each client history, as discussed in Chapter 4, includes indi-
cators of client readiness and demands unique treatment plans and lev-
els of therapeutic support. EMDR clinicians have found that through
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use of the structured protocols a few sessions can often clear up an area
of dysfunction that may have appeared resistant to months of previous
therapy.

The clinician’s model must be open to the fact that rapid, pro-
found, and multidimensional change in a client can take place and can
be maintained over time. For those clinicians trained in a long-term
model such as psychoanalysis, this may be difficult to accept. However,
let me stress that clinical observations of EMDR sessions have revealed
that no pertinent stage of healing is skipped: Symbols become clear, in-
sights occur, lessons are learned, and the various stages of emotional
resolution are experienced, albeit in a accelerated fashion (see also
Wachtel, in press).

Regardless of the psychological modality used by the clinician, it is
only logical that any therapeutic change must ultimately be based on a
physiological shift of information stored in the brain (see Chapter 12
for preliminary neurophysiological data regarding EMDR treatment).
It might be helpful for clinicians to recognize the comparatively short
distance involved in crossing a synapse. Even in long-term psychody-
namic therapy, insight occurs during a single moment in time; in the
Adaptive Information Processing model insight occurs when two neuro
networks connect.

TARGETS

The key to psychological change is the ability to facilitate appropriate
information processing. This means making connections between
healthier associations. Specific targets are used to gain access to the
dysfunctional memory networks. On the basis of clinical observation, it
appears that any manifestation of the stored information can be used as
a target for the EMDR session. Thus, a dream, a memory, and current
behavior are all useful foci inasmuch as they all stimulate the specific
neuro network containing the disturbing information. For instance, a
Vietnam veteran may have a recurring nightmare of being killed, a
memory of being shot, or an anxiety reaction to loud noises, along with
a pervading belief about lack of control. All these elements can be
combined in an appropriate treatment plan. Once the information-
processing system is activated, the dysfunctional elements can be me-
tabolized and the presenting complaint resolved through the progres-
sive linking of the target with more adaptive material.

In addition, there are a number of indications of obstructed mem-
ory networks that may be targeted, including memory lapses, dissocia-
tions, and the fact that access is restricted to negative material.
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Access Restricted to Negative Material

One indicator of an obstructed memory network is when the client is
able to retrieve only negative memories even when other, positive,
events have been experienced. For example, one client’s presenting
complaint was that she had felt for 2 years that a “black cloud” was hang-
ing over her head. She had been very close to her father, who had died a
terrible death in a nursing home while she had been powerless to do
anything. Whenever she tried to think of her father, or whenever any-
thing stimulated a memory of him, the only images that arose were of
his suffering in the nursing home. EMDR treatment was aimed at these
images. Subsequently, to check on the effectiveness of the treatment
the client was told to think of her father and was asked, “What do you
get?” She reported spontaneously seeing a picture of the two of them at
a party. When she was then asked to blank out the picture and to think
of her father again, the same type of result occurred. The positive im-
ages were linked to a feeling of peace, and the black cloud had vanished.

According to the Adaptive Information Processing model, the neg-
ative information is held dysfunctionally in an excitatory form and, as a
consequence, is more likely to be stimulated than are other associa-
tions. Thus, although many kinds of information are stored in the asso-
ciative memory network, access to all but the highly charged negative
material is blocked. When the disturbing events have been processed,
they resolve adaptively into a more neutral form, with cognitions that
verbalize a more appropriate affect (in our example, one such cognition
would be “He is at peace now”). The positive memories can then
emerge. As a result, any internal or external cue that would elicit infor-
mation from the targeted memory network will no longer access only
the dysfunctional information. For instance, if the client in our example
is asked to think about her father or if she hears about someone else’s fa-
ther, she will no longer be limited to thoughts about the events at the
nursing home. Once the disturbing memories are adequately pro-
cessed, cues allow access to other, more positive, aspects of the neuro
network.

Memory Lapses

Victims of childhood sexual abuse often report being unable to retrieve
many memories of the years during which the molestations occurred. It
seems that the highly charged information about the abuse is blocking
access to the rest of the childhood memory network. Once the trauma is
processed, the client is able to remember many positive events, such as
experiences with friends, that occurred during that time. As the full
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memory network becomes available and happy memories become un-
blocked, the client’s self-concept automatically changes. As a result of
the increased range of the client’s childhood memories and associa-
tions she is able to redefine herself as a person with positive abilities, a
history, and a future.

Dissociation

Clients may present themselves as highly symptomatic but with no
memory of a traumatic event that may have led to this condition. In
these cases, the presenting symptoms appear to be a manifestation of
dysfunctionally stored information. There is no presumption, however,
as to the nature or factual accuracy of the touchstone event. Clinicians
should take great care not to lead or interpret for the client (see the sec-
tion False Memory in Chapter 11).

It should be recalled that dissociated material may be nothing more
than information that is unavailable to awareness because it is stored in
state-dependent form in an isolated neuro network. As the information
is processed, it can emerge into consciousness. However, an image is
only one of many possible manifestations of dysfunctionally stored in-
formation, and the actual visual memory of an event may never be re-
trieved. Nevertheless, clinicians have found that by targeting the pres-
ent symptoms, or the client’s sense of danger, approximately 50% of
these clients retrieve visual images of the dissociated event. More im-
portantly, however, the present symptoms may subside even if there is
no image retrieval. EMDR sessions have shown that effective processing
can occur whether or not the information is released as an image into
the client’s conscious awareness. Metaphorically speaking, the video-
tape can be running (i.e., the information can be processing) whether
or not the monitor is turned on.

Other forms of dissociation occur in clients who merge with the
past experience during abreactions. The overwhelming sensations and
emotional reactions experienced as the event is accessed are indicators
that the information has been held in dysfunctional form. As the infor-
mation is successfully processed, clients often exclaim, “Oh, I’m here,”
adding, “I’m not in Vietnam” or “I’m not in my old house” or “I’m not in
danger.”

Likewise, a complete lack of appropriate affect, which can also be
indicated by the client who uses terms such as “numb” or “blocked”
when a traumatic event is accessed indicates information that has been
dysfunctionally stored. In these cases clients can retrieve the affect, of-
ten at a high level of disturbance, during the initial phases of process-
ing. Any inappropriate dissociative response, either an over- or under-
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reaction to a traumatic event, is considered indicative of a blocked
memory network and is therefore an appropriate target for EMDR.

INTEGRATED PSYCHOTHERAPY

As you can see from the previous discussions, many psychological mo-
dalities dovetail in EMDR. The present paradigm opens new therapeu-
tic possibilities by theoretically supporting effective treatment applica-
tions that integrate key elements of the major psychological modalities.

In a typical 90-minute EMDR session the clinician will observe rapid
changes in the client. Clinicians who use a psychodynamic approach
are likely to notice free association, catharsis, abreaction, symbolism,
and family-of-origin material. Behaviorists will easily observe learning
chains, generalization, conditioned responses, associative material, and
more. The cognitive therapist will find the progressive shifting of cogni-
tive structures and beliefs. The Gestalt therapist will observe the re-
moval of emotional static, which allows the client to differentiate more
easily the figure and ground relationship. The Reichian will observe the
shifting of physical sensations linked to the dysfunctional material.

In many ways the situation is reminiscent of the story of the blind
men who tried to describe an elephant: The one who touched the tail
declared that an elephant was like a rope, the one who felt the leg said
an elephant was like a tree, and the one who held the trunk claimed it
was like a snake. The conclusion of each was based only on the part he
had investigated. Clearly, however, it was all one elephant. What we find
in EMDR is an interweaving of much of what appears to be valid in tradi-
tional psychotherapy, because whatever is true must dovetail. Essen-
tially, regardless of the terms used, what all psychological modalities
have in common is that information is stored physiologically in the
brain. When healing is activated, the key elements of most psychologi-
cal approaches are represented.

However, while the Adaptive Information Processing model offers
a unifying theory that can be seen as underlying all psychological
modalities, the model opens up new territory by defining pathology as
dysfunctionally stored information that can be properly assimilated
through a dynamically activated processing system. Thus, the EMDR cli-
nician is offered a new role in helping to facilitate positive treatment ef-
fects.

Global diagnoses, such as personality disorder, often serve to chain
the client to an immovable mountain. Use of the Adaptive Information
Processing model and EMDR suggests that the clinician focus on the
characteristics that generate the behaviors responsible for the diagnosis
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rather than attend primarily to a diagnostic label. Characteristics are
viewed as having been produced by earlier experiences, including pa-
rental modeling, and as being susceptible to change. Thus, a vast range
of experiences in childhood, adolescence, and adulthood can be lo-
cated on a spectrum of trauma and can become subject to EMDR-
activated shifts toward self-healing and resolution.

Each clinician, regardless of orientation, is invited to observe
EMDR effects and rediscover everything that is believed to be true of his
or her modality. The clinician also is urged, however, to consider the
proposed information-processing model rather than prematurely su-
perimpose on EMDR a previously derived theoretical approach.

The Adaptive Information Processing model, refinements of the
EMDR procedures, and treatment protocols have evolved in order to
explain and maximize treatment effects. Therefore, clinicians are ad-
vised to use EMDR (as described in later chapters) and observe its clini-
cal results before attempting to define it (thereby circumscribing it) and
make it conform to previously established modalities. This caution may
help prevent EMDR’s benefits from being confined to the limits of what
has so far been achieved. For instance, if EMDR is defined simply as
hypnosis, its usefulness will be limited to those effects already available
to the hypnotist. If it is viewed solely as desensitization, essential dynam-
ics and applications may be ignored by the therapist. Allowing EMDR to
define its own parameters on the basis of its effects means that the
boundaries observed in other modalities may be surpassed (see also
Norcross and Shapiro, in press). Thus, it is crucial for the fullest thera-
peutic effects that the clinician observe the client’s responses without
preconceived limitations. In actual practice, EMDR may perhaps best
be described as a client-centered, interactive, interactional, intrapsy-
chic, cognitive, behavioral, body-oriented therapy. Key elements of all
these modalities are integrated to treat the client as a whole person.

SUMMARY AND CONCLUSIONS

The Adaptive Information Processing model is offered as a working
neurophysiological hypothesis because current understanding of brain
physiology is not yet sufficient to verify its accuracy. However, because
this model is based on observed treatment effects, it can serve as a clini-
cal road map that is both explanatory and predictive, even if it turns out
that the neurophysiological details of the hypothesis are incorrect.

The Adaptive Information Processing model states that there is an
innate physiological system that is designed to transform disturbing in-
put into an adaptive resolution and a psychologically healthy integra-
tion. A trauma may disturb the information-processing system, causing
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perceptions to be stored in state-dependent form and manifested by
pronounced symptoms of PTSD. The blocked information-processing
system is thought to be stimulated through a variety of possible physio-
logical factors, including (1) deconditioning caused by a compelled re-
laxation response, (2) a shift in brain state enhancing the activation and
strengthening of weak associations, or (3) some other function of a
dual-focus information-processing mechanism. Alternative dual atten-
tion cues such as auditory and tactile stimuli have been found to have a
clinical effect similar to that of the eye movements. Although the
relative weighting of components is as yet unknown, as emphasized
throughout this text, the stimuli are used within the context of focused
and multifaceted procedures that are also designed to support and facil-
itate the processing. Essentially, the hypothesis states that the targeted
information is metabolized and transmuted along associated memory
channels through the progressive stages of self-healing. Transmutation
is seen in all elements of the information—images, emotions, sensa-
tions, and beliefs. As the information moves from dysfunctional to
functional form, the negative manifestations of the target dissipate and
the positive manifestations become more vivid. In addition, there is a
comparatively high incidence of emergence of previously dissociated
material as disparate neuro networks progressively associate with one
another until an adaptive resolution is achieved.

Most psychopathologies are assumed to be based on earlier life ex-
periences that are in state-dependent storage. These events may be des-
ignated as “small t” traumas to remind clinicians of their impact. This
designation underscores the notion that childhood events can have a
lasting negative effect upon the self and psyche and can be conceptual-
ized as encoding negative affects and sensations that spontaneously
arise when triggered by present conditions. Therefore, a childhood hu-
miliation can be stored dysfunctionally in ways that inhibit the adult’s
sense of self and optimal behavior. Clearly, although designated “small
t” trauma to denote the ubiquitous nature of these types of experiences,
the events did not feel “small” to the child. Indeed, childhood humilia-
tions can be seen as the evolutionary equivalent of being cut out of the
herd and may help explain why an emotional overload consequent to
the triggering of a survival mechanism may result in dysfunctional stor-
age. However, regardless of cause or length of time since the event, the
associative nature of the memory network allows the generalization of
positive treatment effects to modify present self-assessment and behav-
ior. Whether the complaint is simple PTSD or a more complex diagno-
sis, the transmutation to an adaptive adult perspective may be accom-
plished comparatively rapidly by this focused, physiologically based
approach, which apparently unblocks the information-processing sys-
tem and memory networks (see also Appendix D).
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All of the salient elements of the primary psychological modalities,
as well as the indicators of profound psychological change, will be ap-
parent in the integrated EMDR approach. All of the procedures are
viewed as contributing to the positive treatment effects. However, clini-
cians are cautioned to remain flexible and to use the proposed model as
a clinical road map to permit the possibility of an expansive psychologi-
cal change that can be achieved with unusual rapidity. It is necessary, of
course, for the clinician to have the appropriate education and qualifi-
cations since EMDR is only as effective as the person using it and all
one’s previous clinical training and skill will be called upon to achieve
therapeutic success.
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CHAPTER 3
� � �

Components of
EMDR Treatment

and Basic Treatment Effects

If you have built castles in the air, your work need not
be lost; that is where they should be. Now put the
foundations under them.

Henry David Thoreau

In the first part of this chapter we will explore the importance of a delin-
eated target and define the basic components of the EMDR procedure.
These include the image; the negative and positive cognitions; the emo-
tions; the physical sensations; and the emotional and cognitive rating
scales, the SUD (Subjective Units of Disturbance) and VOC (Validity of
Cognition) Scales. We will then describe the eye movements themselves
as well as alternative stimuli. Next, we will review the eight phases of
EMDR treatment: history taking and treatment planning, preparation,
assessment, desensitization, installation, body scan, closure, and reeval-
uation. Finally, we will discuss some clinical effects of targeting and typi-
cal client experiences during EMDR processing. All these aspects of
treatment having been defined in this chapter, the following chapters
will place them in the context of client–clinician interaction by giving
specific instructions for their use.

BASIC COMPONENTS OF THE EMDR PROCEDURE

Effective EMDR processing depends on effective targeting. If the
wrong targets (or the wrong components) are used, positive treatment
effects are likely to be minimal. For the sexual abuse survivor, appropri-
ate targets include early childhood memories, recent events that trigger
current disturbances, and imaginal events that incorporate appropriate
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future behaviors. When treating a relatively uncomplicated case, such
as a victim of simple PTSD who has suffered a comparatively recent
trauma like a natural disaster, it may be necessary to target only the sin-
gle memory of the event, although the present triggers and a template
to address avoidance behavior should be assessed (see Chapter 8).

Regardless of the number of clinical aspects that require treatment,
each target must be individually circumscribed and fully processed.
These targets are the building blocks of EMDR treatment and deserve
careful clinical attention. A fully delineated target will help the client
and clinician to understand the trauma context and configuration (all
the details that make up the trauma and response) and will result in
more rapid processing. The most useful parameters for treatment are
the picture, the negative and positive cognitions, the emotions and
their level of disturbance, and the physical sensations. These aspects of
the target must be clearly defined for initiating, processing, and con-
cluding EMDR treatment. Let us take a close look at each of them.

The Image

The clinician should ask the client to think of the event and then to fo-
cus on one image that represents either the entire incident or the most
upsetting part of it. Whether or not the image is distinct is of little conse-
quence. Indeed, it is quite common for the client to have only a blurred
image or fragmented view of the event. The goal is simply to establish a
link between consciousness and where the information is stored in the
brain.

The Negative Cognition

The client is next asked to identify a statement that expresses the under-
lying negative belief or maladaptive self-assessment that goes with the
image. This statement is called the “negative cognition.” While the term
cognition has often been used to define all of the conscious representa-
tions of experience, in EMDR we use it to signify a belief or assessment.
Therefore, the cognition represents the client’s current interpretation of
the self, not merely a description. As an interpretation, the negative
cognition answers the question “What are my self-denigrating beliefs
about myself in relation to the event?” Negative cognitions include
statements such as “I am bad/worthless/unable to succeed.” The rape
victim who looks back at having been bound and gagged and offers the
statement “I was powerless” or “I was afraid” is not providing a negative
cognition; she is giving a statement of fact, a description. EMDR cannot
process this rape victim’s statement because the method affects only in-
appropriate, dysfunctional material; when the description is accurate,
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there is no observable reprocessing effect. An example of a negative
cognition appropriate for the hypothetical rape victim might be “I am
powerless.” This statement indicates how she currently feels about her-
self when she recalls the rape. When the traumatic memory is stimu-
lated, the dysfunctionally stored affect is felt and the negative cognition
serves to convey its meaning. Because the statement “I am powerless” is
inappropriate or dysfunctional (since there is no current danger or
threat), EMDR can be used to reprocess it.

For sexual abuse survivors, some appropriate negative cognitions
may include “I am damaged for life,” “I am powerless,” and “I don’t de-
serve love and can’t have it.” Note the following characteristics of these
negative cognitions: They are all “I statements,” they are expressed in
the present tense, and they involve negative self-attributions because of
the client’s participation (though forced) in the traumatic event. These
statements indicate pathology. Like the image, the negative cognitions
are links to the dysfunctional material that is in need of processing.

The negative cognition is defined as the negative self-assessment
that victims make in the present. When the client brings up the memory
of a trauma that may have occurred many years ago, the clinician must
ascertain how the level of disturbance is presently experienced. The cli-
ent may continue to think inappropriately about himself in relation to
the event (with feelings of self-blame, incapacity, powerlessness, or self-
denigration), demonstrating that the memory has not been resolved.
When the rape victim brings up the rape scene and states, “I am power-
less,” or “I am dirty,” or “I am worthless,” these are interpretations
about the self made in the present. Because they represent inappropri-
ate (objectively untrue) negative beliefs, they are prime targets for
EMDR.

I want to emphasize that clinical observation indicates that EMDR
does not lead the client to falsify history. Thus, a negative cognition that
is actually true will not be changed. That is, clinical observation consis-
tently indicates that EMDR cannot be used to remove a true negative
cognition or to instill a false one. This phenomenon was first noticed
with an EMDR client who was a rape victim. Her presenting negative
cognition was “I am guilty.” During the treatment session she reported
that this cognition became progressively more, not less, valid. When
questioned, the client revealed that she was thinking of the fact that she
had lied to the police and prosecutor regarding the actual facts of the
case; that is, she was guilty—of deception. A new negative cognition then
had to be used for treatment.

Once again, a negative cognition is interpretive (“There is some-
thing wrong with me”) rather than descriptive (“Mother did not love
me”). When the latter statement is true, as in the case of a psychotic or
sadistic mother, it apparently cannot (and obviously should not) be
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changed by EMDR: An abusive parent cannot be turned into a nurtur-
ing parent. However, the resulting negative self-attribution (“There is
something wrong with me”) can be addressed and appropriately repro-
cessed in order to help shift the client’s pathology. Although as a child
the client may have blamed herself for her mother’s lack of love, this was
and remains inappropriate and constitutes the true target for the repro-
cessing. In fact, a common negative cognition, often used with victims
of child abuse, is “I am not lovable.”

Some clients have difficulty constructing a negative cognition. The
clinician may offer such a client a list of alternative negative cognitions
to help him understand the concept. However, it is important that these
suggestions be presented in an open and nonpressured manner that
leaves the choice—or construction of a more useful negative cognition—
completely up to the client. It is vital that this cognition stem from the
client’s own experience and not be an artificial construct of the clini-
cian.

If a client has difficulty putting a negative cognition into words,
offer some examples that, in your clinical estimation, seem to be a good
fit. As a rule of thumb, most negative cognitions seem to fall into
three categories: (1) responsibility/defective (“I did or am something
wrong”), (2) lack of safety, and (3) lack of control. Examples include
the following:

“I’m worthless.”
“There is something wrong with me.”
“I’m a bad person.”
“I’m dirty.”
“I’m not lovable.”
“I’m in danger.”
“I’ll be abandoned.”
“I’m powerless.”
“I’m out of control.”
“I cannot succeed.”

Identifying the negative cognition assists the client to recognize
more fully its irrationality, establishes a baseline, and helps to stim-
ulate dysfunctional information that requires reprocessing. A more
extensive list of negative and positive cognitions is presented in
Appendix A.

The Positive Cognition

Once the client and clinician have identified the negative cognition as-
sociated with the target, the next step in the EMDR session is for the cli-

60 � EMDR �



ent to identify the desired positive cognition and rate it on the 7-point
VOC Scale, where 1 is “completely false” and 7 is “completely true.” The
VOC rating should be based on how true and how believable the posi-
tive cognition feels to the client, not on how true it is objectively. Even
while remaining in emotional turmoil, the client is often aware that he
should believe something positive. Therefore, the clinician should ask
the client to report his “gut-level” response. For instance, a rape victim
may know that the rape was not her fault but may still feel guilty. There-
fore, she may initially give only a 4 on the VOC Scale to the positive cog-
nition “I’m a good person.”

The purpose of identifying a desired positive cognition is to set a di-
rection for treatment, to stimulate the appropriate alternative neuro
networks, and to offer the therapist and client a baseline (the VOC rat-
ing) from which to assess progress. Identifying a positive cognition be-
fore beginning the reprocessing also provides a statement that can be
used for rapid installation (the installation phase immediately follows
desensitization and will be described shortly) if a better one fails to
emerge in the course of treatment.

Consistent reports of EMDR sessions show that if a client’s positive
cognition is inappropriate or impossible, it will disrupt the reprocess-
ing. When disruption occurs, the client is generally trying to incor-
porate some form of wishful thinking. Unrealistic desired positive
cognitions will not be incorporated into the client’s system. One sign of
this condition is an initial VOC rating of 1 (“completely false”), which
usually indicates that the desired belief is impossible to achieve. An ex-
ample of this is from the case of a client who had been raped by her em-
ployer. The client’s desired cognition was “I can fight back.” This
seemed reasonable to her clinician, but the initial VOC rating she gave
this statement did not increase during her EMDR treatment session.
Observing this, the clinician asked her, “What prevents it from being a
7?” The client replied, “He’s six and a half feet tall and weighs three hun-
dred and fifty pounds.” Unless the five-foot client had taken martial arts
lessons, the statement “I can fight back” (which the client meant in a lit-
eral sense) was clearly untrue and was inappropriate as a positive cogni-
tion for the EMDR session.

When developing a positive cognition, instruct the client whenever
possible to make an “I statement” that incorporates an internal locus of
control. Clients often offer initial statements that are beyond their con-
trol, such as “He will love me” or “They will give me what I want.” Give
clients appropriate examples to redirect them from such statements,
and point out the impossibility of ensuring the truth of statements like
“My children will never get hurt.” Appropriate positive cognitions—
such as “I can handle the situation,” “I can trust myself,” or “I can act re-
sponsibly”—offer the client a redefinition of her own capacities. Clearly,
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there is more power to the statement “I am lovable” than to “He will
love me.” The client has no real control over other people’s thoughts
and actions. The goal should be that the client will be able to maintain a
sense of self-worth and equilibrium regardless of external forces in-
stead of resorting to rationalizations or false hopes for the future.

Sometimes the only positive cognitions that can be reasonably pre-
sented are embodied in statements like “It’s over,” “I did the best I
could,” or “I now have choices.” This is particularly true in the case of
perpetrator guilt, where sometimes all that can reasonably be said is
“It’s in the past” or “I can learn from it.” In these cases, an appropriate
level of responsibility for past behavior is recognized and the emphasis
is placed on present and future action. While clinical reports indicate
that EMDR cannot obscure or falsify what is appropriate or true, les-
sons can be learned, the impact of events can be redirected, and the cli-
ent can be liberated from the negative affect that prevents positive ac-
tions in the future.

Helping the client identify a positive cognition is an important
step in recovery. The ability to define an alternative view of the trau-
ma in reasonable language offers hope of escape from the pain of
self-denigration. This activity is useful in any form of therapy. How-
ever, as the session progresses, the initial positive cognition identified
by the client may be superseded by a better one. Indeed, in EMDR it
is very common for a more beneficial cognition to emerge as the dys-
functional older material is processed. The clinician should take spe-
cial care to note a preferable cognition and, when possible, to use the
client’s own words when stating it. For instance, a client may start
with a positive cognition of “I can succeed.” During processing he
might realize not only that he has already succeeded at many tasks but
that it is not necessary to define himself by his job. He may end with
the cognition “I am a worthwhile person.” This second cognition has
greater power than the first and should be incorporated into the in-
stallation phase of treatment.

At times, the client will need assistance to formulate positive
cognitions. If the client has difficulty putting a positive cognition into
words, consider whether any of the following statements might apply to
the client’s case:

“I did the best I could.”
“It’s in the past.”
“I learned from it.”
“I’m in control.”
“I’m lovable.”
“I’m a good person.”
“I now have choices.”
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“I can succeed.”
“I can handle it.”
“I’m safe now.”

Avoid using the word “not” in the formulation of the positive cogni-
tion (“I’m not bad” or “I am not powerless”). The therapeutic intention
is to assist clients in a positive redefinition of themselves. The new self-
concept should be the most positive self-attribution possible. Using the
word “not” fails to indicate a completely positive characteristic. Thus,
the sentence “I am powerful” is more therapeutic than “I am not power-
less.” Likewise, “I am a good person” is more useful than “I am not a bad
person.” However, there may be exceptions. For instance, an abuse sur-
vivor may initially benefit greatly from the positive cognition “I am not
responsible for my mother’s actions.” Subsequent sessions can then fo-
cus on more personally enhancing self-statements.

After the dysfunctional older material has been processed, the posi-
tive cognition will be intentionally linked or associated with the previ-
ously upsetting information during the next phase of treatment, known
as “installation.” In other words, we are inserting the positive cognition
into the memory network that holds the target material. In so doing, it
becomes possible for this cognition to generalize through the network
into all of the associated experiences. Further, when the processed in-
formation is subsequently triggered, it will now emerge into conscious-
ness with the positive cognition dominant. In addition, this linkage will
allow all the information regarding positive outcomes to be associated
with the previously traumatizing material. This linking of neuro net-
works is viewed by our model as a primary outcome of successful repro-
cessing.

The clinician should help the client verbalize a positive cognition
that can generalize over the largest range of dysfunctional material and
that affords the greatest advantage to associated future activities. Often,
briefer, less specific cognitions have a better chance for generalization.
For example, if a client is reprocessing a memory of falling off a ladder,
the negative cognition might be “I’m a failure” whereas an appropriate
positive cognition would be “I can succeed.” An inadequate positive
cognition would be “I can succeed with ladders,” because that state-
ment would allow generalization only to incidents that include ladders.
Another inadequate positive cognition arose in the case of a client who
was reprocessing a memory of having slipped and fallen in public. She
was dissuaded from using the statement “It can happen to anyone
once” because such a statement, while compatible with the original
event, would not support a positive self-assessment if she fell in public
again. Whenever possible, self-empowerment for future events should
be incorporated into the positive cognition.
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The Emotions and Their Level of Disturbance

The client is asked to hold in mind the picture of the memory and the
negative cognition, to name the emotion felt, and to give a Subjective
Units of Disturbance (SUD) Scale (Wolpe,1958) rating for how it feels
now. The clinician should make sure that the client is not reporting the
level of distress he felt at the time of the event. The target for EMDR is
dysfunctional information. While many things can happen that are
originally upsetting, not all remain actively distressing. Some are spon-
taneously dealt with through natural information processing and are
adaptively resolved. Only when a past event is still unresolved should it
be targeted for treatment. In most cases, unresolved material is indi-
cated by a significant level of current emotional disturbance.

By having the client evaluate her levels of emotional disturbance us-
ing the SUD Scale, the clinician can determine which memories should
be targeted. When making a treatment plan for a client, the clinician
can isolate the dominant negative belief, such as the cognition “I will be
abandoned,” and ask the client to scan earlier memories for any related
events that rate 5 or higher on the SUD Scale. These become excellent
initial targets for processing.

The clinician should take care to determine which emotion the cli-
ent is rating. Clients who become confused and report positive emo-
tions on the SUD Scale should be reminded that the scale is used to eval-
uate only disturbing emotions. A variety of emotions can arise during
processing, making it important to have the client name the emotion.
Further, a client using the SUD Scale may report no change in the inten-
sity of disturbance when, in fact, the emotion has changed qualitatively.
For example, anger may have changed to grief, but the client may give
the same SUD rating as before. The clinician needs to know which emo-
tion is being rated in order to give the appropriate responses and sup-
port and to ensure that processing is occurring.

The Physical Sensations

Clinical experience indicates that the physical sensations generated
when clients concentrate on a traumatic memory are very useful focal
points for treatment. These sensations may be associated with emo-
tional tension, such as tight neck muscles or increased heart rate. Other
physical sensations may be part of the sensory experience of the target
trauma itself, such as the sensation of feeling the grip of the perpetra-
tor’s hand. Pronounced physical sensations are also associated with
negative cognitions. Therefore, the EMDR session is not considered
complete until all physical sensations generated by thoughts of the trau-
ma have been appropriately reprocessed. By the end of the treatment a
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mental scan of the body by the client should reveal no residual tension
or atypical physical sensations.

ACTIVATING THE
INFORMATION-PROCESSING SYSTEM

The client’s inherent information-processing system can be activated by
EMDR procedures and the use of directed eye movements or by alter-
native forms of stimulation such as taps or sounds. As client preferences
vary, the clinician should be familiar with all three.

Eye Movements

As we will see, there are several different kinds of eye movements avail-
able in EMDR. The clinician’s job is to make use of the kind that best fits
the needs of the client. This includes ensuring client comfort in regard
to the eye movements themselves. At no time should the clinician pro-
ceed if the client reports eye pain, dryness, or anxiety caused by the pro-
cedure itself. For example, some clients report strong associations be-
tween the clinician’s moving hand and memories of having been hit in
the face by a parent. In this instance, the clinician would want to use
hand taps or auditory stimuli instead of directed eye movements.

The clinician’s objective is to generate eye movement from one side
of the client’s range of vision to the other. This full bilateral movement
is done as rapidly as possible without discomfort. The clinician should
use two or more fingers as a focal point. This technique allows the client
to track the fingers without having to focus on a small object and with-
out having the negative associations that might be elicited by a single
moving index finger (e.g., memories of being reprimanded by an
adult). The clinician may also use a pen, ruler, or any other object to di-
rect the client’s eye movement. However, two fingers serve very well
and appear to be preferred by many clients as affording a more inter-
personal experience.

Typically, the clinician holds two fingers upright, palm facing the
client, approximately 12 to 14 inches from the client’s face. The client is
then asked, “Is this comfortable?” If the answer is no, the clinician
should determine the placement and distance with which the client is
most comfortable. The clinician then demonstrates the direction of the
eye movements by slowly moving her fingers horizontally from the ex-
treme right to the extreme left (or the reverse) of the client’s visual field,
a distance of at least 12 inches (see Figure 3). The clinician should evalu-
ate the client’s ability to track the moving fingers by starting slowly and
then increasing the rate to obtain the maximum comfortably sustain-
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able speed. Clinicians have reported that the majority of clients prefer a
fast speed, although some clients work best with a slower motion. Dur-
ing this testing phase many clinicians ask the client to report any prefer-
ences regarding speed, distance, height, and so forth, before concen-
trating on emotionally disturbing material. After the dysfunctional
material has been targeted, the clinician should listen to the feedback
the client gives at the end of each set to assess the amount of processing
that has taken place. If the dysfunctional material is shifting readily and
the client is relatively comfortable, the speed at which the fingers are
moving may be maintained. If either of these conditions is not met,
however, the speed as well as the direction (to be discussed shortly) and
the number of eye movements within the set may be adjusted.

During this preliminary phase the clinician may find that the client
has difficulty in easily following the fingers. This inability can manifest
itself as irregular eye movements (“bumpiness”), including stops and
starts and darting. When this occurs, the clinician should tell the client,
“Push the fingers with your eyes.” This statement coaches the client to
develop a sense of dynamic connection with the guiding fingers, an ex-
ercise that can give him a sense of movement control, thus resulting in
smoother tracking.

The clinician can then test the effectiveness of a set of diagonal eye
movements by moving her hand across the midline of the client’s face
from the lower right to upper left (or the opposite), that is, from chin
level to contralateral brow level (see Figure 4). Once again, the clinician
should evaluate the results regarding ease and speed of movement. If
the client tracks more easily in one direction than another, this should
be the dominant direction used.

Other possible eye movement sets guide the client’s eyes in a verti-
cal, circular, or figure-eight direction. The vertical movements appear
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to have a calming effect and are particularly helpful in reducing ex-
treme emotional agitation, dizziness, or nausea. This direction has also
been found useful when the client is prone to vertigo. If the processing
appears stuck (there is no reported change of information after succes-
sive sets of eye movements), the clinician should try a variation in the
eye movements, starting with a change in direction. Like the vertical
movements, the circular and figure-eight eye movements also appear to
have a calming effect in many cases.

The duration of the set is also determined by client feedback. The
first set consists of 24 bidirectional movements, where a right-to-left-to-
right shift equals one movement. This set enables the clinician to assess
client comfort, preferred speed, and ability to sustain the eye move-
ments. During this set the client may simply observe his own reactions
or concentrate on the safe-place exercise, which will be described in
Chapter 5. The same number of movements may be used in the first re-
processing set. After this initial reprocessing set, the clinician should
ask, “What do you get now?” This question gives the client the opportu-
nity to report what he is experiencing in terms of imagery, insights,
emotions, and physical sensations. If the client shows any indication of
increased therapeutic adaptiveness—if he feels better or if new informa-
tion has emerged—the clinician can repeat the direction, speed, and du-
ration of the set. However, the clinician should be willing to experiment
to discover if some variation would be more beneficial. Clinicians have
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reported that a 24-movement set is generally necessary for the average
client to process cognitive material to a new level of adaptation. How-
ever, the response of the individual client is the final determinant.
Some clients need 36 or more movements per set to process material.
Highly emotional responses, which will be covered in Chapter 7, gener-
ally demand a great many more eye movements in one set than does
purely cognitive material (such as new insights that increase depth of
understanding).

On the other hand, some clients are physically incapable of doing
more than a few eye movements in a row because of an inherent weak-
ness in their eye muscles. Other clients may be unable to follow the
hand movements owing to a high level of anxiety. Still other clients may
show an extreme tracking deficit or may find the tracking movements
aversive; they may be treated with the two-handed approach (see Fig-
ure 5) or with auditory or tactile cues.

The two-handed approach entails having the therapist position her
closed hands on opposite sides of the client’s visual field at eye level and
then alternately raising her index fingers. The clinician instructs the cli-
ent to move her eyes from one raised finger to the other. This form of
eye movement entails an orienting or attentional response that some
clients find much easier to maintain than the tracking movement in the
original procedure, and it has often yielded the same therapeutic re-
sults. However, the technique does not provide the same flexibility of
varying directions when, for example, processing gets stuck.

Significantly, many clinicians have observed that a client may have
greater difficulty in maintaining a smooth tracking motion during the
earlier stages of processing. It is possible that as anxiety diminishes, the
eye movements become more fluid and easier to maintain, which per-
haps supports the concept of reciprocal inhibition (see Chapters 1
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and 12) as a contributing factor in treatment effects. Consequently,
when the clinician has been forced to begin with the two-handed orient-
ing eye movement, it may be useful to switch to the one-handed track-
ing eye movements once a lower SUD level has been achieved.

Alternative Forms of Stimulation

For those clients who find the eye movements physically or psychologi-
cally uncomfortable, the alternative forms of stimulation (taps and
sounds) can be used and have proved effective. Hand tapping is done by
having the client sit with his hands palm upward on his knees. The clini-
cian then (with one or two fingers) rhythmically taps the client’s palms,
alternating right and left, at the same speed at which sets of eye move-
ments would be conducted. The client need not deliberately fixate each
of these hand taps for the therapy to be effective; however, it has been
clinically reported that spontaneous sets of rapid eye movements often
occur during this procedure.

Auditory stimuli entail having the client keep her eyes open or
closed (if necessary) while the clinician alternately snaps fingers next to
each ear at a rate comparable to that used with sets of eye movements.
Clinicians have also reported positive results with the use of headsets
for audio stimulation and electronic devices for tactile stimulation (see
EMDR International Association Newsletter; EMDRIA, 2000). While
these alternative forms of stimulation preclude the possibility of chang-
ing direction, both speed and intensity may be altered. And, of course,
they enable the clinician to use the EMDR approach with the blind and
visually impaired or those who simply prefer other modes of process-
ing. However, they do not provide the high level of feedback about the
client’s attention and connection to the clinician that can be obtained
by observing the eye movements.

I have presented only two alternatives to the eye movement tech-
nique, but the expectation is that other forms of stimulation (or dual at-
tention) will also prove effective.

THE EIGHT PHASES OF EMDR TREATMENT

EMDR treatment consists of eight essential phases. The number of ses-
sions devoted to each phase and the number of phases included in each
session vary greatly from client to client (guidelines are discussed in
later chapters.) The first phase involves taking a client history and plan-
ning the treatment. This is followed by the preparation phase, in which
the clinician introduces the client to EMDR procedures, explains
EMDR theory, establishes expectations about treatment effects, and
prepares the client for possible between-session disturbance. The third
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phase, assessment, includes determining the target and baseline re-
sponse using the SUD and VOC Scales. The fourth phase, desensitiza-
tion, addresses the client’s disturbing emotions, and elicits insights and
appropriate associations. The fifth, or installation, phase focuses on an
enhanced integration of the cognitive reorganization. The sixth phase,
which evaluates and addresses residual body tension, is the body scan.
Next comes closure, a phase that includes debriefing and is essential for
maintaining client equilibrium between sessions. The eighth and final
phase is termed reevaluation.

While each phase focuses on different aspects of treatment, it may
be useful to remember that many of their effects—an increase in self-
efficacy, desensitization of negative affect, elicitation of insight, shifting
of body tension, and a cognitive restructuring—occur simultaneously as
the dysfunctional information is processed. These phases will be dis-
cussed in detail in Chapters 4 to 8. What is presented here is an overview
of the full range of the complex treatment.

Phase One: Client History and Treatment Planning

Effective treatment with EMDR demands knowledge both of how and
when to use it. The first phase of EMDR treatment therefore includes
an evaluation of the client safety factors that will determine client selec-
tion. A major criterion for the suitability of clients for EMDR is their
ability to deal with the high levels of disturbance potentially precipi-
tated by the processing of dysfunctional information. Evaluation there-
fore involves an assessment of personal stability and current life con-
straints. For example, a client might be facing major deadlines at work
and would not want to be distracted by the ongoing processing of trau-
matic material; in this instance, the clinician might delay processing un-
til such work pressures have eased. In addition, a client should be physi-
cally able to withstand intense emotion. The clinician must evaluate
potential problems due to age or a preexisting respiratory or cardiac
condition.

Once the client has been selected for EMDR treatment, the clini-
cian obtains the information needed to design a treatment plan. This
part of the history-taking phase entails an evaluation of the entire clini-
cal picture, including the client’s dysfunctional behaviors, symptoms,
and characteristics that need to be addressed. The clinician then deter-
mines the specific targets that will need to be reprocessed. These targets
include the events that initially set the pathology in motion, the present
triggers that stimulate the dysfunctional material, and the kinds of posi-
tive behaviors and attitudes needed for the future. EMDR should be
used to reprocess information only after the clinician has completed a
full evaluation of the clinical picture and designed a detailed treatment
plan.
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Phase Two: Preparation

The preparation phase involves establishing a therapeutic alliance, ex-
plaining the EMDR process and its effects, addressing the client’s con-
cerns, and initiating relaxation and safety procedures. It is essential that
the clinician clearly inform the client of the possibility for emotional dis-
turbance during and after EMDR sessions. Only in this way will the client
truly be in a position to give informed consent. Not only does this warn-
ing give clients the opportunity to make appropriate choices, but it al-
lows them to prepare their work and social schedules to accommodate
any emotional upheaval. Clinicians should also be sure that clients have
an audiotape that includes guided relaxation exercises (such as “Letting
Go of Stress”; Miller, 1994; or “Lightstream Technique,” EMDR-HAP,
2001) and that they practice these exercises before beginning the EMDR
reprocessing sessions. The goal is for clients to be proficient in these re-
laxation techniques and capable of using the tape with confidence so
that they candealwithanybetween-sessionsdisturbance thatmayoccur.

Before processing begins, clinicians should also use with the client
the guided visualization techniques described in Chapter 6 (see the sec-
tion entitled Phase Seven: Closure). If the client is unable to completely
eliminate moderate levels of disturbance with these techniques, the cli-
nician should not continue EMDR. Relaxation techniques like these
may be necessary to help the clinician bring to a close an incomplete ses-
sion and to assist the client in dealing with memories or unpleasant
emotions that may emerge after the session. The effective use of these
techniques can give clients the confidence to deal with the high levels of
disturbing material that may emerge during the session, whereas an in-
ability to handle the disturbing feelings can increase the client’s level of
fear and make processing even more difficult.

The preparation phase also includes briefing the client on the the-
ory of EMDR and the procedures involved, offering some helpful meta-
phors to encourage successful processing, and telling the client what he
can realistically expect in terms of treatment effects. These aspects,
along with sample instructions, will be covered in detail in Chapter 5.

During the preparation phase the clinician should also explore with
the client the possibility of secondary gain issues. What does the client
have to give up or confront if the pathology is remediated? If there are
concerns in this area, they must be addressed before any trauma repro-
cessing begins. Included in this precaution is the development of an ac-
tion plan to handle specific situations that may arise, situations such as
the client’s need to find a new job or a new place to live. If the secondary
gains are fed by feelings of low self-esteem or irrational fears, they
should become the first target of processing. Until these fears are re-
solved, no other significant therapeutic effects can be expected or main-
tained.
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Phase Three: Assessment

In the assessment phase the clinician identifies the components of the
target and establishes a baseline response before processing begins.
Once the memory has been identified, the client is asked to select the
image that best represents that memory. Then he chooses a negative
cognition that expresses a dysfunctional or maladaptive self-assessment
related to his participation in the event. These negative beliefs are actu-
ally verbalizations of the disturbing affect and include statements such
as “I am useless/worthless/unlovable/dirty/bad.” The client then
specifies a positive cognition that will later be used to replace the nega-
tive cognition during the installation phase (Phase Five). When possi-
ble, this statement should incorporate an internal locus of control (e.g.,
“I am worthwhile/loveable/a good person/in control” or “I can suc-
ceed”). The client assesses the validity of the positive cognition using
the 7-point VOC Scale.

At this point the image and negative cognition are combined to
identify the emotion and the level of disturbance, the latter being mea-
sured by the 10-point SUD Scale, described previously. The client is
asked to pick a number that indicates the intensity of his emotions when
the memory is currently accessed. As reprocessing commences, both
the emotions and their intensity will probably change, with the distur-
bance often becoming temporarily worse.

Next, the client identifies the location of the physical sensations
that are stimulated when he concentrates on the event.

Thus, the assessment stage offers a baseline response with respect
to the target memory and the specific components necessary to com-
plete processing.

Phase Four: Desensitization

The fourth phase focuses on the client’s negative affect, as reflected in
the SUD Scale. This phase of treatment encompasses all responses, in-
cluding new insights and associations, regardless of whether the client’s
distress level is increasing, decreasing, or stationary.

During the desensitization phase the clinician repeats the sets, with
appropriate variations and changes of focus, if necessary, until the cli-
ent’s SUD level is reduced to 0 or 1 (when “ecologically valid,” or appro-
priate to the individual given his present circumstances). This indicates
that the primary dysfunction involving the targeted event has been
cleared. However, reprocessing is still incomplete, and the information
will need to be addressed further in the crucial remaining phases.

It should be emphasized here that in many cases the sets of eye
movements (or alternative forms of stimulation) are not sufficient to
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complete processing. Clinical reports suggest that at least half the time
the processing will stop and the clinician will have to employ various ad-
ditional strategies and advanced EMDR procedures to restimulate it.
These variations are covered in depth in Chapters 7 and 10.

Phase Five: Installation

The fifth phase of treatment is called the installation phase because the
focus is on accentuating and increasing the strength of the positive cog-
nition that the client has identified as the replacement for the original
negative cognition. For example, the client might begin with an image
of her molestation and the negative cognition “I am powerless.” During
this fifth phase of treatment the positive cognition “I am now in con-
trol” might be installed. The caliber of the treatment effects (i.e., how
strongly the client believes the positive cognition) is then measured us-
ing the VOC Scale.

The installation phase starts once the client’s level of emotion
about the target event has dropped to 0 on the SUD Scale. At this point
the clinician asks the client to hold the most appropriate positive cogni-
tion in mind along with the target memory. Then the clinician contin-
ues the eye movement sets until the client’s rating of the positive cogni-
tion reaches a level of 7 on the VOC Scale. Keep in mind that the client
should rate the cognition based on how she feels at a gut level.

The most appropriate positive cognition might be the one the
client identified during the assessment phase of the EMDR treatment
session, or it might be one that has emerged spontaneously during the
successive sets. Even if a new positive cognition has not emerged, clini-
cians usually find that the client’s VOC rating of the original positive
cognition has increased by the end of the desensitization phase. The cli-
nician should continue the sets (with the client simultaneously focusing
on the positive cognition and the target event) in order to ensure the
greatest possible strengthening of the cognition. While negative im-
ages, thoughts, and emotions generally become less vivid and less valid
with each successive set, the positive images, thoughts, and emotions
become more vivid and more valid. As long as the client’s sense of valid-
ity, self-confidence, and certainty is increasing, the sets should be con-
tinued.

The VOC rating is extremely valuable in determining what further
work must be done to complete the treatment session. For example, if a
client reports a VOC rating of less than 7 after two sets, the clinician
should question her to determine if the current level of validity is appro-
priate for her. For instance, a client may say, “I can’t give a 7 because I
don’t believe in extremes” or “I’ll have to see my brother to know for
sure that I can stand up to him.” These are statements of innocuous or
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appropriate beliefs and indicate no pathology; consequently, the next
phase of the treatment session may begin. However, the client may
voice a negative belief such as “I don’t deserve to be completely happy.”
Since this type of negative belief will block the complete installation of
the positive cognition, it will have to serve as the target of an EMDR
treatment. The ultimate goal is the installation of a strong and com-
pletely valid positive cognition that will raise the client’s sense of self-
efficacy and self-esteem.

Linking the positive cognition with the target memory strengthens
the associative bond so that if memory of the original incident is trig-
gered, its return to consciousness will now be accompanied by the new,
strongly linked positive cognition, such as “It’s over; I’m safe now.” As
the client concentrates on the positive cognition, it is infused into the
target memory network, where it can generalize to associated material.
As discussed earlier, the positive cognition is chosen on the basis of its
ability to generalize and reshape the perspective of the greatest amount
of dysfunctional material, as well as to empower the client for present
and future occurrences. Metaphorically, the negative and positive
cognitions give color to past and present incidents (as if the client were
seeing through dark or rose-colored glasses) so that the positive cogni-
tion acts as a dye of a different hue that permeates the memory network.

Clearly, the installation and strengthening of the positive cognition
is a crucial component of the EMDR treatment session. The very exis-
tence of negative cognitions is an indication that the traumatic event is a
powerfully defining factor in the person’s life, one that has not yet been
adequately assimilated into an adaptive framework. Unresolved trau-
mas are typified by negative perspectives on issues of self-control and
empowerment, perspectives that may be manifested in many forms
throughout a person’s life. Fully processed traumatic information, by
contrast, is typified by access to a memory that incorporates an adaptive
perspective complete with positive cognition and appropriate affect.
The installation phase of the EMDR treatment session focuses on the
strength of the client’s positive self-assessment, which appears pivotal
for comprehensive positive therapeutic effect.

Phase Six: Body Scan

After the positive cognition has been fully installed, the client is asked to
hold in mind both the target event and the positive cognition and to
scan her body mentally from top to bottom. She is asked to identify any
residual tension in the form of body sensation. These body sensations
are then targeted for successive sets. In many cases the tension will sim-
ply resolve, but in some cases additional dysfunctional information will
be revealed. As mentioned previously, there appears to be a physical
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resonance to dysfunctional material, which may be related to the way it
is stored physiologically. Identifying residual physical sensation and tar-
geting it in this sixth phase of EMDR treatment can help to resolve any
remaining unprocessed information. This is an important phase and
can reveal areas of tension or resistance that were previously hidden.

Phase Seven: Closure

The client must be returned to a state of emotional equilibrium by the
end of each session, whether or not the reprocessing is complete. (Tech-
niques to close the session are reviewed in Chapter 9.) In addition, it is
vital that the client be given the proper instructions at the end of each
session. That is, the clinician must remind the client that the disturbing
images, thoughts, or emotions that may arise between sessions are evi-
dence of additional processing, which is a positive sign. The client is in-
structed to keep a log or journal of the negative thoughts, situations,
dreams, and memories that may occur. This instruction allows the cli-
ent to cognitively distance herself from emotional disturbance through
the act of writing. Specifically, the client is told to “take a snapshot” of
any disturbances so that they can be used as targets for the next session.
The use of the log and the visualization techniques taught by the clini-
cian or via a relaxation tape (explained in Chapters 5 and 9) are ex-
tremely important for maintaining client stability between sessions. As
with any trauma treatment, unless the clinician appropriately debriefs
his EMDR client, there is a danger of decompensation or, in an extreme
case, suicide, which can occur when the client gives her disturbing emo-
tions too much significance or views them as indications that she is per-
manently damaged. The clinician should provide the client with realis-
tic expectations about the negative (and positive) responses that may
surface both during and after treatment. This information increases the
likelihood that the client will maintain a sense of equilibrium in the face
of possible disturbance engendered by the stimulation of the dysfunc-
tional material. There may be a domino effect that stimulates other neg-
ative memories as the information processing continues. A further re-
view of this material and a sample treatment will be presented in
Chapter 6.

Phase Eight: Reevaluation

Reevaluation, the eighth phase of treatment, should be implemented at
the beginning of each new session. The clinician has the client reaccess
previously reprocessed targets and reviews the client’s responses to de-
termine if treatment effects have been maintained. The clinician should
ask how the client feels about the previously targeted material and
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should examine the log reports to see if there are any reverberations of
the already processed information that need to be targeted or other-
wise addressed. The clinician may decide to target new material but
should do so only after the previously treated traumas have been com-
pletely integrated.

Integration is determined in terms of intrapsychic factors as well as
systems concerns. The reprocessed traumas may have resulted in new
behaviors on the part of the client, requiring the clinician to address
problems that arise in the family or social system. The reevaluation
phase guides the clinician through the various EMDR protocols and the
full treatment plan. Successful treatment can only be determined after
sufficient reevaluation of reprocessing and behavioral effects.

STANDARD THREE-PRONGED EMDR PROTOCOL

While the standard EMDR procedure takes place during each repro-
cessing session, the standard three-pronged EMDR protocol guides the
overall treatment of the client (see Chapter 8). Each reprocessing ses-
sion must be directed at a particular target. The generic divisions of the
targets are defined in the standard protocol as (1) the past experiences
that have set the groundwork for the pathology, (2) the present situa-
tions or triggers that currently stimulate the disturbance, and (3) the
templates necessary for appropriate future action. All of the specialized
EMDR protocols (e.g., those regarding phobias or somatic disorders)
are interfaced with this standard format.

CHOOSING A TARGET

Choosing a target is straightforward when treating a single-event trau-
ma victim. However, when treating a multiple-trauma victim, the clini-
cian should cluster the traumatic incidents into groups of similar events
and then choose as the target a representative incident for each group.
Reprocessing the representative incident will usually result in a general-
ization, allowing the positive treatment effects to spread to all of the as-
sociated incidents. Asking clients to designate their ten most disturbing
memories of childhood allows them to sort through and consolidate
their past experience into manageable targets. By assessing the SUD
level of every event and arranging them in order of increasing distur-
bance, the clinician and client can jointly decide which memory should
be the initial target for the EMDR treatment.

The decision about whether to begin in the first session at the high
end or the low end of the distress continuum will depend on clinician
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preference and assessment of the client. Some clinicians feel that start-
ing with an event that has a low rather than a high SUD level enables cli-
ents to experience the shifting and resolution of material with less dis-
tress; the consequent feeling of accomplishment, in turn, gives them
confidence to work on more disturbing material. While this is a reason-
able strategy, clinicians have found in many cases that a low-SUD target
event changes rapidly into more distressing associations or remem-
bered incidents, perhaps causing the client to be dismayed and to feel
ill-prepared to continue treatment. This possibility underscores the im-
portance of proper client preparation.

In my own practice, I prefer (if the client consents) to target the
most upsetting childhood incidents first. My rationale is that by prepar-
ing the client for the worst eventuality and highest level of distress,
there are no surprises later. In addition, clients often feel a sense of
great accomplishment by the end of the session. Not only can they justly
feel that they have relived the worst, but they may discover that the
worst is not as bad as they had anticipated. Moreover, they have re-
solved the most traumatic memory, which means that subsequent ses-
sions can only be easier. This reprocessing will often result in a general-
ization effect (a general decrease in associated disturbance), reported
as a great reduction of fear and anxiety in the ensuing week. However,
targeting low SUD events, or events in chronological order, are also ap-
propriate, depending on clinical assessment.

As noted earlier, some clients experience high levels of emotional
disturbance between sessions, particularly if the reprocessing was in-
complete and they have undergone many highly distressing related
traumas. The initial target, therefore, should be assessed on the basis of
client readiness and stability (see Chapter 4 and Appendices A and B).
EMDR should not be used with clients who are unable to contain high
levels of emotional disturbance or who are not in an appropriate thera-
peutic relationship with the clinician.

In attempting to resolve a trauma, the clinician should target all of
the following: (1) the memory of the actual event; (2) any flashbacks,
since they might be different from the actual traumatic incident; (3) any
nightmare images; and (4) any triggers, such as certain loud noises, that
bring back feelings of fear and confusion associated with the earlier
trauma. Triggers are any stimuli that elicit the dysfunctional images,
cognitions, emotions, or sensations, either as full flashbacks or as par-
tial arousal of the dysfunctional material. Clinicians must treat each
trigger separately; owing to second-order conditioning, each may have
become independently disturbing because of the previous paired asso-
ciation. Therefore, for complete resolution of a trauma each of the four
elements should be targeted in turn.

Appropriate targets for the EMDR session include any manifesta-
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tion of the dysfunctional information. For example, one important and
often useful treatment focal point is a recurring nightmare. Clinical ob-
servation has shown that when a nightmare image is targeted, therapeu-
tic effects are achieved even when the client is initially unsure of the
dream’s actual meaning. The symbolic overlay of the dream is often re-
moved by EMDR to reveal the life experiences that were driving the dis-
comfort. The Adaptive Information Processing model proposes that
the REM dream state is a period when unconscious material arises to be
processed. Nightmare images appear to be correlated with the client’s
level of affect and cognitive assessment. When disturbance is too high,
the REM state itself is disrupted, and the disquieting material remains
unassimilated.

When the nightmare image is targeted during an EMDR session, it
is treated as a direct link to the network in which the underlying trau-
matic material is stored. It is this link that makes the material available
for therapeutic resolution. For instance, a female sexual abuse victim
recounting a nightmare of being chased by a monster through a cave
may have no understanding of the significance of this dream but may
nevertheless have overwhelming feelings of fear and danger. When the
image is targeted with EMDR, the client might report seeing it sponta-
neously shift with successive sets to reveal her stepfather–perpetrator
chasing her through her childhood home. This new image is then avail-
able for further processing. In other cases the dream image may simply
dissipate without obvious references or insights.

Regardless of the level of insight derived from the experience,
once the dream image or recurrent nightmare scene is targeted and
processed, the dream generally does not recur. Some clinicians have
clients report (as part of their logs) any disturbing dreams they may
have had in order to use them as targets in subsequent sessions.
Dreams that are not disturbing, or were resolved before awakening
(e.g., winning a fight), probably were successfully processed and are
not targeted.

PATTERNS OF RESPONSE

Clinical observation indicates that approximately 40% of the time cli-
ents experience a continual, progressive shift toward a resolution of the
target event. The kinds of shifts reported by clients indicate that pro-
cessing affects all aspects of the traumatic memory and can progress in a
variety of ways. At the end of each set, the client may report a change of
the target memory or a shift to a different memory. Clients report that
new memories appear momentarily during the set, that they emerge

78 � EMDR �



and remain during the entire set, or that they surface only as the set con-
cludes. The client may report merely visual images of the event or may
give a full-blown description, including thoughts, voices, smells, emo-
tions, and body sensations. The client may experience these elements as
merely a shadow of the original or in a full-force abreaction.

In order to explore the types of changes that indicate processing,
it is useful to return to the concept that memory networks are associa-
tively linked channels of information. A targeted memory may be one
of a number of incidents stored in a particular channel. As the eye
movements begin and the information starts processing through the
channel, new memories can rise to consciousness. These new memo-
ries may appear to the client in flashes (as though the event were sud-
denly caught in a spotlight), they may appear as a collage of many
events all at once, or they may come to consciousness as body sensa-
tions. No matter how the information subjectively emerges, as long as
processing has continued, the client should simply be directed for the
next set with the global statement “Think of it.” In other words, the
clinician needs to address the targeted memory in whatever form it
arises.

In working with EMDR clients over the years, some general pat-
terns of association have become clear. The following list shows the
kinds of client responses that may emerge when the information is pro-
cessing. Clinicians should take careful note of these responses, since
they indicate that the clinician can continue the procedure without
needing to engage in any complex EMDR intervention (see Chapter 7).
That is, as long as clients are making new associations, the sets may be
continued.

The variety of possible associations to a given target is indicated in
Figure 6. The first six types of associative channels entail the linkage of
various discrete events that are bound by a common thread whereas the
seventh channel indicates shifts of information (e.g., image, insights)
confined to the single targeted event.

After a set, a new event may arise that is linked associatively with the
initial targeted event. There is no way of knowing before processing be-
gins what the association will be. However, each type of association is
linked by one of a variety of dominant threads. No particular pattern of
association is considered preferable to another from a therapeutic
standpoint, as each type of associative response will achieve a resolution
of the material that is unique to the individual client.

In the following paragraphs we will first review patterns that
emerge when the client reports a variety of memories. Then we will turn
to the kind of processing patterns observed when the client retains only
one memory in consciousness throughout the treatment session.
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Multimemory Associative Processing

The Belief Inherent in the Trauma

Emerging memories may be linked by the dominant belief inherent in
the traumatic target event. For example, a memory of a car accident
may be associated with the memory of a sexual assault because they
share the cognition “I am powerless.” In turn, processing could reveal
either of these incidents as the pivotal memory that causes the client ex-
treme anxiety when feelings of powerlessness in the workplace are tar-
geted. Clinicians can often recognize important dysfunctional beliefs
by determining what these associated memories have in common. This
discovery can be helpful in delineating a more thorough treatment
plan, but clinicians should usually postpone discussion of the material
with the client until after the eye movement part of the treatment ses-
sion is concluded.

Remember, associations are always based on the client’s experi-
ence. No memory will emerge that is not in some way associated with
the target. However, the clinician should allow the client to come natu-
rally to a realization of the meaning of the connection (the negative cog-
nition thread), rather than superimposing it or pushing the client to
identify it during the early phases of processing. Regardless of whether
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clients recognize the connections between their negative cognition and
their memories, cognitive restructuring will take place during EMDR’s
installation phase.

The Major Participant or Perpetrator

Targeted memories may be linked with new memories by the perpetra-
tor they have in common. For example, a client’s molestation by his fa-
ther may become associated with a beating his father gave him and with
his father’s abandonment of him on another occasion. Processing these
associations will help the client resolve his “unfinished business” with
his abusive parent. Often the abusive parent has set in motion the prob-
lems that a client has with authority, lack of self-esteem, and so on. Once
the memories connected with a parent are processed, clients often
spontaneously begin reacting to present situations differently (e.g., by
asserting themselves in the workplace).

The Pronounced Stimuli

The emerging memories may be linked by the primary stimuli inherent
in the events. For example, when processing the memory of an earth-
quake, a Vietnam vet may suddenly recall a combat experience if the
sounds of falling objects or loud rumbling dominated both events. Al-
though it is often difficult to separate the emotion (such as fear) or cog-
nition (such as “I am powerless”) from the external trigger, there can be
a train of associations primarily linked by a sensory cue. The cue is re-
vealed as the connective link during processing because there is a dys-
functional aspect to the client’s reaction to the stimulus. That the reac-
tion is dysfunctional is shown by the high level of emotion and the
negative cognition it comprises.

The Specific Event

Emerging memories may be linked to the targeted memory by the na-
ture of the event itself. For example, when a rape is targeted in a victim
of multiple assaults, a sequence of memories of other rapes may
emerge. Naturally, these memories carry the same negative cognition
and emotion as the targeted rape, but the dominant thread is the rape it-
self. It is also possible for dissociated memories of childhood molesta-
tion to emerge when the primary target is some other form of sexual
abuse. Be aware that a multiple-molestation or multiple-rape victim may
feel overwhelmed when many memories of additional assaults emerge
during a session. Take special care with these clients to foster feelings
of safety, and reassure them that they can rest when they need to.
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Procedural steps on how to do this are covered in Chapter 5, and addi-
tional information on working with this population is presented in
Chapter 11.

The Dominant Physical Sensations

Remember that the physical sensations experienced at the time of the
event are stored in the nervous system and may constitute the dominant
thread of the associative sequence. For example, one client had a physi-
cally abusive childhood: The mother used to tie the child’s hands to a
bed and beat her with a broomstick. As the client processed this mem-
ory, the dominant physical sensations she experienced were pressure
around her hands and wrists. The next memory to come to conscious-
ness was of a molestation that included the physical sensation of her fa-
ther forcing her hands around his penis. This memory was followed by
one of a rapist holding her hands together during the attack. The final
memory to emerge was of awakening after an operation and of being
tied down to a gurney in a hospital room and screaming but without un-
derstanding why. These sequential memories revealed to the client that
the reason for her terror in the hospital was the sense of violation and
danger associated with the sensation of pressure around her wrists.

The Dominant Emotions

The emerging memories may be linked by the primary emotion inher-
ent in the event. For example, processing a memory of a failed business
venture that generates emotions of despair may be followed by a mem-
ory of abandonment by a parent, an event associated with the same
emotion. While a cognition may be found that could appropriately link
the two events, what is primary for the client is the overwhelming emo-
tion; it is not necessary for the client to engage in a cognitive evaluation
of the memories.

Once again, the clinician must be attuned to the amount of emo-
tional distress the client is undergoing during processing. The client
who is processing a chain of memories that are stimulating intense de-
spair or the multiple-rape victim who is mentally sequencing through all
of the rape experiences of her life could feel as if a locomotive were
bearing down on her. As will be more fully explored in the following
chapters, the clinician must immediately honor any indication by the
client that she needs to stop. This response not only reinforces the cli-
ent’s ability to say no and maintain a sense of control but demonstrates
that the client is the final judge of when to rest during the intense pro-
cessing. However, clinicians should note that when a rape victim, for ex-
ample, says “Stop” during processing, she may be verbalizing what she
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said, or wanted to say, to the perpetrator because those are the
thoughts, experienced at the time of the event, that are now surfacing.
When directed at the perpetrator, words like “No” and “Stop” should
be targeted with the sets. When spoken directly to the clinician, they
mean the sets should be terminated until the client is willing to proceed.
In order to avoid confusion between the two, the client should be en-
couraged to use a hand gesture that signals a desire to stop. When in
doubt, the clinician should stop the set and ask the client.

Single-Memory Processing Effects

While processing is often indicated by a sequential emergence of new
memories, as discussed in the previous section, the clinician should
note that sometimes new memories surface only temporarily during the
set and then shift back to the initial target memory. In other cases no
new memories emerge consciously and the target incident is the only
one that is consistently maintained. In still other cases the target may
shift to another memory that remains in consciousness during most of
the session. In all these instances (where a single event continues to oc-
cur in consecutive sets) the clinician should assess the target for other
indicators of successful processing.

One indicator of processing is when the client describes a change
or shift in any of five distinct aspects of the memory: image, sounds, cog-
nition, emotion, or physical sensations. Although all aspects of the inci-
dent are shifting simultaneously (e.g., a substantial shift in cognition
correlates with a shift in physical sensations and emotion), the client
may find that one aspect dominates his consciousness. He should be en-
couraged to verbalize whatever aspect stands out. When change is evi-
dent, the clinician should take care not to pull the client out of the pro-
cess by asking about aspects that are not spontaneously reported.

The following are the kinds of changes or shifts that the clinician
can expect to see during EMDR processing.

Changes in Image

As already indicated, the image of the target event can change to an im-
age of a different but associated event or it can shift to a different aspect
of the same event. However, the image can also change its content or
appearance. In a content change, a leering face can change to a smiling
one, a weapon can disappear, and so forth. The image can change in ap-
pearance by a shift in perspective or the expansion of a scene to include
more details. For example, a client retrieved the memory of a meeting
in which he had been humiliated, but all he could see initially was the
look on the face of the colleague who insulted him. As processing con-
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tinued, the scene expanded, as if blinders had been removed. In the
broader scene, the client saw other people—with more positive and sup-
portive expressions. It is interesting to note in this example that this
more self-affirming information had always been stored in the client’s
nervous system. However, it was not previously available when the
memory was accessed, presumably because the image of the coworker’s
face was associated with a particular level of the dominant affect (anxi-
ety and humiliation). As dysfunctional information is processed, a
greater access is afforded throughout the associational network. After
treatment, the client in this example was able to retrieve not only the
look on the face of the person who humiliated him but also other, more
positive, details, since anxiety was no longer dominant; when asked to
retrieve the memory, he now spontaneously saw the larger scene.

Successful processing is also apparent when the client reports other
shifts in the appearance of the image. The picture can become larger,
smaller, or blurred; it can turn gray or move closer or further away; or it
can disappear completely. The exact nature of the change cannot be
predicted. Clients who must give a detailed account of the incident to
the police or in court must be warned that after treatment a picture of
the event may not be retrievable. Some clients become confused or dis-
turbed when the picture begins to disappear. Often they say, “I must be
doing something wrong; I can’t get the picture back.” Clinicians should
reassure them that any change is natural as long as the processing con-
tinues and that if they lose the picture, they should just think of the inci-
dent, regardless of what comes to mind.

Some clients may become disturbed when the picture begins to
disappear because they fear they will lose good memories or will com-
pletely forget that the incident occurred. These clients should be reas-
sured that the target event will not be forgotten and that good memo-
ries or emotions are never lost in EMDR treatment. They should be told
that the dysfunctional information is being “digested” and converted to
a more useful form and that all that is being shifted is the way the infor-
mation is stored in the nervous system, so that the upsetting picture and
emotions will no longer dominate.

Any change in image reported by the client is indicative of infor-
mation processing, and the subjective nature of the shift need not be
questioned by the clinician. In other words, it makes no difference
how large or small the picture has become or how blurry it appears.
Clinicians will know processing has occurred if they detect any indica-
tor of change. Even the statement “It looks different” is sufficient. Cli-
nicians should avoid questioning the client about such changes. At-
tempts to get a detailed description of the content of the picture or
the nature of an unspecified shift can interrupt and undermine the
processing effects.
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Changes in Sounds

The client may report that the voices of people in the target memory are
becoming quieter or have completely disappeared. In one instance a cli-
ent reported that the target event included hearing her baby screaming;
she reported after a few sets that the sound had disappeared com-
pletely. Likewise, the sound of gunfire and explosions may increase or
decrease in volume as processing continues.

Clients commonly report shifts in the auditory component of tar-
get memories when processing interactions with perpetrators, parents,
or others in a variety of social settings. When processing an uncomfort-
able confrontation at work, a client may report that the remembered di-
alogue has shifted, that he has spontaneously begun to use new, more
assertive, language while his coworker is making more deferential state-
ments. During the sets clients often begin verbally asserting themselves
with an abusive parent. The clinician should encourage the client to re-
peat these assertive statements, internally or out loud, until they are
confidently and strongly felt. This verbalization has often resulted in
major breakthroughs for clients who have been frozen in a childlike
role with respect to their parents and other authority figures.

Clients report that the words that were spoken or thought at the
time of the event may spontaneously arise along with the image. Clients
raised with English as a second language in the household may begin to
speak in their native language when early memories are processed. If
the client begins to speak in a foreign language, simply direct him as
usual (“Just think of that”) and continue the sets. Although clients may
speak in their childhood language, they can still understand directions
in English.

Changes in Cognitions

The client’s level of insight often increases from one set to another. As
shown in the transcript in Chapter 2 in which the client had to deal with
an incompetent coworker, the client’s cognitions can become more
therapeutically adaptive as the information is processed. However, un-
til the information is completely processed, the cognitions will not be
fully appropriate. Metaphorically, the train has not reached its destina-
tion until the last stop. Along the way, at pauses between sets, there will
still be some dysfunctional material to be processed, and the clinician
should resist the temptation to explore or probe a particular informa-
tion plateau unless processing is stuck. As long as shifts are being re-
ported, the clinician should simply direct the client to think of the cog-
nition just verbalized during the previous set.

Occasionally, a client may give what is termed a “polar” response,
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which is a dramatic shift from a negative to a positive cognition at an
early point in processing. This is interpreted in information-processing
terms to be a shift in neuro networks from a configuration of “no” to an
associated configuration of “yes.” In other words, a client may start with
the cognition “There is something wrong with me” in relation to social
situations and after a single set may start thinking, “I’m fine.” When
such an about-face occurs, we assume that the client has reached the
end of a channel. The clinician should then bring the client back to the
original node (the target memory) and continue processing. There may
or may not be additional dysfunctional channels.

Changes in Emotions

As the memory is processed, the associated emotions may lessen in in-
tensity. Remember, however, that the emotional level can increase dra-
matically before the memory reaches an adaptive resolution. As long as
the client is reporting a different level of emotion, either higher or
lower, the information is assumed to be processing. When emotion is
the dominant presenting element of the memory, clinicians can use the
SUD Scale to assess the degree of change.

While the SUD Scale is helpful, remember that it may be an insuffi-
cient measure in some cases. Many clients report a shift in the type of
emotion (e.g., from grief to anger) as well as shifts in its intensity. When
the client feels a different emotion, the SUD level may increase (anxiety
at a SUD level of 3 can shift to sadness at a SUD level of 7), decrease, or re-
main the same. The clinician should be alert to any new emotion that
arisesduring thesession inorder tomeet theclient’sneeds.For instance,
the kind of verbal and nonverbal support that would be reassuring to a
client experiencing extreme anger is dramatically different from the
support needed if the client begins to experience sorrow or despair.

The client will often report a progressive shift toward more ecologi-
cally valid, or appropriate, emotions. This shift will manifest itself as
movement through different “layers” of emotion (e.g., from guilt to
rage to sorrow to acceptance). Once again, each client reacts uniquely,
and sometimes the experience of sorrow comes earlier. At times there
will not be any expression of a particular emotional state and no specific
emotion or level of expression should be demanded of the client. While
some clients abreact with a high emotional intensity, others process in a
straightforward manner, with little overt display.

Changes in Physical Sensation

When a memory is being processed, most clients experience some man-
ifestation of the information on a somatic level. The body sensations
may be connected to emotions experienced during processing (e.g., a
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high pulse rate and tight stomach associated with fear). Or the body sen-
sations may be those that were experienced during the original event
(as in the example of the client who had been bound to a bed as a child
and who felt pressure on her wrists while processing that memory).
Finally, the body sensations may be a nonspecific physical resonance of
the dysfunctional cognition (this will be explained in Chapter 6).

Processing can be manifested somatically through a release of the
physical sensations; that is, the client experiences them with decreasing
intensity with each set. These changes can appear simply as a reduction
in pulse rate or as what is termed a retracing of the experience itself. As
an instance of the latter, a client whose mother punished him by burn-
ing his hand on the kitchen stove initially reexperienced the burning
sensation as if it were occurring in the present. But with each set he felt
this sensation lessen in intensity. Remember, however, that while the
client may feel only vague physical sensations of the experience at the
start of the EMDR session, these sensations can suddenly increase in in-
tensity at any time.

The physical sensations felt by the client are viewed in EMDR sim-
ply as a manifestation of the information being processed. Concep-
tually, since the physical sensations present during the trauma are also
locked in the nervous system, the stimulation of the information can be
experienced by the client in the part of the body where the sensations
were originally felt (through the afferent/efferent nervous system).
This stimulation, as with any other painful sensation, may seem to be in
the part of the body that hurts, but the pain center is, of course, in the
brain.

While explained conceptually here in terms of sensation stored in
the neuro network, the actual reexperiencing of the memory (as in an
abreaction) can in the absence of preparation be frightening for both
client and clinician. A client who experiences distress through the
restimulation of the pain of physical assault should be comforted and
reminded during the set that he is in no present danger. However, if the
clinician is not comfortable with the possibility that the client might feel
strong emotions and high levels of physical sensations, she should not
use EMDR. This caveat is especially important since the client can cer-
tainly be traumatized further if the clinician shows fear or aversion to
his reactions during processing.

Processing of information can also be indicated by shifts in the loca-
tion of body sensations. For instance, a client may initially indicate a
tightness in the stomach, but with each set the sensations may seem to
move upward (to the chest, throat, or head). The clinician should
merely direct the client to think of the new location without attempting
to ascertain what the sensation feels like or ascribing a meaning to it. A
significant number of clients consistently report that a sensation feels as
if it is located in the head. This experience should be treated by the clini-
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cian not as a metaphoric construct but as an actual physical sensation.
Clinicians should direct clients to focus their attention on wherever the
sensation currently resides and not ask them about sensations reported
in past sets. Additionally, if the client reports dizziness, pain, or nausea
or if no movement in the sensation is reported after two sets, the clini-
cian should change the direction of the eye movement. This change will
generally cause the physical sensations to shift in some manner.

While physical sensations during EMDR processing are considered
an appropriate target for subsequent sets, the clinician must use com-
mon sense. Some physical sensations might actually be the result of
problems in the present moment. A heart attack or stroke, after all,
could conceivably occur during an EMDR session, just as it could hap-
pen during choir practice. Caution is always advised, particularly when
working with elderly clients.

As noted earlier, when eye pain is reported, the eye movements
should be stopped and alternate modes of stimulation used. At no time
should eye movement be continued when the client reports eye pain.
Alternative stimuli can easily be substituted.

DIFFERENTIAL EFFECTS

Keep in mind that the aforementioned changes are intended to convey
a general idea of what can be expected. Because EMDR is not a regi-
mented approach, no two treatment sessions will be the same. Each cli-
ent should be treated as a unique individual with needs that vary from
moment to moment. Clinicians must be vigilant so that they can alter
the procedures at any time to accommodate the needs of the client; they
must refrain from viewing EMDR as a race to achieve treatment effects.
While the following chapters are offered to assist the clinical implemen-
tation of the EMDR treatment model, therapists must be sure to use all
their rapport-building skills and clinical resources to support the client.
The effectiveness of EMDR depends as much on the quality of the jour-
ney as on the designated destination.

SUPERVISED PRACTICE

Instructors may wish to supervise students in exercises that allow them
to practice eliciting and developing negative and positive cognitions in
a variety of role-play situations. This is a difficult part of the EMDR ther-
apy for many clinicians. A list of generic cognitions is included in Ap-
pendix A to assist the clinician’s (and client’s) learning process. It may
also be useful to supervise students in the use of the various types of eye
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movements and alternative forms of stimulation. This is suggested be-
fore the clinician attempts to use the method in an actual reprocessing
session.

SUMMARY AND CONCLUSIONS

EMDR treatment effects are based on the ability to target and access
dysfunctional material. The initially targeted manifestations of this ma-
terial include the image, the negative cognition, and the physical sensa-
tions associated with the event. Baseline measures include an identifica-
tion of the stimulated emotion, a SUD rating indicating the intensity of
the disturbance, and a VOC rating of how true the client believes the de-
sired positive cognition to be. The client should be thoroughly pre-
pared before this focused accessing of the stored material. Processing
of the target material is initiated by having the client focus on the appro-
priate stimuli (eye movements, taps, or sounds) while simultaneously
concentrating on the aligned elements of the target (image, cognition,
and physical sensation) in sequential doses. Processing takes place dur-
ing successive stimulation sets, which alternate with discussions with
the client to determine the next appropriate target.

The purpose of the entire eight-phase EMDR treatment is to facili-
tate accelerated information processing. The first phase determines
whether the client is an appropriate candidate for EMDR and includes
treatment planning. The second phase prepares the client for any dis-
turbance that may arise during or between sessions and sets appropri-
ate expectations. The third, or assessment, phase focuses on ascertain-
ing a target and determining its components and measures. During the
following three phases the clinician conducts the stimulation sets. The
fourth, or desensitization, phase focuses on the disturbance, which is
judged by the client’s reports of the spontaneously generated material
and the SUD Scale. When this is completed, the installation phase be-
gins, a phase that concentrates on infusing and strengthening the posi-
tive cognition (as measured on the VOC Scale). In the sixth phase the re-
mainder of the reprocessing is accomplished by targeting any material
revealed by a body scan. The seventh phase is closure, which returns the
client to emotional equilibrium and during which the client is reminded
about the potential for between-session processing. During debriefing,
the client is also asked to record any attendant disturbance in a log and
to use a variety of relaxation techniques to maintain a relative state of
calm. Appropriate client selection, thorough preparation, careful appli-
cation of the method, and adequate debriefing are vital for client safety
because unexpected unresolved material can surface during or be-
tween EMDR sessions. The eighth and final phase, reevaluation, deter-

� Treatment Components and Effects � 89



mines the quality of the treatment effects and guides the clinician
through the extended protocols.

The application of EMDR to the treatment of the traumatic memo-
ries responsible for pathological symptoms involves grouping the
events and then targeting not only a significant representational mem-
ory for each cluster but also nightmare images, flashback scenes, and
present triggers. In addition, templates for appropriate future action
are also processed. The activation of the client’s innate self-healing pro-
cessing system should be done with minimal clinical intrusion. As the
processing proceeds, clinical effects are judged by the client’s reports of
new memories that conform to patterns of associated memory net-
works linked by similar cues (such as beliefs, participants, or sensa-
tions). When a single memory is maintained during the entire session,
clinical results are assessed by the quality of the changes in the image,
the sounds, the cognitions, the emotions, and the physical sensations.
While treatment is straightforward about half the time, the remaining
cases demand more complex clinical involvement (see Chapters 7 and
10). However, clinical attention and focus are mandatory at all times be-
cause of the magnitude and variety of the treatment effects. Specific in-
structions to guide the treatment process will be offered in the next
chapters.
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CHAPTER 4
� � �

Phase One
CLIENT HISTORY

The curious paradox is that when I accept myself just as I
am, then I can change.

Carl Rogers

In this chapter we will look at the first phase of EMDR treatment, which
entails history taking—to determine whether a given client will benefit
from EMDR—and treatment planning. Any form of trauma processing
can be very disturbing to the client both during and after sessions. The
first section of this chapter offers an understanding of the nature and
intensity of the disturbances that may arise. This should assist clinicians
to assess the client’s readiness. It is imperative that the clinician make in-
formed decisions regarding the client’s ability to maintain a sense of sta-
bility and to perform certain therapeutic tasks in the face of high levels
of emotion.

The next section, on client safety factors, will delineate the areas of
inquiry used to select clients for EMDR treatment. Experience has
shown that this information should be supplemented with supervised
practice. It appears that most clinicians appreciate the magnitude of the
changesEMDRbringsaboutonlyafter theyhavepersonallyexperienced
it. For those clients deemed appropriate for EMDR treatment, the clini-
cian will then take a detailed history in order to outline a treatment plan
and identify the specific information needed to address the presenting
problems. To illustrate the clinician–client interaction, this chapter will
conclude with a transcript of an actual history-taking session.

CLIENT READINESS

EMDR is not appropriate for every client. The clinician needs to obtain
a careful, detailed client history to assess the suitability of clients for
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EMDR treatment and to gauge their psychological needs during and af-
ter sessions. It is important to remember that each session will be differ-
ent and each client’s needs and responses unique. In order to make an
informed decision the therapist must be sensitive to the kinds of experi-
ences clients undergo during the information processing that may oc-
cur both inside and outside the office once EMDR has been initiated.

Stimulating the information that constitutes the client’s target
memory brings its various components to consciousness. Dissociated
information can readily surface, as can many of the emotions and physi-
cal sensations experienced at the time of the event. This can be ex-
tremely distressful for the client. If properly handled by the clinician,
the accelerated processing that EMDR activates will resolve this infor-
mation far more rapidly than conventional therapies. However, the
clinician must assess the client’s readiness and ability to uncover and
withstand the information in order to ascertain whether or not the cli-
ent can be guided through the disturbance that may emerge as the
memory is treated.

An important characteristic of EMDR is that the information pro-
cessing may continue after the session, although at a slower rate. There-
fore, the client may experience some discomfort between sessions as
new memories are stimulated in or below consciousness. A helpful met-
aphor is that of a row of falling dominoes: As each memory is stimulated
and processed, it may set off an associated memory. Moreover, as each
memory is stimulated, it may release disturbing images and emotions.
For treatment to be successful, the client must be able to handle what-
ever emotions—despair, helplessness, vulnerability, and so forth—are as-
sociated with the memory.

There is no way to predict exactly how a client will process a
particular event. Responses can range from a mild emotional reaction
to a full-blown abreaction. In EMDR we define abreaction simply as the
reexperiencing of the stimulated memory at a high level of disturbance.
Images, thoughts, emotions, and physical sensations may be brought to
consciousness as EMDR processes the information. During an abreac-
tion the emotions and physical sensations are particularly strong, per-
haps almost as strong as they were during the original event. EMDR
does not, however, generate full flashbacks, since the client is coached
to have a dual focus by maintaining an awareness of the disturbing past
event while staying in the safety of the present. This is aided by the dual
tasks of concentrating on the target and following the clinician’s fin-
gers.

Because of their great intensity the physical sensations may be
frightening to the client. For instance, one client had been playing cow-
boys and Indians as a young child when her friends captured her, tied a
rope around her neck, and hung her from a tree. Luckily, one of the
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mothers ran out and cut her down with only moments to spare. As her
EMDR treatment began, the client began to emit choking sounds,
turned color, and clearly was having great difficulty breathing. In this
case processing was successfully completed, but clinicians should keep
in mind the possibility of such a violent client response when determin-
ing safety factors.

Even if the target memory appears minor, it can quickly shift to a
highly charged memory. In the flooding treatments used in behavioral
therapy, client and clinician expect the target memory to be greatly dis-
turbing and are prepared for the consequences. The hallmark of EMDR
treatment is accelerated processing, with its potential for a rapid uncov-
ering of previously unsuspected material, some of which may be ex-
tremely distressing. Therefore, client readiness should be carefully as-
sessed.

CLIENT SAFETY FACTORS

The following factors are crucial in maintaining client safety and should
be carefully assessed to determine which clients are appropriate for
EMDR.

Level of Rapport

Clients should be able to feel comfortable with the possibility of expe-
riencing a high level of vulnerability, a lack of control, and any physi-
cal sensations from the event that may be inherent in the target mem-
ory. This means that clients must be willing to tell their therapist the
truth about what they are experiencing. While it is not necessary for
them to reveal the details of their trauma, they must be willing to ex-
perience in the presence of the clinician whatever emotions emerge
and to report accurately the nature and intensity of these emotions.
Sometimes—because of insufficient trust, a high susceptibility to de-
mand characteristics, or a desire to avoid further painful material—a
client will inaccurately report a low level of distress and inappropri-
ately or prematurely terminate the session. When this happens, the
client is more likely to experience discomfort between sessions and
may be forced to deal with abreaction-level material without the ap-
propriate clinical support. Clients are reported to be at greater risk
for suicidal ideation and suicide attempts when they feel greatly dis-
turbed but withhold this information from the clinician. While this
will be true with any form of therapy, the potential for additional
between-sessions disturbance during EMDR treatment underscores
the need for a strong therapeutic alliance, specific truth-telling agree-
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ments, and a therapist who can convey a message of safety, flexibility,
and unconditional regard.

Clients with severe abuse backgrounds should be given careful con-
sideration before proceeding with treatment, because they generally
have difficulty around issues of safety and trust. Until the client feels
comfortable with the clinician in the common interactions of tradi-
tional therapy, EMDR should not be used.

Emotional Disturbance

Clients should be able to withstand and deal with the high levels of emo-
tional disturbance that may arise during or between EMDR sessions. In
order to help test this capacity before the traumatic material is specifi-
cally targeted, it is strongly recommended that the clinician discover
during the history-taking sessions whether or not the client is capable of
responding to self-control and relaxation techniques. The clinician
should try a variety of these techniques with the client in the office and
only proceed with EMDR if the client can successfully be guided to dissi-
pate amoderate levelofdisturbance (seeChapter9 for someexamples).

When targeted material has been incompletely processed during
any session, proper debriefing (as defined in Chapter 6) is imperative,
and guided visualization techniques or hypnosis are used to assist the
client to regain emotional balance. Because the clinician will not be able
to predict the level of between-sessions disturbance, it is useful to train
clients in these self-control techniques before undertaking EMDR treat-
ment. I also recommend the use of audiotapes that can be used between
sessions (such as “Letting Go of Stress”; Miller, 1994). Some of these re-
laxation techniques will be described in Chapter 9 and can be used to
bring closure to otherwise incomplete sessions. They should also be
used by clients on a daily basis and to provide relief if spontaneous pro-
cessing between sessions is causing emotional disturbance.

If the client is unable to use such self-control techniques, EMDR
trauma processing should not be attempted. Clinical reports indicate
that EMDR procedures can be used for resource enhancement in or-
der to prepare more complex clients with affect dysregulation (Korn
& Leeds, 2002). Known as Resource Development and Installation or
RDI (Leeds, 1998; Leeds & Shapiro, 2000), these procedures appear
to enhance access to a variety of positive affects in a manner similar to
the safe-place technique (see Appendix A). When appropriate, clini-
cians should experiment with this and alternative methods until the
client is able to reduce significant levels of disturbance. Inability to re-
duce disturbance can justifiably add to the client’s fear when dysfunc-
tional material is accessed, and can severely hamper positive treat-
ment effects.
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Stability

It is vital that the client be assessed for personal stability. As with most
trauma therapy, suicidal ideation is not uncommon after EMDR treat-
ment with certain clients, such as severely disturbed victims of multiple
sexual molestations. Clinicians must appropriately debrief such clients
(see Chapter 6), and the initial assessment should include the client’s ca-
pacity to remember the debriefing instructions and ability to ask for as-
sistance if needed.

The level of environmental stability is also significant. For example,
clinicians should not attempt to reprocess unrelated traumas if clients
are currently undergoing major life pressures (such as family/social cri-
ses or financial/career problems) and are unable to handle the addi-
tional disturbance engendered by reprocessing.

Of course, clinicians will have to determine whether the earlier
traumas are indeed unrelated to the client’s present life conditions. Cli-
ents who are constantly in a state of crisis may be driven by earlier life
experiences that need to be resolved before they can obtain relief from
their present problems. It is important to determine which traumatic
memories are directly responsible for present dysfunction, and there-
fore should be processed now with EMDR, and which are incidental to
the present crisis, and can be set aside while today’s problems are ad-
dressed with appropriate plans of action.

Life Supports

Clients must have life supports, including friends and family members
who can nurture them through any between-sessions disturbance. If cli-
ents are isolated or are primary caretakers without a supportive net-
work of their own, clinicians should proceed with caution. Clinicians
should determine whether their clients are able to sustain themselves
psychologically or can be sufficiently comforted by them over the tele-
phone if they need help.

General Physical Health

The client should be healthy enough to withstand the physical rigors of
memory reprocessing. In the earlier example of the choking memory,
the client was in her 30s when treated and strong enough to withstand
possible physical consequences. However, had she been 70 years old
with a heart condition, we would have had serious concern about her
ability to withstand the physical onslaught. In fact, some World War II
veterans are currently undergoing EMDR treatment on an inpatient ba-
sis because of this concern.
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The potential effects of aroused emotion on women who are preg-
nant should also be taken into account. While to date there have been
no reports of serious physical side effects, it is always better to use cau-
tion. When any physical problem, including a respiratory or cardiac
condition, is part of the clinical picture, a physician should be consulted
regarding the possible negative effects of high levels of emotional re-
sponses.

Office Consultation versus Inpatient Treatment

Memories should be assessed to distinguish those that may be targeted
at the office from those that may require inpatient hospital support.
During one reprocessing of a near-death experience, the client stopped
breathing; fortunately, the clinician, a psychiatric nurse, had made pro-
visions for resuscitation. In another case a client was being seen in an in-
patient setting by a psychiatrist. During the reprocessing of a memory
of electrical torture, he began writhing and convulsing in bed almost as
if he were being shocked again. The psychiatrist was able to work with
him to complete the processing, but clearly the experience would have
been much more traumatic for both of them had it not occurred in a
protected environment. Clinicians should always assess the need for ap-
propriate restraint, medical attention, or medication when treating cli-
ents with schizophrenia, active drug or alcohol addictions, near-death
memories, or physical impairments or when in doubt about suicidal
tendencies, personal stability, or appropriate life supports. If there is
any question of clients becoming a danger to themselves or others, in-
patient work should be strongly considered.

Neurological Impairment

There have been no reports of client harm for those suffering from neu-
rological impairment. However, since the Adaptive Information Pro-
cessing model posits certain underlying physiological processes, clini-
cians should be sensitive to any history of neurological abnormalities or
organic brain damage. It has been reported (Rothbaum, 1992) that cli-
ents recently addicted to cocaine received no benefit from EMDR treat-
ment that used eye movements; it is unclear whether alternative stimu-
lation would have had a positive effect (the marker for this deficit
appears to be a metabolic abnormality of the orbitofrontal cortex). No
contraindications for the use of EMDR have been reported so far with
clients suffering from attention-deficit/hyperactivity disorder.

Clinicians have reported a tendency for less treatment generaliza-
tion to occur with some clients who have organic brain damage and,
consequently, a need to target a greater than usual number of memo-
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ries to achieve full therapeutic effect. While EMDR has been used suc-
cessfully with clients evincing a range of neurological complaints, cau-
tion should be observed when attempting treatment of this population.
That is, there may be some form of brain damage that would cause ei-
ther no response or extreme discomfort during EMDR sessions. A phy-
sician consultation should always be sought if the clinician suspects that
a physical condition, including neurological impairment, might present
a problem. Clinicians attempting EMDR with such individuals should
also be thoroughly experienced with a wide range of EMDR treatment
effects in order to recognize any abnormal response, in which case the
session should be terminated.

Epilepsy

While a number of clients with epilepsy have been successfully treated
with EMDR, caution should be observed as a matter of course, as with
any client who is neurologically impaired.

I have seen only three reports of clients experiencing seizures (both
small) during EMDR sessions. In one instance, the memory being re-
processed was seizure related; the client regained consciousness within
5 minutes, washed her face, and went on with the session without fur-
ther incident. (This was the only seizure suffered by the client in over a
dozen sessions.) Another client suffered a small seizure during an
EMDR session but after concluding treatment was never troubled by
seizures again. Clients with epilepsy should be informed of the possibil-
ity of a seizure during EMDR before treatment is begun. The third case
involved the use of a lightbar for tracking purposes.

Also noteworthy is the case of a client with epilepsy who had been
successfully treated for PTSD and who attempted the eye movements
on her own whenever she had an “aura” or other sign of an oncoming
seizure. She discovered that the eye movements enabled her to avoid
the attacks.

Eye Problems

There has been a report of a client sustaining severe ocular damage that
resulted in blindness because of eye movement treatment. This oc-
curred at the hands of a clinician who was untrained in the use of EMDR.
Apparently, even though the client reported consistent eye pain, the cli-
nician, who had no knowledge of EMDR treatment effects, continued to
administer the eye movement sets. Under no circumstances should EMDR
be continued if the client reports eye pain. If this occurs, the clinician should
refer the client to an eye specialist who should be informed of the kinds
of eye movements required by EMDR treatment. The specialist should
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assess the physical capacity of the client for these kinds of movements
and render judgment about the advisability of their use.

Some clients may be unable to maintain continued eye movement
sets because of eye muscle weakness. They too should be sent to an eye
specialist for examination and, when appropriate, instructed in eye ex-
ercises to increase the muscle strength necessary for continuous eye
movement.

Clients who wear contact lenses should bring their lens cases to
treatment sessions so that the lenses can be removed if any sign of dry-
ness or irritation occurs. With many clients it may be preferable to avoid
using EMDR when they are wearing contacts.

When eye movements cannot be used, the clinician can use alter-
nate forms of stimulation, such as hand taps or sounds (as described in
Chapter 3).

Drug and Alcohol Abuse

Clients with a substance abuse history should have in place appropriate
supports, such as a 12-step program, before initiating EMDR treatment.
Clinicians have reported that while some clients easily abandon sub-
stance abuse or cravings during treatment, others have a greater desire
to resume the activity, presumably because of the stimulation of dis-
turbing psychological material. Whether the resumption of chemical
abuse represents an attempt to medicate against the stressful material
that is emerging or stimulation of the old desire is unclear. In any case,
clinicians should take special care with this population by briefing
clients about potential problems and by setting up safeguards against
potential resumption or exacerbation of abuse behaviors (see also
Vogelmann-Sine et al., 1998, 1999).

As noted earlier, stimulation other than by eye movements may be
the most effective choice with recent crack cocaine addicts. In addition,
there is a report of a client who was a daily abuser of amphetamines for
the previous 25 years becoming highly agitated from an EMDR session
in a way that necessitated hospitalization. Clinicians should proceed
with caution with long-term amphetamine abusers.

Legal Requirements

If a crime victim, witness, or police officer is being treated for a critical
incident, it is essential to establish whether a legal deposition or any spe-
cific kind of trial testimony is, or may be, required of the individual.
During EMDR treatment the image of the event may fade, blur, or com-
pletely disappear. Although the client will still be able to tell what oc-
curred, she might not be able to provide a vivid, detailed description of

98 � EMDR �



the event. In other cases the client may be able to give a more detailed
description and may actually see the picture more clearly after EMDR
treatment. However, there is no way of knowing beforehand how a cli-
ent will process a particular event.

Consequently, informed consent should be used with all pertinent
parties when legal proceedings are under way (or might be contem-
plated). Clinicians should explain that (1) after EMDR treatment the cli-
ent may be unable to access a vivid picture of the event; (2) the client
may no longer recount the incident with extreme emotion (which may
be a problem if a very emotional witness is needed on the stand); and (3)
while EMDR is not hypnosis (see Chapter 12), it has not yet been fully
defined forensically and may eventually be regarded by the court as
comparable to hypnosis. For example, molestation victims who have
been treated clinically with hypnosis in certain states may lose their
right to sue the perpetrator. In addition, hypnotically derived testimony
is not admissible in court. At the time of this writing there have been
only two tests of EMDR in the courts (see Chapter 11); therefore, the cli-
nician should be cautious and obtain informed consent. It has been sug-
gested that having videotaped interviews with the client prior to treat-
ment may be useful for forensic purposes. For instance, such tapes can
verify that a child molestation victim accurately identified the perpetra-
tor and significant events before EMDR was used. However, these tapes
may not be sufficient to hold up in court in a given case. A number of cli-
ents have chosen not to undergo EMDR treatment until their court
cases have concluded.

Systems Control

As with any form of psychotherapy, EMDR treatment influences not
only clients but their families and friends as well. As the dysfunctional
information is processed and new self-assessments are engendered, the
client’s behavior changes. As clients become open to new choices, they
should be educated with skills training. For instance, they may need to
be taught how to deal with problem people or new situations through
instruction in assertiveness, dating skills, or career-related matters.
Early in treatment, clinicians should arrange for appropriate peer sup-
port and training groups for the client. EMDR clients can process mate-
rial at a surprisingly fast rate, and they must be prepared to handle the
resistance they may encounter from colleagues, family members, or
friends. For example, if clients insist on remaining in a dangerous envi-
ronment where new assertiveness would be detrimental (which might
be the case for a battered wife who is still living with her alcoholic hus-
band), they should be briefed about potential problems and offered al-
ternative strategies for self-expression.
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Clients in dysfunctional social relationships (where, for example,
they might be taken advantage of if they appear to be in a vulnerable
state) should be cautioned to avoid them immediately after trauma pro-
cessing. For this reason, treating clients in penal institutions may be
contraindicated in many instances because of the peer pressures inher-
ent in the system.

Secondary Gains

Special care must be taken to assess the possible positive consequences,
needs, or identity issues that are served by the presenting complaint.
Clients may have organized their existence around their pathology, and
this possibility must be addressed, at least cognitively, before any
changes can be expected from EMDR treatment. Essentially, the clini-
cian must identify what the client will need to confront or give up if
treatment is started or succeeds and must determine if the client has the
stability and resources to handle the change.

A prime example of this problem can be found in certain Vietnam
veterans. Over 20 years ago our 18-year-old boys were sent to war. They
were forced into horrendous circumstances, including a drug culture.
Instead of being embraced and nurtured when they returned home,
they were often despised and ostracized. Having suffered flashbacks,
nightmares, and intrusive thoughts for the last 25 years, they are now of-
fered EMDR treatment along with the claim “We will take away your
flashbacks, nightmares, intrusive thoughts—and your disability check.”
A veteran’s fear (which he might reject on a conscious level) of becom-
ing homeless because of loss of income is quite understandable. Unless
this issue is addressed, his dysfunction is liable to remain unresolved.
The clinician should address this concern (and others) by means of ap-
propriate action plans before attempting to treat the trauma of clients
who are receiving compensation or special caretaking because of their
emotional disability.

Fear of loss of social identity may also be an issue. A number of vet-
erans have said, “Who am I if I’m not a wounded Vietnam vet?” Combat
veterans may be afraid of losing the sense of comradeship that goes
along with being a suffering member of their treatment group. They
may also be afraid that as their emotional pain lessens, they will stop
honoring their dead. Exploring these concerns before starting to work
on the trauma is highly recommended. The factors directly related to
combat veterans will be more fully explored in Chapter 11.

The fear of loss of identification with a peer group is also pertinent
to some molestation victims. They may become afraid of healing be-
cause they recognize that as their pain eases, they no longer feel as
strong an affiliation with other survivors. Finally, those clients who have
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been in a treatment group for many years may have established their
identity and social structure around treating their dysfunction; such in-
dividuals need to become affiliated with the group in a different way if
treatment is to be successful.

Timing

The emotional responses of clients and the intensity of their between-
sessions disturbance are highly variable. There is no way to predict accu-
rately these reactions before processing begins. It is important, there-
fore, to assess the client’s (and the clinician’s) current life situation in
order to reduce potential problems. For example, if the client is sched-
uled to make a very important presentation at work, EMDR should not
be used because she may be too distracted or disturbed to function at
peak effectiveness.

Further, since there is no way of knowing how much residual dys-
functional material may remain at the end of a session or how much as-
sociated processing will continue spontaneously, care must be taken to
prevent high levels of distress if the client lacks psychological support.
If, for example, the client is about to take an out-of-town trip or if the cli-
nician is scheduled for a 2-week vacation, the reprocessing of a major
trauma should not be started.

Clinicians should explain to clients that EMDR may entail emotion-
ally intense work and that no important appointments or long work
hours ought to be scheduled immediately following a treatment ses-
sion. The client’s work schedule must be amenable to these postsession
requirements. If this is not possible, trauma work is contraindicated.

Clinicians should provide adequate time during each session to
process the presenting traumatic memory and conduct the required
closure. It is recommended that the initial history taking be done in sep-
arate 50-minute (or longer) sessions and that subsequent EMDR work
on traumas be carried out in 90-minute sessions. Although long by con-
ventional standards, even a 90-minute session may provide only ade-
quate time for implementing Phases Three through Seven and fully
processing a particular trauma. At least a 90-minute session can allow
the most distressing aspects of the memory to be adequately addressed.
If a single trauma is rapidly treated, more than one memory may be ad-
dressed in that session.

As mentioned earlier, if the trauma is insufficiently processed, the
client is likely to be left with a relatively high level of disturbance that
may continue, or even increase, between sessions. Regardless of the
length of the session, under no circumstances should a client leave the
office during (or immediately after) an unresolved abreaction. Al-
though a 50-minute client hour is not generally recommended, a recent
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study, indicates that it can be successfully utilized by experienced
EMDR clinicians with civilian populations (see Marcus, Marquis, &
Sakai, 1997). Under these circumstances, EMDR should be done with
the understanding that it may increase the likelihood of the client’s re-
maining in a relatively high level of distress at the end of the session and
during the processing that continues between sessions. Maintaining the
traditional 50-minute hour also generally more than doubles the num-
ber of sessions needed for full remediation of clients’ complaints. For
this reason, a number of insurance companies are offering reimburse-
ment for double sessions. On the other hand, using the longer treat-
ment session may force some clients to postpone starting EMDR treat-
ment until they are in a better financial position.

Since some disorientation may occur immediately after treatment,
the clinician should assess the client’s ability to leave the office and drive
safely. Sufficient time must be left at the conclusion of the session to de-
brief clients and allow them, if necessary, to regain any loss of equilib-
rium. Even under the best of conditions, there is the possibility that a
trauma will be insufficiently processed after a 90-minute session. Some
traumas will take a number of sessions to defuse. Always use caution if a
client remains in distress, and assess what special needs he might have
in returning to work or going home. The appointment time should be
geared to the specific needs of the client. For instance, clients with a
great deal of responsibility at work should be seen at the end of the day,
or at the end of the week, rather than at the beginning, because they
may feel unfit to return to a high-pressure situation.

Medication Needs

At times, a client may already be stabilized on prescribed medication or
may be assessed as needing such medication to maintain emotional sta-
bility between sessions. So far, no medications appear to completely
block EMDR processing, although the benzodiazepines have been re-
ported to reduce treatment efficacy with some clients. A client who is
on any medication for emotional distress should be carefully moni-
tored so that the drug can be reduced or discontinued at the appropri-
ate time. Presumably, as the dysfunctional psychological material is pro-
cessed, the attendant anxiety or depression is alleviated, thus reducing
the need for medication to treat the problem.

Clinicians should process the presenting traumas again after the cli-
ent is no longer taking the medication. Clinicians have reported that if a
client is asked to reaccess the treated memory after medication has
been discontinued, it can return with approximately 50% of its original
associated disturbance. For instance, an initial combat trauma that was
given a rating of 10 on the SUD Scale may decline to a posttreatment
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level of 0 while the client is on medication, but once medication has
ceased, the memory may elicit a rating of 5. This regression reveals the
presence of some residual dysfunction in state-dependent form, a prob-
lem that contrasts with the stable treatment effects typically found with
nonmedicated patients. Therefore, the need for medication should be
assessed carefully, with the understanding that its presence will likely in-
crease the time required for successful treatment.

Dissociative Disorders

Using EMDR with dissociative disorders, especially dissociative identity
disorder, or DID (known prior to the DSM-IV as multiple personality
disorder, or MPD), is strongly discouraged without supervised training
in dissociative disorders and the appropriate EMDR protocols. In addi-
tion, the more advanced procedures of EMDR (described in Chapter
11) will be required because of the tendency of clients in this clinical
population to remain stuck in the activated memory (see the EMDR Dis-
sociative Disorders Task Force guidelines in Appendix B). While disso-
ciative disorders constitute a separate section in the DSM-IV, EMDR
specialists regard DID as a complex form of PTSD (Spiegel, 1984, 1993)
in which the victimization was so great that, for survival, the global
memory was compartmentalized to hold different aspects of the pain
and disturbance; thus, the alter personalities are conceptualized as neu-
ro network configurations that serve as memory compartments (Braun,
1988). When EMDR (or other treatments, such as hypnotic abreaction)
has successfully resolved the traumatic material, the need for the com-
partmentalization lessens, amnestic barriers between the alters dis-
solve, and “co-consciousness” emerges.

Clinicians report that a comparatively rapid spontaneous integra-
tion of alters is observed when EMDR is properly utilized with DID
(Lazrove & Fine, 1996, Paulsen, 1995). However, clients are at great
risk if the pathology is misdiagnosed or if treatment is attempted by a
clinician who lacks appropriate training in dissociative disorders. If a
client with DID is treated without the appropriate safeguards, the pro-
cessing of traumatic memories may result in the client’s getting stuck
at a high level of disturbance. Furthermore, although the material
may appear to come to a successful conclusion during a session, its ac-
tivation may cause a high level of disturbance by “affect bridging” (in
the rest of the memory system), an effect that can result in the need
for hospitalization or emergency care between sessions. In addition,
there have been reports of a significant number of incidents of DID
alters spontaneously emerging with the initiation of EMDR treat-
ment, a phenomenon that may be due to the active stimulation of the
associated neuro networks.
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Because many clinicians are not educated in the treatment of disso-
ciative disorders and greatly underestimate their prevalence, the appro-
priate safeguards must be stressed. To the surprise of many, a study by
Ross (1991) indicated that a full 10% of the assessed clinical population
of a representative city suffered from a dissociative disorder. A com-
mon characteristic of clients with DID is a history of many previous di-
agnoses, because they are not easily identified (Kluft, 1985; Putnam,
1989). Therefore, the clinician intending to initiate EMDR should first
administer the Dissociative Experiences Scale (Bernstein & Putnam,
1986; Carlson & Putnam, 1993) and do a thorough clinical assessment
with every client. A brief summary will be given here of several of the
primary indicators of DID. Note that while most clinicians associate
DID with memory lapses, well-organized multiples can successfully fill
in a narrative history and may be unaware that dissociative episodes
have occurred (Putnam, 1989).

Within a standard mental status exam the following clinical signs
should suggest to the interviewer that the client may have a dissociative
disorder: (1) intractable, unexplained somatic symptoms, (2) sleep
problems, (3) flashbacks, (4) derealization and depersonalization, (5)
Schneiderian symptoms (e.g., voices, unexplainable feelings), (6) mem-
ory lapses, (7) multiple psychiatric hospitalizations, and (8) multiple di-
agnoses with little treatment progress (Kluft, 1987a, 1987b; Putnam,
1989; Ross, 1991). Although dissociative disorders have been under-
diagnosed, care must also be taken not to overdiagnose. The EMDR
Dissociative Disorders Task Force’s recommended guidelines in Ap-
pendix B offers further diagnostic assistance. When in doubt, the clini-
cian is strongly advised to refer the client to an expert in dissociative dis-
orders for a thorough evaluation.

TREATMENT PLANNING

As in any form of psychotherapy, the purpose of history-taking sessions
is to identify the complete clinical picture before attempting to treat the
client. While the initial stage of history taking in EMDR determines the
suitability of the client for trauma processing, the second stage identi-
fies the potential targets with as much specificity as possible. A useful
metaphor is to imagine the presenting pathology to be a board screwed
down on top of the client. The clinician’s job is to remove the board in
order to give the client room to grow. Rather than hammering away at
the board, it is more appropriate to attempt to identify the screws that
need to be targeted. Thus, in a manner of speaking, EMDR serves as a
power tool to remove these screws more rapidly.

Even if two clients enter therapy with the identical complaint, their
treatment needs may vary greatly. Clinicians must determine which
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problems should be remediated by education, problem solving, or
stress management techniques and which are based on dysfunctional
information that needs processing. While EMDR may be used to in-
crease the assimilation of new skills, any existing dysfunctional patterns
should be generally addressed first.

For instance, if a client requests help because of an abusive mar-
riage, the history-taking process will need to ascertain the primary focus
of the EMDR intervention. If the client’s husband recently became abu-
sive following a car accident, the appropriate treatment plan clearly will
differ from the one needed if the client has had a long history of abusive
relationships that included a domineering father. While in the first ex-
ample the client may require the reprocessing of the abusive events that
have just occurred in the marriage, the existence of a normal relation-
ship before the husband was injured in a way that caused a personality
change allows the clinician to concentrate on present factors, stimuli,
and problem solving.

In the second example, the client’s history of abusive relationships
indicates characterological elements that need to be specifically ad-
dressed. This observation is not new in the area of psychotherapy in
general. However, in this case the EMDR treatment plan is based,
among other things, on a conclusion from the clinical observation of
thousands of reprocessing sessions, namely, that earlier abuse experi-
ences are often directly responsible for dysfunctional relationships in
the present. The association between present dysfunction and earlier
incidents (explored in Chapter 2 in the context of the Adaptive Infor-
mation Processing model) is consistently demonstrated by client re-
ports during EMDR sessions that attempt to target the present situa-
tions. In order to treat clients with current dysfunctional relationships
who have a history of early or serial abuse, their pervasive characteris-
tics (including predispositions and behaviors associated with negative
beliefs) must be identified. Along with the abuses that have occurred in
the current relationship, the earlier touchstone events (i.e., early, piv-
otal self-defining incidents) will generally have to be targeted and repro-
cessed before substantial and pervasive present behavioral changes can
be expected.

While some single-event PTSD victims may be treated with EMDR
by merely targeting the traumatic memory, most clients will need a
more comprehensive treatment. This treatment should entail sequen-
tial targeting of the early, critical touchstone experiences, the present
situations that stimulate the dysfunction, and alternative behaviors that
can be used in the future to meet the goals of therapy. The clinician
should attempt to delineate the presenting complaint and its anteced-
ents with as much specificity as possible. While the following list is not
exhaustive, it provides the clinician with some basic guidelines. Clini-
cians should take care to ascertain the following:
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1. Symptoms. What are the prevalent dysfunctional behaviors, emo-
tions, and negative cognitions? What are the specific symptoms, such as
flashbacks, intrusive thoughts, and panic attacks? What are the current
triggers and their frequency, timing, locations, and other characteris-
tics?

Let us use as an example the case of the client who was currently in-
volved in a marriage that was the most recent in a series of abusive rela-
tionships. The clinician determined that the primary pathology was de-
fined by the client’s feelings of shame and powerlessness, along with the
cognition “I am worthless,” all of which were contributing to her contin-
uing attraction to abusive partners and to her inability to assert herself.
History taking revealed that feelings of panic and memories of child-
hood beatings occurred when the client’s husband acted coldly, when
her boss became angry, when she had to assert herself with a store-
keeper, and so forth.

2. Duration. How long has the pathology been apparent? How has it
changed over time? What alterations have occurred in the factors con-
tributing to the pathology?

In our sample case, the client’s pathology had existed since child-
hood, but the panic attacks had increased in number and intensity in re-
cent years. Since having a baby, the client felt more vulnerable and out
of control.

3. Initial cause. What was the original occurrence or most disturbing
primary event, modeling, lesson, and so forth, that represents the gene-
sis of the dysfunction? What were the circumstances—including interac-
tional, social, or family systems factors—at the time of the first event? A
useful question is, “When was the first time you can remember feeling
this way?”

In our sample case, the client was the youngest of three children.
She was beaten by her father for minor infractions and was bullied by
her siblings. The first panic attack she was able to recall occurred when
she ran to her mother for assistance and was pushed aside. Her mother
believed her siblings’ story and yelled at her, “Wait until your father gets
home.”

4. Additional past occurrences. What other incidents have been instru-
mental in influencing or reinforcing the pathology? What other signifi-
cant variables exist? Who are the major participants? What categories of
participants, maladaptive responses, negative cognitions, and so on, are
apparent? How could the events be clustered or grouped to maximize
the generalization of treatment effects? Clients can be asked to identify
their ten most disturbing memories. These will generally help to define
the types of negative cognitions and experiences that will have to be ad-
dressed.

The client in our sample case was negatively influenced by multiple
abuses and beatings throughout her childhood; by her dyslexia, which
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resulted in humiliations at school; by a date rape, which occurred dur-
ing her adolescence; and by her experiences with a series of abusive boy-
friends. It was possible to cluster the different kinds of abuse and humil-
iation. “Clusters” are composed of events that are similar in a variety of
aspects, such as verbal assaults by the same person, or times of being
abandoned by the same parent. Parents, siblings, three teachers, and
the abusive boyfriends were targeted as the major perpetrators, and the
following negative cognitions were identified: “I am worthless,” “I am
dirty,” “I am not in control,” and “I cannot succeed.” Such cognitions
surfaced at work, in social relationships, and when the client was in-
volved with authority figures.

5. Other complaints. What other difficulties are encountered? What
other dysfunctions may be masked by the primary presentation?

In the sample case, work-related difficulties and inadequate parent-
ing by the client of a daughter had to be addressed.

6. Present constraints. How is the client currently affected? What dys-
functional emotions or behaviors are elicited? What actions is the client
unable to take? What systems issues (such as dysfunctional family or so-
cial structure) need to be addressed?

The client in our example was unhappy in her home and work envi-
ronment and had pervasive feelings of failure and low self-worth. She
could not assert herself, leave her present situation, or offer appropri-
ate support to her daughter. Furthermore, it was clear that neither her
parents nor her husband would welcome the behaviors that would re-
sult from an increase in her self-esteem.

7. Desired state. How would the client prefer to be acting, appearing,
feeling, and believing? What, specifically, is preventing this? What are
the potential consequences of successful treatment? What positive ex-
periences exist in the client’s history?

Although the client in our example wanted to be more assertive
and to have an increased sense of self-worth, she was constantly bom-
barded by memories of earlier abuse and by the negative emotions trig-
gered by her husband and her boss. While some of her feelings were ap-
propriate to present situations, their intensity was compounded by
childhood events; thus, her feelings often overwhelmed her to the point
of inaction. The potential consequences of successful treatment in-
cluded the client’s concluding that she might need to divorce her hus-
band and find a higher-paying job to support herself and her child. Un-
derstandably, the prospect of standing up for herself triggered the
negative cognition “I cannot succeed.” Of course, any existing second-
ary gain issues would have to be addressed first.

Overall, the clinician is attempting in planning treatment to dis-
cover parallels between the client’s past and present in order to identify
patterns of responses. Having delineated the present stimuli, dysfunc-
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tional cognitions, emotions, and behaviors, the clinician must isolate
specific targets, which can range from a client’s earliest memories to the
latest disturbing experience. Treatment plans entail a consolidation of
resources and then targeting (1) the early memories that set the ground-
work for the dysfunction, (2) present triggers that stimulate the mate-
rial, and (3) desired future responses (the standard protocol is dis-
cussed in Chapters 3 and 8).

HISTORY-TAKING TRANSCRIPT

The following transcript includes sections of a history-taking session
that involved treatment planning. The client is a sexual abuse victim
who was in therapy to alleviate the sequelae of the molestation. The an-
notations indicate the therapist’s purpose in asking particular questions
and the answers the therapist intends to pursue in future sessions.

THERAPIST: What brings you here?
CLIENT: I’ve had nightmares and sleep disturbance for really as long as I

can remember, I don’t really remember not having it, and I attrib-
ute that to sexual abuse by my uncle when I was around 5 years old.
I think it’s a combination of that and my dad being what I call emo-
tionally incestuous. He never touched me or anything like that but
made really inappropriate sexual comments, stuff like that. And my
mother, during my childhood, always ran a lot of rage. You ever
watch these training films for child abuse? And you know when the
parent who’s about to hit the kid starts escalating? It was that level
of escalation, short of hitting, on a daily basis. So it’s like the triple
whammy. It’s all that altogether. I did a lot of therapy, I’ve done a
lot of meditation, and I’ve done really tons of stuff. You know, 5
years ago I woke up terrified six nights a week, and I would say now
it’s more like a sleep disturbance. And I have really bad nightmares
when I get stressed.

[The therapist identifies the primary complaint as a sleep disturbance.
Primary targets will include the client’s father, mother, and uncle.]

THERAPIST: How often?

[Therapist attempts to establish the frequency as a baseline.]

CLIENT: I was trying to think, because I figured you would ask me that.
It depends on my stress level. Maybe a few times a month.

THERAPIST: How many? Four, three?
CLIENT: Around that.
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THERAPIST: Okay. To what do you attribute the partial resolution so
that 5 years ago it was six nights a week and now it’s only three times
a month?

CLIENT: I think it’s a combination of everything I’ve done. I do a lot of
meditation, draw, writing, therapy, and I think there was a sense 5
years ago of the trauma being unconscious and therefore being
more powerful. And I think at this point I am, well, maybe I am
more powerful. I am more conscious of how the trauma affects me
and how it affects my relationships with other people, so I think
that’s what’s brought down the charge.

THERAPIST: What brought about more consciousness?
CLIENT: It was repressed for 15 years, from 5 to 20. I was on vacation,

and . In the wake of that I remembered; the memory came
back. And even for a couple of years into my own therapy, I wasn’t
real sure it had happened, because when you’re five it’s like a
dream, you know. And after a couple of years I told my parents and
found out that he’s sexually abused most of the women in my fam-
ily.

[In this interchange (and in a deleted subsequent portion) the therapist
explores parameters and limitations of memory recall and attempts to
determine whether conditions warrant a formal report.]

THERAPIST: Tell me a bit about what you remember as far as the moles-
tation.

[Therapist identifies one of the primary targets.]

CLIENT: The memories are very dreamlike. What I remember is a birth-
day party and him like climbing on top of me on all fours with my
pants down. I was in a car accident about 4 months ago, and I’ve
been getting a lot of body work done, particularly around this area
of my buttocks and hips. During a couple of sessions I had more
memories of being held down and inserting something in my but-
tocks. I don’t think it was a penis. It was like a finger or an object, or
something like that.

THERAPIST: Okay. Any other memories?
CLIENT: No.
THERAPIST: So the one memory then, at the birthday party with him

climbing on you, holding you down, and inserting something.
CLIENT: It was two separate memories. The birthday party was one, and

then being held down and putting something in me was like an-
other one. It’s like two separate fragments.

THERAPIST: Okay. Do you have any idea where that took place?
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[Therapist checks for clarity.]

CLIENT: My house, the first one. I remember that really clearly. My
house where I grew up.

THERAPIST: So the birthday party occurred in your house? And the
other memory?

CLIENT: I don’t know.
THERAPIST: Okay. How old was he?
CLIENT: Probably in his thirties.
THERAPIST: And you were five? Okay. So we are looking at someone in

his sixties, around there?

[Therapist defines parameters regarding present safety for future
work.]

CLIENT: Yes.
THERAPIST: Okay. When you say that you believe the nightmares stem

from that, could you be a little bit more specific?
CLIENT: Well, it’s always men attacking me sexually.
THERAPIST: Okay. So are they the same dream, the same men?

[Therapist attempts to define targets of dream imagery.]

CLIENT: No, different, but with the same theme.
THERAPIST: Do you have vivid recollections of them?

[Therapist seeks to identify targets for processing.]

CLIENT: The most recent one that I had was actually not my uncle but
my father. And the dream—this was a really bad one—he was mastur-
bating and using me as a fantasy to jack off. I was screaming in the
dream for him not to do that.

THERAPIST: Okay.
CLIENT: It’s usually being threatened, waking up and someone’s in the

room who’s going to hurt me, someone breaking into the apart-
ment.

THERAPIST: Okay.
CLIENT: One I had as a kid that was particularly terrifying is a bunch of

men coming in the door with guns threatening me. One was my
dad. My dad worked where the garage was and that he had an evil
double who was masquerading as him. And that was terrifying to
me as a kid.

THERAPIST: Okay. Besides the nightmares that go on, how else do you
feel you might be affected now?
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[Therapist elicits other complaints.]

CLIENT: Well, I have this real hypervigilance. You know, it’s really hard
to calm down. I have a lot of trouble in my relationships with men.

THERAPIST: In what way?
CLIENT: All ways. I’ve recently realized that I tend to choose men who

are kind of sociopathic, like my dad. Very charismatic, very charm-
ing, very attractive, who really don’t bond. They have an affair with
somebody else, they lie to me about it. Usually men who are very an-
gry and hostile and emotionally abusive, I would say.

THERAPIST: Are you in a relationship with one right now?
CLIENT: No! (laughs)
THERAPIST: When was the last one?

[Therapist searches for a relationship that can be used as a target.]

CLIENT: I had a breakup around 6 months ago. It was an 8-month rela-
tionship and it was very serious and it was all that I just described.
He said he had fallen in love with someone else, and he was very
cruel. That was really devastating for me, and I am really just over it
now.

THERAPIST: Okay. What about the relationship with your father now?
CLIENT: Boy, it’s difficult, because with my uncle I can more or less cut

him off. My dad was the person in my family who nurtured me,
probably more than anybody else. It’s always been really hard for
me to individuate from my dad, and—how can I say it?—there is still
a lot of warmth and nurturing. A few years ago I just really set a limit
on his sexual comments and told him I couldn’t spend time with
him if he did that, and he stopped.

[Present relationship with father will be targeted.]

THERAPIST: You said that the men reminded you of your father in terms
of being sociopathic. How did that manifest for you? What about
your dad specifically?

CLIENT: Well, after 25 years he left my mother, leaving a note and run-
ning off to Europe with his girlfriend and never really seemed to
find anything wrong with that. Interestingly enough, my mom got
into therapy a couple of years before that and started to change.
Started to really come into her own and drop the rage. My rela-
tionship with my mother is healthier than it’s ever been. We pro-
cess stuff and we work through stuff. She’s still my mother, she
still drives me crazy but it’s a working relationship that I have with
her.
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THERAPIST: Okay. What memory do you have of your father that would
represent your feeling of disturbance about him?

CLIENT: One of the first things that pops into my head was walking out
the door to go to a party and my dad looked at me and he said, “You
have too much makeup on,” and I had no makeup on. There was a
sense of him saying, “Don’t grow up, don’t be a woman, don’t be
sexual, don’t be with somebody else.”

[This memory will be targeted.]

THERAPIST: Okay.
CLIENT: I really hadn’t thought of that in about 15 years.
THERAPIST: Okay. What about in relation to mom?
CLIENT: The memory is of me, literally on my knees, with her screaming

at me and me saying, “What do you want me to do?” and she
couldn’t answer.

[This memory will be targeted.]

THERAPIST: Okay. What other relationships or memories do you have
that come up that reinforce the feeling of your not being good
enough or your being powerless?

[Issues of self-worth and control will be targeted and used for negative
and positive cognitions.]

CLIENT: Does it have to be family? Can it be anybody in my life?
THERAPIST: Kind of the top ten on the hit parade.

[In this case the therapeutic issues appear clear; in other cases the thera-
pist might ask for the ten most disturbing memories without suggesting
a specific cognitive theme.]

CLIENT: One is a man who I slept with a few years ago. We were about to
have sex, and he told me in bed that I just didn’t turn him on. That
devastated me. I don’t know that it would devastate me as much
now, but at the time it really did.

[This memory will be targeted.]

THERAPIST: You were how old?
CLIENT: Twenty-three maybe. It’s during the last year and a half that I’m

really getting to the core of some of this stuff.
THERAPIST: What else has reinforced it?
CLIENT: The breakup with this man 6 months ago, and it’s not like any

particular instance but of him really treating me like I was yester-
day’s garbage.
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THERAPIST: Is there any memory there that would represent it?
CLIENT: Of me saying, “You’ve deceived me,” and he said, “Yeah, you’d

like to think that.” And there was just so much hostility in his voice.

[This may be targeted depending on the level of disturbance at a later
stage of treatment.]

THERAPIST: Okay. Are there more ways that’s been reinforced?
CLIENT: Yes. There’s another belief I have, too. Making an appoint-

ment to come here brought up all kinds of stuff, like what would it
be like to lose my nightmares? You know, I identify with my night-
mares. I identify with my trauma and my mood, and one belief I
have is that I am damaged for life. And that on some level, my
choice of profession, you know, and my relationships with men—all
that revolves around my wound and trauma.

THERAPIST: And what would happen if you weren’t damaged for life?

[Therapist investigates secondary gains and goals. “I’m damaged for
life” will also be targeted as a negative cognition.]

CLIENT: You know, I have glimpses of that. I guess a glimpse that I have
is being more—I know it’s very general—just being more joyful. Feel-
ing like I deserve love and the good things that I have in my life al-
ready. Being able to have more good things. Like a stable, healthy
relationship.

[These statements will be used therapeutically and transformed into
positive cognitions.]

THERAPIST: Are there any specific memories that you have where you
feel you were taught that you didn’t deserve love and you didn’t de-
serve good things?

[These will be targeted negative cognitions.]

CLIENT: Yeah. The big thing that I got from my mom is I had to be beau-
tiful. So I remember . . . if I was looking at this today . . . see this little
thing on my pants here? That would be an hour’s rage. That if I
didn’t look perfect, if I wasn’t beautiful, if I was fat, she just raged at
me as a kid for gaining five pounds. And I was a thin kid. I don’t un-
derstand why I don’t have an eating disorder. All the other women
in my family do.

[Mother’s reaction will be targeted.]

THERAPIST: What’s the best realization that you feel you’ve gotten out
of all the years of therapy that you had?

CLIENT: It’s just realizing that there is a reason I don’t have good rela-
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tionships with men. It never made sense to me. I’m a nice person.
Why am I having bad relationships? I have wonderful friendships.
How I’m really repeating these patterns that have to do with my un-
cle, have to do with my mom, have to do with my father, and really
watching how I do that. Pulling myself out when it looks like that’s
going to start happening. I’ve been dating a lot, and I kind of stum-
bled a couple of times. I dated one guy who was like that pattern,
and it cycled very quickly. It was just a few weeks or something.

THERAPIST: You’ve mentioned feelings or thoughts regarding not be-
ing good enough or being powerless or being damaged for life. The
feeling about having to be perfect—is that still there for you?

[Therapist summarizes client’s negative cognitions and seeks more in-
formation.]

CLIENT: It’s better. It’s still there.
THERAPIST: What memory do you have that’s connected with that spe-

cifically? Is that raging at the five pounds?
CLIENT: Yeah.
THERAPIST: Okay. Any other beliefs that you could say have run you,

like the need to be perfect but not being good enough, needing to
be beautiful? Anything else?

CLIENT: That really the only thing that is important about me is how I
look.

THERAPIST: And what memory goes along with that?

[Therapist elicits a memory in order to target the negative cognition.]

CLIENT: Everything. Well, it’s recent memories, actually. My mom came
out for a visit, and it was her constant attention to what I was eating.
She took me shopping, and she concentrated her comments on
what a nice figure I had, more than anything else. Are you looking
for like one specific thing, like how?

THERAPIST: Yes, let’s say that there were a lot of messages that you had
in childhood and beyond that were saying who you were or what
you were being judged by was your appearance. If you cluster
them, if you were going to say, “Okay, there were a lot,” would you
say you got that message more from your mother or more from
your father?

CLIENT: Both.
THERAPIST: From both. Okay.
CLIENT: More from my mom, like, “You have to be beautiful.” But you

see with my dad it was more subtle. With my dad I had to kind of be
the wife to get nurturing from him. I had to be kind of sexualized to
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get nurturing from my dad, and I had to be beautiful to get any
strokes from my mom.

THERAPIST: Okay. So what memories do you have in regards to the
need to be sexualized to get nurturing?

CLIENT: I remember the both of them just standing there and saying,
“Oh, you are just so beautiful.” I was 10 years old or something like
that. I’ve looked at pictures of when I was 10 years old, and I was not
beautiful. I was really gawky and . . . but, you know, that’s what it was
for them. And as an adolescent my dad going on and on, on the
phone, about how sexy I was. And how people, men in particular,
were probably nice to me because I was pretty. I probably got out of
that traffic ticket because I was pretty.

[The memories of the parents’ reactions will be used as targets.]

THERAPIST: In regards to the dreams, what was the last dream?
CLIENT: The last dream was the masturbation dream with my dad.
THERAPIST: And before that?
CLIENT: It was another one with my dad. Actually, the last couple have

been a little more empowered, terrifying. I was dating somebody,
and he was unavailable. I was supposed to spend the night with him
and he was unavailable and I wound up in the same room with my
dad to sleep. There was a double bed, and there were flowers there
or something. The other part of the dream I remember is telling
him I think I wanted to sleep in my own bed.

THERAPIST: Okay. You said that the dreams come up more when you
are stressed. What is it that gets you stressed?

[Therapist attempts to identify present stimuli.]

CLIENT: I was dating somebody, and it started to break up during the
last month. We both realized that it wasn’t going to go anywhere,
and I started getting the dreams then. If I see anything on TV that
has to do with someone being traumatized, that brings it out.

THERAPIST: Any kind of trauma in particular?
CLIENT: Sexual trauma.
THERAPIST: Okay. Anything else?
CLIENT: I think that’s pretty much it.
THERAPIST: Breaking up a relationship or sexual trauma on TV?
CLIENT: Yeah.
THERAPIST: How would you describe your job right now?

[Therapist examines alternative complaints and systems issues.]
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CLIENT: My job. Well, I’m working. I work at , and I like it.
THERAPIST: Okay. Anything else?
CLIENT: Not that I can think of.
THERAPIST: If we proceed with the EMDR work, how will you know that

we are done? What’s going to make you decide that you are fin-
ished?

[The goals the client states may constitute behavioral measures for later
assessment.]

CLIENT: To be able to sleep deeply and peacefully and to really break up
that concept that I’m damaged for life and that I don’t deserve love
and I can’t have it. To be in a healthy relationship.

THERAPIST: Anything else?
CLIENT: More joy in life.
THERAPIST: Anything else?
CLIENT: No.
THERAPIST: When you say, “I don’t deserve love and I can’t have it,”

when did that come up for you?

[Therapist searches for a target for the negative cognition.]

CLIENT: I don’t think there are times when it flares in particular. Proba-
bly when I’m very stressed out and I am working a lot and not get-
ting enough back. Certainly during this last breakup.

THERAPIST: Is there anything else about the men that you choose be-
sides the fact that they give the signs of not being able to bond?

[Therapist explores additional problems.]

CLIENT: I pay too much attention to looks. I mean, if they are good-
looking, I’ll go out with them. I ignore the rest. Another thing, too,
is that I always know right at the beginning that it is a mistake. My in-
tuition is really good; that’s really intact. It’s following it which has
been a challenge for me.

THERAPIST: Give me a run-through.
CLIENT: With this last relationship, I remember telling a friend, “You

know, I’m getting together with this guy, but I know he’s trouble.
I’m not going to get involved with him.” And I end up in a 8-month
relationship. Not only did I think it, I said it out loud to another per-
son. I mean, what could be clearer?

THERAPIST: So what happened between that statement and the time
you went out with him?
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CLIENT: He came on like gangbusters. He was really seductive, and the
sex was really good. And I just did what I do; I just gave up my
power. I just really go along with this to get this nurturing.

THERAPIST: What does “give up your power” mean?
CLIENT: It means I don’t act on what my perceptions are. It’s like the in-

side and the outside lose any kind of congruency. It’s like I have the
perception and then I ignore it, and I go along with the other per-
son’s plan, the other person’s agenda.

THERAPIST: What about abilities to set boundaries in terms of saying,
“No, I’d prefer not to” or “I want to do that instead” or asserting a
desire to do something? How are you at that in relationships?

[Therapist searches for behaviors to be targeted.]

CLIENT: Sometimes I’ll wind up having sex with a man when I know it
doesn’t feel right. I’ll just push through the sense it doesn’t feel
right.

[Therapist identifies this as a behavior to be targeted.]

THERAPIST: What do you gain by that?
CLIENT: Nothing. But it’s following an old pattern; it’s what’s most fa-

miliar. Just ignoring, you know. I mean growing up surrounded by
these abusive people, what could I do but to ignore my percep-
tions? It was too painful, and I couldn’t do anything about it, any-
way.

THERAPIST: What else other than having sex even when it doesn’t feel
good?

CLIENT: I’m really caretaking, and sometimes I’ll just give and give and
give, rather than saying, “It’s your problem; you deal with it.”

[Therapist identifies this behavior as a potential target if it is still prob-
lematic at a later stage of therapy.]

THERAPIST: How about self-nurturing?

[Therapist is checking for overt signs of self-destructiveness or instabil-
ity.]

CLIENT: I do a lot of that. I’ve had this back injury, but I really like to ex-
ercise a lot and hike and take lots of hot baths.

This transcript indicates that the client is suffering from sleep dis-
turbances and low self-esteem. The associated negative cognitions re-
veal feelings of worthlessness and lack of control. The client’s negative
self-assessments appear to be the result of a possible early molestation,
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as well as of dysfunctional parent–child relationships. These difficulties
have been partly responsible for a series of self-destructive and abusive
relationships in adulthood.

Incidents directly relating to the client’s lack of self-worth will be re-
processed during the initial phase of therapy. These include the earlier
childhood incidents involving her mother and father, as well as a num-
ber of more recent interactions that reinforced her feelings of being
worthless and damaged. Specific nightmares directly related to feelings
of fear and equivocal emotions relating to men in her life will also be tar-
geted.

A similar therapeutic assessment, conducted on the basis of a his-
tory taken at a depth equivalent to that revealed by the foregoing tran-
script, would be needed if the client had presented an eating disorder
or substance abuse issue that needed to be directly addressed because
specific EMDR protocols are used for these conditions.

In addition to identifying traumata, it is important for clinicians to
identify positive experiences the client has had in order to facilitate pro-
cessing and preparation. Positive role models and counterexamples will
assist in opening blocked processing (Chapter 10) as well as provide cli-
nicians with an indication of the full clinical history. Clients who are un-
able to identify positive experiences and significant others will generally
need a longer preparation time and a greater dependence on the thera-
peutic relationship. A wide variety of aids can be used to augment the
basic history-taking process including the Multimodal Life History
Inventory (Lazarus & Lazarus, 1991), functional analyses (Smyth &
Poole, in press), the genogram (Friedman, Rohrbaugh, & Krakauer,
1988; McGoldrick, Gerson, & Shellenberger, 1999), and schema ques-
tionaires (Young & Brown, 1994). All negative response patterns in the
present are investigated and tracked back to earlier targets for process-
ing by asking: “When have you felt this way in the past? What is the ear-
liest experience you can remember when you felt this way?” (see also
Appendix A).

Once the history taking is complete and secondary gains have been
addressed, the processing can begin according to the client’s symptom
picture. The ten memories initially identified by the client as most dis-
tressing are generally addressed first, before additional ones pivotal to
the symptoms. Depending upon client assessment, it has also been
reported that chronological targeting throughout can be a benefit
(Kitchur, 2000). However, in all cases, (1) appropriate stabilization
should first be achieved, (2) no memories should be selected for initial
processing before age 4 or 5, (3) childhood events should be addressed
before adolescent or adult memories because they are feeder memories
to those that follow, (4) memory fragments, especially those with pri-
marily somatosensory storage, should be left until after all the remem-
bered/contained memories are completed, (5) it appears that fewer
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than two dozen memories will generally need to be addressed to elimi-
nate most of the obvious current dysfunction, and (6) for comprehen-
sive and stable treatment, the rest of the past events and the second
(present) and third (future) prongs of the protocol should be com-
pleted (see Chapter 8).

Generally, therapy should not be considered complete until all
disturbing memories, triggers, and deficits have been assessed for
appropriate processing. EMDR can be used specifically to address the
symptom profile, but clinicians are urged to remain cognizant of the
entire clinical picture and comprehensively address the full client his-
tory (see Chapter 8). Clients may offer only a partial description of their
symptoms or traumata because of a lack of clarity regarding the pos-
sibilities that exist for a high-functioning individual. As previously
noted, personality characteristics are rooted in earlier memories that
have left the client in “child” perspectives and affect states. Many dys-
functional characteristics will therefore be egosyntonic to the client
who lacks the appropriate adult development and perspective. Pro-
cessing all of the dysfunctional memories may therefore serve a useful
function and need not take years, because of the ability to cluster and
the generalizing of treatment effect. Nevertheless, although positive af-
fects and behaviors will automatically arise subsequent to memory pro-
cessing, to optimize effects, processing should include the introduction
of new, positive social and relationship behaviors. Therefore, any short-
coming of education and experience should be assessed for future
remediation.

SUPERVISED PRACTICE

Instructors may wish to supervise students in practice history-taking ex-
ercises and review the consequent treatment plans. Appropriate client
selection is such a vital part of treatment and client safety that instruc-
tors are encouraged to test the students’ knowledge of the indicators
for caution and exclusion. The client checklists in Appendix A may be
helpful for this purpose.

SUMMARY AND CONCLUSIONS

EMDR is a highly interactive therapeutic approach that demands clini-
cian sensitivity and flexibility. It is essential that client selection be con-
ducted properly because of the nature of the unresolved, dissociated
material that may spontaneously emerge during treatment and the in-
tensity of the emotional experience that may be generated. Therefore,
clinicians should use EMDR only with clients who have sufficient stabil-
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ity and appropriate life conditions to handle possible abreactive re-
sponses and the distressing processing that may continue between ther-
apeutic sessions.

Client safety requires that the clinician assess such therapeutic fac-
tors as the clinical relationship; life conditions, including legal and rela-
tionship needs; issues of stabilization, including hospitalization and
medication needs; dual diagnoses; physical constraints; and the client’s
ability to utilize the relaxation procedures. Adequate screening for dis-
sociative disorders must also be done before attempting EMDR (see Ap-
pendix B).

EMDR processing is never implemented in the absence of an ade-
quate client history, a clinical relationship that includes rapport and
client comfort, adequate client resources, and a treatment plan. The
treatment plan should identify specific targets, including aspects of sec-
ondary gain, which should be sequentially addressed. For most clients,
it is useful to identify the ten most disturbing memories from child-
hood, and assess the full range of “large and small t” traumata that may
be contributing to less than optimal functioning. Essentially, the clini-
cian should ascertain across the entire clinical picture the past memo-
ries that set the pathology in motion, the present people and situations
that stimulate the dysfunction, and the components necessary for an
adaptive, desirable template for appropriate future action. Unless the
symptoms, contributing factors, and baseline of dysfunction are ade-
quately assessed, clinical effectiveness will be limited. EMDR is not one-
session therapy, and the clinician should have a clear picture of the cli-
ent’s problem areas and the sequence in which they should be targeted.
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CHAPTER 5
� � �

Phases Two and Three
PREPARATION AND ASSESSMENT

It does not matter how slowly you go as long as you do
not stop.

Confucius

After the clinician has taken a thorough client history and completed
treatment planning, she needs to set the stage for the reprocessing. Cli-
ent preparation involves establishing a safe therapeutic relationship
with the client, explaining in detail the process and its effects, and ad-
dressing the client’s concerns and potential emotional needs. Assess-
ment determines the components of the target memory and the base-
line measures of the client’s reactions to the process.

This chapter supplements the information about the individual
components of EMDR therapy already described in Chapter 3 and ex-
plores how to work with these components. For both phases covered in
this chapter we begin with a discussion of the clinical perspective and
the type of information clinicians have found useful to communicate to
clients. Next, sample wording is suggested for some specific instruc-
tions the clinician will give the client. We then review possible client re-
actions and alternative clinical strategies to assist with client comfort.

PHASE TWO: PREPARATION

The preparation phase sets the therapeutic framework and appropriate
level of expectation for the client. Preparing the client to handle the dis-
turbance that may arise in EMDR processing is crucial. Before starting
the preparation phase clinicians must lay the proper groundwork (as
defined in Chapter 4); that is, they must take an appropriate client his-
tory, determine that the client is suitable for EMDR, prepare a treat-
ment plan, and formulate an action plan to address any secondary gain
issues that might prevent treatment effects.
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Having done this, the clinician must complete certain steps before
beginning to use the dual attention stimuli on any disturbing material.
As discussed in Chapter 1, avoidance behavior is considered both part
of the pathology and the reason it is maintained. The steps discussed in
the following sections will let the client access the traumatic material for
processing and will set a therapeutic framework that will promote the
exposure necessary for desensitization and complete reprocessing.

Adopting a Clinical Stance

Inasmuch as EMDR is a highly interactive, client-centered procedure, it
demands flexibility on the part of the clinician. Throughout the proce-
dure the clinician must be finely attuned to the needs and particular
characteristics of the client and prepared to adjust and change direc-
tion, if necessary.

The clinician’s attitude should be one of respect and accommoda-
tion regarding the client’s need for safety and reassurance. The clini-
cian’s job is to facilitate the client’s self-healing process. Any nonspecific
aids to this end (including ways to facilitate therapeutic bonding and
communicate unconditional support and regard) will increase thera-
peutic effectiveness. As with any treatment modality, EMDR should in-
terface with clinical skills, not substitute for them.

Forming a Bond with the Client

The clinician must establish a relationship with the client that includes a
firm therapeutic alliance, a recognition of common goals, and an un-
derstanding of the need for honest communication. Unless the client
and clinician have established a sufficient level of trust, EMDR should
not be used. Clients must feel that they will be protected during process-
ing and that, ultimately, they are in control. This can be done only if an
atmosphere of safety and confidence is established during the initial
sessions. Attaining this level of rapport may take many months with
some clients; for others, it will be a matter of one or two sessions. Re-
gardless of how long bonding takes, EMDR processing should not be at-
tempted without it, or the client may break off treatment during an ab-
reaction, refuse to continue EMDR, and perhaps terminate therapy
altogether.

The clinician should make sure that the client understands the im-
portance, during and between sessions, of the “truth telling” agree-
ments. If the client falsely informs the clinician that the emotional dis-
turbance is reduced (in order to “do it right,” to please the therapist, or
perhaps to end the treatment), there is a good chance that between-
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sessions disturbance will increase, and the client may be at risk without
the proper support. Because of the desire of many clients to please the
therapist, it is important to convey to the client that the clinician desires
an accurate report, regardless of its nature, even if the client wishes to
stop. The clinician should say something like the following:

“All you need to do is tell me the truth about what you are experi-
encing so I can make the proper choices. There is no way for you
to do EMDR wrong. Just give me accurate feedback about what is
happening. Also, you are the one in control. If you need to stop,
just let me know. Just tell me what is happening for you.”

Explaining the Theory

The clinician should provide clients with a general understanding of
EMDR theory in language they can understand. For most clients a brief
description, such as the following statement, will be sufficient: “When a
trauma occurs, it appears to get locked in the nervous system.” In addi-
tion, clients should be informed that this “locked information” often
gets triggered by a variety of reminders and is responsible for their fre-
quent feelings of helplessness, hopelessness, fear, and so forth.

Clients seem to respond very well to this description because their
own experience is often one of feeling that something is locked inside
them. For instance, client language often conveys feelings of being
“stuck” or “imprisoned.” Offering clients this explanation also helps re-
move the sense of shame and guilt they often feel at having been unable
to shake their symptoms. Placing the blame on the nervous system,
rather than on the client, is often a liberating step in its own right.

The clinician should tell the client that the eye movements appear
to allow the information to be unlocked and processed, perhaps in a
way similar to what occurs during rapid eye movement (REM) sleep,
and that using the eye movements while awake permits the negative in-
formation to be discharged from the nervous system in a more focused
way. Clinicians might use an explanation such as the following:

“Often, when something traumatic happens, it seems to get locked
in the nervous system with the original picture, sounds, thoughts,
feelings, and so on. Since the experience is locked there, it contin-
ues to be triggered whenever a reminder comes up. It can be the
basis for a lot of discomfort and sometimes a lot of negative emo-
tions, such as fear and helplessness, that we can’t seem to control.
These are really the emotions connected with the old experience
that are being triggered.
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“The eye movements we use in EMDR seem to unlock the ner-
vous system and allow your brain to process the experience. That
may be what is happening in REM, or dream, sleep: The eye move-
ments may be involved in processing the unconscious material.
The important thing to remember is that it is your own brain that
will be doing the healing and that you are the one in control.”

Testing the Eye Movements

It is useful for clinicians to test the client’s ability to make the eye move-
ments before targeting any disturbing material. Using finger move-
ments according to the guidelines in Chapter 3, clinicians should ask
the client to follow the movements and to give feedback on how com-
fortable this is to do. Clinicians can experiment to find the most com-
fortable distance from the client’s eyes at which to hold their fingers
and can then determine whether the client is able to execute eye move-
ments in various directions. The direction the client finds easiest is of-
ten the most successful during the processing phase.

Clinicians should also experiment with different speeds of eye
movement in each direction. Most clients seem to prefer a rapid rate.
Clinicians should make notes if they observe any difficulties during
these exercises or if the client reports any problems, including head-
aches, with any particular direction (this direction should be avoided
during actual processing). If the client is unable to follow the clinician’s
fingers in a tracking motion, the clinician should experiment with the
two-handed approach and with hand taps (described in Chapter 3) and
the other forms of stimulation.

This is a good time to tell the client that if she needs to stop during
processing, she can hold up her hand as a signal, or turn her head. This
gives the client a greater sense of control and is an important element
for client comfort and safety. If a client gives either of these signals, the
clinician should stop immediately, find out what the difficulty is, and
meet the client’s needs before resuming. Ignoring the client’s signal will
be antitherapeutic and can cause a permanent breach of trust.

This testing phase provides the opportunity to experiment with the
eye movements, assess any difficulties, and determine the preferred sig-
naling method. The clinician might, for example, give the following in-
structions:

“Let’s just experiment with the kinds of eye movements we use. If
you find them uncomfortable, just hold your hand up like this
[demonstrate] or turn your head away to let me know. Remember,
I just need accurate feedback about what you are experiencing.
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“As I hold my fingers up [demonstrate], just focus on them. Is
this a comfortable distance? [adjust for client comfort] Good,
now just follow my fingers with your eyes.”

Creating a Safe Place

In Chapter 4 the clinician was instructed to use a number of relaxation
techniques with prospective EMDR clients during the history-taking phase
and to plan to use EMDR only with those clients who responded favorably.
Some of the many self-control techniques are explained in Chapter 9.
However, I will include here one exercise that can be particularly helpful to
reassure the client that he can quickly recover his emotional stability dur-
ing any disturbance. The exercise is especially useful for a client who can-
not relax because he feels a need to remain vigilant, a need that may have
been conditioned during episodes of sexual abuse or in combat. PTSD
subjects in a study of EMDR (S. Wilson et al., 1995) reported that this exer-
cise was particularly helpful for them; we now suggest that some variation
(with an appropriate affect) be used with everyone. It also serves to set up
an initial positive association with the use of the eye movements.

The eight-step “safe place” exercise, to be described shortly, is a
variation of one of the guided visualizations included on the stress tape
“Letting Go of Stress” (Miller, 1994). If the clinician provides this tape
(or a similar one) to the client during the history-taking session, she will
be able to practice daily before EMDR processing begins. This can in-
crease the effectiveness of the exercise as a self-control technique.

The objective is for clients to create a safe place in their imagination
before processing. This emotional oasis can be used for a temporary
rest during processing, as an aid to closing down the disturbance in or-
der to end the session, and as a way to deal with disturbing material that
may arise between sessions. The clinician should allow the client com-
plete leeway in identifying a personal refuge and should carefully assess
the client’s reaction to it. Some clients try to use an image that is popu-
larly associated with a feeling of calm but is just the opposite for them
because it is too closely associated with a traumatic event. For example,
a client may try to imagine a beautiful beach and ignore the anxiety gen-
erated by the memory of being assaulted near the ocean as a child. Obvi-
ously, in this case another safe place should be found.

The eight-step exercise is as follows:

Step 1: Image. The clinician and client identify an image of a safe
place that the client can easily evoke and that creates a personal
feeling of calm and safety.

Step 2: Emotions and sensations. The clinician asks the client to focus
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on the image, feel the emotions, and identify the location of the
pleasing physical sensations.

Step 3: Enhancement. The clinician may use soothing tones to en-
hance the imagery and affect. He should take care to convey a
sense of safety and security for the client, who is asked to report
when she feels the emotions.

Step 4: Eye movements. The positive response is further expanded by
including a series of eye movements. The clinician should use
the direction and speed of movement that the client has identi-
fied as most comfortable and should say, “Bring up the image of
a place that feels safe and calm. Concentrate on where you feel
the pleasant sensations in your body and allow yourself to en-
joy them. Now concentrate on those sensations and follow my
fingers with your eyes.” At the end of the set the clinician asks
the client, “How do you feel now?” If the client feels better, the
clinician should do four to six more sets. If the client’s positive
emotions have not increased, the clinician should try alternative
directions of eye movements until the client reports improve-
ment. Sets are kept short, 6 to 12 movements apiece.

Step 5: Cue word. The client is then asked to identify a single word
that fits the picture (e.g., “relax,” “beach,” “mountain,” “trees”)
and to rehearse it mentally as pleasant sensations and a sense of
emotional security are noticed and enhanced by the clinician’s
directions. This procedure is repeated four to six times, along
with additional eye movements.

Step 6: Self-cuing. The client is then instructed to repeat the proce-
dure on her own, bringing up the image and the word and
experiencing the positive feelings (both emotions and physical
sensations), without any eye movements. When the client has
successfully repeated the exercise independently, the clinician
points out how the client can use it to relax during times of stress.

Step 7: Cuing with disturbance. To emphasize the preceding point, the
clinician asks the client to bring up a minor annoyance and notice
the accompanying negative feelings. The clinician then guides the
client through the exercise until the negative feelings dissipate.

Step 8: Self-cuing with disturbance. The clinician then asks the client
to bring up a disturbing thought once again and to follow the ex-
ercise, this time without the clinician’s assistance, to its relaxing
conclusion.

Once this exercise has been completed, the clinician should in-
struct the client to practice it at home every day by calling up the posi-
tive feelings and the associated word and image while she uses a relax-
ation tape or performs some other relaxation exercise (such as those

126 � EMDR �



reviewed in Chapter 9). Clients can then use the technique for simple
relaxation and stress reduction. Finally, before any EMDR session the
clinician should say to the client, “Remember, this safe place is always
available to you. Just let me know if you need to return to it at any
time.” The clinician should occasionally use the eye movements to rein-
force the safe place. This also maintains a positive association with the
eye movements themselves. Sometimes clients, especially in complex
cases, need access to other positive affects in order to engage in process-
ing. In that case, situations of “courage” or “strength” or any other
needed affect can be substituted in this exercise. See Appendix A for an
additional resource-building protocol.

Describing the Model

The clinician should remind the client that just as positive feelings are
available to him, so too are negative feelings of old memories stored in
his nervous system. When the client brings up the safe place, he experi-
ences the pleasant feelings; when he brings up the old memories, he will
experience the disturbing feelings.

It may be useful to explain to clients that the brain has stored the
disturbing event in a memory network in a way that isolates it and pre-
vents it from connecting with more useful, adaptive information and
that when EMDR processing begins, the appropriate connections are
made. In addition, in order to explain how other disturbing material
from the past can emerge unexpectedly and how resolution can take
place, the clinician can sketch a diagram that shows how memory net-
works can link up. For example, the clinician can draw a diagram similar
to Figure 7 and can then give an explanation such as the following:

“Disturbing events can be stored in the brain in an isolated mem-
ory network. This prevents learning from taking place. The old
material just keeps getting triggered over and over again. In an-
other part of your brain, in a separate network, is most of the in-
formation you need to resolve it. It’s just prevented from linking
up to the old stuff. Once we start processing with EMDR, the two
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networks can link up. New information can come to mind and re-
solve the old problems.”

The clinician then indicates, in a diagram similar to Figure 8, how
the two networks are linked.

Clients should also be told that when this disturbing material is un-
locked and allowed to process, the reservoir of negative emotions is
drained along with it. This explanation often gives the client the cour-
age to persist through the intense emotions that may arise during treat-
ment. The client should be told that, regardless of how disturbing the
emotions might be as they come up, “nothing negative is being put in.”
Instead, it is being let out. The client may be able to see that, rather than
“dying a thousand deaths” every day, she can help to be liberated by one
processing experience. The client needs to know that the unpleasant
sensations that may arise during treatment are simply a sign of the old
material leaving the nervous system.

It may be helpful to use the analogy of driving through a dimly lit
tunnel. If the driver wishes to speed through the tunnel, he’ll have to
keep his foot on the accelerator. If he takes his foot off the accelerator,
the car will slow down and merely coast. In EMDR the eye movements
(or other stimuli) appear to be like the accelerator. If the set is allowed
to continue, the processing can be accelerated and the unpleasant sen-
sations or emotions can be passed through rapidly. If the eye move-
ments are stopped prematurely, however, the unpleasant sensations
will be experienced longer. (Although the other forms of stimulation
can be used in these circumstances as well, I prefer the eye movements,
when possible, in order to monitor the client’s dual awareness.) Of
course, clients should be reassured that if they wish to stop for a mo-
ment, all they need to do is give the signal.

The clinician’s description of the EMDR model should include the
reassurance that, although unpleasant sensations and emotions may
arise during EMDR treatment, they are caused merely by the processing
of the old memories and present no current danger. It is useful in allay-
ing the client’s apprehension to say something like “Just because you
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feel fear does not mean there is a real tiger in the room.” The clinician
must state this in a manner that is nurturing and reassuring and in no
way dismissive. The level of fear and vulnerability that may surface for
the client can be extremely high, and this experience should not be min-
imized or trivialized. However, clinicians need to bolster their clients’
ability to withstand, as well as observe, their emotions without attempt-
ing to block or escape them. To warn the client that avoidance is coun-
terproductive, the clinician might say the following:

“Although unpleasant pictures, sensations, or emotions may come
up as we do the eye movements, you can stop the process when-
ever you want simply by raising your hand like this [demonstrate].
It is best to allow the eye movements to continue as long as possi-
ble, but if things feel too rough, we can stop and you can rest. The
idea is that if you want to drive through a dark tunnel quickly, you
keep your foot on the accelerator. If you take your foot off, your
car slows down and coasts. So, to get through unpleasant emo-
tions, keeping the eyes moving will get us through more quickly.

“As we do the sets of eye movements, try to remember that we
are only processing old stuff. It may feel real, but it’s just the old
memories locked in the nervous system. Just because you feel
fear, does not mean there is a real tiger in the room. The idea is to
let the brain become unlocked, and let the information process
through.”

Setting Expectations

It is useful to assure the client that nothing will be imposed upon him
during treatment, that the memories will be processed as a function of
his own self-healing capacity, and that he will remain in control and can
rest at any time simply by using the stop signal. It cannot be too heavily
stressed that if the client raises his hand for “stop,” the clinician should
stop immediately. Because most trauma victims feel they are personally
inadequate and have no control in their lives, the client’s fears and nega-
tive self-assessments are likely to be reinforced if the clinician persists af-
ter being told to stop. Regardless of the clinician’s intention, such a
breach of trust can undermine treatment benefits. Regardless of the
level of support being provided, the clinician cannot possibly know the
amount of pain being experienced by the client at any given moment in
the treatment. Therefore, it is crucial that the client have the power to
take a break on command.

The initial description of what can be expected in the treatment
phase provides reassurance for the client. The emphasis should be on
safety and joint participation. It is often useful to state to the client that
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while emotions and recalled experiences may arise, they should be seen
as merely transient, that it is as if the client is on a train and the experi-
ences are merely the scenery passing by. This explanation helps pro-
mote a sense of safety in that it connotes movement away from the pain
and suggests that, regardless of how real the experience may seem,
there is no real danger since the client is protected (i.e., he is inside the
train). Also implicit in this metaphor is the notion that even as the scen-
ery is noticed through the train’s window, it is already passing by.

The intent is to impress upon clients the idea that they should ob-
serve the experience rather than give significance to it. The objective is
to allow the experience to process, permitting sensations and emotions
to flow through consciousness without being afraid of the fear, which
can cause a retraumatization. The client should be told, in essence, “Just
let whatever happens, happen.”

The clinician should tell the client that while he is asked to start by
concentrating on an image, he will probably find it impossible to main-
tain this image. The idea is simply to begin by focusing on the desig-
nated target and then to allow the processing to occur during the eye
movements. The clinician should remember that the dominant belief
system of the client may emerge: For example, the client who has always
viewed himself as a failure can make statements such as the following: “I
must be doing something wrong; my eyes aren’t moving” or “I can’t
keep the picture” or “I’m thinking of something else.” The client should
be reassured that he is doing the exercise correctly.

The clinician should tell the client that the set of stimulation will
continue for a while and that she will then be asked for feedback; that is,
she should then describe whatever new or relevant information has
emerged. However, as with all EMDR instructions, the clinician should
avoid placing demands on the client about her performance, expected
treatment results, or the amount of time the processing should take. As
much as possible, the client should be placed in a state of mind where
she is willing to allow the processing to take its own course, rather than
attempting to make anything specific happen. If the client tries to force
anything to occur, the processing is likely to stop. To return to our met-
aphor, it is as if we are letting the train lay down its own track as it goes
along. Both clinician and client must try to stay out of the way as much
as possible. The clinician might, for example, say the following to the cli-
ent:

“As we process the information and digest the old events, pic-
tures, sensations, or emotions may arise, but your job is just to no-
tice them, just to let them happen. Imagine that you are on a train
and the scenery is passing by. Just notice the scenery without
trying to grab hold of it or make it significant. Remember, if you
need to take a rest, just hold up your hand.
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“We will start by asking you to focus on a target. Then I will
ask you to follow my fingers with your eyes. After we do that for a
while, we will stop and talk about anything that comes up. You
can’t keep a picture steady while the eye movements are going on,
so don’t try. When we talk, you just need to give me feedback on
what is happening. Sometimes things will change and sometimes
they won’t. I may ask if something else comes up; sometimes it
will and sometimes it won’t. There are no ‘supposed to’s’ in this
process. So just tell me what is happening, without judging
whether it should be happening or not. Just let whatever happens,
happen. Any questions?”

Addressing Client Fears

Whenever giving instructions, the clinician should be sensitive to non-
verbal signals of confusion from the client and should answer questions
as they arise. Case examples should be given when necessary to illus-
trate certain points. For instance, to explain how old memories impinge
on daily life, the client may be told of the woman who would feel terror
every time her employer got angry, because her father used to look at
her in exactly the same way before beating her.

It is important that the client understand the instructions, because
the clinician will use the same analogies during processing to reassure
or calm the client when disturbing material comes up. That is, it is easier
to remind a disturbed client to treat the material as “scenery passing by”
than to try to introduce the metaphor for the first time while the client is
strongly reexperiencing a memory. Please note that the sample instruc-
tions included here are only suggested; adjust the language and illustra-
tions to the needs of the individual client.

All of the client’s questions and doubts should be addressed, in-
cluding fears of going crazy, of not being able to handle the treatment
experience, or of “not making it back.” The clinician should assure the
client that although these fears are normal, these kinds of negative ef-
fects have never been observed with EMDR. Sometimes the client will
want to talk to someone else who has had EMDR treatment, read an arti-
cle about it, or otherwise obtain corroboration (see Appendix C for cli-
nician resources) before continuing treatment. EMDR should not be im-
plemented until the client is ready.

If the client declares an unwillingness to proceed with processing in
general or with any particular memory, that wish must be respected. If
the clinician resorts to high-level demand characteristics to impose
treatment, for instance, intimating that EMDR is the only way to heal
and that the client “should” engage in the treatment, negative results
are likely to occur. The client may remain anxious during the entire ses-
sion, break off treatment during an abreaction, or dissociate in order to
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escape the ordeal. If EMDR is not agreed on by the client and viewed as
an enterprise of joint participation, treatment should not proceed.

Sometimes a client is unwilling to concentrate on a particular mem-
ory because of shame or guilt. The clinician should reassure the client
that because the processing is happening internally, she need not di-
vulge the details of the memory; merely reporting the fact that she is
withholding something is sufficient.

This reassurance has been particularly helpful to rape victims who
are humiliated by their experiences, molestation victims who have been
threatened and warned not to tell, and combat veterans who are
wracked with guilt. With all such clients, processing can proceed satis-
factorily, even in the absence of specific details. Often, however, once
the material is sufficiently resolved, the client may reveal more about a
specific event. These revelations should not be discouraged, since it will
be very therapeutic for some clients to receive a response of uncondi-
tional support from the clinician. However, for other clients, this is un-
necessary for resolution, and they should not be prodded to divulge de-
tails.

The ability to process traumatic memories without the client pro-
viding a clear picture of the event can also be very helpful to the clini-
cian. Some clinicians have been vicariously traumatized (McCann &
Pearlman, 1990) by vivid client imagery. When a clinician has been
bombarded by highly detailed accounts of traumatic episodes, self-
administered eye movements or taped lightstream technique can be
used to minimize the negative effects. Self-administered eye move-
ments are contraindicated for personal therapy but can be very useful
for rapid reduction of minor stress. This will be explained in Chapter 9.

PHASE THREE: ASSESSMENT

During the assessment phase the clinician determines the components
of the target memory and establishes baseline measures for the client’s
reactions to the process.

Once the client has identified the memory to be treated, the clini-
cian asks the client, “What happens when you think of the incident?”
or “When you think of the incident, what do you get?” The client’s re-
sponse will provide a baseline on how he is currently encoding the infor-
mation. By the end of the treatment, the same questions should elicit a
very different response.

The client is invited to reveal whatever she desires and to state any
relevant parts of the memory. However, this aspect of the treatment ses-
sion need not be emphasized; as discussed earlier, successful EMDR
treatment does not require that the clinician be aware of all the details
of the memory. Remember, the client should not be pressured to reveal
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more details than he can comfortably handle. The clinician may need to
explain to the client that although other therapies he may have under-
gone required him to reveal all the explicit details, this is not necessary
for EMDR and that, instead of most of the session being used to discuss
what occurred, the time is spent in processing the disturbing informa-
tion. Therapeutic processing will start at an accelerated rate with the be-
ginning of the eye movements and will be done by the client’s internal
information-processing system rather than as a result of interaction
with or interpretation by the clinician. The client must feel comfortable
and safe in the presence of the clinician in order to experience or reveal
anything she feels is important. On no account should the therapist
make the client feel that her revelations are unwelcome or distasteful.

Selecting the Picture

After the client has described any relevant elements of the traumatic in-
cident, the clinician should ask him to designate a single image as the
initial focus for treatment. While the image does not have to be vivid, it
allows primary access to the memory network by representing a single
event rather than an abstract thought (such as the general idea of moles-
tation or military combat). While the client often cannot maintain the
image after the eye movements begin, it provides the initial link to the
neurologically stored information.

Specifically, the clinician asks the client, “What picture represents
the entire incident?” If there are many choices or if the client becomes
confused, the clinician assists by asking, “What picture represents the
most traumatic part of the incident?” When a picture is unavailable,
the clinician merely invites the client to “think of the incident.”

Remember, the image is only one manifestation of the disturbing
information regarding the event that has been dysfunctionally stored.
Although the image may be initially dissociated, indistinct, or blurry or
may become dissipated and unavailable after subsequent processing,
merely thinking of the incident causes the accessing and stimulation of
the targeted information. In addition, some clients do not think or re-
member events in terms of imagery. This assessment phase delineates
the most dominant manifestations of the incident (whether they be im-
ages, physical sensations, emotions, etc.) as the access points to the tar-
geted information. When simply asked to think of the incident, the cli-
ent stimulates her own subjective connections.

Identifying the Negative Cognition

The next step is to identify the negative cognition, that is, the negative
self-statement associated with the event. Although the event may have
occurred in the distant past, its evocation is likely to cause feelings of
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dysfunction and distress that feed the client’s negative self-beliefs. The
client is asked to isolate the present self-limiting or self-denigrating be-
lief about himself or his participation in the event. In other words, when
the stored information is stimulated, a variety of emotions emerge that
color the client’s present perceptions, and these emotions should be
verbalized in the negative cognition.

The client may have difficulty stating his negative cognition. He
may be embarrassed, anxious, or unclear about what is meant by belief.
It may help to explain to the client that these self-limiting assessments
are irrational and that there is likely to be a split between what the client
knows to be true and what he feels. Explaining that emotional responses
arise independently of logic and mature awareness is often necessary to
reduce the client’s embarrassment so that he can state his negative self-
belief. At times, it helps if the clinician tells the client, “State what you
think of yourself in your worst moments, even if you know it isn’t true.”
However, for most clients a simple understanding of the concept of ir-
rational negative beliefs is all that is necessary.

Specifically, the clinician asks the client, “What words best go with
the picture that express your negative belief about yourself now?” (In
some cultures it is preferrable to say: “How do you define yourself?” or
“What adjectives do you give yourself?”) When the client cannot specify
a negative self-statement, the clinician should offer a list of suggestions,
such as “I’m worthless/powerless/not lovable,” “I should have done
something,” “I will be abandoned,” or “I can never succeed.” It is impor-
tant for the clinician to use verbal and nonverbal cues that give the cli-
ent complete permission to choose or reject these suggestions. The cli-
nician might also write out a list of negative cognitions (reviewed in
Chapter 3 and Appendix A) and hand it to the client as a set of alterna-
tives. If these strategies are not successful, the clinician can ask, after in-
viting the client to hold the memory in mind, “What thoughts do you
have about yourself?” The clinician can then assist the client to formu-
late an appropriate negative cognition.

When the thoughts, emotions, or situation appear to be too confus-
ing or complex, it is appropriate to continue without the negative cogni-
tion. However, if at all possible, one should be specified. The assess-
ment phase itself, along with a simple negative self-statement that the
client perceives to be even slightly irrational, can greatly assist the thera-
peutic process. In addition, pinpointing the appropriate negative cog-
nition seems to allow that stratum of dysfunctional material to be more
fully accessed for subsequent reprocessing.

The clinician should make sure that the negative cognition is self-
referential, is stated in the present tense, and is a belief rather than a
description of circumstances. For instance, “I am powerless” is a good
negative cognition; “I was not in control” is not because it is merely an
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accurate description of the event as it occurred. The clinician should ex-
plain to the client that because EMDR cannot modify anything that is
factually true, it will not work to use EMDR on a statement such as “I was
powerless,” which is a truthful description of a past condition and can-
not be changed.

In addition to formulating a statement in the present tense, the cli-
nician must take care to avoid simple statements of emotion. For exam-
ple, while a statement such as “I am afraid” aptly describes the emotion
currently felt, it is not therapeutically useful for EMDR. The therapeutic
goal is to identify a self-denigrating or self-limiting statement that is in-
accurate by consensually derived standards of reality in the present.
The appropriate negative cognition would therefore be “I am power-
less” or, at least, “I am in danger” (if the primary problem is fear), which
is an irrational cognition, since the traumatic event actually occurred
long ago.

If there is a valid present reason for fear—if the rapist is still stalking
the victim, for example—EMDR will not shift the information verbalized
by the statement, because it is not dysfunctional. And since clinical re-
ports indicate that EMDR will not eliminate any healthy responses (such
as arousal necessary as an impetus to correct action), an alternate target
will have to be found. In the case of real danger, the client and clinician
will have to work through the appropriate real-life possibilities and then
attempt to reduce the excessive fear by focusing on a negative cognition
such as “I am powerless.” This excessive fear needs to be reduced be-
cause it may paralyze the client and prevent appropriate action. In one
case, after processing excessive fear about a man who had raped her, a
client decided to move to a new town because she could not get police
protection. Later it became clear how appropriate this solution was:
The rapist was arrested only after he murdered his next victim.

The clinician should take care not to accept cognitions that merely
verbalize sad or unfortunate childhood experiences. Remember, accu-
rate descriptions, regardless of the nature of the tragedy, will not be
changed by EMDR. A statement such as “Father didn’t love me,” “I
didn’t stand a chance,” or “It was unfair” should be adapted into an ap-
propriate negative cognition by asking questions such as “How does
that make you feel about yourself?” Typically, this will elicit appropri-
ate negative cognitions in the form of denigrating self-statements such
as “There is something wrong with me” or “I am not lovable.” For a neg-
ative cognition to be most effective, it should be stated in the client’s
own words and be accompanied by the significant associated affect.
Even if the clinician is capable of formulating a more elegant statement,
he should allow the client to use words and expressions that are familiar
to her and that elicit feelings that are congruent with the statement.

As with the positive cognition, the negative cognition should repre-
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sent a general statement about the self rather than about the specifics of
the event. For example, the client will be able to process more material
about a childhood experience if she uses the general negative cognition
“I am a failure” rather than the more specific “I fail in baseball games.”

Developing a Positive Cognition

Once the negative cognition is identified, the positive cognition should
be developed. The positive cognition is a verbalization of the desired
state (a self-belief that is a distillation of the positive affect) and is gener-
ally a 180-degree shift from the negative cognition. It is an empowering
self-assessment incorporating the same theme or personal issue as the
negative cognition. This self-assessment should be put in positive terms
that indicate how the client would prefer to think about himself cur-
rently, even though the disturbing event did happen.

Specifically, the clinician asks the client, “When you bring up that
picture/incident, what would you like to believe about yourself now? ”
(In some cultures it is preferrable to say, “How would you like to define
yourself?” or “What adjectives would you want to give yourself?”) When
possible, the positive cognition should include a self-referencing inter-
nal locus of control, thereby reinforcing the client’s ability to enhance
and incorporate a new feeling of self-worth and to make effective
choices, all of which are aspects of the optimal EMDR treatment out-
come. The positive cognition makes possible a generalization of the
positive self-assessment throughout the neuro network, which, through
principles of association, will presumably influence not only the client’s
perceptions of past events but his current assessments and expectations
for the future.

The positive cognition should be the most powerful statement the
client can conceive, even though it may be hard for him to believe at the
present time. In order to greatly increase the possibilities for high self-
esteem, it is important that the word “not” generally be avoided in the
positive cognition. For example, statements like “I will not fail” or “I am
not incompetent” do not offer the client a sufficiently positive evalua-
tion, nor do they stimulate and directly link to the appropriate positive
information stored in the client’s brain as strongly as do statements
such as “I can succeed” and “I am competent.” When possible, the posi-
tive cognition should incorporate a new self-assessment with implica-
tions for a positive future.

Exceptions to this guideline may be made when the overriding feel-
ing of fear in regard to a traumatic incident is the primary manifestation
of the dysfunction. In this case an appropriate positive cognition might
simply place the incident firmly in the past, since the constant intru-
sions and current state of fear are the most troublesome aspects of the
event. A useful generic positive cognition in this case might be “It’s
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over; I’m safe now.” In addition, as reviewed in Chapter 3, perpetrator
guilt may be dealt with by statements such as “I did the best I could,” “I
learned from it,” and “I can now make other choices.”

Once again, it is vital that clinicians determine the appropriateness
of the client’s positive cognition. Whenever possible, the clinician
should ensure that the positive cognition is a valid self-assessment or be-
lief regarding the targeted memory. Statements indicating wishful
thinking or an attempt to rewrite history, such as “I can trust everyone”
or “It never happened” will disrupt treatment effects. Any attempt to
utilize an untrue positive cognition will stop the processing. Clinical re-
ports have consistently indicated that EMDR will not allow the client to
incorporate into his belief system anything that is inappropriate or in-
valid. Because of this, clinicians should view with suspicion any positive
cognition that uses words like “always” and “never.” For example, state-
ments such as “I will always succeed” and “I will never fail” are inappro-
priate.

The clinician may have optimal positive cognitions in mind only
to have them rejected by the client as too unrealistic given her present
psychological condition. The clinician should be sensitive enough to
accept a statement that seems right to the client and most closely ap-
proximates a positive therapeutic direction. One client who was a vic-
tim of sexual molestation by her father wanted to use “I was an
abused child” as her positive cognition because it felt diametrically
opposed to her negative cognition of “I am a whore.” While the first
statement was obviously descriptive and not currently applicable or
overtly empowering, it was clearly the first step toward relieving the
client’s guilt about having participated in the molestation. Likewise, a
client may at first only be able to accept a positive cognition of “I can
learn to trust myself” before fully adopting the stance “I can trust my
own judgment.” Remember that once EMDR treatment is initiated, a
more suitable positive cognition may emerge or may be suggested by
the clinician, depending on client readiness. It is crucial, however, for
the client to feel in control of the situation; imposing negative or posi-
tive cognitions on him, regardless of how eloquent they are, is likely
to have a detrimental effect.

Rating the Validity of Cognition

Once the client has developed the positive cognition, the VOC level for
that cognition is ascertained to provide a baseline and ensure that the
positive cognition is actually possible (and not a product of wishful
thinking). The clinician asks the client, “When you think of the inci-
dent (or picture), how true do those words [clinician repeats the posi-
tive cognition] feel to you now on a scale of 1 to 7, where 1 feels com-
pletely false and 7 feels totally true? ”
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Sometimes it is necessary to explain further: “Remember, some-
times we know something with our head, but it feels differently in our
gut. In this case, what is the gut-level feeling of the truth of [clinician
states the positive cognition], from 1 (completely false) to 7 (com-
pletely true)?”

If the client reports that the desired cognition is no more than a 1,
the clinician should assess the statement for flaws in logic, applicability,
or ecological validity (appropriateness and validity within the client’s
present environment). While some EMDR clients will successfully as-
similate positive cognitions that are initially assessed at a 1 or 2, such a
low rating is often an indication of unsuitability.

As discussed earlier, the assessment phase has many positive ther-
apeutic effects built into it. However, if the client begins to abreact
during this phase, the clinician should not force the assessment to
continue but should instead initiate reprocessing. This is why the cli-
nician should provide the relevant instructions, theory, and meta-
phors to the client before the assessment phase begins. We expect
that the client will get progressively more stimulated as the assess-
ment phase progresses. The EMDR components (and the order in
which they are used) are specifically designed to access the dysfunc-
tional information. Once this is done, the client’s level of distress in-
creases accordingly, and the clinician should be prepared to engage
the client in the actual reprocessing to help alleviate the disturbance.
Therefore, while discomfort can arise even when identifying the
cognitions, the clinician should remain cognizant of the fact that
when measurements are taken of emotions and physical sensations,
the order of the measurements is designed to stimulate the target ma-
terial as well. Once activation is accomplished, the sets of stimulation
should be started immediately after a final reminder to the client
about the EMDR procedure and expectations.

Naming the Emotion

In order to complete the assessment of baseline measures and stimulate
the dysfunctional material, the client is next asked to bring up the image
of the event and hold it in mind, along with the negative cognition. Spe-
cifically, the clinician says, “When you bring up the picture (or inci-
dent) and those words [clinician states the negative cognition], what
emotion do you feel now?”

This convergence of the image and negative cognition will gener-
ally stimulate the dysfunctional material to a greater intensity than ei-
ther of the two alone. Clients are asked to name the specific emotion or
emotions that arise; this prevents confusion in case they subsequently
describe the reprocessing experience by primarily using the SUD Scale
(i.e.,by simply reporting a number after each set). Such a response
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might lead the clinician to conclude that nothing has changed, when ac-
tually the emotion might have shifted from guilt to rage to sorrow. The
clinician should also keep in mind that the SUD rating can rise dramati-
cally when new layers of emotion emerge.

Estimating the Subjective Units of Disturbance

After the client has named the emotion he is feeling, the SUD Scale rat-
ing should be determined. Specifically, the clinician should ask, “ On a
scale of 0 to 10, where 0 is no disturbance or neutral and 10 is the high-
est disturbance you can imagine, how disturbing does it feel now? ”

If there are a number of different emotions felt, the SUD rating is
given only on the total disturbance, not on each separate emotion.
Getting this rating gives a baseline reading not only to the clinician but
to the client as well. Even if the client’s traumatic memory is not fully
processed in one session, the SUD level at the end of the session will
generally have decreased. This can give the client a sense of accomplish-
ment, which is one of the goals of every therapy session.

Identifying Body Sensations

Next, the clinician asks the client, “Where do you feel it [the distur-
bance] in your body?” Clinical experience with EMDR has shown that
the responses of the body to a trauma are often an important aspect of
treatment. This question assumes that there is, typically, physical reso-
nance to dysfunctional material. Although it asks the client to deter-
mine where that body sensation is located, it is not necessary to ask for a
description of the sensation. In fact, doing so will actually stall the pro-
cedure by including irrelevant details.

A client who has difficulty assessing the location of the body sen-
sations should be coached (instructions will be provided shortly). One
of the benefits to the client of identifying the location of the body sen-
sations is that it provides the client with an alternative to the reliance
on verbalization inherent in most traditional therapies. That is, focus-
ing on the body sensation stimulated during successive sets frees the
client from the need to concentrate on painful thoughts or gory pic-
tures.

Identifying the location of body sensations during successive sets is
often necessary in order to assess the effects of EMDR processing, and it
also lays the groundwork for the next phase of the procedure. However,
the clinician should be aware that many clients may need sensation-
awareness training because they have learned to separate themselves
psychologically from their bodies, either as a result of continuing distur-
bance or in the belief that their needs will not be fulfilled.

Clinicians can assist some clients in locating body sensations by re-
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ferring them to their SUD score: “You reported an 8 SUDs. Where do
you feel the 8 in your body?” If the client is still unable to respond, the
clinician should gently offer additional help, such as the following sim-
ple, nonintrusive instruction:

“Close your eyes and notice how your body feels. Now I will ask
you to think of something, and when I do, just notice what
changes in your body. Okay, notice your body. Now, think of (or
bring up the picture of) the memory. Tell me what changes. Now
add the words [the clinician states the negative cognition]. Tell
me what changes.”

Most clients will be able to notice the tightening of a muscle or an
increase in heart rate or breathing. No matter how small a change the
client notices, this body sensation should be targeted. This, in turn, will
often increase the client’s awareness of other sensations.

The clinician should also stay alert to any response by the client that
denies body awareness while simultaneously revealing a physical sensa-
tion. For instance, when a client says “I feel numb,” “I feel blocked,” or
“I feel separated,” this indicates a specific set of sensations that have
taken on a particular emotional connotation mistakenly indicating a
lack of feeling. In response to such verbalization the clinician should ask
the client to locate the sensations (“Where do you feel blocked?”) and
then focus attention on them.

A few clients will be unable to identify a body location despite
coaching, and the clinician will have to adjust subsequent instructions
accordingly by asking the client to concentrate on the other compo-
nents of the target. One of the therapeutic goals, however, will be to
enable the client to gain greater access to physical sensations and emo-
tions. Frequently, this aim can be more easily achieved during repro-
cessing or after a number of the more formidable memories have been
treated.

IMPORTANCE OF THE COMPONENTS

At this point the client should be sufficiently prepared and the clinician
should have enough baseline information to commence with EMDR
processing. The next four phases of treatment (desensitization, installa-
tion, body scan, and closure) will be described in Chapter 6. Before con-
tinuing, however, remember that the clinician must pay careful atten-
tion to all components of EMDR procedures, since each component
may prove therapeutically effective. There are a number of reasons for
this, including the following:
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1. The use of negative and positive cognitions is a necessary ele-
ment for the most effective case formulation. In addition, identifying
and verbalizing the negative cognition gives the client an opportunity to
begin to observe the irrationality of his present beliefs, while the posi-
tive cognition offers him an alternative that serves as a light at the end of
the tunnel. This factor may inspire the client with courage and commit-
ment to treatment born of the belief that an alternative is indeed possi-
ble.

2. The use of the SUD and VOC scales provides the client with
quantitative data for a progress report, even in an uncompleted session.
The sense of accomplishment on the part of the client—and the sense of
accountability on the part of the clinician—allows for the progressive
evaluation of new blocks and goals.

3. The use of the physical sensations as a focal point for processing
allows clients who are inhibited because of the negative content of their
thoughts to concentrate on a factor that offers no negative personal
connotations. Further, it allows clients who have a tendency to become
bogged down because of overanalysis to focus on a factor that elimi-
nates their need to buffer negative affect.

4. Identifying the components of the trauma (image, cognition,
emotions, sensations, and so on), the sequential bringing to mind and
blanking out of the traumatic imagery, the use of metaphors and hand
signals—all are geared to convince the client that she is larger than the
pathology and can effectively remain an observer of its previously over-
whelming effects. This stance offers the client a greater ability to
achieve the sense of understanding, accomplishment, and control that
is an essential outcome of any successful therapeutic intervention. In
addition, the sequential, small doses of exposure while the client main-
tains a sense of control can aid the deconditioning process.

5. The eye movements themselves allow an apparent titration of
the negative affect of the target memory while simultaneously giving
the client a task he can accomplish effectively and, consequently, a
sense of self-efficacy. Although other stimuli are also effective, the
paired movement of the clinician’s hand and the client’s eyes may estab-
lish a sense of teamwork that can offer support during times of high dis-
turbance. In addition, the use of eye movements gives the clinician a
good indication of client attention to the task, which may be an impor-
tant benefit when treatment is carried out with highly traumatized cli-
ents who might otherwise dissociate into the material and stare fixedly
into space. The clinical attention to monitoring and maintaining the cli-
ent’s dual attention may be responsible for the comparative ease with
which clients handle EMDR processing, as opposed to the intensity of
hypnotically induced abreactions. Clinical comparisons of the two
states have indicated that EMDR processing is much less disturbing to

� Phases Two and Three � 141



the client, just as comparisons with flooding have indicated that EMDR
is easier on both client and clinician (see Boudewyns & Hyer, 1996;
Lipke, 1992, 1994, 1995).

The full assessment phase should be used, particularly in the early
stages of therapy, to ensure that all the accessible dysfunctional material
is processed in a controlled and contained manner. As previously men-
tioned, in some instances it may be necessary to drop the negative cog-
nition because the issue is too diffuse or disruptive (confusing, difficult,
or distressing) to the client’s process. However, this is the exception and
should be done judiciously. By focusing on one memory, with all the
component parts delineated, a straightforward accessing and process-
ing are generally able to take place. Although the dysfunctional neuro
network may be accessible through any one or any combination of
these components, attempting to process in this way at the early stages
can be detrimental to treatment effects. For instance, concentrating on
only a disturbing physical sensation can cause the client to move indis-
criminately through a variety of disturbing memories without the ap-
propriate cognitive framework or historical distance necessary to facili-
tate the appropriate clinical interventions described in later chapters.
At the latter stages of therapy, after most of the dysfunctional memories
have been resolved, this type of single component accessing can at
times be beneficial. However, clinicians are cautioned to utilize all the
components when possible, as it appears to result in the most effective
and efficient processing effects.

SUPERVISED PRACTICE

Instructors may wish to supervise exercises involving the preparation
and assessment phases. Specific attention should be given to using the
eye movements with the safe-place exercise and developing the nega-
tive and positive cognitions. Checklists and an additional protocol for
resource development are provided in Appendix A.

SUMMARY AND CONCLUSIONS

The second and third phases of EMDR treatment are a vital part of the
overall methodology. The clinical preparation for EMDR treatment in-
cludes the establishment of rapport and adequate bonding to give cli-
ents a sense of safety and foster their ability to tell the clinician accu-
rately and with sufficient information what they are experiencing once
processing starts. The preparation phase also provides the client with
information about treatment effects. After explaining EMDR theory to
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clients and setting their expectations (using instructions and metaphors
in terms they can understand), clinicians should carefully address all cli-
ent concerns. The safe-place exercise is an important element of the
preparation phase that will increase the likelihood of successful pro-
cessing. For more complex cases, the resource protocol in Appendix A
appears useful.

In Phase Three, the clinician should ascertain baseline measures on
the client’s current state (image, cognitions, emotions, somatic re-
sponses, SUD and VOC scales) before beginning accelerated process-
ing. The specific instructions given here to elicit baseline measures and
access the target material for processing are suggestions only. Clini-
cians should have sufficient understanding of all aspects of EMDR treat-
ment to enhance the instructions and metaphors if a particular client
needs more assistance in following the directions.

Clinicians should notice that most of this chapter is devoted to pre-
paring the client. This is an essential phase of EMDR treatment because
it sets up therapeutic conditions conducive to feelings of client safety,
which encourage exposure to the memory instead of the avoidance that
can maintain or exacerbate the negative effects of the initial trauma.

The assessment phase includes accessing the memory, which stimu-
lates the information stored at the time of the trauma. Clinicians must
remain cognizant of the fact that client distress may therefore increase
during this phase. The stimulation and initial processing have already
begun, even before the eye movements are used on the disturbing mate-
rial. Once again, EMDR is not limited to eye movements but includes a
variety of components, all of which interact to increase treatment effi-
cacy.

The ultimate goal of therapy is to increase the client’s sense of self-
esteem and self-efficacy. This can best be accomplished if the clinician
enhances these abilities at every phase of treatment. The client should
always feel empowered and in control of the treatment session. EMDR
is a client-centered approach in which the clinician acts as a facilitator of
the client’s self-healing process.

The next four phases of EMDR treatment, including the acceler-
ated processing of the target memory and closure, will be covered in de-
tail in Chapter 6.
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CHAPTER 6
� � �

Phases Four to Seven
DESENSITIZATION, INSTALLATION,

BODY SCAN, AND CLOSURE

The great thing in this world is not so much where we
are but in which direction we are moving.

Oliver Wendell Holmes

This chapter discusses the desensitization, installation, body scan, and
closure phases of EMDR. The first three entail the accelerated repro-
cessing of the target memory; the closure phase describes procedures
and information that should be used to debrief clients at the end of ev-
ery EMDR session. For each phase we review the conceptual material
(which should be augmented by the pertinent information in Chapter
3) and the clinical intention, along with suggested wording for client in-
structions.

The desensitization, installation, and body scan phases all involve
the accelerated processing of information. This chapter begins with a
description of the interactions that are applicable to all three phases.
Following this, instructions for each individual phase, along with perti-
nent process information, will be presented.

The present chapter offers some general guidelines for effective
processing. Clinical strategies for restimulating the system if processing
appears blocked will be covered in the next chapter, and advanced
methods for more disturbed clients will be covered in Chapter 10. The
material covered in this chapter should first be reviewed in a practice
session using a low-level disturbance before more advanced material is
targeted.

ACCELERATED REPROCESSING OF THE MEMORY

After the clinician has carefully prepared the client and assessed the
baseline information about the target, the stage is set for the acceler-
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ated reprocessing. As soon as the final step in the assessment phase is
complete (identifying the location of the body sensation connected to
the traumatic event), the clinician should review with the client how
EMDR works and stress the importance of not purposely discarding any
information. The latter point is particularly necessary with clients who
are working on an identified adult trauma. These clients may find a
childhood memory emerging during processing but may ignore it as
not being part of the problem. Actually, this early memory may be the
root cause of the client’s high level of distress and should therefore be
the focal point of the next set. It is critical to remind the client to notice
whatever comes up during processing and to report it accurately. Be-
cause time has elapsed since the explanation of the treatment was ini-
tially given to the client in the preparation phase, some additional re-
minders may be in order. The clinician should be alert to any signs of
confusion or hesitation in the client. A reminder may be worded as fol-
lows:

“Now remember, it is your own brain that is doing the healing and
you are the one in control. I will ask you to mentally focus on the
target and to follow my fingers with your eyes. Just let whatever
happens, happen, and we will talk at the end of the set. Just tell me
what comes up, and don’t discard anything as unimportant. Any
new information that comes to mind is connected in some way. If
you want to stop, just raise your hand.”

The clinician should then ask the client to keep the image in mind,
along with the negative cognition and an awareness of the body sensa-
tion. For example, the clinician might say, “Bring up the picture and
the words [clinician repeats the negative cognition] and notice where
you feel it in your body. Now, follow my fingers with your eyes.” Meta-
phorically, this is the equivalent of directing three laser beams at the
dysfunctionally stored material. Simultaneously holding all three ele-
ments in mind will usually intensify the level of response. This is done
only to establish an initial link to the dysfunctional memory; as soon as
the eye movements begin, new images, thoughts, and feelings will
emerge. For instance, after the first set, the negative cognition is gener-
ally not used again during processing (exceptions will be discussed in
Chapter 7). Similarly, the client should not try to hold on to the image
she started with. Its purpose is merely to serve as an initial focal point
for entering the memory network.

Immediately after the material is accessed, the clinician initiates the
sets of stimulation. The first set should number around 24 and, if using
eye movements, should be done horizontally (a set of 24 movements
has been found clinically to produce a marked processing effect in
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many clients). The initial set is used to determine whether the horizon-
tal direction is effective for the client (see Chapter 3 for a complete dis-
cussion of the number, direction, and speed of the eye movements). Cli-
nicians should gently reinforce the client’s effort by softly saying
“Good” during the set. This often reassures clients who are not sure
they are doing it right.

At the end of the set the clinician says, “Rest/let it go/blank it out,
and take a deep breath.” To “blank it out” clients are coached simply to
draw a curtain over the material. While doing this, they are not coached
to close their eyes because this could contribute to dissociation or
trance-like states. This refocusing period serves to interrupt the inten-
sity of focus and concentration and gives the client permission to rest,
reorient, and prepare to verbalize the new information plateau. Being
able to set the disturbance temporarily aside also tacitly teaches the cli-
ent that she is larger than the pathology and can be in control of her
own experience. Alternating eye movements and instructions also pro-
vides the client with small doses of exposure to the target and enables
the clinician to assess progress.

In order to increase a sense of bonding, the clinician might want to
inhale and exhale along with the client at the end of the set, after the in-
struction to take a deep breath. Such nonspecific adjuncts to treatment
play an important role in the positive therapeutic effects derived from
any method. It is important to maintain a sense of bonding and team-
work throughout the entire session.

When the client appears ready, the clinician reestablishes contact
by asking, “What do you get now?” or “What came up for you?” This al-
lows the clinician to get a readout from the client on any aspects of the
event that have shifted and on the current state of the targeted material.
The client will generally reveal new information, images, emotions, or
dominant sensations. The clinician can then judge if any reprocessing
has taken place. If the client says he gets nothing, the clinician should di-
rect him to think of the incident again by asking, “When you think of
the incident, what do you get?”

The intention here is to be as nondemanding as possible regarding
any particular aspect of the event so that the client can easily state what
is most salient and so that processing can continue between sets. For
some clients the focus will be a change in the image, for others a new in-
sight or shift in perspective, and for still others a marked shift in body
sensations. For that reason, the clinician should not say “What do you
see?” or “What are you feeling?” when trying to prompt a response.

The interval between sets is extremely important for many clients
because it provides the opportunity to put words to an internal experi-
ence and allows them to understand the changes more readily. The ac-
celerated processing can occur so rapidly during the sets that the client

146 � EMDR �



is unable to understand it fully until she can verbalize it. Regardless of
what the client says, the clinician should listen with compassion and un-
conditional support.

Since reprocessing will manifest itself differently in each individual,
the general statement “What do you get now?” allows clients to report
whatever appears dominant regarding a change in thought, feeling, im-
age, emotion, body sensation, new incident, and so forth. If a significant
change in any of the information is indicated, the same direction of eye
movement should be used for the next set. If there is no change, a differ-
ent direction of eye movement should be tried. As noted earlier, if the
processing still fails to occur or if information that has started to change
seems to get stuck and does not move after two or three different direc-
tions have been attempted, the clinician will need to consult the more
proactive material covered in Chapter 7 before proceeding.

An apparent lack of treatment effect may also mean that the client
is simply not amenable to processing in the office. However, even if
there has been little or no obvious processing, a closure and debriefing
should be done, as explained later in this chapter.

For most clients, some type of change will occur. Regardless of the
kind of experience reported, any change in material generally indicates
that processing is continuing. As long as this is so, the clinician should
refrain from making interpretive remarks. The clinician can confirm
the client’s experience by such nonverbal means as smiles or nods or by
comments such as “Good” or “Uh-huh.” Rather than attempting cogni-
tive restructuring or going off on a tangential explication of issues that
will become irrelevant once the problem is resolved, the clinician can
achieve the most effective treatment by asking the client to concentrate
on the new material for a new set. The intention in EMDR is to stimulate
the dysfunctional material, activate the processing mechanism, and al-
low information to flow along its natural course to adaptive resolution.
To best accomplish this the client must be allowed to remain within the
experience, that is, in touch with the sensory manifestations of the in-
formation.

The use of active listening—with the clinician stating, “What I hear
you say is . . .” and then repeating or paraphrasing the client’s words—
should not be used in EMDR. Although this technique is used widely in
other forms of psychotherapy, where therapeutic gains rely largely on
verbal reassessments, it is antithetical to EMDR treatment effects.
When the clinician repeats the client’s words, even a slight shift in into-
nation can change the meaning. The client is forced to step out of his ex-
perience sufficiently to interpret the clinician’s words, compare the cli-
nician’s statement to what is actually being felt, and then verbalize the
comparison. This form of cognitive interpretation, which takes the cli-
ent out of the emotional and sensory experience, can interrupt the pro-
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cessing. The clinician should not attempt to repeat or summarize, even
if the client has spoken for 5 minutes after the set; the client is aware of
his own key points and does not need them repeated. Asking the client
to keep his attention on what he just said (or, if the client is confused, to
the last thing he said) is preferable to the clinician’s trying to paraphrase
or reiterate the client’s words.

Another approach that can hinder rapid EMDR treatment is a clini-
cian-imposed attempt to explore the meaning of any symbols, memo-
ries, thoughts, feelings, and so on, that arise for the client during the
sets. Clients continually report new insights and understandings that
evolve naturally as the processing continues. For instance, when a new
memory emerges, it is assumed that there is an associative link to the
earlier material. Therefore, rather than asking the client “What do you
think that means?” or “Why do you think that came up?” the clinician
should merely direct the client to pay attention to the new memory dur-
ing the next set. Clients will generally volunteer pertinent cognitive in-
terpretations, or these can be discussed after the processing is com-
pleted. The clinician’s attempts to interpret each plateau can have a
detrimental effect on treatment by distracting the client from the stimu-
lated experience and replacing it with a cognitive digression. Keep in
mind that therapist interpretation is the hallmark of many forms of tra-
ditional therapy, all of which have had only limited success in the treat-
ment of trauma. In EMDR, a new cognition should be the manifestation
of a new plateau of processed information, not a clinician-imposed con-
struct.

When the client has revealed a shift in any part of the information,
her attention should again be focused with the instruction “Think of
that” or “Notice that” or “Go with that,” and a new set should be initi-
ated. At this point the clinician should use the client’s nonverbal cues
(e.g., widening or narrowing of the eyes, changes in pupil size or mouth
tension, etc.) to determine the length of the new set. The intention is to
bring the client to a new plateau of processing with every set. The clini-
cian should stayalert to theclient’s responses toascertainanynewaware-
ness or any lessening of suffering. Keep in mind that the new informa-
tion will register on the client’s face before she is cognitively aware of it.
Therefore, to enable the client to get an internal grasp of it, the clinician
should continue the set for a few seconds after noticing the new facial ex-
pression. These cues are best demonstrated in a practice session.

If pronounced emotion is evident, the clinician should continue
the set until it is apparent that new plateaus of information have been
reached. The clinician’s attention to nonverbal cues in the client’s at-
tempt to reach a more therapeutic plateau is particularly important for
abreactive responses, which will be dealt with more fully in the next
chapter. If the shifts in information are primarily cognitive rather than
emotive, the clinician should experiment to determine if the client re-
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sponds better with sets of 36 or 48 movements. (For some clients, a set
of less then 24 movements appears to give better results.) However, the
clinician should not concentrate on counting the movements but
should simply get a sense of the set’s approximate length; the clinician’s
attention should be on the facial expressions and other body cues of the
client.

While a SUD level should not be requested after each set, a good
guideline is that the equivalent of a change at least one SUD (on the 11-
point scale) should be evident in the client’s responses after each set.
Remember, however, that increases in distress can also indicate pro-
cessing. That is, new emotions or new associations can temporarily in-
crease the disturbance as the processing proceeds. Appropriately ad-
ministering the sets in response to the client’s nonverbal cues can often
be crucial in achieving therapeutic effect. This is why I strongly recom-
mend that the reader engage in practice and be instructed and super-
vised by a trained EMDR clinician before proceeding with a client. The
following sections will augment this instruction.

Clinical reports have supported the need to alter the characteristics
of the eye movement sets for best therapeutic results. Therefore, if
headache, dizziness, or nausea is reported, the client should be asked to
concentrate only on the disturbing body sensation while the direction
of the set is changed. This procedure often allows the physical sensa-
tions to dissipate. The direction of the eye movement should also be
changed if no shift in information is manifested. It has been observed
clinically that some clients only process if eye movement sets are done
in a certain direction, whereas others either process equally with all di-
rections or process only if the direction is changed at different times
during the treatment. The same appears true of auditory and tactile
stimuli.

Likewise, the length and speed of the set must be changed to ac-
commodate individual differences. Clinical reports have consistently
shown this to be the case, and possible explanations are explored in
Chapter 12. Changing the direction, length, and speed of the set may
cause different kinds of effects for different clients. When applying
EMDR, perhaps 40% of the time the proper application of the eye
movements alone causes a consistent reprocessing of the dysfunctional
information to an adaptive resolution. When the information does not
shift after repeated changes of the sets, other alterations (discussed in
the following chapters) must be made.

PHASE FOUR: DESENSITIZATION

For purposes of standardization, the fourth phase, which concentrates
on reducing the client’s disturbance (when possible) to 0 on the SUD
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Scale, is called the desensitization phase. However, while this term is
used to designate one phase of the EMDR procedure, it should not be
viewed too narrowly. Rather, desensitization, or removal of distur-
bance, is actually a by-product of the reprocessing, as is the positive re-
structuring of the cognition, elicitation of insights, and so forth. Mani-
festations of positive change on emotional, somatic, and cognitive
levels continue throughout the entire treatment.

For desensitization to occur, it is necessary to process the dysfunc-
tional material that is stored in all of the channels associated with the
target event. When an event is reprocessed, a variety of channels of as-
sociation may be revealed in consciousness. Each initial target is consid-
ered a physiological node to which other past experiences are linked. It
is assumed that the disturbance inherent within any target node is fu-
eled by the various channels of association.

Processing of the information in these channels can be evinced
through the observed shifting of the manifestations of the information
(image, affect, thoughts, sounds, sensations, or beliefs) while the client
remains focused on the target memory. For some clients, the shifts can
occur through awareness of other linked events or through a progres-
sion of insights. For many clients, treatment sessions will include a vari-
ety of these different forms of association. The clinician should be sure
to give the proper reassurances, when necessary, for client comfort but,
at the same time, should try to allow the processing to continue without
undue interference.

The clinician should keep in mind as a clinical heuristic the notion
of a target node with ancillary channels (see Figure 9). Each new aware-
ness of a shift is a sign of a domino effect of progressive processing
through the channel. The sets should be applied to each new sign of
progressive awareness until all the channels are “cleaned out.”

As each channel is accessed, there emerges a set of lawfully linked
associations. (These associations were explored in Chapter 2.) For in-
stance, some channels will include a shifting of manifestations of the
target incident, others will include a shifting of awareness through dif-
ferent incidents that are linked by the dominant emotions, still others
will be manifested solely by shifting beliefs, and yet others will manifest
new insights linked with other memories that serve as either examples
or counterexamples. In the last instance, a client may begin to accept
the fact that she was not responsible for being abandoned by her
mother and may remember scenes of happiness with her parents or
other family members; these memories may be interspersed with others
that incorporate the theme of abandonment.

Between each set the clinician should listen carefully to the client in
order to identify the next focus for processing. Depending on the cli-
ent’s response, the clinician will direct attention to the latest statement,
to some alternative aspect of the experience, or to a new target.
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The following examples illustrate dysfunctional information in as-
sociated channels that needs to be addressed. In all cases, once the
chain of association is exhausted, the client should be asked to return to
the original target for additional sets. This will reveal if new channels
need to be processed. When all channels are treated, the installation
phase (described later in this chapter) can begin.

Associative Processing

Clients report their experiences in terms of changing imagery, sounds,
sensations, emotions, tastes, or smells. If tastes or smells emerge, they
should be targeted immediately for successive sets. If these sets cause
them to fade without leading to another association, the original target
should be reaccessed.

Imagery

Most often, clients describe processing in terms of changing images. Re-
gardless of whether these are new memories or alterations of a single
event, the emerging material should become the focus of concentration
for a new set. Again, the clinician should not encourage any particular
way of reporting (e.g., by asking, “What do you see?”) because the client
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may be most attentive to new thoughts or other sensory stimuli. The fol-
lowing are generally observed client patterns involving shifts in imagery
and the appropriate clinical response:

New Memory. When the client reports that a new memory has
come to consciousness during the previous set, that memory becomes
the focus in the next set. If several memories are reported, the client
should be instructed to concentrate on the one he finds most disturb-
ing. If all the memories are reported to be at the same level of distur-
bance, then the focus should be directed to the last one to appear.

Some clients offer a seemingly endless stream of associated distinct
memories. It may be useful to ask these clients to return to the original
memory after each shift. However, this should be done only if 10 to 15
new memories are revealed sequentially after each set, a situation not
uncommon with war veterans. (Further research is needed to deter-
mine if a generalization effect occurs in such cases.)

In all cases, the clinician should note for subsequent targeting any
transient memory reported during processing that appears particularly
relevant or disturbing. Such memories may surface briefly and vanish in
one set. However, retargeting generally should not occur until after the
presenting memory has been completely processed. (This subsequent
targeting will be covered more fully in Chapter 8.) When possible, the
client should be allowed to take the lead by targeting the content of her
progressive consciousness as the information changes within each
channel. However, it is important to return to the original target for fur-
ther processing after a line of association has ended.

Image Changes. At times, clients will report a shift in the presenting
image (even though the incident remains the same) or an image without
any specific incident attached, such as a person’s face. If a negative im-
age emerges (e.g., mother scowling), it should be targeted with the next
set. If a neutral or positive image emerges (e.g., mother sitting in the liv-
ing room or mother smiling happily), a set or two may be added to see if
it will be strengthened, but the original image should be readdressed as
soon as possible, especially if it has occurred early in the session. If this
situation occurs later in the processing session, the sets should be con-
tinued on the positive image until the strengthening ceases. If the client
states that two images have emerged, one negative and one positive
(such as mother scowling and mother smiling), the negative one should
be targeted. This guideline is based on the assumption that positive as-
sociations will take care of themselves, whereas negative ones must be
processed. In order to ensure the lowest level of disturbance for the cli-
ent (e.g., if the treatment is not completed within a single session), as
many of the negative associations as possible should be processed.
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Once again, the dysfunctional channels must be “cleaned out” before
the positive associations can be permanently strengthened.

Incident Unfolds. When a trauma occurs, it becomes locked in the
nervous system in its originally disturbing form; clients often state that
the information feels “stuck” or always present. This is evident in many
clients who when asked to bring the memory of a particular incident to
mind find that the most disturbing part of the incident is the only one
available. For instance, when a woman who had been in a boating acci-
dent was asked to think of the incident, what emerged was the scene of
going under for the third time. Understandably, this was the most terri-
fying moment of the entire event, one that defined her subsequent
stress reactions. However, since the woman was currently sitting in the
clinician’s office, she clearly was not in danger of drowning. Meta-
phorically, it as if the entire incident is being played on a VCR that has
been put on “pause.” When the scene is targeted for processing and the
sets begin, it is not unusual for the incident to start unfolding, frame by
frame, as if the VCR had returned to “play.” For example, the aforemen-
tioned client reported seeing someone jump in the water and remem-
bered being grabbed and rescued, resting in the boat, being taken to
shore, and so on. Very often, the incident will even continue to include
the client’s subsequent experience (e.g., in the hospital) and any dis-
turbing family reactions. The client should focus on each scene in sepa-
rate sets, until resolution is achieved.

The actual aftermath of the initially identified traumatic event can
often be as disturbing as the trauma itself. For example, some rape vic-
tims have reported feeling grossly violated by hospital attendants and
police during the subsequent investigation. When the targeted incident
has not spontaneously moved to this portion of the event, it may be ap-
propriate for the clinician to elicit these channels, particularly if these
aspects were reported to be troubling during the initial history-taking
session.

Appearance Changes. Some clients will focus on a profoundly dis-
turbing aspect of an event that is represented by a single image. These
images are often reported as intrusive thoughts, flashback scenes, or re-
current nightmare images. During reprocessing, the appearance of the
image itself may change. As long as changes in appearance are being re-
ported (such as getting darker, brighter, bigger, or smaller or being
seen from a different angle), the sets should be repeated with the
changed image as their focus. Even if the picture is described as
“blurry,” the client should be asked simply to concentrate on it.

At times, the client will report that the image disappears although
some disturbance remains. When this occurs, the client should be told,
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“Just think of the incident” (and concentrate on the physical sensa-
tions). This allows the information about the event to be stimulated so
that reprocessing can be completed. It is important that the clinician
continue the sets until the disturbance is resolved and not assume that
the disappearance of the image signifies therapeutic success.

The client may have to be reassured that he can retain an accurate
memory of the event or of an individual even though a particular image
has disappeared during reprocessing. This is especially important for
the client who is grieving for a loved one, in which case he should be re-
assured that other images will still be available once reprocessing is
complete. The clinician should remember, however, that since the dis-
appearance of the pivotal image is a common occurrence, the legal ram-
ifications must be carefully evaluated before EMDR is used (a topic cov-
ered in Chapter 4).

Sounds and Thoughts

The clinician should be sensitive to any evidence that the target infor-
mation is being processed. While many clients report shifts in images,
the auditory and cognitive changes are no less significant. Thus, the fo-
cus can change with a sequence of new thoughts, thoughts that were ex-
perienced at the time of the event can emerge, or insights can unfold
without visual references. As long as the thoughts occur spontaneously
and progressively, the client is simply encouraged to note them for use
in subsequent sets. Once again, after an auditory or cognitive channel
of association has been successfully processed, the client should be in-
vited to reaccess the original target.

Negative Statements. When a new negative statement or idea
emerges, the clinician should ask the client where she feels it in her
body. This should be done before a new set is begun. This can reduce
the emphasis on the self-denigrating aspects of the statement. Gen-
erally, a new thought will emerge, and the sequence of question
(“Where do you feel it in your body?”) and set should be repeated.

The clinician should look for a progressive lessening of the negative
associations. If the same negative thoughts persist, the client may be
stuck (see Chapter 7) or “looping” and the clinician may need to use the
proactive version of EMDR, called the “cognitive interweave” (see
Chapter 10). Generally, looping is said to be occurring when the same
negative statements and a high level of disturbance are generated and
recycled over three consecutive sets and none of the suggested alterna-
tives in the next chapter have worked. New clinicians should disengage
with such a client and then resume with the proactive version of EMDR,
but only after they have had sufficient practice and supervision.
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Mismatches. A mismatch occurs when the client deliberately tries
to bring something to consciousness that is inconsistent with the cur-
rent level of affect. We assume that processing can take place when the
eye movements are done in concert with a conscious focus on the
aligned components of the dysfunctional material (image, thought,
physical sensation). After the clinician has coached the client to formu-
late a negative cognition that verbalizes the level of affect associated
with a target event and has asked the client to maintain awareness of the
physical sensations that are associated with the target, all these elements
(image, cognition, sensation) are held in consciousness. They can be
thought of as the equivalent of three laser beams directed at the physio-
logically stored dysfunctional material. If while experiencing a high
level of distress because of a trauma-induced sense of powerlessness,
the client attempts to comfort himself by adding an affirmation, such as
“I am powerful,” the mismatch between the affect and the affirmation
will generally cause processing to cease.

If the client unexpectedly reports after a set that she is thinking of
something pleasant, the clinician should determine if the client is delib-
erately attempting to evoke a sense of relief by the addition of a less dis-
tressing thought by asking the client, “Are you doing or saying any-
thing deliberately?” If this is the case, the client should be invited to
drop the mismatched statement and, once again, instructed as follows:
“Just let it happen, without judging or trying to force anything to hap-
pen.”

Please note, however, that positive statements can spontaneously
arise in direct response to the negative cognition, and these should not
be discouraged. For instance, without any deliberate attempt on the
part of the client, the words “I am fine” can emerge in response to the
negative cognition “I am terrible.” At times, the two statements will al-
ternate spontaneously throughout a set. However, this alternation does
not cause processing to cease. It is only problematic when the client
consciously attempts to orchestrate processing by inserting a positive
statement prematurely.

Positive Thoughts. If a new positive thought emerges early in the
treatment, the clinician should instruct the client to concentrate on it
when another set is initiated. However, unless a significant change then
occurs, the client should be directed to return to the original target. If
the positive thought is strengthened, additional sets should be adminis-
tered. It is especially important to focus on and strengthen new positive
thoughts that are particularly adaptive for the client before returning to
the target. When both negative and positive thoughts emerge simulta-
neously, the client should be directed to concentrate on the negative
one. Once again, the negative statement is associated with more dys-
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functional material that must be metabolized, whereas the positive
thought is connected to appropriate material that is progressing spon-
taneously toward integration. All the negative associations should be re-
processed before concentrating on a full integration. Therefore, if posi-
tive thoughts emerge during the later stages of processing, particularly
during the installation phase, the sets should be continued.

Insights. If insights become progressively more adaptive, the client
is requested to maintain awareness of her latest thoughts during the
next set. Regardless of what the client says, the clinician should merely
say, “Think of that,” and not attempt to repeat or explicate it. Allowing
processing to progress unimpeded can be extremely difficult for many
clinicians, especially when the client’s statements appear to have flaws
in logic or to reveal imperfect understanding. However, it is important
for the clinician to remember that the processing entails a transmuta-
tion of the dysfunctional material and a gradual linkup with appropri-
ate, useful self-enhancing information. Each statement is a verbaliza-
tion of the specific plateau of information and stage of processing. Until
the end of the EMDR treatment, each statement will be less than fully
adaptive but will set the stage for the next plateau.

If we remember the metaphor of a train progressing to each new
stop, it becomes clear that the client’s view cannot be completely func-
tional until the “last stop” of fully adaptive information is reached. Chal-
lenging the client or attempting to explicate his statements is equivalent
to asking him to get off the train. In EMDR we are attempting to stimu-
late the dysfunctional material and process it in an accelerated manner
with additional sets. The clinician should intentionally intervene only if
processing becomes blocked. (The appropriate timing and interven-
tions for blocked processing will be discussed in the next chapter.) Even
if a client has just given a lengthy discourse on the newly revealed infor-
mation, the simple instruction “Think of it” allows him to concentrate
on the most pertinent element of what was just reported. If the client
asks for instructions, the clinician should advise him to hold in mind the
last pertinent point made.

Sensation and Affect

Clients often report processing effects in terms of emerging and chang-
ing physical sensations or emotions. EMDR processing may release into
the client’s conscious awareness not only the physical sensations associ-
ated with a variety of emotions but the physical sensations stored at the
time of the traumatic event. For example, the rape victim may feel the
hands of the rapist and the accident victim may feel the crash of the car.
Special care must be taken when a client experiences painful affect or
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physical sensations associated with trauma. Instructions for working
with clients in abreactions that include high levels of disturbance will be
reviewed in the next chapter. However, regardless of the level of distur-
bance, as long as the material is shifting, the usual processing instruc-
tions apply.

New Emotions. When an incident is processed, a variety of emo-
tions may sequentially emerge. Whenever the client mentions a new
emotion, the clinician should ask, “Where do you feel it in your body?”
and should then begin another set. Specific emotions or a combination
of several emotions can arise and be dispelled within a single set, or they
can remain for the entire session. Because these emotions can be in-
tense, it is important to remind the client that they are manifestations of
old material, that, for instance, just because one is experiencing fear
does not mean there is actual danger. The clinician should not be sur-
prised if a low level of one emotion transmutes into a high level of an-
other. For instance, sorrow rated as 3 on the SUD Scale can easily turn
into a level of anger rated 8 on that scale. The new emotion should be
targeted without reference to the previous one. For instance, asking
“Are you also feeling sad?” may only delay processing.

It is preferable that the accelerated processing of emotions be done
in the office, but at times the client will continue to experience the emo-
tion in “real time” or a variety of emotions will spontaneously emerge
sometime after the session. The client should be given adequate de-
briefing (discussed later in this chapter) about EMDR, regardless of its
apparent effect. This is important because even when an incident ap-
pears to be completely processed, new emotions may emerge. For in-
stance, after the successful reprocessing of an incest memory, a client
returned the following week in intense grief and reported, “I have been
grieving for the death of my father. I never mourned him before.”

When a client describes feeling numb or dissociated, the clinician
should first ask him to locate the feeling in his body and then continue
the sets. The clinician should be verbally supportive and should reas-
sure the client during the sets by reminding him of the therapeutic pro-
cess. This can be a very frightening time for the client. Saying things like
“That’s it; just remember it’s the old stuff” can be very helpful.

Remember, however, that the client should be appropriately
screened for dissociative disorder before starting EMDR. If this has
been adequately done, feelings of dissociation are viewed as the next
layer of emotion that needs to be processed. Feelings of dissociation in
PTSD clients are not uncommon, because many clients dissociated at
the time of the trauma. However, the clinician should make sure that he
has not pushed the client too far, that is, into trying to dissociate to es-
cape the perceived ordeal of the EMDR session itself. When in doubt,
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stop and ask the client how she feels about continuing the session be-
fore proceeding.

Shifting Sensations. If the body sensations shift, the client should
be directed to focus on the new location during additional sets. Al-
though it is tempting, the clinician should not request an appraisal or
description of the sensation because this does not provide useful infor-
mation. In addition, if the sensation shifts, the clinician should refrain
from asking about the status of a sensation previously reported (e.g.,
“Do you still feel it in your stomach?”). The body scan will take care of
all remnants of physical sensation at the end of the session. To facilitate
processing, the clinician should in general ask the client as few ques-
tions as possible.

Assessment

Each line of association should be assessed to ascertain whether there
appears to be a progression, a sequential processing, that is therapeuti-
cally relevant. The dominant tendency is for the client to report new or
shifting information that is progressively less disturbing. However,
even if disturbance increases, reprocessing can be occurring owing to
the fact that another aspect of the memory is being experienced as it is
metabolized.

Clinicians can assume that a channel has been cleared out when the
client has become progressively less disturbed, when the associations
appear to have reached a reasonable stopping point, and when nothing
new or significant emerges after two sets of eye movements in different
directions. The clinician should be sensitive to the fact that a new image
or statement coming to the client’s consciousness may simply be at the
same plateau of information as the previous image or statement. For ex-
ample, if a client begins to access positive feelings about his mother and
reports scenes of different parties or luncheons they attended together,
these released memories, though pleasant, are not indicative of a new
plateau.

As the sets of therapeutically enhanced associations cease, the cli-
ent should be asked to retarget the original incident: “Think of the inci-
dent. What do you get?” Then a new set is initiated, even if the response
appears positive or clients believe there is nothing left to process. Of-
ten, the new set will open up an otherwise unexpected channel. Any
new channels should be processed according to the foregoing guide-
lines. At the end of each channel the clinician should ask the client to re-
turn to the original target.

If after retargeting the original incident and completing a set on it
no new associations are given and no new emotions, sensations, or im-
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ages are revealed, the clinician should recheck the client’s SUD level. If
the client reports a zero, the target is considered desensitized and the
installation phase can begin. Once again, however, the distinction be-
tween these phases is somewhat arbitrary, because the entire EMDR
treatment is considered a reprocessing and the desensitization and en-
hancement of positive responses are considered simultaneous by-
products.

While it is necessary to process all channels of revealed dysfunction-
al information before the installation phase begins, the clinician should
remain conscious of time. Arriving at the end of any given channel will
leave the client feeling less disturbed, but retargeting the original infor-
mation may open another channel with yet more disturbing material.
Therefore, if there are only a few minutes left in the session, a new chan-
nel should not be opened. The clinician may wish to go directly to the
closure phase if there is insufficient time to finish the processing. The
idea is to leave the client at the end of each session feeling empowered
and possessing a sense of accomplishment.

If the client reports a low SUD level (but more than zero) that does
not shift with changes of direction in two eye movement sets, an addi-
tional assessment is made. The clinician asks, “What emotion are you
feeling?” At times, clients will have become confused and will give a
SUD level to report a feeling of calm or well-being. If so, they should be
reminded to assess only disturbing emotions. If, however, the client re-
ports low-grade negative emotions, the clinician should ask, “What pre-
vents it from being a zero?”

A response revealing a blocking belief such as “If I’m too happy, I’ll
be sorry” will need to be addressed by a full EMDR treatment on a corre-
sponding memory. If the client’s response appears appropriate to the
situation (e.g., “I’m feeling sadness because my uncle died”), the instal-
lation phase may then be carried out.

The clinician should be careful not to accept prematurely a client’s
statement that seems to limit further progress. For instance, if a client is
working on a public speaking phobia, it might be tempting to leave him
with a low grade of anxiety, especially if the client states, “I guess I’ll
always be a little anxious in order to do a good job.” This kind of state-
ment may be merely a belief that is consistent with that plateau of
processing. Unfortunately, some clinicians may accept this kind of state-
ment and truncate the treatment because it parallels their own belief sys-
tem; however, some people can indeed make wonderful speeches feel-
ing anticipation and excitement, rather than anxiety, as the source of
arousal. Therefore, the clinician should acknowledge the client’s state-
ment and do at least two additional sets of different eye movements be-
fore accepting the limitation as an accurate statement. Stopping the sets
prematurely may leave important unexplored areas or unwarranted lev-
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els of disturbance. Limitations should be accepted only if they appear
reasonable and if two additional sets prove unproductive. SUD levels
higher than a 0 should be carefully examined to determine their ecologi-
cal validity before proceeding to the installation phase.

PHASE FIVE: INSTALLATION

After initial reprocessing has been achieved—with the accessed target
emerging at no greater than a SUD rating of 0 or 1—the installation
phase begins. Installation concentrates primarily on the full integration
of a positive self-assessment with the targeted information. This phase is
used to enhance the positive cognition and to link it specifically with the
original target issue or event. Since all of the information should have
shifted during reprocessing, the positive cognition is checked for both
applicability and current validity. The clinician asks the client to evalu-
ate the positive cognition she chose during the assessment phase; that
is, the clinician says, “How does [clinician repeats positive cognition]
sound?”

By this point in the session the client should have progressed dra-
matically in the way she feels about the original event. Because of a vari-
ety of new insights she may have far surpassed her own expectations
and may now view the event in a much more positive light than origi-
nally imagined. In other words, the positive cognition she desired at the
start of treatment may not be positive enough now. For instance, feel-
ings of failure and guilt in response to an early tragedy might have led a
client initially to choose the cognition “I learned from it.” At the end of
treatment, however, the client may come to realize that she in fact did
very well at the time of the event, and the more appropriate positive
cognition may now be “I am a worthwhile person.”

After the clinician repeats the original desired cognition, the client
should be encouraged to accept or change it or to substitute a better one.
It may be useful for the clinician to say, “Do the words [clincian repeats
the PC] still fit, or is there another positive statement that feels
better?” The clinician should also note whether a more therapeutic or
enhanced positive cognition has emerged during processing. If it ap-
pears more potentially empowering, the clinician should offer the new
positivecognitionto theclient ina tonethateasilypermits its rejection.

It is crucial that the client choose the positive cognition that is most
meaningful for her. However, it is the clinician’s job to assist in the ther-
apeutic process. Just as the clinician’s expertise in case formulation is
needed to help frame the initial negative and positive cognition, so too
is that expertise necessary to help the clinician create a new positive
cognition that sums up the processing experience and is particularly
useful and acceptable to the client. When offering a potential positive
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cognition that was not initially voiced by the client, the clinician should
be careful to frame it as a tentative suggestion only. No demand charac-
teristics should be used since the primary goal is the client’s sense of
self-efficacy. If the client accepts the suggestion, the installation can pro-
ceed after checking her VOC rating on the new cognition.

If the client accepts the original positive cognition, the clinician
should ask for a VOC rating to see if it has improved: “As you think of
the incident, how do the words feel, from 1 (completely false) to 7
(completely true)?” If the VOC has not increased, the positive cogni-
tion should be reexamined. That is, with the information now pro-
cessed, the client’s increased sense of self-efficacy should be reflected in
a strengthening of the cognition. If it is not, there is a good chance that
the proposed positive cognition is inappropriate, and a substitute will
need to be found.

After the VOC is checked, the chosen positive cognition is explicitly
linked with the previously traumatic event. By instructing the client to
“think of the event,” either the original image or the current manifesta-
tion will emerge. The instruction is a general one because the original
image may have disappeared or been replaced by one that is now more
pertinent. The client is then asked to hold the image in mind (if there is
no image, the client is asked to “just think of it”) while mentally repeat-
ing the positive cognition. That is, the clinician says, “Think of the
event, and hold it together with the words [clinician repeats the posi-
tive cognition],” and then leads the client in a new set. Afterward, the
clinician checks the VOC again, and the sets are repeated, with the
event and the positive cognition linked, until the VOC reaches 7, or
“completely true.” Once the client rates the positive cognition as a 7, the
sets are repeated until the cognition’s validity and sense of appropriate-
ness have reached maximum. The increase in validity may continue well
past the arbitrary level of 7 on the VOC Scale, since the client is often
initially unaware of how positive and right a cognition can actually feel.
It is often useful to coach the client in determining if the statement feels
“stronger” or “more solid.” The guideline for the installation phase is
that if the information continues to move further along the informa-
tion-processing track, the sets should be repeated. The greater the
client’s sense of validity of the positive cognition, the greater the poten-
tial for improved self-esteem and a generalized self-enhancement.

If with repeated application of different directions of eye move-
ments the client reports that the VOC level does not rise, the clinician
should investigate whether other associations are emerging that need
to be addressed. If the VOC does not progress above a 5 or 6, he is
asked, “What prevents it from being a 7?” The client will generally be
able to report the blocking belief, which might be as benign as “I’ll have
to go through it to be certain it can be true” or as dysfunctional as “I
don’t deserve to be healthy.” When an innocuous, nonproblematic
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statement is made, the clinician should proceed to the next phase, the
body scan. When a dysfunctional blocking belief is revealed and does
not remit with successive sets, the clinician will need to target it with a
full EMDR treatment on the associated memory that is driving the nega-
tive self-assessment.

Typically, until the early memories that cause the blocking dysfunc-
tion are reprocessed, a completely successful treatment of the original
target trauma cannot be attained. (The clinician identifies the target by
asking, “When is the first time you remember feeling this way?” See
also the floatback technique in Appendix A.) Once the early blocking
memory is reprocessed with desensitization, installation, and body
scan, the clinician should reevaluate the original target memory and
complete the installation. Generally, however, because of time limita-
tions, the clinician should wait until the following session to inaugurate
treatment on a new early memory. When this is the case, the clinician
should move to the closure phase (skipping the body scan) and adminis-
ter an especially careful debriefing. Any uncompleted session is liable
to increase the level of between-sessions disturbance, and no treatment
is considered successful without completing the body scan.

PHASE SIX: BODY SCAN

The Adaptive Information Processing model that guides EMDR prac-
tice posits that the dysfunctional material may have a discernible physi-
cal resonance (i.e., physical sensations that correspond to cognitive
processes) that can itself be targeted. Therefore, the sixth phase of treat-
ment, which concludes the accelerated reprocessing, concentrates pri-
marily on body tension.

Once the positive cognition reaches at least a 7 on the VOC Scale
(or perhaps a 6 if ecologically valid) and does not increase in strength
with additional sets, the client is asked to hold both the image and the
cognition in mind while mentally scanning her entire body to identify
any lingering feelings of tension or tightness or any unusual sensation.
The clinician might, for example, say the following:

“Close your eyes and keep in mind the original memory and the
positive cognition. Then bring your attention to the different
parts of your body, starting with your head and working down-
ward. Any place you find any tension, tightness, or unusual sensa-
tion, tell me.”

If the client reports any unusual physical sensations, they are targeted
with further sets. These sensations may disappear uneventfully with a
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few successive sets. On the other hand, focusing on body sensations at
this point can open other channels of information that must be pro-
cessed. These can include anger or grief that the pathology has existed
for such a long time. The body scan can also highlight major areas of re-
sistance stemming from the client’s fears of who he will be or what he
must confront if he lets go of his pathology. In addition, the body scan
may reveal other associated networks containing dysfunctional mate-
rial.

The importance of the body scan in the complete reprocessing of
the targeted event and associated material cannot be overemphasized.
Its importance is clearly illustrated in a case of a woman who was being
treated for performance anxiety and who had successfully reprocessed
a memory of having frozen during a presentation. When asked to do a
body scan, she reported a strange sensation at the small of her back,
which she rationalized as having been caused by sitting so long during
the session. When the sensation in her back was targeted with succes-
sive sets, however, the client suddenly exclaimed at the image that arose
of being molested by her uncle, who held her down on the bed with his
hand at the small of her back. Although this association was anticipated
neither by the clinician nor the client, it supports the hypothesis that
material stimulated by EMDR is lawfully associated. In other words, dys-
functional material associated with the presenting complaint of perfor-
mance anxiety (i.e., the client’s memory of freezing during a presenta-
tion) could logically be linked to a molestation where she would have
felt anxiety and distress at having to “perform.” While previously unre-
vealed, this kind of antecedent is often revealed to be the cause of a
seemingly innocuous presenting complaint. The clinician should not
automatically assume that traumatic material is at the root of a present-
ing complaint but should be prepared for the possibility that it will
emerge spontaneously. This underscores the need for the proper thera-
peutic alliance and for flexibility in clinical considerations, such as the
scheduling of extra time for processing sessions.

The body scan phase of treatment is completed when the client,
holding in mind the target event and the positive cognition, can men-
tally scan the body and find no residual tension. If a positive or comfort-
able sensation is reported, sets can be done to strengthen it.

PHASE SEVEN: CLOSURE

While the clinician should be scrupulous in attempting to clear the
channels of dysfunctional information, sufficient time to do so must be
allotted. Although a 90-minute session will be sufficient to process suc-
cessfully most traumatic material involving a single memory, this may
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not always be the case. This is why the clinician should always reserve
time to close the session with proper instructions, leaving the client in a
positive frame of mind and able to safely return home.

The clinician should never allow the client to leave the office in a
high level of disturbance or in the middle of an abreaction. Therefore, if
only a few minutes of the session are left, a new channel should not be
targeted and a body scan should not be done. A client may be feeling
fairly calm after the successful reprocessing of a single channel and may
have reached therapeutic insight regarding one chain of associations.
The client may also feel a sense of well-being at reaching a VOC level of
7 regarding a new positive attribution. However, targeting a new chan-
nel or the tension revealed in a body scan can set off a new chain of asso-
ciations that will require more than a few minutes to process. There-
fore, the clinician should always use good judgment regarding the time
requirements necessary to enable the client to leave the office in a stable
state.

Visualization

If at the end of the allotted time for the session the client is evincing any
signs of disturbance or is abreacting, the clinician should utilize hypno-
sis or a guided visualization to return her to a state of comfort. Clini-
cians who are unfamiliar with guided imagery techniques should learn
them before using EMDR. The safe-place exercise described in Chapter
5 may be used with most EMDR clients, since clinicians have consis-
tently reported positive effects from it. In addition, clinicians can use
segments of the audiotape listed in the reference section (Miller, 1994)
and the closure exercises reviewed in Chapter 9 for this purpose.

As noted before, clinicians should use a relaxation process, such as
the safe-place exercise, with the client in an early session, before pro-
cessing begins, a precaution that can give the client confidence about
her ability to stop the accelerated processing and bring the disturbance
under control. It is easier to use a previously successful relaxation
method with a client during the closure phase than to experiment with
new ones.

Safety Assessment

After using guided imagery, the clinician should assess the client for any
dissociation that would prevent him from returning to the here and
now or hamper his ability to negotiate the streets or drive a car. It may
sometimes be necessary for a client to remain in the waiting room for
some period of time until the clinician determines that there is no po-
tential for danger.
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While most clients can be assisted in closing down the incomplete
processing of a targeted event to a level that will be manageable until
the next session, in a small number of cases it will be necessary either to
see the client later in the day in order to complete the reprocessing or to
schedule an appointment for later in the week.

While a week is generally recommended between sessions to give
the client a chance to integrate the material that has been processed and
to identify new targets, some clients will need to be seen more often.
This is the case if many new disturbing memories are emerging or if the
client is in great distress because of an incomplete session. This is a
good time to assess the client’s potential for high-level disturbance and
to schedule a telephone appointment to check on his progress, if neces-
sary.

The clinician should keep in mind the cautions and guidelines cov-
ered in earlier chapters and rely on her own assessment of the client and
level of disturbance; there is no substitute for the clinical judgment of a
licensed clinician.

Debriefing and Log

It is important to give a debriefing to each client at the end of each ses-
sion. However, it is especially important to give a thorough, detailed de-
briefing if the material has not been fully processed, for there is greater
likelihood in this case that the client will continue the processing be-
tween sessions at a higher level of disturbance. In order to lessen the cli-
ent’s disturbance, the clinician should tell him that the target will be
reaccessed at the next session.

It is important to remind the client at the end of each session to
keep a log of any memories, dreams, thoughts, and situations that are in
any way disturbing. By keeping such a journal the client will be able to
report to the clinician any obvious targets that should be treated. In ad-
dition, the clinician may be able to use the journal entries to identify any
dysfunctional patterns of behavior that should be targeted.

The client should be told that it is important for him not to proceed
too rapidly and that further disturbance is part of the processing. While
this is actually the case, this statement also incorporates a paradoxical
intervention (Fisch, Weakland, & Segal, 1982) that helps the client to ac-
cept any disturbance as part of the healing process. Thus, the client can
be happy if no disturbance arises or if some arises. The client’s ability to
simply “let whatever happens, happen” is an important aspect of the
between-sessions condition.

If the debriefing is not properly done, the client may feel fine after a
session and assume that she is finished. However, if disturbance then
arises between sessions, she may view herself as “damaged goods.” Un-

� Phases Four to Seven � 165



less appropriate debriefings are given to ensure realistic expectations,
clients who have low self-esteem to begin with will look at this as another
sign of their failure, and suicidal ideation can arise.

It is vital that the client understand that, regardless of the nature
of the disturbance, it simply represents the continuation of the EMDR
domino effect. Sometimes images and memories may emerge and
sometimes only disturbing emotions. Regardless of the nature of
the distress, the client should just jot it down—without making it
significant—and then use a relaxation exercise. If the client has any ques-
tions, he should call the clinician. A proper debriefing will result in
fewer emergency calls (possibly fewer than the clinician has previously
experienced). A properly prepared client can observe, rather than suc-
cumb to, the distress.

Another reason for requesting that the client keep a log is that it
gives him another way to distance himself from the between-session dis-
turbances. By observing his own distress, the client is again tacitly
taught that he is larger than the pathology. He is asked to “take a snap-
shot” of the disturbance by jotting down a short description of what trig-
gered it and of any specific thoughts, emotions, physical sensations, or
images that came to mind at the time. This gives him the opportunity to
observe his own patterns and responses. In addition, instead of using
statements such as “I was afraid,” the client is asked simply to identify
the components of the fear. This begins to educate him that emotions
such as fear, shame, and anger are actually primarily physical sensations
that can be described and that can be changed. This educational pro-
cess is further implemented by asking the client to use a relaxation au-
diotape or safe-place exercise after writing the information into his log.

It is not necessary for the client to write a great deal in the log; what
is needed is only enough information to allow him to bring the circum-
stances of the disturbance to mind for discussion and possible targeting
during the next session (see Appendix A). The log can include dreams,
past events, present situations, or fears of the future. In order to bal-
ance the ledger it is useful to ask the client to note anything pleasant
that arises as well. Positive insights are also useful for treatment plan-
ning and direction.

Although the clinician may have a list of the client’s traumas de-
rived from the history-taking sessions, no new traumatic memories
should be targeted until the major reverberations from the old ones
have died down. In other words, if the client experiences a number of
nightmares obviously linked to the event just processed, the clinician
should target them during the next session. If a number of associated
images emerge or if the client reports a new perspective on the original
target that needs further attention, the clinician should help the client
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process this before a new trauma is treated. It is important to leave the
client in a state of psychological equilibrium. If ramifications of the
original target are still disturbing, these should be addressed before
processing new trauma material that may cause additional distress.
However, if another disturbing memory has just arisen or is now being
fixated, it should be addressed as part of the domino effect. The log
should be the immediate indicator of the target for the next session.

During the initial stages of EMDR therapy the emphasis is on
treating the most dysfunctional memories, which have set the ground-
work for the pathology. Along with the history taking, the log reveals
the most pertinent targets, including disturbing memories, dreams,
and associated incidents. Further uses of the log are reviewed in
Chapter 8, which covers the reevaluation phase, the eighth and final
phase of treatment. Chapter 8 guides the clinician through the ex-
tended application of the EMDR three-stage standard protocol (i.e.,
past/present/future) and discusses its appropriate placement in an
overall treatment plan.

Some clients will show little or no change from reprocessing in the
treatment setting. Nevertheless, the clinician should give the client the
appropriate debriefing and the instructions for keeping a log, even if no
obvious reprocessing has been accomplished. It is not unusual for a cli-
ent to be comparatively resistant to in-session treatment but to process
the material later. This unexpected processing can be highly disturbing
to clients, and clinicians should take care to ensure their safety regard-
less of the amount of change observed during the session.

Clients should be encouraged to use a stress-control tape daily as an
aid to relaxation and as a tool to deal with any disturbing thoughts or
emotions that might arise. A guided visualization or relaxation exercise
can be a stronger aid for most clients than attempts at unassisted cogni-
tive or behavioral modification. If commercial tapes are not available or
acceptable, the clinician can audiotape one of the closure techniques
given in Chapter 9 for the client’s home use.

Naturally, the client must be told to be prepared for any shift in
emotions or, conversely, for no change at all. The clinician should at-
tempt to instill in the client a sense of acceptance and objectivity (“Just
let it happen and merely observe”) so that changes are neither sought
nor forced between sessions. For many clients the time between ses-
sions is a period of additional insights; for others it may be a time of cha-
otic feelings and emotions. While the clinician may hope for signs of
successful processing by way of new insights or behaviors, if the client is
given false or undue expectations, any therapeutic benefit is likely to be
undermined. The general tone used is summed up in the following ex-
ample of what the clinician might say to the client:
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“Things may come up or they may not. If they do, great. Write
them down, and they can be a target for next time. If you get any
new memories, dreams, or situations that disturb you, just take a
good snapshot. It isn’t necessary to give a lot of detail. Just put
down enough to remind you so we can target it next time. The
same thing goes for any positive dreams or situations. If negative
feelings do come up, try not to make them significant. Remem-
ber, it’s still just the old stuff. Just write it down for next time.
Then use the tape or safe-place exercise to let as much of the dis-
turbance go as possible. Even if nothing comes up, make sure to
use the tape every day and give me a call if you need to.”

While this concludes an individual EMDR session, EMDR treat-
ment is not complete without attention to the reevaluation phase dis-
cussed in Chapter 8. EMDR is not a one-session therapy, and the clini-
cian should treat a client only when arrangements have been made for
appropriate follow-up and assessment of potential needs. Even if the cli-
ent appears to have successfully reprocessed a single-event trauma that
was the stated reason for seeking therapy, another session should be
scheduled for the following week. Without a follow-up appointment,
the client will be more apt to feel like a failure if new aspects of the mem-
ory arise that need to be treated; he may feel too discouraged to seek
further assistance. Therefore, the clinician should frame the next ap-
pointment as an integral part of treatment. Most clients can readily ac-
cept the need to complete EMDR’s eight phases if the clinician com-
pares it to the need to finish a prescribed bottle of antibiotics.

SUPERVISED PRACTICE

Before clients are treated, clinicians are advised to work with a trained
EMDR instructor in supervised small groups to practice the informa-
tion covered to this point by targeting old memories whose level of dis-
turbance is expressed as a 5 on the SUD Scale. Once the clinician is com-
fortable treating this level of disturbance, practice should be done using
the following chapters as a guide for treating more disturbing memo-
ries, for instance, those that are rated as a 7 or higher on the SUD Scale.
Once treatment has begun, more disturbing memories have a tendency
to start processing and to then become stuck or to produce an abreac-
tion response. Of course, the clinician should remember that targets
that seem quite innocuous at first can rapidly shift into more disturbing
material and should therefore ensure that the appropriate clinical safe-
guards are taken.
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SUMMARY AND CONCLUSIONS

The phases of accelerated reprocessing are the desensitization, installa-
tion, and body scan phases. Although these designations offer useful di-
visions, a lessening of disturbance, a restructuring of positive attribu-
tions, the elicitation of insights, and a decrease in body tension are part
of the whole reprocessing effect.

During the desensitization phase the clinician gives attention to
“cleaning out” the channels of dysfunctional information associated
with the target. Clinicians are guided during this phase by the client’s re-
ports, which should indicate changes on emotional, cognitive, and so-
matic levels. At the end of this phase the client should be able to concen-
trate on the target event with a SUD score of only 0 or 1.

The installation phase links the most adaptive positive cognition to
the original target and aims for a validity rating of 6 or 7 (or more if it
continues to strengthen) on the VOC Scale. It is important that the clini-
cian’s assessment of the client’s level of validity take into consideration
his current life circumstances, that is, that it be ecologically valid. Any
blocking beliefs revealed during this phase will need to be addressed
with a separate treatment directed at the memories that laid the
groundwork for the dysfunction.

The body scan asks the client to assess mentally the presence of any
residual physical sensations while the target event and the positive cog-
nition are held in consciousness. The sensations will be processed with
additional sets, which may reveal other channels of dysfunctional infor-
mation, including fears, anger, sadness, or resistance to change. A com-
pleted treatment includes a body scan that reveals no tension or associ-
ated sensations.

At the end of the session the clinician should make an adequate as-
sessment of the client’s safety, including his ability to leave the office
and to handle any emotional disturbance that may subsequently arise. It
is essential that adequate debriefing take place regarding the use of a
log and relaxation tape, both of which allow the client to observe, rather
than be caught up in, any new material that emerges, both within and
between sessions. If clients become too overwhelmed or lose their sense
of being ultimately in control of the process, they may terminate treat-
ment prematurely. In addition to the safe-place exercise described in
the previous chapter, appropriate closure exercises are described in
Chapter 9. The final phase of treatment, the reevaluation phase, places
the individual reprocessing session in the context of the overall treat-
ment plan (the reevaluation phase is covered in Chapter 8).

Clinicians new to EMDR should use the material in this book in a
supervised practicum with a trained EMDR instructor. Initial use
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should be on circumscribed old memories rated at no higher than a 5
on the SUD Scale. Events of higher disturbance than this often need a
greater amount of clinical intervention (see Chapter 7) and should not
be attempted until clinicians are comfortable with the basic compo-
nents of EMDR. Various clinical aids, including a list of negative and
positive cognitions, are found in Appendix A.

For information on authorized EMDR trainings, including gradu-
ate school programs, and the availability of training consultants, con-
sult Appendix C. Many facets of EMDR treatment, including cues for
the appropriate timing of successive sets, can only be conveyed in per-
son; the better qualified the instructor, the better prepared the clinician
will be.
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CHAPTER 7
� � �

Working with Abreaction
and Blocks

Our work is to keep our hearts open in hell.
Stephen Levine

This chapter presents strategies for reprocessing sessions with espe-
cially challenging clients. As these approaches are incorporated into
phases four through six, I have placed this chapter here, rather than
proceeding with our exploration of the final phase of the EMDR
treatment–reevaluation.

As discussed in the previous chapter, some EMDR clients report a
consistent reprocessing effect while focusing on a single picture,
whereas others report a variety of other associations stemming from the
original target. At the end of each set, the clinician must guide the client
by instructing her either to maintain awareness of the emerging mate-
rial or to shift her attention to something different. In addition, the cli-
nician may need to help the client determine what aspect of the target
to focus on during the next set or to help her formulate a new target.

The choices the clinician will be called on to make are decided mo-
ment by moment as the effects of each set are observed. Approximately
40% of the time the alignment of the standard components (image, cog-
nition, body sensation), together with the eye movements, will allow full
processing to take place. In the remainder of cases, a number of alterna-
tive procedural strategies are necessary for therapeutic effectiveness.

The challenges to which this chapter is devoted include clients who
are abreacting with a high level of disturbance and situations in which
the processing stops prematurely. Each EMDR therapy session is
unique in the kinds of subjective experiences displayed by the client.
However, clinical observations over thousands of treatment sessions in-
dicate that certain generalizations can be made regarding successful
therapeutic interventions.

This chapter begins with a discussion of procedural strategies that
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are useful during abreactive responses. As defined previously, abreac-
tions are the reexperiencing of stimulated material at a high level of dis-
turbance. The section on abreaction covers a number of important clin-
ical considerations and the decision points necessary for adequate
processing. The second half of the chapter includes instructions for
dealing with clients whose processing has stopped despite successive
sets of multidirectioned eye movements.

Clients with high levels of disturbance should not be treated until
the clinician is familiar with the strategies described in this chapter.
More advanced methods will be covered in Chapter 10, but these
should not be attempted until the clinician has adequately practiced
and is comfortable with the material presented here. Suggestions for
appropriate practice sessions will be offered at the end of the chapter.

ABREACTION

An abreaction is considered a normal potential part of the integrative
emotional and cognitive processing of any given target. Clinicians
should not view abreaction as either mandatory or unnecessary but
should accept it, if present, as an integral part of the client’s subjective
response during the processing of the dysfunctional information.

The clinician should remember (and should remind the client in
appropriate language) that the targeted memories are considered to be
information packages, which are stored in the nervous system with the
original perceptions and are held intact in state-specific form. When
memories are stimulated, the client may notice both the sensory cues
that were originally perceived and the thoughts that were occurring at
the time of the event. In addition, the physical sensations and emotions
that are part of the information about the targeted incident may also be
stimulated. Clients may experience these with an intensity that can
range anywhere from a duplication of the original experience to a mere
shadow of it.

The focus of the EMDR session is the targeting and accessing of the
stored dysfunctional information. Because the information is stimu-
lated, the original unmetabolized perceptions will be brought to some
degree of consciousness. When these are experienced at a high level of
disturbance, an abreaction is said to have occurred. However, since we
make no assumptions about the level of intensity necessary for suffi-
ciently processing a targeted memory, the client should not be encour-
aged to force an abreaction or to suppress one. The clinician’s ongoing
message to clients should simply be “Let whatever happens, happen.”
Attempting to force the client to conform to any clinical standard will
be detrimental to full therapeutic efficacy.
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It is important to note the specific way that EMDR defines abreac-
tion because the term has different meanings for different clinicians.
While abreaction as EMDR defines it includes a high level of distur-
bance, it does not include the element of dissociation usually seen in
hypnotic abreactions. When properly used, EMDR does not bring on
full flashbacks, because the client is coached to have a dual focus,
namely, an awareness of the past and a feeling of safety in the present.
In addition, unlike hypnosis, the EMDR abreaction does not continue
moment by moment in a “real time” reliving of the event. (Even in cases
of induced time distortion the hypnosis client will generally go through
each instant of the event sequentially.) However, the consensus of clini-
cians trained in both clinical hypnosis and EMDR is that the EMDR ab-
reaction moves four to five times more rapidly than in hypnosis, with
the client appearing to jump from one key element of the event to an-
other. Since the processing appears accelerated in EMDR, these ses-
sions can resolve traumas comparatively quickly.

Clinicians must take great care during the abreaction to maintain
the client’s sense of safety. The clinician must also be comfortable with
displays of intense emotion. Any fear or distaste the clinician might
have for the client’s response is likely to be communicated by tone of
voice and nonverbal signals. The client’s need for unconditional regard
and support is evident throughout EMDR work, but it is especially im-
portant during times of abreactions.

It is essential for the clinician to remember that stimulating target
memories allows the emotions that were locked in at the time of the
event to surface. For example, while the client may be 40 years old at the
time of treatment, the emotions felt may well be those of a child. Thus,
the helpless terror of a 4-year-old during a molestation or physical as-
sault may be reexperienced in all its original intensity. A client who has
tried to deny, wall off, or suppress these powerful emotions for 35 years
must be made to feel that it is safe to experience them in the clinician’s
presence. This is especially important since feelings of self-denigration
and self-blame, which are often inherent in the earlier experience, may
be stimulated during EMDR. It is the clinician’s job to help the client to
process old material without fear of rejection or negative judgments.

Any clinician who finds strong emotional responses distasteful
should not use EMDR, regardless of how innocuous the clinical presen-
tation may seem. The cause of many apparently straightforward pres-
ent disturbances is one or more quite traumatic earlier life events.
Therefore, regardless of the clinician’s expectation, targeting the pres-
ent dysfunction may cause the client to shift spontaneously to an earlier
memory at full abreactive intensity. If the clinician has not prepared her
for this, the client may try to suppress her emotional response, which
may cause retraumatization.
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Guidelines for Facilitating Abreaction

The guidelines in this section can help clinicians facilitate client prog-
ress through an abreaction. Some will be familiar to clinicians already
skilled in abreactive work with other methods, whereas others are
specific to EMDR processing. For clinical balance and client comfort, it
is useful to keep in mind the following fourteen points:

1. EMDR is not causing the client’s distress; it is simply releasing it. The
targeted event has been the source of continuous dysfunction in the
client’s life. It is the root of the presenting complaint, and the negative
emotions inherent within the experience have been triggered repeat-
edly (either consciously or below the conscious threshold) since the
event occurred. An abreaction during EMDR processing is a sign that
the dysfunctional material is being metabolized.

2. An abreaction has a beginning, middle, and end. Clinical observa-
tions have indicated that EMDR allows processing of abreactions to oc-
cur at an accelerated rate, indeed, much more rapidly than hypnotically
induced abreactions. While the client may be experiencing high levels
of disturbance, the abreaction will certainly not last as long as the
original experience; the client’s distress should begin to subside dra-
matically within the first 10 to 20 minutes (and less with the use of the
cognitive interweave described in Chapter 10). In most instances, the
traumatic memory will be substantially processed within a 90-minute
session.

3. In most instances, the abreaction is occurring as the information is be-
ing processed. Therefore, as the abreaction is successfully completed, the
source of the dysfunction is simultaneously resolved. EMDR abreac-
tions are not the same as reactions to flooding, which must be repeated
a number of times for therapeutic effect (Foa & McNally, 1996; Keane &
Kaloupek, 1982). While the clinician may have seen clients become
extremely disturbed during conventional therapies whenever a child-
hood trauma or recent assault was discussed, those emotions were signs
of the triggered disturbance and indicated the dysfunction; in contrast,
an abreaction induced by EMDR is a sign of the transformation of the
disturbing material and should therefore be viewed as a sign of emerg-
ing health. This is not to say that one abreactive session will necessarily
resolve the entire trauma. But if the information is processing, that ex-
treme level of distress will generally not reemerge in subsequent ses-
sions.

4. The clinician should maintain a position of detached compassion in re-
lation to the client. If the clinician becomes immersed in the disturbing
emotions or horror of the traumatic event, she may overlook important
decision points and interventions. The client relies on the clinician to
provide emotional stability and a sense of safety during the abreaction.
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On the other hand, the client also needs compassion; he will not be well
served if the clinician shows cold indifference to his evinced level of suf-
fering.

Finding the balance necessary for optimal clinical support in the
face of pronounced distress may be difficult for clinicians who are used
to more cognitive interventions. It may be useful for these clinicians to
recall a time when they offered support to a family member who was in
pain. In order to help, they had to be understanding and compassionate
while simultaneously using sound judgment. Some clinicians versed in
hypnosis or guided imagery prepare themselves for intense sessions by
visualizing the client surrounded by a “healing light” and themselves
surrounded by a protective “golden bubble.” For other clinicians, re-
membering the preceding three points of this list can help maintain a
balanced detachment.

5. To increase the client’s sense of safety, follow the “golden rule” of “Do
unto others . . .” That is, the clinician should ask himself what kind of sup-
port he would want if he were suddenly flooded with the emotions and
physical sensations of childhood terror. The answer will probably reveal
the importance of something that conveys an atmosphere of nurturing
and trust and makes him feel that it is safe to proceed. On the basis of
this assumption, the client should be continually reassured that the cli-
nician is calm, caring, unsurprised by the content of the abreaction, sup-
portive of its manifestation (regardless of how intensely expressed), and
responsible for the safety of the situation. This stance allows the client
simply to notice the material as it arises in consciousness and to “let
whatever happens, happen.”

In order to create and maintain this atmosphere, the clinician
should reassure the client during each set in a tone of voice that is both
soothing and supportive. Using expressions such as “That’s it” and
“Good,” encouraging the client to “just notice,” and reminding him
during sets that what he is experiencing is “just the scenery” can give the
client the courage and reassurance that EMDR is progressing as ex-
pected.

Because clients can observe the clinician’s reactions with their pe-
ripheral vision, the clinician should maintain an expression of calm,
sympathetic support throughout the processing. As mentioned previ-
ously, any nonverbal indication of fear, disgust, or displeasure on the
part of the clinician can be detrimental to the client’s sense of safety and
may severely limit his ability to complete processing.

6. Before treatment, clients should be reminded that they are safe in the
present. To allay fears of experiencing the traumatic event, it is impor-
tant for clients to remember that any disturbance they are experiencing
is being caused by the “old stuff” and that they are no longer in danger.
Clinicians should remind them that different aspects of the targeted
event can be observed and controlled in the same way that a videotape
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can be seen and controlled on a TV screen as the VCR operates: It is as if
the client is the one who holds the controls of the VCR, for when she sig-
nals the clinician by holding up her hand or turning her head away, the
clinician will halt the eye movements and the “movie” will stop. The in-
tention is to allow the client to feel the experience fully while still main-
taining a sense of control.

It is also helpful for clients to remember the metaphor of the train
ride, where the client is the passenger and the “old stuff” is the scenery.
Even though the client may experience emotions and physical sensa-
tions, as well as images, it is helpful to think of this as just the scenery
passing by. The client should remember that even as he notices this
scenery, the train has already safely passed.

Another useful metaphor, mentioned previously, likens EMDR to
driving a car through a tunnel. To get through the tunnel quickly, we
need to keep our foot on the accelerator. The accelerator in EMDR
treatment is the eye movement (or other form of stimulation), which
seems to speed up the processing of the information. If we take our foot
off the accelerator, the car will slow down and it will take longer to get
through the tunnel. Therefore, to get through the discomfort, the client
should keep her eyes moving as much as possible.

It is important to inform clients that even if they begin to cry, it is
useful to keep their eyes open and continue the eye movements so that
processing can go on. If they cannot keep their eyes open, the other
forms of stimulation can be substituted. However, it is mandatory that
clients be told that they can stop the processing at any time by using
hand or head signals. As usual, clinicians should honor those signals im-
mediately.

7. It is vital that the clinician read the client’s nonverbal cues to determine
whether the disturbing information has reached a new plateau and the set can
be ended. Ideally, the goal of each set is to move the client from one pla-
teau of information to a new plateau with greater therapeutic validity.
Clinicians can observe the achievement of a new plateau when the client
reveals (nonverbally) either a new insight or a dramatic decrease in level
of suffering. The nonverbal indicators may be changes in eye move-
ment, facial tension, body posture, breathing rate, or facial color.
Changes of this sort should be pointed out to clinicians during practice
sessions supervised by an experienced EMDR instructor.

Although nonverbal cues are good indicators of new plateaus, the
clinician should not stop the set immediately. New plateaus appear to
manifest themselves physically before clients are able to make the
conscious/cognitive connection. Therefore, the clinician should con-
tinue the set for 5 to 10 seconds after noticing the change in facial
expression in order to allow the information to become integrated.
Figuratively speaking, the clinician should allow the client time to climb

176 � EMDR �



up and onto the new plateau. Keep in mind, however, that the climb
may be too long and arduous to complete during any one set.

8. Clients’ nonverbal cues should also be used to ascertain if the set should
be ended before a new plateau is achieved. While the transmutation of infor-
mation appears to occur at an accelerated rate during the stimulation
sets, clinical observation has indicated that the amount of time between
sets is of great importance. The following are reasons for breaking the
stimulation into sets, rather than administering one continuous sequence:

a. To provide an opportunity for client feedback, that is, to assess
whether processing has actually occurred.

b. To enable the client to integrate the new information on a
verbal/conscious level.

c. To allow the client to experience any new revelations shared with
and reaffirmed by the clinician.

d. To reorient the client to the sense of present time and conse-
quent safety.

e. To provide the client with a rest so she can endure the physical
stimulation of an abreactive response.

f. To reinforce the notion that the client is larger than and in con-
trol of the abreaction through his ability to enter and exit the dis-
turbance at will.

g. To allow the client to reassure herself of the clinician’s ongoing
encouragement.

h. To allow the clinician to judge the need for additional clinical in-
terventions.

The length of the rest period after a set is determined by the needs
of the individual client, although this will probably differ from one set
to another. The clinician should never reengage the eye movements if
the client still needs reassurance and stabilizing. It is also important to
remember that processing continues during the rest period, albeit at a
slower rate. For this reason, clinicians should watch clients carefully to
ascertain whether an abreaction is starting again; if so, the sets should
be resumed.

9. The clinician should reinforce the client’s dual focus of attention. Cli-
nicians should remind clients to remain aware of the information being
processed internally while they simultaneously attend to any stimuli
presented by the clinician. In this way, clients can allow the information
from the past to be accessed and stimulated while remaining conscious
of their current safety (and the current task). On a physiological level,
this dual focus of attention may alter the stereotypical trauma response
and aid in the therapeutic adaptation. On a conscious level, the dual
awareness allows the client to maintain a sense of the present along with
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a connection to the resources of the therapist. This can increase the cli-
ent’s ability to withstand the emotional turmoil of the abreaction.

In addition to providing verbal reassurances, the clinician can en-
hance the client’s connection to present time by purposely changing
the direction and speed of the eye movements. For clients to be able to
follow the eye movements during an abreaction, the clinician may have
to make slower movements or cover a shorter range. When a client is
crying or showing other signs of high emotional disturbance, the clini-
cian may need to alter the eye movements to make it easier for the client
to follow the external focal point. Many clients cannot maintain the full
bilateral eye movement during strong disturbance and may falter if the
clinician attempts to speed up the movements. Take special care not to
instill a sense of failure in clients because of their inability to attain the
usual speed or range of motion.

In addition, if eye movements become too predictable, the client
may anticipate them and perform them mechanically while directing
her full attention to the dysfunctional material. This is detrimental to
processing and should be avoided by altering the speed of the eye move-
ments during the set. Thus, by following the clinician’s lead in slowing
down and then speeding up her eye movements, the client is forced to
remain conscious of the present environment. Changing the direction
of the eye movement randomly from one set to the next (but not within
an individual set) can also have this effect. Of course, the clinician
should be sure to use only directions of movements that facilitate
change for a given client. Remember that some clients will not process
at all with certain directions of eye movements. It is important for the
client to try to process the maximum amount of information possible
during each set while maintaining a state of psychological equilibrium
in order to feel encouraged to continue.

10. During the abreaction, clinicians should treat a sense of dissociation
as they would any other layer of emotion that presents itself to be metabolized.
Many clients dissociated at the time of the original trauma and report
seeing the event as if they were “up on the ceiling.” When this happens
during EMDR processing, the clinician should be able to discern the
true nature of the apparent dissociation as one of the following possibil-
ities: (a) the old feeling of dissociation that arises from the target mem-
ory and that will be metabolized by the sets, (b) a new dissociation that is
being triggered because the client has been pushed too far, or (c) a dis-
sociation that is the product of an undiagnosed dissociative disorder.

The latter two antitherapeutic dissociative possibilities have been
discussed in Chapters 4 through 6, and pains should have been taken to
avoid them. If they still occur, the clinician must stop the reprocessing
immediately and take corrective action. If, however, the problem is the
old dissociation, the clinician should ask the client to notice the relevant
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physical sensations and sense of dissociation and should assist her to
stay in the present as processing continues. This can be achieved by (a)
saying things like “Stay with me” or “You’re safe now”; (b) using ca-
dence sounds, such as “Yes, yes,” in unison with finger movements to fa-
cilitate forceful eye movement; (c) asking the client to pound on the
arms of the chair in unison with the eye movement; or (d) asking the cli-
ent to relate what is occurring in the memory being processed while do-
ing the eye movements.

11. Clinicians can try to decrease the client’s disturbance by inviting him
to engage in certain visual manipulations of the target memory. Emotional
distancing strategies that clinicians may use include asking the client to
(a) change the memory into a still photo, (b) change the memory into a
black-and-white videotape, (c) imagine the child victim holding the
hand of her adult self, (d) place a protective glass wall between the self
and the event, and (e) place a protective glass wall between the self and
the perpetrator, who is placed at a great distance. As the processing con-
tinues in this last case, the perpetrator is slowly brought toward the vic-
tim, with the glass remaining in place (Wolpe & Abrams, 1991).

However, for several reasons, clinicians should stay alert to the
need for additional strategies: First, not all clients are capable of the vi-
sual control necessary to make these adjustments; second, visual con-
trol can be lost during a set, allowing the level of disturbance to rise
again; third, if visual manipulation is used, it will eventually be neces-
sary to return to the original image in order to reprocess any informa-
tion that may remain in state-dependent form. The purpose of the vi-
sual manipulation is to find a vantage point from which the client can
observe the memory with a lower level of disturbance. Also inherent in
the client’s ability to manipulate the memory is the notion that the cli-
ent is larger than the disturbance and is actually in control. Remember,
however, that visual manipulation is used as a transition device. Ulti-
mately, the target information must be fully processed. This situation
will be covered more thoroughly in the next section of this chapter,
which deals with blocked processing.

12. To ensure the greatest possible emotional stability, the clinician
should encourage clients to make whatever personal arrangements are neces-
sary for the session or afterward. For instance, many clients choose to (a)
have a loved one pick them up after the session or (b) bring with them a
special object—such as a book, stuffed animal, or talisman—to give them
a greater sense of safety. Pets are not appropriate, however, since they
may be disruptive to the processing, particularly if they sense the
client’s disturbance. It is also not usually helpful to have other people
present during the processing session because of the possibility of dis-
traction, therapeutic splitting, or nonsupportive dynamics.

In order to reassure the client during disturbing processing, it is
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appropriate for the clinician to leave one hand available for the client to
grasp if an additional sense of connection or stability is needed. How-
ever, it is strongly advised that the clinician not move to take the client’s
hand or touch him in any way during an abreaction, since such acts may
feed into the sense of violation caused by the perpetrator or the trauma
itself. Remaining available to a client’s expressed desires is quite differ-
ent from intruding, which can lead to retraumatization.

13. Clinicians should change to auditory stimuli or hand taps, if appro-
priate. In some instances, the client is unable to maintain processing
with eyes open due to fear because of an association of hand movement
to prior abuse, or because of uncontrollable sobbing. When the client’s
eyes cannot track, the clinician should attempt to use either rhythmical
tones or hand taps. Great care should be taken when using these alter-
nate stimuli during an abreaction because they make it harder to notice
whether the client is dissociating. One advantage of the eye movements
is that the clinician is able to see when the client is beginning to associ-
ate too fully with the internal material because the eyes stop tracking.
However, for some clients, the hand taps appear to titrate the intensity
of response and thereby enable processing to continue when the distur-
bance is too high for adequate eye-movement tracking. The importance
of nonverbal cues is critical in this case, and the clinician must decide
whether processing is continuing from set to set.

14. When the client is not processing information, despite the use of eye
movements, hand taps, or auditory stimuli, the clinician should use strategies
designed to deal with “blocking.” A common form of blocking during
abreactions is “looping.” In this situation, instead of steadily progress-
ing from one plateau to another (or indicating no change), the client is
cycling around on the same plateau of information. Looping reveals it-
self when clients evidence a high level of abreactive distress and report
that the same emotions, sensations, images, and so forth, are recurring
in successive sets. Sometimes there is a slight decrease of distress, fol-
lowed by an immediate return to the same round of negative thoughts
and emotions. Clinicians should use the various strategies offered in
the next section to restimulate processing during blocking. Clients who
are looping will generally need the strategies covered in Chapter 10.

If Abreaction Persists

If all of the foregoing suggestions and those covered in the following
section on blocked responses have been tried during an abreaction and
have met with failure, the clinician new to EMDR should use the safe-
place exercise (see Chapter 5) or one of the closure procedures de-
scribed in Chapter 9 to disengage. The more proactive version of
EMDR, which is needed to continue processing, is given in Chapter 10.
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However, remember that this book is to be used initially as a textbook
with practice sessions supervised by a trained EMDR instructor. The
more proactive version of EMDR should be attempted only after the
clinician has become practiced and adept in the EMDR variations
reviewed in the present chapter.

STRATEGIES FOR BLOCKED PROCESSING

The strategies offered in the rest of this chapter can assist the clinician
to restimulate processing that has become stuck. Those listed in the
next section, entitled Primary Target, maintain the client’s concentra-
tion on manifestations of the original target. The suggestions given in
the section entitled Ancillary Targets for Blocked Processing focus on
contributing factors that may be causing the block. These factors
should be explored because continued client distress may indicate the
need to reprocess different material before returning to the original
target; they should be used if the strategies in the earlier section have
been unsuccessful in activating processing. However, the clinician
should stay alert to the possibility that alternative strategies from both
these sections may be necessary for a given session.

Primary Target

This section offers variations in procedure that the clinician may use to
direct a shift in client focus regarding the immediate target when the re-
processing effect appears to have ceased. The clinician should assume
that processing has stopped when the information has not reached the
appropriate desensitization level but is unchanged after two consecu-
tive sets.

As will be explained shortly, the first two technical variations are a
change in the eye movements themselves and a concentration on only
the body sensations. If these variations prove ineffective, additional
strategies are required. The underlying principle is to “jump-start” the
brain by asking the client to deliberately shift consciousness in a way that
typically occurs spontaneously when processing is successful. These sug-
gestions are the product of many hours of clinical observation, but the
list is not exhaustive. After developing expertise with EMDR, clinicians
shouldfeel free toaddnewvariations fromtheirownclinicalexperience.

Keep in mind that the more proactive version of EMDR will be nec-
essary for some clients, particularly those who dissociate. This version,
described in Chapter 10, should be used only after working with the
more basic version of EMDR for at least 8 weeks (or approximately
30 sessions) following appropriately supervised practice. To use the
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proactive version of EMDR effectively, the clinician will need enough
practice to become comfortable implementing the information in
Chapters 4 though 9 and enough experience to obtain a general sense
of the client response baseline. Clinicians not meeting this criteria
should terminate the session with appropriate closure if a blocked cli-
ent does not resume processing after all of the variations in this chapter
are tried and should switch to other forms of treatment until they have
had supervised practice in using the proactive version.

The following variations are listed in the order of their utility. In all
cases of blocked processing, the change in eye movement and attention
to body sensation should be tried first.

Altering the Eye Movement

If the client’s response remains the same after two eye movement sets,
the clinician should change the direction, length, speed, or height of the
eye movements, gradually moving up and down in a horizontal plane.
Combinations of changes may prove to have the greatest success.

Focusing on Body Sensation

Body sensations may be a manifestation of the affect or physical sensa-
tions experienced at the time of the event. Some of the most useful
strategies for restarting processing involve attending to various aspects
of sensation, as explained in the following paragraphs.

All Sensation. Clinicians should ask clients to drop the image and
the thoughts and to focus primarily on their bodies and should direct
them to concentrate on the attendant physical sensations while the eye
movement sets are systematically altered.

The Primary Sensation. If processing does not resume and the cli-
ent reports many body sensations, she should be directed during the
next set to concentrate on the most pronounced sensation, again with-
out image or cognition.

Unspoken Words. Certain kinds of body tension can indicate the
need to voice unspoken words, that is, the cries or statements the client
held back during the trauma or in childhood during abuse. When
clients appear to be experiencing emotions of anger or betrayal (or
physical sensations congruent with these states), the clinician should
ask them to say whatever they want out loud or to themselves. This is
particularly useful if the client reports tension in the jaw or throat, since
cries for help or of anger are often choked back for fear of reprisal.
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Once the client is prompted to verbalize these unspoken words and
focus on them in the next sets, processing can resume at the former ac-
celerated rate.

The clinician must be careful to maintain a supportive and encour-
aging demeanor, regardless of the client’s words. When intense pockets
of rage are tapped, clients may visualize or describe horrendous atroci-
ties toward the perpetrator. Clinicians should assure clients that these
feelings are natural and that it is much better to let them out than to
keep them bottled up. It is essentially the powerlessness of childhood
rage (or the frustration of adult rage) that has finally been tapped. The
clinician should communicate that the client’s verbalization carries no
moral stigma and will do no damage. Therefore, regardless of what the
client says to the (imagined) perpetrator (e.g., “I’ll cut you up”), the cli-
nician should act as a cheering squad for the verbalization itself. By con-
tinuing the sets, the anger and fear that suppressed the no longer un-
spoken words can be resolved. Obviously, the clinician will need to
debrief the client before the end of the session about his present feel-
ings and proposed actions. It is vital that the clinician discourage the cli-
ent from attempting a confrontation with the perpetrator if the old ma-
terial has not finished processing.

There are many options for clients to speak these unspoken words
out loud or to themselves either during or between sets. If the client ver-
balizes between sets, her statements should be mentally rehearsed dur-
ing the next set. They should be repeated with successive sets until they
are said firmly and without fear. While it is preferable for the clinician
to hear such statements himself to judge their timbre and volume for a
sense of resolution, the client may be too inhibited to make a statement
out loud. If so, she should be asked to verbalize internally during the set
and to use the hand signal that indicates the desire to stop when she is
finished. The clinician should extend the set until the hand signal is
given. The client should then be asked how she feels, and her response
should tell the clinician whether repeated verbalization and more sets
are needed. In addition, clinicians can assist clients to state their decla-
rations strongly by asking them first to mouth, then whisper, and then
vocalize the statements in a progressively louder voice with each succes-
sive set.

This powerful intervention can greatly enhance the clinical treat-
ment. By this means, the abuse victim is often able for the first time to
make a declaration of independence from a parent or perpetrator. It is
important,however, that theclient’s statementsevolve fromthehelpless
fear of childhood into an adult perspective that includes the appropriate
placing of responsibility (i.e., on the perpetrator) and an understanding
of present safety. The statements and the sets should continue until the
client feelsboth justificationandconvictionwithout fearorself-blame.
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Using Movement. As noted before, physical sensations can be a
manifestation of affect or simply the sensations experienced at the time
of the target event. For instance, during experiences involving fear or
anger the client may have inhibited certain body reactions, such as strik-
ing out at someone. Therefore, when the client feels tension in any area
of the body, indicating, for example, that it was suppressed during the
original experience, he should be encouraged to act out the associated
movement, such as striking out.

One client whose processing was blocked reported great feelings of
anger at her father for humiliating her at her prom, and as she talked of
it her hands and arms became very tense. Because it was clear that her
hands were curling into fists, she was urged to punch out if she felt so in-
clined. The sets were repeated as she punched out in front of her and
processing resumed.

This manifestation of physical sensation is similar to the unspoken
words phenomenon. With both, the principle is to allow the stored in-
formation to be adequately processed, which includes a stimulation of
the suppressed emotions, statements, and physical actions. Allowing
these to be vented during the sets appears to increase the rate of pro-
cessing. However, clients should feel safe enough within the therapeu-
tic alliance to express anything that emerges, because trying to suppress
the material can cause retraumatization. The only restriction is the cli-
ent’s agreement not to injure herself or the therapist during reprocess-
ing. This strategy has proved successful, even with the most explosive
veterans in Veterans Affairs Medical Centers.

Pressing the Location. When processing appears stuck and the pri-
mary manifestation is a body sensation that will not shift and there are
no attendant thoughts or images, it can be useful to have the client phys-
ically press his fingers into the location of the sensation. Increased pres-
sure will often cause the emergence of an image or thought about an as-
sociated memory, which should then be targeted (Martinez, 1991). The
clinician can achieve the same results with many clients by simply asking
them to close their eyes and fix their entire attention on the location of
the sensation. Whatever image or thought appears should then be tar-
geted. If nothing emerges, it may be useful to return to the original tar-
get for processing.

Scanning

Once again, if processing stops, the clinician should specifically instruct
the client to change the focal point of the next set. Successful processing
will often involve a variety of elements spontaneously coming to con-
sciousness. When blocked material must be artificially stimulated,

184 � EMDR �



clients are asked to do deliberately what has been spontaneously gener-
ated by other clients. It is presumed that in this way the neurophysiolog-
ical connections will be made that allow information processing to re-
sume.

Visual Cues. The clinician should ask the client to scan the incident
for something that is currently more upsetting than the original target.
For instance, when a rape victim is first asked to focus on the most up-
setting part of the memory, she might concentrate on seeing the mo-
ment of vaginal penetration. In successful reprocessing, other aspects
and events during the rape might spontaneously emerge. However, if
the reprocessing effect ceases after the initial scene is targeted and only
some of its emotional disturbance has eased after successive sets, the cli-
nician should ask the victim to review the entire rape in her mind to see
if she notices another aspect of the event that is particularly disturbing
now. At this point the client might report more distress about the at-
tempt at oral penetration. Once identified, this scene is brought into fo-
cus for a set. Quite often, this will allow reprocessing to continue and
the emotional distress to decrease. The clinician may need to invite the
client to shift her visual focus to another part of the memory several
times before desensitization is complete. Before installation, the domi-
nant manifestation of the event should be elicited and checked for com-
plete processing by asking the client to return to the original target.

Sound Effects. If reprocessing stops, clients should be invited to
search for a sound effect that may be particularly disturbing. Take, for
instance, the case of the Vietnam veteran who had awakened to find
that his men had released a prisoner so that they could shoot him in the
back as he ran into the jungle. During reprocessing, the client’s SUD
level dropped to 5 but seemed stuck there. When he was asked to scan
his memory for a sound effect, he noticed that the sound of the M-16
gunfire seemed to increase his anxiety dramatically. When the clinician
asked him to focus on the sound of the rifle alone during the next set,
the client’s SUD level dropped further. The successful intervention hav-
ing led to the end of a channel, the client was asked, as per the usual pro-
cedure, to return to the original target for further processing.

Dialogue. Another aspect of the memory that may not have
emerged spontaneously and that may have to be sought is the dialogue
that occurred during the event. When clients who are targeting a mem-
ory of physical abuse are invited to scan for what was said, they often
find that it is the verbal abuse that is now significant. By focusing on the
perpetrator’s words and their own physical reactions, clients can reacti-
vate the processing during subsequent sets.
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Alterations

When strategies in which the client concentrates directly on the per-
ceived memory are unsuccessful, the clinician may ask him to alter his
focus of attention or the target itself. For instance, having the client
imagine the event or its associated aspects in a different way (see the fol-
lowing paragraphs) during the sets may restimulate processing. Clini-
cians have not reported problems for clients when the target memory is
retrieved after treatment is completed. Clients still know what actually
happened, regardless of the alterations they made (whether deliber-
ately or spontaneously) during processing. However, as always, the cli-
nician should eventually ask the client to return to the original target for
final reprocessing.

Appearance of Image. Attempting to alter the image itself can allow
processing to resume. Some clients in EMDR treatment can success-
fully restimulate processing by making the image brighter, smaller, or
more distant, or by changing it to black and white. Once again, this in-
volves asking the client to do something deliberately that happens spon-
taneously during EMDR for others. The clinical caution is that clients
must have good visualization control to implement this alteration and
that the original manifestation of the memory, without the superim-
posed distortion, should be retargeted to effect full reprocessing. Often
the image distortion will shift spontaneously back to its original form
during subsequent sets. Whether it is retrieved spontaneously or delib-
erately, the original image will usually generate much less disturbance
once the altered image is sufficiently desensitized.

No Action. Another strategy of visual alteration is to request the cli-
ent to visualize the perpetrator (or other person causing distress) but
not his actions. This usually reduces the disturbance and allows process-
ing to resume.

Even when successful processing has been achieved, focusing on
the perpetrator but not his actions produces a more complete general-
ization, particularly with children (see Chapter 11). Perhaps because
there are comparatively few associated experiences in the neuro net-
work of a child, asking children to imagine the perpetrator the way he
was usually dressed, without focusing on any particular action, pro-
duces a rapid generalization effect. This is especially true if the most
salient memories have already been processed. For instance, a 5-year-
old abuse victim revealed only three traumatic events, all of which were
successfully reprocessed. However, she had many more memories,
since the abuse had occurred over many months. Because the perpetra-
tor habitually wore a red gown and mask when violating her, the child
was asked to envision him simply standing in that attire. She did so while
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approximately seven eye movement sets were administered. After a sin-
gle treatment her presenting complaints of bed-wetting and nightmares
ceased.

Hierarchy. Another visual alteration is the creation and use of a
treatment hierarchy, a procedure that achieved psychological repute by
its use in systematic desensitization (Wolpe, 1991). Essentially, clients
are asked to make the target event less disturbing by imagining an alter-
ation of it in terms of time or distance (e.g., “Imagine the spider two
blocks away rather than on your arm”).

Thus, an abuse victim can imagine a glass wall between himself and
the perpetrator, or the perpetrator can be made to appear more distant
and only gradually brought back to the original location. While initial
processing can be successful with these manipulations, be sure to re-
turn eventually to the original target so that it can be completely pro-
cessed without distortion.

Redirecting to Image. When different events have emerged during
processing in a particular channel, one specific event may appear to
cause a high level of disturbance. In subsequent sets the client may start
concentrating on thoughts or feelings about that specific event. Pro-
cessing continues until the client’s feelings or thoughts reach a state of
mild disturbance and then will not shift any further. When this occurs,
redirect the client’s attention to the image of the last significantly dis-
turbing event that emerged. This can reintensify the experience, and
processing can resume.

Redirecting to Negative Cognition. As indicated in the last example,
an incident may appear initially disturbing, but may then become less
upsetting as subsequent tangential thoughts emerge. If processing ap-
pears stuck, it may be useful to reintroduce the original negative cogni-
tion in conjunction with the image of the last disturbing event. This can
restimulate the dysfunctional material and allow it to continue process-
ing.

Adding a Positive Statement. When the processing becomes stuck
at a low level of disturbance, the clinician may invite the client to add the
statement “It’s over” during a set. This often gives the client a greater
sense of safety and allows processing to resume. In addition, the clini-
cian can invite the client to introduce the positive cognition during the
set. This may prompt spontaneous insights about secondary gain issues,
or it may bring up fears about adopting the positive cognition, which
must be addressed. In other instances, the SUD level will automatically
drop without bringing up additional cognitive material. The positive
cognition should be used only with material that is stuck at a low level of
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disturbance. An attempt to introduce it prematurely, when there is a
high level of disturbance, can backfire, leaving the client feeling worse
and believing that the positive cognition is not true and probably never
will be. Clinical observation indicates that under the usual circum-
stances EMDR will not allow a false statement to be considered true; in
this case, however, the processing itself is stuck and the dominant feel-
ings will generate beliefs on that plateau.

Checking the Positive Cognition. Because clinical reports have indi-
cated that EMDR does not appear to allow the assimilation of untrue,
unrealistic, or ecologically invalid material, the clinician should reassess
the appropriateness of the positive cognition if a client is not processing
appropriately during the installation phase. This reassessment is man-
datory if the client begins to become agitated during the sets that focus
on the positive cognition. Another reason for increased agitation at this
point in processing may be the stimulation of a blocking belief. The in-
vestigation of this factor is covered later in this chapter in the section en-
titled Ancillary Targets.

Return to Target

If the associations appear to stop in a given channel, the clinician should
direct the client to return to the target for additional sets. In addition,
the final stages of reprocessing include a return to the target with sets
performed to (1) ascertain if there are additional channels of dysfunc-
tional information, (2) inaugurate the installation phase, and (3) com-
plete the session with the body scan.

Since all proposed interventions are exploratory, the clinician
should take care to offer each as a possibility rather than as a surefire so-
lution. An open-minded clinical stance is mandatory because each cli-
ent processes as a unique individual. There is no guarantee that any par-
ticular suggestion will be acceptable or appropriate. In addition, when
properly applied, EMDR will not allow anything to be incorporated into
the client’s schema that is contradictory or inappropriate to that client’s
ecologically valid beliefs. If this is tried, the client will either become
more anxious or openly reject the material. It is crucial that clients not
be placed in a conflict between their inner perceptions of truth and the
demand characteristics of the clinician.

Ancillary Targets

The strategies discussed in this section require an even higher level of
clinical acumen and experience in identifying the appropriate target.
As noted earlier, EMDR can only interface with clinical skills, not substi-
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tute for them. When a client has not been able to resume processing by
shifting focus regarding the target event, there is the possibility that
other factors are contributing to the disturbance.

The clinician must identify the problem areas and deal with them
by offering the proper reassurances and, when necessary, reprocessing
the residual blocks. Sometimes returning to the original target will have
to be postponed to another session while in other cases only a few mo-
ments will be needed before returning to it. In either situation the client
should be reassured that redefining the focus of an EMDR session is
part of the overall clinical strategy, just as a long-distance runner would
make adjustments for new terrain along a course. The clinician may
need to do a closure exercise with clients to be able to discuss any prob-
lems that arise and may need to arrange an action plan.

Feeder Memories

Feeder memories are untapped earlier memories that are contributing
to the current dysfunction and blocking processing of it. Let us start our
discussion of feeder memories by reviewing some background mate-
rial. The initial history-taking session is used to identify long-standing
patterns of client dysfunction and the original events that set them in
motion. The suggested EMDR protocol for most presenting complaints
(explained in detail in the next chapter) has three stages: first, targeting
the original material; second, targeting the present stimuli that elicit the
current dysfunction; and, third, incorporating a positive template that
will initiate the accelerated learning of healthy new behaviors for
appropriate future action. I arrived at this protocol because when I
experimented in 1987 with first targeting clients’ current dysfunction,
I discovered that most people spontaneously remembered earlier expe-
riences during the sets and that those who stayed fixated on the present
situation often became more anxious and their processing remained
stuck.

Applying the underlying principle that processing can be un-
blocked by having the client do something deliberately that has already
emerged spontaneously during successful processing, I asked those
first EMDR clients to scan for an earlier memory that incorporated the
negative cognition. Once such a memory was identified and success-
fully treated, I found that the current dysfunction was much less dis-
turbing and much more amenable to processing than before. Asking
the client to find an earlier memory by means of the negative cognition
has become an important strategy to unblock processing. It should be
one of the first options considered by the clinician when it is necessary
to process a client’s memories from adulthood. (See the floatback tech-
nique in Appendix A.)
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The client may have no idea that an earlier dysfunction is related to
his current experience. In these cases, if the negative reaction to pres-
ent stimuli is targeted first, the client’s disturbance may actually in-
crease and none of the variations previously suggested in this chapter
will reduce it. Here’s an example:

A client desired an EMDR session to allow her to feel calmer at
work, where she had been experiencing great distress whenever her
boss got angry with her. After first confirming that her distress was inap-
propriate (she was not in danger of being fired), the clinician targeted
her situation at work. The client reported high levels of anxiety, along
with an annoying but unidentifiable sensation in her foot. Despite a tar-
geting of various sensations and the use of several strategies for blocked
processing, the client’s high level of disturbance remained unchanged.
Finally, the clinician asked her to focus on the negative cognition “I am
in danger” while scanning her childhood to identify another occasion
when anger meant danger. After a few moments she reported a vivid
memory of her father angrily throwing her against the refrigerator
door. When this memory was targeted, processing began in earnest (the
sensation in her foot, where her father had injured her, first increased
and then disappeared). Once processing of this memory was com-
pleted, the client found the present situation with her boss less disturb-
ing and was able to process it more easily.

While many clinicians will undoubtedly suspect that a client’s inap-
propriate reaction to anger as an adult originated in childhood, at times
the genesis of the dysfunction may not be so obvious. The theoretical as-
sumption of EMDR treatment is that any current dysfunctional reaction
(with the exception of organically or chemically based pathologies) is al-
ways the result of a previous experience, although, of course, not neces-
sarily one from childhood. Obviously, a recent traumatic event (e.g., a
natural disaster or car accident) that appears to be the primary com-
plaint should be immediately targeted. However, feeder memories may
block processing. While clinicians with a strict behavioral orientation
may continue to apply EMDR exclusively to current dysfunctions (and
with excellent initial results in many cases), it remains important to scan
for a feeder memory when reprocessing appears blocked.

The negative effects of feeder memories can also be seen when a
seemingly successful reprocessing of a current situation once again ap-
pears disturbing when subsequently retargeted. Because it can be very
disturbing and disheartening to have to scan for a feeder memory when
processing is blocked or to reprocess a memory that seemed to be suc-
cessfully treated, the clinician is encouraged to use the standard EMDR
protocols and initially treat the earlier memories whenever possible.
However, the problem of feeder memories can also arise during the sec-
ond stage of the protocol (targeting the present stimuli) when early
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events different from those targeted in the first stage of the protocol
prove to be the unexpected source of disturbance.

Clients should be allowed to take the lead in ascertaining the earli-
est memory. One client wanted to use EMDR to target his anxiety about
an anticipated inspection visit by a government agency. The first step
the clinician took was to determine if the anxiety was based on consen-
sual reality, since, as noted earlier, EMDR will not remove any emotions
that are either appropriate to the situation or an impetus to appropriate
action. In other words, if the client was anxious because he was ill-
prepared, his justifiable disturbance would not have been amenable to
change with EMDR. After determining that the client was fully pre-
pared for the inspection, the clinician began treatment with the nega-
tive cognition “I am a failure.” This cognition was chosen because the
client’s anxiety was obviously linked to anticipation of being found in-
adequate by the inspectors. The client reported a continued feeling of
disturbance, which he rated as 8 on the SUD Scale, regardless of the
number of EMDR variations used. The clinician then asked him to iden-
tify a memory from childhood that had taught him the lesson “I will
fail.” The client stated that nothing from childhood came to mind but
that he did remember a relevant incident in graduate school. After this
incident and the negative cognition were targeted in one set, the client
remarked, “Oh, there was that time in first grade.” Processing that
memory led to the client’s recognition that he had not failed after all in
the childhood incident (he discovered that he had passed the test when
the exam papers were returned) and that he had actually been rewarded
for the success. When the upcoming inspection visit was retargeted, the
client’s SUD level was greatly reduced and the remaining distress was
easily reprocessed.

As exemplified in these cases, the clinician should instruct clients
to locate the earliest available memory to which the negative cogni-
tion applies. Scanning childhood memories while thinking of the neg-
ative cognition and attending to the physical sensations will often re-
veal the original material needed for effective processing (see also
Appendix A). Clinical skill is necessary, however, because the original
negative cognition designated by the client may not actually be the
one linked to the earlier memory. For instance, the original negative
cognition of the office worker who was unduly upset by her boss’s an-
ger might have been chosen to focus on her situation as an adult and
been verbalized as “I can’t succeed.” It would then be the clinician’s
task to formulate the link between the client’s feeling of fear and a
possible childhood message or focus only on the sensation.

Another way to access feeder memories is to ask the client to focus
on the dominant emotion and physical sensation, to verbalize it, and
then to scan for an earlier memory. For example, while the presenting
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complaint of a client who had a fear of flying was being reprocessed by
targeting an actual plane trip, the client’s emotion changed and pro-
cessing ceased. His new emotion and the associated sensations were
quite strong. The client offered the negative cognition “I feel inade-
quate.” He was then asked to close his eyes, focus on the physical sensa-
tions and the words, and then scan for a time in his childhood when he
felt strongly that way. He remembered a time when his mother la-
mented that he had been born. After reprocessing this memory, his fear
of flying, which was associated with a number of contributory control
issues, was largely resolved.

When working with blocks due to undiscovered feeder memories,
clinicians should be willing to explore a variety of possibilities. Fortu-
nately, EMDR processing effects are so rapid that false avenues are
quickly revealed. Keep in mind that feeder memories are an extremely
important element in the successful processing of adult targets, whether
these are memories or present situations.

Blocking Beliefs

When processing of the initial target is unsuccessful, the clinician
should look for negative beliefs that are blocking progress. As indicated
in the previous chapter, this can be done by asking the client “What pre-
vents your SUD score from being a zero?” (if the client is in the desensi-
tization phase) or “What prevents your VOC score from being a 7?” (if
the client is in the installation phase). Often, clients can identify another
negative cognition that should be targeted and are able, after scanning,
to designate the appropriate early memory associated with it. Until that
identified negative cognition (the “blocking belief”) is targeted and re-
processed, progress on the initial target will be halted.

A case in point is a Vietnam veteran who was in treatment for PTSD
symptoms. He reported panic attacks three to four times a week, flash-
backs every time a plane went overhead, high levels of general anxiety,
and relationship avoidance. After assessing the case, the clinician sug-
gested the positive cognition “I can be comfortably in control”; the clini-
cian felt that the client’s need for control was high inasmuch as his panic
emerged whenever he felt it slipping. The client accepted the positive
cognition. Then the negative cognition “I am out of control” was intro-
duced. When the clinician asked the client to target an event that repre-
sented this cognition, he described the time his wife had him commit-
ted to a mental hospital after the war, a memory that he rated as 10 on
the SUD Scale (and was able to process down to 0). However, when the
clinician asked him to designate a VOC for the suggested positive cogni-
tion, the client responded, “I am not worthy of being comfortably in
control.” This statement is considered a blocking belief because it
prevents the continued processing and resolution of the control issue.
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Therefore, the clinician asked the client to identify the memory that
represented his feelings of lack of worth. The veteran spoke then of a
failed sexual encounter with a woman he cared for deeply. That mem-
ory was processed from 8 to 0 on the SUD Scale without incident. How-
ever, before the VOC could be ascertained, the client spontaneously re-
marked, “I should probably talk to her about it, but I’ll probably fail the
way I have with everything else.” This was also identified as a negative
cognition blocking further resolution, and the client was asked to iden-
tify the pivotal memory related to feeling like a failure. The client then
revealed a tragic story of being falsely accused of dereliction of duty and
causing the death of some soldiers while he was actually performing a
heroic act. That memory, with its attendant negative cognition “I’m a
failure” was successfully processed, allowing the positive cognition “I
can be comfortably in control” to rise to a 7 on the VOC Scale. The cli-
ent’s PTSD symptoms subsequently declined steadily as he engaged in a
number of self-help activities. Within 3 months he was successfully em-
ployed and involved in an intimate relationship.

Blocking beliefs may not always be verbalized by clients as clearly as
in this case. When processing has ceased, despite a number of varia-
tions, the client should be asked to close her eyes, think of the situation,
and verbalize any thoughts that emerge. The clinician should carefully
assess the client’s stream of consciousness for negative self-attributions
that are inherent in her musings. Exploring possible interpretations
and applicable negative cognitions with the client can often reveal a
blocking belief, which can then be addressed. When the memory repre-
senting the blocking belief has been successfully reprocessed, the client
should reaccess the initial target memory for completion. This should
proceed smoothly if the blocks have been sufficiently processed.

Fears

Processing of targeted information also can be blocked by the client’s
fear of the outcome or of the process itself. First and foremost, the clini-
cian must be sure that the client (1) feels safe and supported in the ther-
apeutic relationship and (2) is not altering or inhibiting the emotional
or cognitive processing effects.

Fear of the clinical outcome is most likely related to secondary gain
issues, such as who or what the client will be forced to confront if ther-
apy is successful. As explained in Chapter 4, all secondary gain issues
must be addressed before pronounced therapeutic effects can be
achieved. Fear of the process itself can be most easily recognized when
the client mentions some element of EMDR or the therapeutic relation-
ship that is problematic for him. For instance, a client may voice a con-
cern about discovering the cause of his disturbance, or about the possi-
bility that his level of distress will alienate the therapist. Regardless of
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the cause of the block, it must be explored and the client’s fears allayed
before EMDR resumes. Once the fear is cognitively debriefed, any rem-
nants of the fear itself can be targeted (with the client’s permission).

In addition to the client’s statements, other indicators of fears that
are blocking processing include the following: (1) pronounced tension
independent of processed material, such as when a client is upset by the
sight of the clinician’s moving fingers; (2) consistent stopping during
the middle of eye movement sets; (3) difficulty performing the eye
movements themselves; and (4) reluctance to engage in EMDR even
though previous experiences and clinical outcomes with it have been
positive.

The clinician should explicitly explore any of these hesitancies,
when present, by specifically questioning the client about the factors
causing the problem or preventing a resolution. Any of the indicators
just mentioned may be caused by a variety of factors; therefore, the cli-
nician should be exploratory, never adamant. Naturally, the clinician
must take care to reassure clients that they are not the problem, that
there are simply other conditions that have to be met for therapeutic
progress. It may be useful to convey to the client that in one sense all
fears are normal because there are understandable reasons for them;
the clinical aim is to identify and reprocess those fears that are no lon-
ger useful.

Clinicians should be alert to both verbal and nonverbal indicators
of fear. Remember that all fears need to be debriefed and the client
calmed before processing on the original target can be resumed. Dur-
ing processing, the client may state any of a number of fears, some of
which are discussed in the following paragraphs.

Fear of Going Crazy. If the feelings that arise during an EMDR ses-
sion are extremely intense and confusing, the client may become afraid
of being permanently overwhelmed. Clients should be reassured that
their emotions are part of their old experiences, which are being metab-
olized, and that there are no reported cases of EMDR clients going crazy
because of the processing. Clients should be reminded of the metaphor
of the train ride, of their prerogative to signal the clinician to stop, and
of their ability to return to a safe place. They should be encouraged
merely to notice the sensations and emotions rather than to judge them
or fear them. Clients should be reminded that abreactive responses can
be passed through most rapidly if the eye movements are continued,
just as one can drive through a tunnel most rapidly by keeping the foot
firmly on the accelerator. Once the client feels reassured and gives per-
mission to continue, the clinician should target any residual fear with
successive sets until it declines. Then clinician and client should return
to the original target.
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Fear of Losing the Good Memories. The rapid change in an image
during EMDR can sometimes alarm clients. Some respond by saying, “I
must be doing something wrong; I can’t get the image.” Others fear that
they will lose all memories of the person or situation associated with the
target. For instance, a client being treated for excessive grief over the
loss of a loved one may target a tragic circumstance or his loved one in
intense suffering. When targeted, these images may become dimmer or
more blurry, and the client may fear that if processing is continued, his
ability to recall his loved one will be lost.

The client should be assured that there have been no reported
cases of EMDR clients losing their memories of good experiences or of
people they cared for. In fact, clinical observation indicates that when
negative images are processed, positive ones become even more acces-
sible. In addition, the negative event will be remembered even if no im-
age is present, since memory involves more than imagery and is based
on a variety of sensory and cognitive factors. EMDR does not cause am-
nesia. However, an image may fade, just as distant memories do. EMDR
simply allows the memory to take its place in the past.

The client can be further reassured by asking him to remember an-
other, more positive, incident involving the loved one and to note that
this memory has not changed. Once the client is convinced, processing
can resume.

Fear of Change. The fear of change can be the most difficult of all
to address clinically because secondary gain issues must be ascertained
and reprocessed before the original targets can be reengaged. The clini-
cal difficulty lies in the fact that secondary gain issues may entail a vari-
ety of possible, indeed probable, aspects of the expected therapeutic
process or outcome, including fears of

• Success
• Failure
• The unknown
• Loss of control
• Loss of identity
• Who or what will need to be confronted if therapy is successful
• Letting go of therapy or the therapist
• Betrayal of parental injunctions
• Disloyalty to parents by becoming unlike them

The major therapeutic difficulty these fears pose is the fact that
they may be grounded in old dysfunctional material that should be
processed with EMDR but that spread an insidious web that makes the
client reluctant to cooperate in the attainment of the therapeutic goal.
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The clinician must attempt to identify the dysfunctional beliefs be-
hind the fear of change. Then client and clinician should cognitively ex-
plore the areas of resistance. Clinicians should ask clients questions
such as “What would happen if you were successful?” and should em-
ploy cognitive restructuring, metaphor, and so forth, to debrief them.
The clinician should then arrange a hierarchy of negative beliefs that
block the client’s ability to change; for example, the first fear to be listed
might be fear of separation from the therapist, the second one might be
fear of failure, and so on. Those fears that can be dealt with by an action
plan are addressed first. (For instance, a fear of separating from the
therapist can be reasonably handled by appropriate agreements regard-
ing continued therapeutic support.) After identifying the pivotal mem-
ories that have contributed to the other negative beliefs, the clinician
should seek the client’s permission to process them. The importance of
identifying these aspects and defusing them in order to attain treatment
effects cannot be overemphasized.

It is often those clients who have been engaged in long-term tradi-
tional therapy who are the most susceptible to fear of change. One such
client, who had been involved in psychodynamic therapy for 25 years,
terminated his first EMDR session, which targeted a memory of a paren-
tal abuse, by saying, “I can feel it leaving me, and I don’t want it to go. I
feel there might be a lot more to learn.” Such clients often can be recog-
nized by pronounced noncompliance with homework assignments,
oververbalization of experiences, and attempts to rigidly control the
therapeutic process. Unless their fear of therapeutic change is ad-
dressed successfully, the clinical outcome may be negligible.

Clinicians should not assume that long-term or noncooperative cli-
ents are the only ones with fears of change. They should always be alert
to the possible emergence of these fears during the successful process-
ing of any client. It is not uncommon for fear of change to emerge at
some point after a number of major traumatic events have been success-
fully addressed. Once the most troubling material has been dealt with,
the client becomes more aware of the actual environmental factors cur-
rently present in his life. Fears of change may emerge as he tries to ad-
just his behaviors to his new sense of awareness or as he becomes aware
of the need to integrate his new sense of self into an apparently dysfunc-
tional family, workplace, or social system. The client may specifically
identify these fears in his log report, or the fears may emerge during
subsequent processing of new targets. In addition, it is quite possible
that any client may report the fear of change as a negative cognition dur-
ing the installation phase of any session.

If the client reports that the fear of change has emerged during a
session, it is possible not only to debrief the fear cognitively but also to
target the fear itself by asking “Where do you feel it in your body?” At
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times, the fear will dissipate without the need to target the original
material associated with it. If the client spontaneously remembers the
origin of the fear, the memory should, of course, be processed before
returning to the initial target. If the fear itself becomes weakened with-
out the original material emerging, the processing can be completed,
but the target should be checked the following week for an increase in
disturbance. If the therapeutic effect has not been maintained, the fear
of change may not have been adequately processed. In this case, the
negative cognition associated with the fear should be explored, the
present situation analyzed to identify and deal with any appropriate
concerns, and the origin of the dysfunction targeted. In all cases, the cli-
nician should view and treat the fear of change and any secondary gain
issues as part of the pathology. Remember, however, that some fears
are reality based, such as a PTSD-disabled veteran’s fear of losing his dis-
ability check. These fears must be addressed with an action plan be-
cause clinical reports indicate that EMDR will not eliminate anything
that is actually true.

Wellsprings of Disturbance

The wellspring phenomenon indicates the presence of a large number
of blocked emotions that can be resistant to full processing during stan-
dard EMDR treatment. This condition may occur in a variety of
individuals who ordinarily would be loath to seek clinical help. These
clients may be induced to seek therapy by significant others, but they
have no real desire of their own to “get in touch with” their feelings.
Included in this group are those who have been forced into therapy by a
spouse in order to “save the marriage.” An example is the husband who
described during an intake interview a terrible legal situation in which
his ex-wife was causing continuous disruption and financial difficulties
but who nevertheless assigned the situation a SUD rating of only 3. The
clinical picture indicated that the husband could not consciously con-
nect with any higher level of disturbance because of early experiences
that gave him the message that he was not allowed to feel, that his feel-
ings would be disregarded, and that it was in some way unmanly to have
feelings. To consciously experience disturbance at a 7 or 8 SUD level,
which would have been appropriate to the situation and more congru-
ent with his testiness and irritable actions at home, this man would re-
quire something on the level of a bomb attack during combat.

If sufficient clinical rapport and permission can be established with
such clients, the first targets should be the early memories associated
with the negative beliefs that block their ability to feel emotions. When
these are sufficiently processed, the current experiences will be easier
to assimilate. If permission to treat the full clinical picture is not forth-
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coming and the client insists on dealing only with present circum-
stances, the clinician can use EMDR to obtain some behavioral shifts
and to lessen general tension; however, the SUD level may remain un-
changed during the session.

The theoretical assumption is that the negative beliefs are causing
the suppression of a high level of disturbance and that these dysfunc-
tional emotions act as a wellspring that continues to feed the present pa-
thology. When the current situations are targeted, the emotions will
surface to the maximum level permitted consciously (which such clients
are likely to rate as 2 or 3 on the SUD Scale), and the processing will be
experienced only at this tolerable range.

The wellspring phenomenon can be recognized clinically when
there is a change in the client’s insight, imagery, and body sensations,
but a continued low level of disturbance is reported. For some clients,
no processing effects at all will be evidenced and other treatments
should be inaugurated. Clients with this kind of history can be very diffi-
cult to work with, and even if full clinical permission is given and early
memories are accessed, there may be a need for the proactive EMDR
strategies discussed in Chapter 10.

SUPERVISED PRACTICE

The strategies presented in this chapter can best be practiced by work-
ing in small-group exercises with an intact trauma at a level of distur-
bance between 7 and 8 on the SUD Scale. Before clinicians try working
with clients in the isolation of their office, they should be supervised by
qualified EMDR instructors through at least three practica experiences
with high-level disturbance.

Clinicians should become thoroughly familiar with the information
and protocols covered in the next two chapters and should be comfort-
able with the standard procedures and strategies. Generally, clinicians
should work with EMDR for approximately 30 sessions before attempt-
ing the more advanced material in Chapter 10.

SUMMARY AND CONCLUSIONS

Strategic variations of EMDR are needed for the successful processing
of especially challenging cases. These can include abreactions and situa-
tions in which processing has become stuck.

In EMDR, abreaction is defined as a state in which stimulated mate-
rial is experienced at a high level of disturbance. Because abreaction is a
natural part of processing and integration for some individuals, clini-
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cians using EMDR must be comfortable with potentially high levels of
emotion in their clients. To assure clients that it is safe to have these ex-
periences during a session, clinicians should follow a “golden rule” phi-
losophy, while keeping clients in a dual focus of attention, that is, where
they are aware of being in the safety of the present time while they si-
multaneously direct their attention to the dysfunctional material. The
clinician should note the clients’ nonverbal signals to ascertain their
achievement of information plateaus and to guide successive sets. Pro-
cessing should continue during periods of dissociation as long as appro-
priate screening and clinical cautions have been observed. However,
variations on standard practice may be needed for abreactive work.

While simple treatment effects may be observed with a minimum of
clinical intrusion in about 40% of cases, the clinician’s more active assis-
tance will be required in the remainder. When progressive treatment ef-
fects are absent for two successive sets, clinicians should first change the
direction, length, and speed of the sets. If these attempts are unsuccess-
ful, they should try to open blocked processing by changing the client’s
focus. This is done by evaluating and redirecting the client’s attention
to the preparatory material or to the target.

If the client becomes stuck, the clinician asks him to do deliberately
what has occurred spontaneously in other clients. This is an open-
ended list of possibilities, since clinicians can creatively add more strate-
gies based on their own client observations.

When changing the client’s focus of attention to another aspect of
the target or to a different memory does not cause processing to re-
sume, the clinician should look at ancillary factors that may be causing
the block, such as feeder memories, blocking beliefs, or a need to main-
tain secondary gains. Clinicians should first target the earlier contribu-
tors to present dysfunction, or processing may be derailed because of
feeder memories (see Appendix A).

It is important to remember that EMDR does not function in the
absence of clinical skills but, rather, dovetails with them. Inexperienced
clinicians should make sure they receive adequate supervision and have
consultants available to assist in case formulation and to direct EMDR
strategies. Clinicians should combine the material in this and the fol-
lowing chapter to guide them in their next practicum on a target that is
rated a 7 or 8 on the SUD Scale. It should be understood, however, that
the more proactive version of EMDR (described in Chapter 10) will be
necessary for certain clients.
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CHAPTER 8
� � �

Phase Eight:
Reevaluation and Use

of the EMDR Standard
Three-Pronged Protocol

We do not err because truth is difficult to see. It is visible
at a glance. We err because this is more comfortable.

Alexander Solzhenitsyn

The final, or reevaluation, phase is vital to EMDR treatment. During
this phase, which should open each session after the first, the clinician
assesses how well the previously targeted material has been resolved
and determines if the client requires any new processing. New targeting
may be required for a number of reasons. First, the rapid treatment ef-
fects can have immediate repercussions intrapsychically and
interactionally. Behavior change resulting from the alleviation of suffer-
ing can have unforeseen ramifications for some clients within their fam-
ily system or social environment. As a result, additional targets may
arise. Second, other targets may have been uncovered, those that re-
mained hidden because of the overwhelming nature of the original
complaint. To help the client work through the various levels of dys-
function, the clinician should follow the general EMDR protocol, tar-
geting past and current issues and preparing the client for alternative
ways of dealing with whatever future issues may arise.

In EMDR therapy each session should always be integrated into a
full treatment plan. The reevaluation phase is essential because every
human being is a complex individual incorporated into a complex so-
cial system. Any profound treatment effect can have significant impact
on the person’s associated intrapsychic factors and behaviors. These, in
turn, will have an impact on the individuals with whom the client inter-
acts, necessitating attention to interpersonal systems issues.
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The number of reevaluations will vary from one client to another.
A client with a single trauma may require only one to three reprocessing
sessions, followed by a revaluation phase of one or two follow-up ses-
sions to review the treatment outcome and the log. For multiple-event
and long-term trauma survivors, a comprehensive reevaluation will in-
volve targeting, reaccessing, and review over many months of consecu-
tive sessions. Each subsequent reevaluation of the previous sessions’
work will guide the clinician through the three stages of the standard
EMDR protocol. The final reevaluation will generally conclude with an
extensive follow-up period.

The standard three-stage EMDR protocol targets areas of dysfunc-
tion from both the past and present and then focuses on alternatives for
the future. For example, a survivor of childhood physical abuse will first
need to reprocess a large number of early memories. In addition, the
people and situations in his life that currently stimulate feelings of in-
timidation and fear must be targeted. Finally, new ways of socially inter-
acting and standing up for himself will also be targeted. The EMDR
treatment may take many months, as will the follow-up reevaluation
needed to ensure the client’s social integration.

As noted previously, even when working with a single-event
trauma, responsible EMDR treatment includes adequate history taking
and follow-up, in addition to the reprocessing session(s). Clients should
not be treated in a single session, because reprocessed material causes
new internal and external interactions. The reevaluation phase requires
the clinician to pay close attention to how well the processed informa-
tion has become integrated within the client and how well the client has
become integrated within a healthy social system. The clinician will se-
lect subsequent targets based on these findings.

This chapter explores the standard three-pronged EMDR protocol
and the reevaluations that guide the clinical treatment for most trauma
victims. The EMDR protocol provides the fundamental blueprint for
the treatment of most clients. It delineates the sequence of targets for
reprocessing and assessment and should be fully implemented before
concluding therapy. Clients with more extensive complaints are treated
with a number of additional protocols, which will be covered in the next
chapter.

PHASE EIGHT: REEVALUATION

The term reevaluation reflects the need for the precise clinical attention
and follow-up that frame any EMDR treatment session that targets dis-
turbing material. The clinician actively integrates the targeting sessions
within an overall treatment plan. Regardless of how simple or compli-
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cated a case may be, adequate clinical attention must be paid to four fac-
tors, which are addressed in the following questions:

1. Has the individual target been resolved?
2. Has associated material been activated that must be addressed?
3. Have all the necessary targets been reprocessed to allow the cli-

ent to feel at peace with the past, empowered in the present, and
able to make choices for the future?

4. Has an adequate assimilation been made within a healthy social
system?

In the following pages these four factors will be discussed as they
are reflected in the standard EMDR protocol. I will first provide an over-
view of the three-stage protocol and then a detailed description of the
various aspects of treatment. However, a prerequisite for processing is
sufficient preparation of the client. As noted in Chapter 2, no trauma
processing should be attempted until stabilization is achieved.

THE STANDARD EMDR PROTOCOL

Success with EMDR requires the careful use of all three stages of the
standard EMDR protocol. These three stages call for the clinician to as-
sess the appropriate targets and outcomes in relation to the client’s
past, present, and future and to proceed when the client is appropri-
ately prepared. Regardless of how the childhood material is ordered for
targeting, all three prongs of the protocol should be completed.

Working on the Past

The first stage of the EMDR protocol focuses on the question “What
earlier events have set the groundwork for the presenting dysfunction?”
In Phase One the clinician takes a client history and delineates the
pathological condition. Treatment (Phases Two through Seven) pre-
pares/stabilizes the client and targets and reprocesses the traumatic
and disturbing memories that are the cause of the client’s present symp-
toms. For a single-trauma victim the cause will be self-evident. For
the multiple-trauma victim the clinician should determine during the
history-taking sessions the ten most disturbing childhood memories.
These should generally be reprocessed first (after any secondary gain is-
sues have been addressed). The most disturbing memories may have
similar or different themes and content and may involve the same or
different perpetrators. Regardless, each should be identified, assessed
for SUD level, and processed individually (and organized, if appropri-
ate, into groups with similar themes). The fact that these memories are
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the most disturbing to the client is sufficient reason to process them
first. Generally, they are revealed as important nodes with associations
to several pertinent areas of dysfunction. It is possible that as the memo-
ries with the highest level of disturbance are reprocessed, the treatment
effects will generalize and the others will become less troublesome.
Even if this is the case, however, the other memories should be targeted
to clear out any dysfunction that may remain. A chronological ap-
proach to targeting memories has also been suggested and appears use-
ful (see Kitchur, 2000). However, regardless of target ordering, all dys-
functional memories should be adequately processed and reevaluated
as described below.

In addition, the other disturbing memories identified during the
comprehensive history taking should be divided into clusters of similar
events. One representative event from each cluster should be identified
and reprocessed. This will often allow a generalization effect to reduce
disturbance in all of the associated memories. Clustering events into
similar occurrences (as described in Chapter 3) can help leverage clini-
cal time. It also allows both client and clinician to determine patterns of
responses and negative cognitions that may have a continued detrimen-
tal effect in present time. When possible, all traumata (large and small
“t”) should be assessed and processed for the most comprehensive ef-
fects across the clinical picture.

As treatment progresses, other events not previously identified
may surface that need to be targeted. A clinical rule of thumb is that all
negative associative material for one distinct traumatic target should be
processed before moving on to another. The reevaluation phase that
begins each subsequent EMDR session determines the appropriate tar-
get.

The aim of the first stage of the EMDR protocol is to reprocess the
dysfunctional residue from the past so that the client can be freed to live
in the present. Any inappropriate fears or behaviors are considered
products of the past which need to be targeted. The clinician should as-
sess clinical outcomes for each target and recycle through treated mate-
rial to make sure that all dysfunction has been reprocessed and that the
treatment effects are being maintained.

Single-Target Outcome

The clinician should reevaluate the successful reprocessing of any
memory both at the beginning of the session following the one in which
the reprocessing took place and once again later in therapy. After the
full EMDR procedure, including the installation and body scan, has
been implemented, the clinician can assume that the target memory has
reached adaptive resolution. Therefore, in the following session the
clinician should ask the client to reaccess the memory to see how dis-
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turbing it is. Based on the results, the clinician will do one of the follow-
ing: continue reprocessing that target, move to another target, begin
another stage of the protocol, or enter the final follow-up period neces-
sary to conclude EMDR therapy.

After asking the client to think of the previously targeted event, the
clinician should ask him to judge once again the quality of the memory
that comes up and the level of disturbance evoked (using the SUD
Scale). Because the client is asked to retrieve the memory as a whole,
successful reprocessing will generally result in the emergence of a pic-
ture indicative of a resolution. If this picture is still highlighted by dis-
turbing elements or vividly fixated on the most horrific moment of the
trauma, more reprocessing is probably necessary. In addition, if the
SUD rating indicates a level of emotional disturbance that is inappropri-
ate to the circumstances, the memory should be retargeted. A number
of new emotions may emerge that demand clinical attention.

It is also useful to ascertain the VOC level of the positive cognition
to determine if the client has any unresolved doubts about it. In addi-
tion, the clinician might ask the client to think about the event and to
voice any thoughts that come up about it. This can indicate whether
there are additional cognitive distortions that need to be addressed. A
variety of new perspectives may prove to be problematic and may re-
quire further attention.

In general, returning to the targeted memory after a period of dis-
engagement is a good test of the treatment effects. Therefore, if there is
time during the initial reprocessing session, the client should be asked
to retarget the memory immediately after the debriefing (as described
in Chapter 6). Not only is the debriefing an essential part of client care,
but it also helps the client disengage from the disturbing material.
Asking clients to reaccess the memory thus allows a restimulation of the
neuro network to ascertain how the material is now being stored. As
this may indicate the need for further reprocessing, the clinician should
attempt reaccessing only if there is sufficient time to resolve whatever
might come up.

Regardless of the outcome, the memory should also be reevaluated
at the next session to determine if it has other elements that need reso-
lution. A certain amount of real time is needed to check for the full inte-
gration of the processed information within the client. It is also vital to
retarget the memory if the client was on medication at the time it was
originally processed. Clinical observations have indicated the need to
reprocess the memory again to deal with any information still held in
state-dependent form. For example, there may be aspects of a client’s
memory that will only emerge when he is feeling anxious. If this client
first processed the memory while on antianxiety medication, it will be
necessary to reprocess the same memory later, once he is no longer tak-
ing the medication and is able to feel anxiety.
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Another useful measure of clinical outcome is the Impact of Event
Scale (Horowitz, 1979; Horowitz, Wilmer, & Alvarez, 1979; Weiss &
Marmar, 1995). While this measure was designed for research pur-
poses, it is very useful in clinical practice. The victim of a single-event
trauma may be asked to fill out the questionnaire during the history-
taking session. This is helpful for establishing a good baseline of client
responses regarding intrusion or avoidance symptoms. The week after
the targeting session the client should complete the questionnaire
again. The new score can indicate the extent of resolution or point to
other associated material to be resolved.

For instance, a client who had been molested by her grandfather
was troubled by intrusive thoughts and nightmares of the event. The
Impact of Event Scale revealed a high score on all intrusion and avoid-
ance symptoms. The client’s memories of her grandfather were tar-
geted during two EMDR reprocessing sessions, and the client reported
feeling a sense of peace and forgave her grandfather for his “igno-
rance.” However, the following session revealed that the Impact of
Event Scale item related to intrusive thoughts was rated at a moderate
level, although the rest of the items were low or at zero. When ques-
tioned, the client revealed that she had been thinking about her grand-
mother, who had not believed she was molested. The client’s memory
of her grandmother disbelieving her was subsequently targeted, and
the issue was resolved.

Recycling through Multiple Targets

After the initially identified targets and emerging associated memories
have been reprocessed, the clinician should recycle through the mate-
rial to make sure that the treatment effects have been maintained. This
reevaluation, described in detail shortly, is necessary before moving on
to the second two stages of the protocol.

It is also useful to repeat the reassessment of the pivotal memories
sometime before termination of therapy. Keep in mind that the infor-
mation will continue processing between sessions and that new avenues
of perception or emotions that should be addressed may be revealed.
However, in the course of ongoing therapy, material unrelated to the
previous targets may have appeared more disturbing, and these newly
opened avenues of the original target may have been overlooked.
Retargeting such material can determine whether any necessary pro-
cessing or exploration is still incomplete and is a safeguard for thor-
ough clinical treatment.

After the pronounced complaints appear to have been resolved
and before therapy is terminated, the clinician should ask the client to
reaccess a number of the targets. The purpose is to recycle through the
earlier material and current issues that the client came to therapy to re-
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solve in order to identify and reprocess any troubling material that may
remain. This will help prevent the client from uncovering disturbing
material on his own later. While the client may have attained all the clin-
ical goals identified during the initial history-taking session, retargeting
will help ensure maintenance of the treatment effects.

Specifically, the clinician should reevaluate the previous work with
the client and access, assess, and appropriately reprocess (if necessary)
the kinds of memories discussed in the following paragraphs. In all
cases, the client’s body reactivity to the memory should be assessed. It is
an important indicator of possible residual dysfunction.

Primary Events. The primary events are those that have greatest
significance to the client or that have been identified as representing
certain crucial areas of dysfunction. These usually consist of no more
than 20 memories that the clinician should retarget to assess the magni-
tude and constancy of the treatment effects and to determine if other
significant aspects of the memory appear to be unresolved.

Past Events. The clinician should ask the client to hold the most im-
portant negative cognitions in mind and ascertain if there are any other
memories that are still disturbing. Any memory that emerges should be
examined for significant differences of content or context from the
memories already treated that may give the negative cognition a new
meaning. For instance, the client may have started with the negative
cognition “I’m different,” which was reprocessed for incidents involv-
ing social discomfort. However, she may have a memory involving her-
self acting insensitively that is still disturbing and that gives the cogni-
tion a different meaning, namely, “I’m a terrible person.” Whether or
not differences in the meaning of the cognition emerge, the memory
should be appropriately reprocessed as long as disturbance is evinced.

Progressions. While processing an identified target, the client may
disclose another memory that comes momentarily to consciousness
during or between sets. Additional sets may cause yet another memory
to emerge or the initially targeted one to resurface. The clinician
should, of course, follow the client’s emerging consciousness and re-
process appropriately. However, the clinician should note any memo-
ries that emerge in passing that appear particularly salient to the clinical
picture. Memories that appear fleetingly in relation to one issue may be
central to another dysfunctional cognition or configuration. The clini-
cian should use professional judgment in identifying and returning to
these memories at an appropriate juncture in the therapy.

Clusters. During the initial history-taking sessions the clinician will
have developed a series of clusters by appropriately grouping similar in-
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cidents. He will then ask the client to choose for reprocessing one inci-
dent that represents a particular cluster. Clinical reports have verified
that generalization will usually occur, causing a reprocessing effect
throughout the entire cluster of incidents. The clinician should verify
this by asking the client to scan through the incidents in each separate
cluster to identify any other memories that have not been resolved. Let
us say, for instance, that a sexual abuse victim has identified a cluster of
incidents around being raped by her brother. Although the client may
have been assaulted many times by her brother, a convenient cluster
might be the times she was raped in the basement while hearing other
family members walking around in the house above her. When return-
ing to this cluster of incidents for reassessment, the client may discover
that one incident remains unresolved because an additional humilia-
tion (being watched by her brother’s friend) was involved with the rape.
In other words, incidents that contain additional factors (or significant
variants) may require individual targeting for complete resolution.

Participants. The significant people in the client’s life (e.g., family
members, friends, teachers, etc.) should be identified and individually
targeted to determine if any disturbing memories or issues regarding
them remain. This is particularly important in childhood abuse, a situa-
tion in which all family members should be targeted in order to identify
any contributing elements to continuing issues of low self-esteem, lack
of feelings of self-efficacy, and so forth. While only one member of the
family may have sexually abused the client, the state of traumatization
might lead to a heightened vulnerability to any deliberate or uninten-
tional critical messages from others. When an individual family mem-
ber is targeted and the client responds with a significant amount of dis-
turbance, that person should be targeted to access any key memories
that have remained dysfunctionally stored. Concentrating on the image
of the individual, along with the physical response, without a particular
action, is an acceptable target in the later, not early, part of this stage of
therapy.

Working on the past is the first stage of the standard EMDR proto-
col. When a reevaluation of the past events indicates that they have
been sufficiently resolved, the clinician should change the emphasis to
present stimuli. This is the second stage of the standard protocol.

Working on the Present

The second stage of the EMDR protocol focuses on the question
“What present stimuli continue to elicit the disturbing dysfunctional
material?” This stage targets the current conditions, situations, and
people that evoke pathological or disturbing reactions and behaviors.
Human behavior is not random; patterns of reaction and behavior es-

� Phase Eight � 207



tablished in the past are frequently triggered in the present. Good his-
tory taking delineates the current dysfunction and establishes a base-
line of inappropriate responses. However, the initial history-taking
sessions must be continually supplemented by ongoing assessment
and clinical observation, because processing primary trauma during
the initial stage of the protocol is often the only way that underlying
problems can be fully seen. Often, resolution of obvious symptoms
(such as intrusive thoughts) that have preoccupied the client will allow
the clinician to make a more thorough evaluation of current life con-
ditions.

Once early events have been processed, the clinician should reeval-
uate the client’s current responses and check them against the informa-
tion gleaned during the history taking. The common pattern seen in
EMDR is that fears and anxieties will have greatly decreased as a result
of trauma reprocessing. Not only will associated early memories be less
troublesome, but there is often a generalization to present-day situa-
tions. For example, a molestation victim may find that as a result of tar-
geting the memories of early assaults he is no longer afraid to be alone
at night, and an accident victim may find that she is no longer afraid to
drive. These changes occur automatically, that is, without directly tar-
geting the present-day situations.

It is important to check for the client’s current reactions because al-
though some stimuli will be automatically affected, others will have to
be specifically reprocessed. Any present condition or interaction that
causes disturbance should be individually targeted and reprocessed. In
most instances, this will be comparatively easy, because the earlier
source of dysfunction has already been treated. However, the clinician
should be prepared for the emergence of other memories that may be
unexpected sources of disturbance, particularly if dysfunctional physi-
cal reactions, such as a clenched jaw in present social situations, are tar-
geted. Isolated sensations should be targeted directly only if they are
still problematic after the remembered childhood events have been
thoroughly processed. In addition, if the disturbance about the present-
day situation does not diminish, the clinician may need to search for
feeder memories. (See also Appendix A.)

It is important to check treatment effects by recycling through any
present-day situations that were targeted. The clinician should ask the
client to reaccess any present stimuli that were previously identified as
disturbing and should make the appropriate reevaluation. She should
also ask the client to scan his current family, social, and work environ-
ment for any undue disturbance. The clinician should address any nec-
essary client education (e.g., on assertiveness) and then have the client
reprocess the stimuli. Using probes of real-life situations and then tar-
geting the attendant sensations can allow an assessment of ecological
validity or underlying dysfunction.
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Using the Log to Report Systems Issues

It is important for clients to keep a log after each EMDR session in order
for the clinician to ascertain what else needs to be targeted (see Appen-
dix A). Asking a client to reaccess a particular target allows the clinician
to determine how well the client has integrated the material within him-
self. What the log does is to enable the clinician to see how well the cli-
ent’s new pattern of reaction has been integrated with his current envi-
ronment. This reevaluation gives the clinician the opportunity to
review the quality of the client’s internal and behavioral responses with-
in his social system.

Since human beings are not machines, we would not anticipate that
successful EMDR clients would now be totally unresponsive to the trau-
matic events that led to their dysfunction or to current unpleasant cir-
cumstances. Certain levels of disturbing emotions may be viewed as ap-
propriate responses to current situations.

Remember that EMDR will not remove any disturbance experi-
enced by the client that is fitting or that serves as an incentive to appro-
priate action. For example, a client may be living or working in a situa-
tion that would be considered unpleasant, unjust, or unfair by any
standard of consensus reality. When his log reports a high level of dis-
turbance, the clinician must assess the entire situation in order to judge
the appropriateness of the client’s response to it. Even if the client’s
situation is untenable, the clinician should help him determine what is
the most appropriate action he can take within the system and should
ensure that he can do so without the accompanying sense of self-
denigration and worthlessness he may have felt during past experiences
of victimization. Thus, log reports are vital to evaluate the client’s cur-
rent responses to the actual situation.

The clinician must explore the consensus-reality validity of the cli-
ent’s situation, along with any real-world conflicts, to determine how
the client’s current responses should be addressed. They might be dealt
with by means of reprocessing, education, family therapy, or self-
control techniques to help the client accept the unchangeable—and
sometimes unfair—facts of daily life. Indeed, an important aspect of
mental health is the ability to stop focusing on the “unfairness” of some-
thing and accept the simple fact that “it is.”

The client’s present condition can be most fully explored if she uses
the log to report on any disturbances. Accurate log reports are neces-
sary for comprehensive EMDR treatment because they can reveal pat-
terns of responses that need to be addressed by identifying other core
dysfunctional memories, before directly targeting the present disturb-
ing condition. At this point in therapy, if earlier memories are not
discernable or disturbing, the present situation and physical sensations
are directly targeted.
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At times the clinician will notice that the disturbances recorded in
the log reveal troublesome negative cognitions. However, occasionally
these negative cognitions may seem justified to the client because of his
earlier life experiences. In these cases the clinician must be attuned to
the necessity for cognitive investigation and appropriate education.
The clinician should sensitively explore with the client the possibility
that even if the dysfunctional beliefs were appropriate previously, soci-
ety may have changed so as to make them obsolete now. Since the client
has been locked in the life experiences and messages from his past,
there has been little opportunity for the evolution of his social con-
sciousness.

This scenario may apply especially to issues of relationships and
gender identity. For instance, a female client may need to learn that
holding a powerful position in business is compatible with femininity
and a male client may need to learn that experiencing emotions and tak-
ing care of the children are not threats to his masculinity. Also, systems
issues may need to be addressed so the client can cope with any peer
pressure from old dysfunctional relationships.

Often, the clinician may need to explain the basics of systems dy-
namics to the client, showing her how her newfound sense of self-
efficacy or new attitudes may not be welcomed by the people in her life.
For instance, the client will discover that not everyone is emotionally
stable, responsible, compassionate, tolerant, fair, or trustworthy. She
may need to learn that as an adult she has choices about relationships
and work that were not previously available to her, choices that include
simply withdrawing from an unpleasant and unchangeable situation.
The clinician must make the appropriate evaluation to determine if the
client needs to do specific work on new behaviors so that such choices
can be made.

Working on the Future

Once the dysfunctional events of the past have been identified and re-
processed and the present disturbance has been targeted and repro-
cessed, the clinician should focus on the client’s ability to make new
choices in the future. This is done by the identification and reprocess-
ing of anticipatory fears as well as by targeting a “positive template” that
will incorporate appropriate future behaviors. This third stage of the
EMDR protocol includes adequate education, modeling, and imagin-
ing in conjunction with EMDR targeting to allow the client to respond
differently in the future. The clinician should help the client assimilate
new information and provide her with experiences to help ensure fu-
ture successes. The third stage of the EMDR standard protocol is a vital
aspect of treatment.
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Significant People

When the client has reprocessed memories about a significant person,
the clinician should ask him to imagine encountering that person in the
future. The client’s reaction should be assessed to determine if addi-
tional processing is needed. For instance, a client who has processed
memories of childhood molestations by a brother should be asked to
imagine seeing him at a future family gathering. This is particularly im-
portant if such a future encounter is likely to occur. If the client de-
scribes feeling fear, the consensus reality of the situation should be ex-
plored. For instance, if the brother is violent or likely to attempt a verbal
or physical assault, the client’s reactions may be appropriate. However,
if the client reports the brother as passive or repentant, there is good
reason to assume that the client’s fear is the result of unresolved mate-
rial, which should be targeted. If the fear is inappropriate, the clinician
should reevaluate the clusters of events involving the brother for any
unresolved issues. Any remaining dysfunctional memories should be
accessed and reprocessed. Other fears the client has about asserting
herself or setting boundaries in general may need to be explored and
appropriately targeted. Whether the fears are warranted or not, the cli-
nician should discuss with the client appropriate adaptive behaviors
and help her assimilate the information through the use of a positive
template (to be discussed later in this chapter).

Significant Situations

As noted earlier, it is important for the client to imagine himself in sig-
nificant situations in the future to determine if he has any other areas of
disturbance that have gone undetected. Any inappropriate anticipatory
fear or physical disturbance is considered to be driven by earlier unre-
solved dysfunctional memories. It may be useful to have the client imag-
ine a videotape of how situations from his current life would evolve one
or more years into the future. Any disturbance can be assessed for the
appropriate clinical interventions, including education about success-
ful interpersonal strategies, modeling of appropriate behaviors, or re-
processing of dysfunctional memories. As mentioned earlier, it is also
useful to ask clients to imagine specific situations or encounters with
significant people who have been disturbing in the past. This can allow
the clinician to pinpoint and address areas of difficulty.

Incorporating a Positive Template

The evolution of a healthy self-image is dependent on the interaction
between intrapsychic responses and external reinforcement. The clini-
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cian must therefore take care to monitor both factors in order to see
whether specific therapeutic interventions are indicated. These include
targeting inappropriate responses for subsequent treatment or specifi-
cally addressing systemic issues.

The concept of successful integration is inherent in each aspect of
EMDR treatment. During each session the clinician should attempt to
identify the positive cognition that, when installed, will not only best
serve to shift the client’s perspective on past events but will empower
him most fully in present situations and possible future ones. Once in-
stalled, the positive cognition appears to generalize to the associated
memories and to positively orient the cognitive processes in regard to
subsequent associations. It appears that a client’s beliefs about his indi-
vidual worth, efficacy, and relation to others are verbalizations of his
sense of personal identity. Thus, we expect to see adequately processed
targeted material integrated within an overall positive schema and a
sense of self that spans past, present, and future.

While the installation phase is a part of each EMDR treatment ses-
sion, the overall EMDR treatment protocol calls for specific targeting of
(1) early memories that have set the groundwork for the present dys-
function, (2) present stimuli that elicit the dysfunctional material, and
(3) a positive template to guide appropriate future action. While an
EMDR treatment that concentrates on the client’s responses to present
stimuli includes the installation of a positive cognition to allow a differ-
ent perspective, the treatment is not complete until there is a specific in-
corporation of an alternative behavioral response pattern. Such pat-
terns represent what we refer to as a positive template.

In effect, the incorporation of a positive template for appropriate
future action is an expansion of the installation phase. The clinician and
client explore how the client would most like to be perceiving, feeling,
acting, and believing from now on. It is important for the clinician to
monitor the client’s projections into the future because they may incor-
porate inappropriate goals or fears of failure due to lack of experience
or poor early modeling.

For example, even after all the memories of a molestation victim
have been reprocessed, she is not necessarily ready to start dating. The
clinician may have to provide education about assertiveness, social cus-
toms, sexual safety, and so on before this stage of the protocol can be
completed. The clinician will have to address (either in the therapy ses-
sion or through referral to a self-help group) the deficits in the client’s
early life experiences and the information that should have been inte-
grated during the appropriate developmental stages. Further, the clini-
cian will have to reevaluate the client’s successful integration of any
treatment effects through the log reports.

The molestation or abuse victim is often unable to learn about ap-
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propriate social interactions because of the feelings of low self-esteem,
fear, and isolation that were part of his early upbringing. In addition,
many of his social skills are likely to be missing because of inappropriate
parenting and lack of good modeling. It becomes the job of the clinician
to help such clients learn aspects of social and family interaction that
were not acquired in childhood. This is an important phase of treat-
ment because it helps the client to become actively integrated within the
social fabric.

The incorporation of a positive template is an aspect of EMDR that
includes visualization work similar to the kind done by some Olympic
athletes during training (see also Foster and Lendl, 1995, 1996, in press
for peak performance protocols). Imagining positive outcomes seems
to assist the learning process. In the case of a molestation victim, the cli-
nician can review dating and assertiveness skills and then ask the client
to try them out in a role play and in her imagination. Essentially, once
the client has received the appropriate education, she is asked to imag-
ine the optimal behavioral responses, along with an enhancing positive
cognition. The clinician then leads her in successive sets of stimulation
to assist her in assimilating the information and incorporating it into a
positive template for future action.

Initially, a molestation or other abuse victim may find just the pros-
pect of holding someone’s hand disturbing. In this case, she should be
assisted in imagining the whole sequence of meeting someone, dating,
and progressing through evolving sexual experiences. The clinician
should ask her to imagine a given situation and then help her reprocess
the resulting disturbance. Next, she is asked to visualize the images
again while feeling positively. This is supported with additional sets.
The incorporation of these positive templates allows the client to
achieve some sense of comfort and experience with new situations in
the safety of the office. After the entire imagined dating sequence from
an initial meeting to a sexual experience has been targeted, the client
should be encouraged to begin social exploration. Once she has done
this, there is a greater likelihood of actual positive experiences, because
these internalized positive templates will be triggered by future external
cues in the real world. Obviously, the clinician will need feedback about
these real-world experiences to determine if a client needs additional
assistance.

The same type of sequencing should be done with abuse victims
who decide to look for a better job. First, the clinician or a job counselor
should educate him about job hunting. Then, a series of positive tem-
plates should be incorporated involving the steps necessary for him to
take and the personal encounters he is likely to have when job hunting.
Of course, the client should continue to keep a log in order to identify
for reprocessing any difficulties he encounters in real-life situations.
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Once again, processing imagined encounters to incorporate a positive
template for the future will generally result in fewer disturbances in the
real world. It is much better for the client if the primary areas of distur-
bance are identified and dealt with in the clinician’s office rather than
encountered for the first time when he is on his own.

Remember that the positive cognition is installed (during the ses-
sions that target memory work) only after the dysfunctional material
has been reprocessed. Likewise, the incorporation of a detailed positive
template should not generally be attempted until both the earlier mem-
ories that caused the dysfunctional reactions and the present stimuli are
considered to be successfully reprocessed. Since new and more adap-
tive positive cognitions are possible once the memories are processed,
more adaptive actions can be envisioned by the client. The clinician
should use EMDR to metabolize the dysfunctional material that drives
the maladaptive behavior and to assist the client in imagining more life-
enhancing responses and in formulating appropriate behaviors in his
mind. Sets can then be used to integrate the imagined future responses
before clients are invited to actualize them in real life.

This third and last stage of the standard EMDR protocol allows the
clinician to monitor the client’s responses in order to help her work
through in the office any internal resistance or obvious problems she is
likely to encounter before she tries out her new actions in the real
world. Using the sets with the imagined actions and behaviors inaugu-
rates the processing of a condition that can be described as “What
would happen if I am successful?” The clinician must be attuned to any
sense of fear or resistance the client may feel as the positive template is
processed. These can be explored to see if they include any false expec-
tations or cognitive distortions. Once the appropriate cognitive expla-
nation has taken place, any residual tension can be reprocessed.

Specifically, clients are asked to notice any negative feelings, be-
liefs, or disturbing sensations that arise when the positive template is
imagined. These are then targeted directly by the sets. If a negative be-
lief emerges, it is advisable to take the following steps before attempting
to incorporate the positive template: (1) explore its meaning and appro-
priateness; (2) isolate any pertinent early memories that may be driving
it; and (3) direct treatment to the applicable representational memory,
including the installation of an appropriate positive cognition. In many
cases, however, a simple discussion of the situation, along with appro-
priate information and modeling, may be all that is necessary to dispel
the client’s negative feelings. In any case, the final step should be to
have the client experience the assimilation of the positive template with
a feeling of well-being and self-efficacy. Naturally, it is necessary to re-
evaluate treatment effects through the log reports and behavioral moni-
toring.
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CONCLUDING THERAPY

Follow-Up

The final aspect of reevaluation involves decisions about the advisability
of concluding the therapy. The client should reduce his therapy ses-
sions while continuing to keep his log for follow-up. After the log re-
ports suggest that weekly sessions are unwarranted, the clinician may
schedule an appointment for 2 weeks later, then 1 month, and then 3
months. During this time the log is vital to identify any previously undis-
closed patterns that need attention. It also assists the client in remaining
more self-aware, which can encourage him to continue using the stress-
control tapes and other techniques for ongoing psychological mainte-
nance.

The need for extensive follow-up is especially important for clients
with long-term abuse histories, for the negative beliefs resulting from
the abuse are likely to lead to circumstances in adult life that constantly
reinforce feelings of worthlessness and powerlessness. For instance, it is
likely that the client’s job performance will be mediocre and that she
will anticipate failure and disapproval.

If the client has been successfully treated with EMDR, the early
memories of abuse will have been sufficiently metabolized to permit a
cognition such as “I’m fine. Mom and Dad really had a problem. I can
succeed.” The present stimuli can then be reprocessed so that negative
reactions in social and work situations can now be replaced by appropri-
ate responses that encourage a new sense of empowerment. A positive
template for a variety of social situations can be incorporated to make
up for any educational deficits (in assertiveness, boundary setting, and
so forth) due to inappropriate modeling and the self-denigration
caused by the negative beliefs inherent in the abuse background.

In addition to the incorporation of specific positive templates, au-
tomatic changes in the client can apparently occur with EMDR. Thus,
one of the anticipated consequences of appropriate reprocessing is a
ripple effect. That is, new behaviors spontaneously arise owing to the
new sense of identity that emerges when the negative messages of the
client’s early memories are transformed. Thus, clinicians can expect
that the job performance of abuse clients will begin to improve and that
this improvement will result in even greater job success.

The clinician should remember that any new client actions will be
met with new external responses, which in turn will stimulate other neu-
ro networks in the client that also contain positive or negative beliefs.
One hopes, of course, that the client will begin to receive positive rein-
forcement for her new actions, but in the course of receiving compli-
ments, promotions, or commendations the client may experience fear
or anxiety. This may be caused by the activation of a neuro network that
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contains a dysfunctional belief such as “If I am too successful, I will be
abandoned.” Such a belief may have been incorporated from the obser-
vation of a real-life situation, book, or movie. Regardless of its genesis,
this belief was not previously examined because the client had never be-
fore achieved sufficient positive results (and the consequent praise) to
activate it. Nevertheless, negative emotions stimulated by situations
that would normally be expected to evoke satisfaction should alert the
clinician to the need for processing.

It is crucial that the client understand the clinician’s need to con-
tinue monitoring her in order to reevaluate her reactions and deter-
mine if clinical intervention is called for. The memories that set the
node points for the negative beliefs should be identified and processed
and the appropriate positive cognition installed.

Terminating Therapy

While the client’s log can highlight disturbing feelings indicative of dys-
function, it can also reveal disturbances that are merely the result of the
vicissitudes of life. When the log begins to report minor and random
arousal as the primary complaint, the client should consider whether
therapy is still a necessity for emotional healing or simply an option for
personal growth (which can be an independent, lifelong adventure).
With some clients it will be important to discuss appropriate current
goals and expectations.

In many cases the client must learn the limitations inherent in be-
ing human, regardless of how well adjusted or “self-actualized” she is.
For example, many victims of PTSD believe that if their symptoms were
successfully handled, they would never be unhappy again. While it
would be unfair to prematurely short-circuit their personal goals, cli-
ents may need to be cautioned that life entails a series of shocks to the
nervous system that trigger both appropriate and inappropriate reac-
tions, depending on a number of factors, including chemical and hor-
monal balance, fatigue level, and convergence of stimuli. Instead of
beating themselves up when anger, hurt, or fear arises, it would be more
useful for them to determine if the arousal is an appropriate impetus
for action and, if so, to take the necessary steps to address the disturbing
situation and any body tension that may remain.

Some clients will need to be debriefed about the difference be-
tween “cannot” and “prefer not.” For instance, a client who had been
unable to fly in an airplane since childhood successfully reprocessed his
fears in a few EMDR sessions. At that point, situations that previously
would have induced a panic reaction were retargeted. When it was time
to incorporate a positive template, the client remarked that it was diffi-
cult to tell the difference between what he felt and what normal people

216 � EMDR �



might reasonably feel. For example, he had to be reassured that most
people would not enjoy sitting in the middle seat of an airplane and that
his dislike of it was perfectly normal. He learned that this kind of reac-
tion should not and need not be expected to change. The important
thing was to recognize that he could sit in the middle seat if he had to.

Once areas of dysfunction have been reprocessed, the client is
experiencing success and joy in the present, she has the necessary
education to make new choices in the future, and the log reveals no new
problem areas as therapy is tapered off, it is time to terminate the thera-
peutic process. It is nonetheless important for the client to feel that the
door is always open if the need arises. She should be informed that if an-
other area of concern arises or if she observes patterns of dysfunctional
responses that do not respond to self-help techniques, then additional
therapy is always available. The appropriate level of expectation is vital
in order to continue therapeutic gains.

In one instance, a client who had been successfully treated 6 years
earlier for a severe case of PTSD caused by Vietnam combat reentered
therapy. The initial dysfunction had not returned, he had started a suc-
cessful and lucrative job, and he was now happily married. However, his
current presenting complaint was a series of molestation memories and
attendant disturbance that had recently arisen. In his earlier therapy
there had been no signs of sexual dysfunction or other indications of an
abuse history, but the client had recently seen his mother in a particular
body position at a motel and had begun to remember scenes of a child-
hood molestation involving his father and another woman. Conversa-
tions with his brother seemed to confirm his suspicions, which were ac-
companied by more molestation images. The client’s disturbance now
became extreme, because the emerging scenes entailed a lot of blood
and seemed to indicate that a murder had been committed in his pres-
ence. These scenes were appropriately targeted and reprocessed in
three EMDR sessions. During the reprocessing the image became more
distinct and appeared to involve not a murder but a woman menstruat-
ing. While a molestation did seem to be involved, the disturbance was
handled without difficulty and the client was again discharged after a re-
minder that the therapist’s door would always be open.

This case exemplifies a number of operational principles for the
clinician:

1. Do not assume that every possible unconscious dysfunction has been re-
solved within a given number of EMDR sessions. Clients may arrive at a state
of health and equilibrium appropriate for their current stage of life and
personal development without having unearthed every possible source
of disturbance. While clinicians have reported that EMDR seems to re-
lease “repressed” or dissociated material more often than other modali-
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ties (Lipke, 1992b, 1995), the successful targeting of all disturbance nec-
essary to remediate the presenting problems does not mean that other
issues will not arise in the future.

2. It is necessary to communicate to clients that other material may arise
and that this is not evidence of failure on their part but, rather, a natural un-
folding process. It may be helpful to speak metaphorically, to say, for ex-
ample, “Targeting any new material that surfaces is like peeling an arti-
choke.” (I prefer “artichoke” to “onion” because at the center of an
artichoke is a heart.) This gives clients the sense that their essential
health is always stable and intact within them and the message that the
unfolding of a new target simply offers them the opportunity to acquire
additional refinement and information. The client should be instructed
that other issues may naturally arise as she more fully integrates changes
and new life experiences. Providing this information allows new mate-
rial to be dealt with at the appropriate level of client readiness, which ap-
pears to accelerate the overall treatment outcome.

3. It is necessary to instill in clients a sense of self-empowerment and confi-
dence in their ability to exercise post-therapy self-monitoring. The client
should be asked to consider that an important aspect of continued men-
tal health for any individual is the ability to identify a feeling of self-
satisfaction and joy as a baseline response and to remain as alert as pos-
sible to the arousal of any states of internal suffering. Identifying the
source of the disturbance will allow the client to decide what kind of in-
tervention is needed. Before clinical assistance is deemed appropriate,
the client should attempt a variety of personal interventions. In many
instances, the solution to the disturbance may be as simple as taking ap-
propriate action or using guided imagery, meditation, or self-hypnosis.
In addition, the self-administered eye movement procedure (presented
in Chapter 9) may be used by clients at this stage of therapy.

SUPERVISED PRACTICE

Clinicians should use the information in Chapters 5, 6, and 7 during su-
pervised practice before implementing the information in this chapter
and the protocols given in Chapter 9. The more advanced material of-
fered in Chapter 10 should not be used by clinicians until they have be-
come comfortable at this level of practice and have acquired the appro-
priate baseline of experience. This should take from 6 to 8 weeks. As
mentioned earlier, during this practice period some clients may be
found to “loop” (maintain the same level of disturbance) even when the
alternatives described in these chapters are used. For this group the
more proactive version of EMDR described in Chapter 10 is needed.
Therefore, clinicians-in-training who are dealing with this kind of client

218 � EMDR �



should use the closure exercises offered in Chapter 9 and should refrain
from reinaugurating treatment until they have been adequately super-
vised on the more advanced material.

SUMMARY AND CONCLUSIONS

Phase eight of EMDR treatment is called the reevaluation phase. During
this phase determinations are made regarding clients’ assimilation of
the reprocessed information and their integration into a healthy social
structure. The reevaluation phase takes place at the beginning of each
session subsequent to reprocessing, when the clinician has the client
reaccess the earlier targeted material and reviews the log. This phase
guides the clinician through a three-stage protocol that targets the past
events that laid the groundwork for the dysfunction and the present
conditions that stimulate the disturbance and installs a positive tem-
plate for the future that helps incorporate appropriate actions. The re-
evaluation of previous work indicates when a new stage of the protocol
should be entered or when therapy should be concluded. Appropriate
follow-ups are a crucial aspect of EMDR therapy.

Treatment effects are reevaluated by assessing the quality of the im-
age that represents the targeted event, the SUD level, the cognitions,
the VOC level, the log, and the client’s reaction to projections of the fu-
ture. Before the client completes therapy, the material covered in the
history taking and subsequent reprocessing sessions should be reevalu-
ated. All pertinent memories, present stimuli, and future anticipated
events should be targeted. A positive template for appropriate future
action should be created to incorporate new adaptive behaviors and to
process any cognitive distortions. It is possible that the clinician will
need to educate the client about new behaviors or attitudes in order to
address deficits caused by inappropriate parenting and life experi-
ences.

Focused reeducation is particularly important for clients who have
histories of prolonged abuse or neglect. Although the standard process-
ing of earlier memories allows most clients to reach an adult perspec-
tive, more severe cases have developmental deficits that will have to be
separately addressed. To implement the three-pronged protocol for
this population, give special care to an adequate preparation that
strengthens positive affects and resources (see Chapter 5 and Appendix
A for the EMDR Resource Development and Installation Protocol). For
these complex cases, after appropriate processing of relevant memories
and stimuli, the positive templates are used to encourage the develop-
ment of the intrapsychic structures and developmental plateaus evident
in a healthy, happy adult. The refinement of these protocols and identi-
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fication of the types of therapeutic interactions and experiences most
able to achieve these outcomes are the current challenge to EMDR clini-
cians (see Shapiro, in press a).

For all cases, reevaluation of the clinical work includes the client’s
reports regarding real-life occurrences. The log is necessary to ascertain
potential targets and is crucial for full clinical effectiveness. Distur-
bances should be evaluated for appropriateness to the circumstances,
underlying dysfunction, new distortions, or systems issues that may
need to be addressed. The clinician should coach the client about realis-
tic expectations, self-care techniques, and the availability of future clini-
cal intervention, if the latter becomes necessary. The final reevaluation
may include extensive follow-ups before deciding that it is appropriate
to conclude therapy.
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CHAPTER 9
� � �

Protocols and Procedures
for Special Situations

You can outdistance that which is running after you, but
you cannot outdistance that which is running inside you.

African proverb

The standard EMDR procedure is applied to various clinical problems
by means of a number of specific protocols. So far, we have explored the
basic principles of EMDR clinical work, the standard procedure, and the
standard three-stage protocol used for most clients. The three-stage pro-
tocol, described in detail in the previous chapter, directs comprehensive
attention to all dysfunctional material manifested by the client’s re-
sponses to past occurrences, present stimuli, and future projections.

This chapter provides an outline to review the standard procedure
and then describes additional protocols and procedures. Any of these
protocols and procedures may be applicable to an individual client
(e.g., a trauma survivor may need treatment that combines the proto-
cols for specific traumas, phobias, and illness, a treatment that is
positioned appropriately within the standard three-stage protocol de-
scribed in the last chapter). In addition, the chapter provides instruc-
tions for clinicians who may also want to teach their clients how to use
the eye movements on themselves at the conclusion of therapy.

TheseadditionalprotocolsdemonstratehowtoapplyEMDRtovari-
ous clinical problems and provide the guidelines needed to serve most
clients (For comprehensive case descriptions see Shapiro & Forrest,
1997; see also Appendix D for additional protocols). Information on the
use of these protocols with selected, and perhaps more highly disturbed,
clinical populations is covered in Chapter 11. However, the clinician
should first use these additional protocols with the circumscribed tar-
gets of more intact clients during the 2-month practice period.

The following outline is a reminder of the basic procedural steps of
EMDR. The selection of targets will be based on the client’s feedback
and the three stages defined in the standard protocol.
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THE 11-STEP STANDARD PROCEDURE

The EMDR methodology requires a carefully defined treatment plan
and suitable therapeutic framework. After taking a client history (Phase
One) and preparing the client (Phase Two), the clinician may begin the
assessment, identify the appropriate components, and proceed with an
individual treatment session by completing the procedure described in
detail in the preceding chapters. This standard procedure involves at-
tention to the following steps:

1. Image: Have the client access an image that represents the entire
event, generally depicting the most traumatic part of the inci-
dent. If none is available, the client simply thinks of the incident.

2. Negative cognition: Develop the negative self-statement that
conveys an underlying limiting self-belief or assessment. It
should begin with “I am” and incorporate words that go with
the image.

3. Positive cognition: Create a desirable positive self-statement
that, when possible, incorporates an internal locus of control.

4. Validity of Cognition (VOC) level: Determine a client rating of
the gut-level validity of the positive cognition (where 1 equals
“completely false” and 7 equals “completely true”).

5. Emotion: Identify the name of the disturbing emotion that
arises when the image and the negative cognition are linked.

6. Subjective Units of Disturbance (SUD) level: Determine a cli-
ent rating of the degree of disturbance that arises when the
memory is stimulated (where 0 equals “neutral” or “calm” and
10 equals “the worst disturbance imaginable”).

7. Location of body sensation: Identify where the physical sensa-
tions are felt when the disturbing information is accessed.

8. Desensitization: Inaugurate the process whereby all associated
channels are cleared and the targeted event has a SUD rating of
0 or 1 (a higher score is acceptable only if ecologically valid).

9. Installation: Infuse the positive cognition.
a. Check the appropriateness and VOC of the original or new

positive cognition.
b. Link the positive cognition with the target event.
c. Attain a VOC of 7 or greater (unless otherwise ecologically

valid).
10. Body scan: Have the client mentally scan for any residual physi-

cal sensation while holding the target event and positive cogni-
tion in mind.

11. Closure: End the treatment session in a way that gives the client
feelings of self-efficacy and accomplishment as well as reason-
able expectations.
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a. Visualization: Use guided imagery to dispel any disturbance
that still remains.

b. Debriefing: Give posttreatment instructions to clients re-
garding potential ongoing processing, keeping a log, and us-
ing a relaxation tape and other self-control procedures.

The client keeps a log regarding any between-sessions disturbance in or-
der to facilitate the reevaluation phase, which opens the next session
and serves to define the next target. In using the standard three-stage
protocol, clinical attention is directed first to reprocessing the past
event that caused the dysfunction, then to working on the present stim-
uli that elicit the disturbance, and finally to establishing a positive tem-
plate for future action.

PROTOCOL FOR A SINGLE TRAUMATIC EVENT

While the standard three-stage protocol guides the clinician through
the overall stages of therapy, the single-event protocol identifies the spe-
cific targets involved in the reprocessing of the individual traumatic
event. Although this protocol should be incorporated into the standard
three-stage protocol for most clients, it may be sufficient in cases in
which a single memory is causing intrusive symptoms. It must be under-
scored, however, that victims of PTSD will undoubtedly need the full
three-stage protocol that was reviewed in the previous chapter in order
to address all of their symptoms. For instance, while the protocol for a
single traumatic event focuses primarily on intrusive symptoms, avoid-
ance symptoms will also have to be addressed by the inclusion of posi-
tive templates (the third stage of the standard protocol).

For single traumatic events, the standard procedure should be ap-
plied to the following targets (assuming they are available):

1. Memory or image of the actual traumatic event.
2. Flashback scene (which may differ from the recalled image that

represents the trauma).
3. Dream image, or most traumatic scene in a recurring nightmare.
4. Present stimuli that trigger the disturbing memory or reaction

(such as the sound of a car backfiring or being touched in a cer-
tain way).

PROTOCOL FOR CURRENT ANXIETY AND BEHAVIOR

Most clients will report a number of anxieties and behaviors that are
currently disturbing them. Some clients have anxieties that are not re-
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lated to major trauma. The following protocol helps the clinician focus
on these problems. (To identify an early salient memory, the “float back
technique” can be particularly useful; see Appendix A.)

For current anxiety and behavior, the clinician assists the client to
specify (1) the anxiety to be treated, (2) the initial cause and memory (if
available), and (3) the desired response.

The components are used and measurements are taken as the tar-
gets are reprocessed in the following order:

1. Initial or earliest memory.
2. Most recent or most representative example of a present situa-

tion that causes anxiety.
3. Future projection of a desired emotional and behavioral re-

sponse.

In all cases the client’s log reports will guide the clinician’s reevalua-
tion of the treatment effect by reporting any disturbances that arise in
subsequent weeks when the client encounters the target situation in the
real world. As usual, it is vital that the clinician then target these as soon
as possible after they emerge.

PROTOCOL FOR RECENT TRAUMATIC EVENTS

The standard protocol for most trauma involves focusing on the trau-
matic memory itself. Older memories generally can be treated by con-
centrating on one part of the event. The target is accessed by asking the
client to identify a picture that represents either the entire incident or
the most upsetting part of it. Targeting this one moment of the incident
usually results in the whole memory being reprocessed as other aspects
of the memory come fleetingly to consciousness or as the pivotal pic-
ture changes in some way. Thus, the reprocessing effect has become
generalized to the entire memory.

However, I discovered that a different approach was needed when
people came for EMDR treatment just a few weeks after the 1989 San
Francisco Bay Area earthquake. At that time I found that concentrating
on one part of the memory had no effect on any other part of the inci-
dent. For example, when a client reprocessed the most traumatic part
of the memory, such as the chimney collapsing and nearly burying him,
this did not cause him to feel better when he thought of other parts of
the event. It appeared that, on some level of information processing,
the memory had not had sufficient time to consolidate into an inte-
grated whole. This is an interesting phenomenon and may ultimately
shed some light on the activation and physiological mechanisms of
memory itself.
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Clearly, the memory of a recent traumatic event is consolidated on
some level, since the client can give a serial description of the experi-
ence, but on a crucial stratum of information association the various
aspects of memory are not integrally linked. On the basis of clinical ob-
servation, I estimate that the period required for consolidation is ap-
proximately 2 to 3 months. Presumably, future research will define this
period more precisely. The clinician can tell that consolidation of a re-
cent traumatic memory is complete when successful treatment requires
only the standard application of the 11-step procedure, rather than the
more extended protocol. The latter is as follows:

1. Obtain a narrative history of the event.
2. Target the most disturbing aspect of the memory (if necessary).
3. Target the remainder of the narrative in chronological order.
4. Have client visualize the entire sequence of the event with eyes

closed and reprocess it as disturbance arises. Repeat until the en-
tire event can be visualized from start to finish without distress.

5. Have client visualize the event from start to finish with eyes open,
and install positive cognition.

6. Conclude with body scan.
7. Process present stimuli, if necessary.

When working with a recent memory, the clinician should ask the client
to describe the event in narrative form. As the client recites the history,
the clinician should take note of each separate aspect of the event (e.g.,
“I felt myself rocking, then I heard the dresser falling, then I saw the
books dropping . . .”). Each of these experiences should be treated as a
separate target and given the standard EMDR procedure, including a
cognitive installation for each segment. The body scan, however,
should not be used until the final segment of the memory has been
treated and all of the targets have been addressed, for only then can one
expect all associated body tension to disappear.

Specifically, the client is asked to identify any part of the memory
that is so disturbing that it might divert attention when trying to target
another part of the incident. This might occur when, for example, a
flood victim lost hold of a loved one in the rising water, when a beam al-
most fell on an earthquake victim, or when a rape victim felt the gun
against her face. Whatever part of the memory is particularly upsetting
should be targeted first.

If there is no one part that is particularly distracting, the clinician
should target the part that occurred first. Since the most common reac-
tion to a recent trauma is fear, the clinician can suggest the negative cog-
nition “I am in danger” and the positive cognition “It’s over; I’m safe
now.” Of course, the clinician should suggest these cognitions in a man-
ner that allows clients to select another that better fits their personal ex-
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perience. As the client concentrates on the first (or most distressing)
part of the memory, the clinician implements the standard EMDR pro-
cedure up through the installation of the positive cognition.

After each of the reported aspects has been treated, the clinician
should ask the client to close her eyes and visualize the experience as
one might run a videotape through a VCR. This part of the protocol
should not be confused with the hypnotic exercise that calls for a disso-
ciation of emotions as a movie is projected on a distant screen. The re-
processing of a target calls for the client to have a full association to the
material. The client is asked merely to play the entire incident in her
mind as if it were a videotape, so that she can assess her emotional reac-
tion to the whole event and stop it at will. Most clients can scan visual
content more easily if their eyes are closed, and this may be suggested.
Therefore, the client is instructed that any time emotional, cognitive, or
somatic disturbance arises during this “video presentation,” she should
stop, open her eyes, and so inform the clinician. At that point, the
EMDR procedure, including the negative and positive cognitions, is im-
plemented with regard to that part of the memory of the event. It is not
unusual for various aspects of the memory that were not previously re-
membered to surface as disturbing. Metaphorically, the first round of
reprocessing flattens the mountains so that clients can more easily see
the hills.

After all of these relatively minor disturbances have been ad-
dressed, the clinician should ask the client to “run through the video-
tape” again with eyes closed. Once again, any newly revealed aspects of
the memory that are distressing should be reprocessed.

If there are no further disturbances, the client should “run through
the videotape” with her eyes open, holding in mind the positive cogni-
tion while the clinician administers a long set. The clinician should spe-
cifically ask the client to scan the videotape mentally—even though the
images will not be clear—and to give the stop signal when she is finished.
After this, the body scan can be done.

In addition to working on the actual memory, the clinician should
be prepared to address any present stimuli that may be reported to
cause a startle response (such as a truck rumbling by), nightmares, and
other reminders of the event (such as seeing a crack in the sidewalk) that
the client still finds disturbing. While the protocol appears lengthy, it
can usually be accomplished in less than three sessions, since each as-
pect is generally dealt with very rapidly. However, clinicians should not
place time restraints on clients, since their responses are unique and
therefore unpredictable.

It is particularly important to remain flexible regarding the time
necessary for treatment because there is no way of knowing with what
earlier material the identified target (the recent traumatic event) is actu-
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ally linked. For clients whose earlier history contains unresolved events
that are associated with lack of safety and control, a longer treatment
may be required. Since during processing it is not unusual for some sur-
vivors of natural disaster to recall earlier memories of physical or sexual
assault, clients must be informed about the possible lengthiness of treat-
ment. In addition, as always, the clinician should take the appropriate
steps to ensure client safety, even when the presenting complaint ap-
pears to be an isolated and recent trauma.

This protocol is generally applicable to events that are up to 2 or 3
months old. If the event is more than 3 months old, the clinician should
first use the single-trauma protocol. However, he should be prepared to
switch to the extended protocol if the entire incident is not appropri-
ately reprocessed.

PROTOCOL FOR PHOBIAS

Many trauma clients have phobias that may require separate treatment.
For other clients, the initial experience of fear has taken on traumatic
proportions. In addition, phobic clients may be continually trauma-
tized by the “fear of fear” and of the ongoing phobic experience (e.g.,
the ever-present danger of encountering a feared object, such as a dog).
Many clients have organized their lives around avoiding the feared ob-
ject or event. Therefore, it is important that the clinician do the appro-
priate clinical work to help the client fully assimilate newly acquired
fearless behaviors.

For the purposes of EMDR intervention, phobias may be divided
into two classes, which I have designated as “simple” and “process.” A
simple phobia is defined as fear of an object (e.g., a spider) that is cir-
cumscribed and independent of the client’s actions. The fear is gener-
ated by the sight of the object and is independent of further participa-
tion. Many times these phobias are easily handled by steps 1 to 3 below.
A process phobia, on the other hand, is defined as fear of a situation in
which the client must actively participate. For instance, a phobia of fly-
ing requires the participation of the client: In order to be in the feared
situation the client must purchase tickets, drive to the airport, and get in
the airplane. Therefore, when targeting a process phobia, the clinician
must address all the pertinent aspects of the experience, including deci-
sion making and anticipatory anxiety. These are handled by steps 4 to 6
below. However, if a deliberate interaction with any feared object is
needed in daily activity (e.g., approaching a dog at a neighbor’s house
or cleaning a spider filled attic), or in research (e.g., touching a snake in
a Behavioral Avoidance Test [BAT]), the full procedures should be used
for simple phobias as well (de Jongh Ten Broeke, & Renssen, 1999;
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Shapiro, 1999). It should be remembered that the phobia diagnosis is
given because of avoidance that debilitates the client’s current life. Al-
though the procedures for the simple phobia may eliminate the client’s
self-perceived fear, they may not overcome (without the full steps) the
evolutionary biases (such as disgust of spiders or discomfort around
snakes) challenged by a BAT (see also Chapter 12). Although the simple
phobia protocol may be sufficient in many instances, some phobia re-
searchers believe that the division is not useful and that the process pho-
bia protocol should be used exclusively (de Jongh et al., 1999; see
Chapter 12).

1. Teach self-control procedures to handle the fear of fear.
2. Target and reprocess the following:

a. Antecedent/ancillary events that contribute to the phobia
b. The first time the fear was experienced
c. The most disturbing experiences
d. The most recent time it was experienced
e. Any associated present stimuli
f. The physical sensations or other manifestations of fear, in-

cluding hyperventilation
3. Incorporate a positive template for fear-free future action.
4. Arrange contract for action.
5. Run mental videotape of full sequence and reprocess distur-

bance.
6. Complete reprocessing of targets revealed between sessions.

The use of self-control techniques is particularly important with
phobic clients. Many phobias entail a fear of fear. Clients may report
that they have avoided the activity so long that they no longer know if
they actually still fear it. Rather, they are afraid of being overwhelmed
by the fear itself if it arises. This is a very appropriate attitude if the cli-
ent has never been able to deal with fear adequately. In order to address
this problem, the clinician should teach the client a number of self-
control procedures, some of which are listed later in this chapter. The
client should practice these techniques in the office until she has
achieved a degree of self-mastery and feels she can handle a certain level
of anxiety and fear with a measure of confidence.

Most clients will need to learn how to identify the physical sensa-
tions that accompany the cognition “I am afraid.” Concentrating only
on the global sense of the emotion can be overwhelming for clients. If,
instead, a client can learn that the physical sensations he equates with
fear are simply sensations felt in his stomach and chest, for example,
and that they are amenable to change, he will gain a greater capacity for
controlling them. The ability to identify these sensations also implicitly
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allows the client to perceive himself as larger than the fear, since he can
cognitively separate himself from it and place it under his control.

While the protocols for both simple and process phobias are
straightforward, the clinician must first explore the client’s history in
order to identify any secondary gains issues that may exist. For instance,
a client had reported a fear of snakes as her presenting complaint. How-
ever, during the history taking it became clear that there were a number
of factors contributing to the phobia, including boundary issues, lack of
assertiveness, and low self-esteem. An inquiry into the client’s marital
relationship revealed that her husband was domineering and got his
way on most issues; in addition, he was a camping fanatic. Thus, it ap-
peared that the client’s snake phobia conveniently provided her with an
acceptable excuse to stay home rather than accompany her husband on
overnight excursions. (The same factors would apply in the case of a
process phobia in which the wife is afraid of flying, thereby keeping her
traveling salesman husband from insisting that she accompany him on
his cross-country trips.) Clearly, until secondary gain issues (often
rooted in family of origin material) are handled, phobias will not be
amenable to treatment.

As with all treatments, the client should be reassured that there will
be no pressure to perform or to conform to any outside standard. Cli-
ents should also be made to understand that giving up the fear does not
mean they must engage in any particular activity: Relinquishing a fear
of snakes does not force one to take up camping; losing a fear of heights
does not necessitate skydiving. The clinician should make it clear to the
phobic client that the right to choose is his and that his actions need not
be motivated—or mandated—by either the fear or its absence.

In all cases the clinician must explore the genesis of the fear, be-
cause it may be rooted in an event that is apparently quite separate from
the actual phobic response. For instance, one client reported a fear of
driving a car. Every time she was confronted with an unanticipated situ-
ation while driving, she experienced a panic attack. History taking re-
vealed that before her first phobic response she had been an exchange
student in Europe. Since she did not know anyone well, she had been
delighted to be invited to a party by a fellow student. Unfortunately, af-
ter drinking some punch she had begun to feel ill and had left the party.
Once back in her room, she began to experience hallucinations, appar-
ently because someone had spiked the punch with LSD. Frightened and
alone and feeling completely out of control, the client had spent a terri-
fying night until the hallucinations subsided. Subsequently, while driv-
ing a car she had experienced a similar sense of loss of control during a
near accident and had panicked. This feeling of panic evidently general-
ized to any experience of loss of control when behind the wheel of a car,
even relatively minor ones. Obviously, before attempting to focus on
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the phobic response, it was necessary for the clinician to target the ear-
lier experience of terror during the LSD hallucinations.

Once the appropriate antecedents of a phobia are reprocessed, a
full EMDR treatment, including installation and body scan, should be
carried out on each event in the following order: The first memory is
targeted first, because it is assumed to include the stimuli pertinent to
the genesis of the fear and the physiological responses that need to be
processed. The most frightening incidents are targeted second because
they are assumed to include exacerbating stimuli. The most recent
memory is targeted third because it is assumed to include stimuli that
have become potent because of second-order conditioning. Additional
stimuli should be processed separately, as there are various independ-
ent situations that can trigger the fear. For instance, in the case of a pro-
cess phobia of flying, one client may become afraid only when a per-
sonal trip is imminent, another may be fearful whenever a family
member has to travel, and still another not only may fear these situa-
tions but also may become fearful when hearing a plane overhead. Trig-
gers should be appropriately reprocessed before attempting to incor-
porate any positive template for the future. For generalized phobias,
such as claustrophobia, a representative incident of each anxiety-
producing situation should be targeted (e.g., elevators, traffic jams, the-
ater seats, etc.).

If symptoms of fear, including hyperventilation, arise during the
treatment session, the clinician should target those physical sensations
with successive sets. The clinician should speak soothingly to clients as
the fear arises, encouraging them as follows: “Just notice the sensations;
don’t force them one way or another.” Continuing the set through the
fear, even in the case of a full-blown panic attack, may dissipate the dis-
turbing emotion and reprocess the client’s fear of fear. After the fear
has subsided, the clinician should review a self-control technique (e.g., a
safe-place exercise) with the client. This can reaffirm the client’s ability
to handle any fear that might arise.

With a simple phobia, a positive template is incorporated by using a
single image, for instance, imagining being in the presence of a snake
while feeling calm and relaxed. This projection should be reprocessed
until it reaches a 6 or 7 on the VOC Scale. Often, clients will stop at a
VOC level of 6 because they feel a need to experience the feared object
firsthand to be fully convinced that they are not afraid of it. Regardless
of the client’s anticipatory state, he should be cautioned to maintain a
log of any negative responses, which will be used as targets for future
treatment. The log entry should constitute a good snapshot of what oc-
curred, including images, thoughts, and physical sensations. For the
claustrophobic client, a positive template should be installed for every
trigger.
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In the case of a process phobia (or where any object or situation
must be deliberately approached), it is necessary to address the issue of
anticipatory anxiety, as well as any cues that have become fear evoking
owing to second-order conditioning. For instance, once clients who are
afraid of flying are able to imagine themselves riding without fear in an
airplane, a contract is made to have them actually take a flight within the
month. The client is then asked to close her eyes and imagine a video-
tape of the time between the present session and the successful comple-
tion of her return plane trip. Each disturbing aspect of the process
(choosing a destination, calling the airline, packing, driving to the air-
port, and so on) is reprocessed as a separate target. The process is re-
peated until the entire mental videotape can be viewed without fear.

The client must also report any fear or anxiety that arises as she
takes the actions necessary to fulfill the contract. She should use the self-
control techniques she has learned and keep an accurate record of each
stimulus and her response to it for future processing. In all cases the
clinician should assist the client to view her fearful reactions as feedback
rather than failure. It may be useful to emphasize for the client that
some moments of fear are to be expected in the ensuing weeks and that
it is only necessary for her to identify these moments for targeting. This
may lower the expectation of treatment effects sufficiently so that the
client will not become unduly discouraged if fear momentarily
emerges. The client should be encouraged to enter the situation that
exposes her to the stimulus as an adventure of exploration, not merely
as a prelude to successful resolution.

It is also possible that the primary phobic response will completely
disappear when EMDR is applied only to the genesis event. However,
the full treatment protocol should be implemented, when possible, to
prevent future reactivation of the phobia. In addition, structured in vivo
exposure may be particularly helpful in some conditions (de Jongh et
al., 1999), particularly when triggers do not remit (see Shapiro & For-
rest, 1997).

PROTOCOL FOR EXCESSIVE GRIEF

The loss of a loved one is often a traumatic experience. The amount of
suffering may be intense and will last for varying amounts of time. Un-
der normal circumstances people eventually overcome their grief over
the loss. However, this process of adjustment can suffer impediments,
as indicated by a persistent high level of suffering and self-denigration.
Using EMDR may prove difficult for clinicians who believe people need
a set amount of time to “learn from their grief.” However, as we have
noted, EMDR does not eliminate or even dilute healthy, appropriate
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emotions, including grief. Rather, it can allow clients to mourn with a
greater sense of inner peace. For a comprehensive explication, see the
three-session verbatim transcript in the EMDR casebook (Shapiro &
Forrest, 1997)

With excessively grief-stricken clients the following should be tar-
geted and reprocessed, as necessary:

1. Actual events, including the loved one’s suffering or death.
2. Intrusive images.
3. Nightmare images.
4. Present triggers.
5. Issues of personal responsibility, mortality, or previous unre-

solved losses.

The EMDR protocol for excessive grief is similar to the standard
protocol for trauma. Many clients report that their feelings of grief, sad-
ness, and guilt are linked to intrusive memories, dreams, or fantasies of
the loved one that seem to block their access to any pleasant memories
or associations (see Access Restricted to Negative Material in Chapter
2). These negative images should be targeted and appropriately repro-
cessed. For example, a mother whose daughter had committed suicide
in a mental institution blamed herself for her child’s death. Any remind-
ers of her daughter elicited terrible images of her child’s suffering dur-
ing the mental breakdown, along with concomitant feelings of guilt and
powerlessness. After the negative images had been processed, the im-
ages that emerged when the clinician said, “Think of your daughter,”
were of happy childhood scenes of play and a ballet. The use of EMDR
allows clients to continue the period of adjustment and loss but without
the knife-sharp edge of intense pain.

Often, targeting the appropriate level of responsibility and any con-
cerns clients have regarding their own present safety is crucially in-
volved in the treatment of excessive grief (Solomon & Shapiro, 1997).
Because these factors are likely to be masked by intense sadness and
emotional pain, they may become apparent only during processing. It is
important, therefore, that the clinician maintain a respectful, nurturing
attitude when clients reveal these previously hidden aspects of their suf-
fering. For example, a negative emotional response may be the result of
guilt engendered by the client’s memories of being harsh or unkind to-
ward the loved one. These incidents should be targeted for reprocess-
ing.

The client’s suffering because of the loved one’s death may be com-
pounded by a reactivation of earlier experiences of unresolved emo-
tional loss. Such losses should be processed as they emerge. In addition,
because the target situation is the death of a loved one, it is crucial that
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the client be carefully questioned (for appropriate targeting) about any
distress that she may have experienced between sessions, particularly
thoughts about personal injury or the mortality of other family mem-
bers.

The use of EMDR should allow the grieving client to accept her
painful personal loss and enable her to think back on various aspects of
her life with the loved one with a wide range of feelings, including,
hopefully, an appreciation of the positive experiences they shared.
EMDR appears to restimulate the blocked system that is symptomatic of
pathological grief, to accelerate the processing of dysfunctional infor-
mation, and to allow appropriate, healthy insights and emotions to
emerge.

It cannot be stressed too much, however, that EMDR does not elim-
inate or neutralize appropriate emotions and does not forestall per-
sonal growth. Thus, when EMDR is used, a grief-stricken client will
naturally—and in her own way—move toward acceptance of her loss
while simultaneously resolving impediments to recovery.

Even after a given treatment session, information processing and
the enhancement of various stages of recovery will continue. There-
fore, the clinician need not feel obliged to decide for the client how
long she should suffer before implementing EMDR. He should feel
free to use it at any time, especially since no clinical model can pre-
dict with certainty the optimal recovery time for a given client and
since no clinician can fully appreciate the pain she is experiencing.
Further, setting an arbitrary time limit before EMDR can be tried
(e.g., “You should grieve at least 3 months/1 year/2 years”) is anti-
thetical to the notion of the ecological validity of the client’s self-heal-
ing process. As is true for all other clinical populations, if the felt
emotion (and its intensity) is appropriate for the grieving client, it will
remain despite the application of EMDR.

One case of excessive grief involved a woman whose infant son had
died. Just prior to his death she had nursed him through the night while
telephoning and begging her physician to admit him to the hospital.
The doctor continued to reassure her and insist that she keep the child
at home. Holding her son to her breast, she rocked him through the
night until they both fell asleep. When the mother awoke the next
morning, the baby was lying dead against her chest. Her feelings of pain
over this death were immense, and she sought relief from an EMDR
therapist. After the 90-minute treatment session, she said, “I can feel
him in my heart. I’m grateful for the time we had together. He’s in a
better place.” Such a dramatic release from suffering after a very brief
period of therapy directly addresses the question of how long the clini-
cian should withhold therapy from a client. The answer, I believe, is to
leave the decision to the client.
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PROTOCOL FOR ILLNESS AND SOMATIC DISORDERS

The following protocol is included to underscore the fact that victims of
physical illness may also be suffering from psychological trauma. While
traumaresponses, suchasPTSD,areeasilydiagnosed inclientswhohave
suffered rape or battlefield stress, many clinicians do not recognize that
the assault on the psyche of the client may be just as severe—or even more
severe—when the perpetrator is perceived to be the client’s own body.
Whether the psychological effects are debilitating because of the pain
and fatigue born of chronic illness or because of the impact of a cata-
strophic disease such as cancer or AIDS, such clients must be treated
with thesamenurturingconcernaffordedtherapeorwartimevictim. In-
deed, in many instances, the psychological and social issues that must be
addressed are similar. For detailed client applications see the EMDR
casebook (Shapiro & Forrest, 1997). Research is needed to evaluate
efficacy along both symptom severity and quality of life dimensions in-
cluding chronic pain (see Grant, 1999; Grant & Threlfo, in press).

In brief, the EMDR protocol for working with illness and somatic
disorders is as follows:

1. Create an action plan to address real needs.
2. Identify and reprocess relevant memories, present situations,

and fears of the future dealing with
a. personal or physical constraints
b. social issues
c. medical experiences

3. Run “videotape” of the next 1 to 5 years.
4. Use Simonton-type imagery with appropriate cognitive ground-

work.
5. Identify suitable positive cognition.
6. Link image and positive cognition.
7. Assign homework with the self-use procedure.
8. Use log and self-care procedures.

This protocol addresses both psychological and physical factors re-
lated to somatic complaints. However, it should not be a substitute for
appropriate medical care but an adjunct to it. Although the protocol
will be discussed in the context of treating a cancer patient, it can easily
be amended to apply to the psychological (and possibly physical)
concomitants of any illness, physical complaint, or somatic disorder.

For many clients with somatic complaints, addressing the psycho-
logical dimensions will cause partial or complete remission of the physi-
cal symptoms. When primarily organic processes are involved, the psy-
chological issues may be viewed as exacerbating the physical condition.
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While physical symptomatology may not remit, the clinical emphasis is
on improving the person’s quality of life. Very often, it is the client’s
psychological tension or self-identification as a helpless victim that can
be the most debilitating factor.

A perfect example of the psychological determinants of the quality
of a person’s life in the face of debilitating conditions is seen in the life
of Ronald A. Martinez, who served as one of the EMDR Institute’s first
educational associates. When Ron was a 15-year-old sports fanatic, he
made a simple dive into a swimming pool—and became a permanent
quadriplegic. One day many months later he made the choice between
remaining an invalid on the dole, which his friends told him was a com-
pletely acceptable option, and making something of his life (Martinez,
1992). He chose the latter and became a loving and extraordinary clini-
cian who inspired thousands of people. Ron remains the exemplar of a
principle that has become central to EMDR therapy: “It’s not what hap-
pens to you but how you deal with it that matters.”

Obviously, in the case of a permanent disability, the clinician will
have to address issues of finances, career, relationship changes, and so
on. EMDR will not eliminate the fears or anxieties related to issues that
should be addressed by means of education or action. Only after devis-
ing a plan of action and addressing the client’s most pressing needs
should the clinician deal with the psychological ramifications of the dis-
ability. If this is not done, realistic fears may interfere with the client’s
ability to focus on and reprocess the dysfunctional material. Once a
practical plan has been developed, the clinician can use EMDR to target
any dysfunctional fears or doubts that the client may have about imple-
menting it. However, an exception to this strategy is when the primary
presentation is pronounced, intrusive symptomatology. In this case the
primary intrusions should be addressed before targeting the rest of the
symptoms, because the fears engendered by the intrusive
symptomatology can hamper the client’s ability to think logically and ef-
fectively enough to construct appropriate action plans.

With cancer, as with most presenting pathologies, the EMDR
model requires a search for the relevant memories, present factors, and
fears of the future. EMDR must be used on all identified problem areas.
A detailed client history may reveal patterns of self-sacrifice and diffi-
culty in dealing with anger. With any illness, the issues of secondary gain
engendered by these kinds of patterns must be addressed. For instance,
practically everyone has had the experience of backing out of a social
obligation by using the excuse of not feeling well. This is one of the few
generic excuses met with sympathy rather than hurt feelings. The clini-
cian should pay careful attention to the client’s ability to draw appropri-
ate boundaries, voice appropriate needs, and take appropriate levels of
responsibility. Some clients can permit themselves to cease nurturing
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others only when they are physically unable to do so. For other clients,
illness is the only way they can receive nurturing because of either ear-
lier modeling or actual present-life circumstances.

The clinician should take care to assess present factors, which may
include a no-win situation that is generating feelings of helplessness and
hopelessness. In addition, it is important to address the systems issues
in relation to the disease. Not unlike the rape victim, the victim of a cata-
strophic illness must confront the reactions of family and friends. It is
not unusual for the presumed support system to fail, because friends
are negatively affected by the client’s disease. In some cases, they are so
distressed at the thought of losing the person or at thoughts about their
own mortality that they actually abandon the client. In other cases,
friends may deal with the situation by minimizing the possibility of
death or by exerting strong pressure on the client to maintain an opti-
mistic facade. The full clinical picture must take into account these pos-
sible reactions and the client’s emotions. It is not unusual for feelings of
guilt and helplessness to dominate the client’s consciousness to the
point where she is unable to establish appropriate boundaries and per-
sonal stability without clinical assistance.

Besides addressing social issues, the clinician should assess the
impact of medical procedures and professionals on the client’s psycho-
logical stability. Memories of distressing medical experiences can be
detrimental to client comfort. For instance, a cancer patient sought
treatment with EMDR because her only hope appeared to be a new
experimental treatment for her metastasized cancer. The problem was
her inability to decide whether the possible benefits of the treatment
outweighed the possible adverse effects on her quality of life, because
of intrusive thoughts related to an earlier negative reaction to chemo-
therapy. EMDR was used to metabolize the earlier memories and instill
a feeling of control and ability to choose. When the client decided to
undergo the experimental cancer treatment, EMDR was also used to
reprocess the inappropriate fear and to provide her with a variety of
coping skills to be used during treatment. After undergoing the chemo-
therapy, the client reported that her state of mind during the medical
procedure allowed her to experience it with ease. She also noted that
the experimental medical procedure had produced the fewest negative
side effects of any cancer treatment she had undergone.

The clinician should also take care to assess and address the
negative consequences of any insensitive remarks that may have been
made to the client by medical personnel. The unfortunate tendency of
some physicians to use fear to motivate clients to comply with treatment
regimens can have a highly negative effect on client stability. Any dis-
turbing events of this nature should be targeted at the initial stage of the
protocol.
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It is vital that the clinician address the client’s future and pose (and
perhaps target) questions such as “Who am I without the cancer?” and
“What do I have to change or confront?” If they apply, the memories
that laid the groundwork for feelings of low self-esteem and powerless-
ness must be metabolized. Issues concerning parents, family, signifi-
cant others, career, identity crises, and present disturbances must also
be addressed. Family therapy may be necessary to allow family mem-
bers to adjust to a new image of a mortal parent or spouse and to con-
comitant feelings of anger, betrayal, and grief.

The clinician should work with family members to reprocess any of
their responses that are distressing to the client, thus enabling the fam-
ily to provide the greatest support. If the client is forced to focus contin-
uously on the dysfunctional responses of the family, his sense of help-
lessness and lack of control will be intensified. If family members are
not available for treatment, EMDR should be used to help the client ad-
just to his family as they are, not as he wishes them to be.

Ultimately, the client must explore the question “Do I want to live?”
along with any negative concomitant emotions that arise. Reprocessing
of inappropriate fears and expectations can help the client arrive at an
affirmative answer.

In order to process any residual dysfunction most effectively, it is
useful to have the client envision himself in a healthy state 1 and 5 years
from now. The client is asked to “run a videotape,” along with a positive
cognition, of the next 1 to 5 years of his life. Whenever the client notices
undue disturbance or doubts, the eye movements should be initiated.

While the following section addresses ways to bolster the immune
system in order to facilitate the healing process, premature death may
be inevitable for some clients. It is important, therefore, to couch this
material in a way that invites a possible healing but also concentrates on
the quality of life of the client who may, in fact, be dying. Ultimately, if
the client must accept death from the illness, the clinician should use
EMDR to target his ability to reconcile with his family and friends, put
his estate in order, and cope with his fears of death itself. An imagined
videotape of the future can be played for this purpose as well. EMDR
has also been used in the hospital to assist clients who are suffering from
intractable pain to let go of the guilt they feel about wanting to die and
be released from their pain.

In attending to the psychological dimensions or the disease process
itself, it is vital that the clinician help the client to feel empowered, not
guilt-laden. When discussing the possibility of mobilizing resources to
assist in the healing process, the clinician must take care that the client
does not infer that he is responsible for his illness. Such a misperception
can leave a client feeling that if he is not cured, it is his fault. This is dev-
astating to treatment and should be avoided at all costs.
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The client must be made to understand that he is not responsible
for the disease because his susceptibility to stressors that inhibit the im-
mune system may be genetic and the early modeling that encouraged
some types of reactions and any contributing psychological characteris-
tics were foisted on him long before he had any choice in the matter.
The concept of a potential healing process must be explored in a way
that does not contribute to additional tension or self-denigration. It is
important to convey to the client that just because he is attempting to
catalyze his own healing does not mean that he is to blame for the dis-
ease.

An excellent resource on bolstering the immune system and mobi-
lizing all resources to combat the cancer disease process is a book called
Getting Well Again (Simonton & Creighton, 1982). Back in the 1970s
when working as a psychologist and radiologist team, the Simontons
received referrals primarily of terminally ill patients. They were in-
trigued by the question of differential survival rates among these
patients, and their analysis revealed that these rates were often corre-
lated with the patients’ attitude and mental imagery. The Simontons
suggested helping patients to formulate a mental image of the immune
system as a powerful entity capable in some way of defeating the weak
cancer cells. In many instances, a positive effect on quality of life and
longevity was reported as a result of enhanced mental attitude and
these imagery exercises. Many researchers in the burgeoning field of
psychoneuroimmunology have supported the Simontons’ early find-
ings (Cousins, 1989; Pelletier, 1977; Rossi, 1986; Siegel, 1989; Solomon
& Temoshok, 1987).

In order to assist the client in creating a positive image, I suggest a
good cognitive groundwork. Assure the client that cancer cells are the
weakest in the system. That is why chemotherapy and radiation therapy
work; they kill off the cancer cells while the stronger, healthier cells
survive. Often, EMDR may be used at this point to work on some
problematic statements that may have been made by medical personnel
regarding the cancer’s potency. In addition, clients often report distress
when remembering the look on their doctor’s face as they received the
diagnosis, a look they associate with the delivery of a death sentence. It
is unfortunate that there are still physicians who are ignorant of the
findings of psychoneuroimmunology.

One drawback to the imagery advocated by the Simontons is that
it entails picturing the immune system as an overpowering force in a
warlike state, for example, as wolves or as artillery whose job is to de-
stroy the cancer cells, which are pictured as a weaker enemy. While this
type of imagery was excellent for some clients, it was extremely trou-
bling for others because of their pacifist views. It is important, there-
fore, that the imagery used by clients be geared to their psychological
makeup and personal beliefs. A destructive, warlike force may be ap-
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propriate for some, whereas an image of the heart of Jesus or another
spiritual icon sending in a healing light would be a better choice for oth-
ers. Once again, with EMDR it is important to employ a client-centered
approach, which allows clients to choose the images and cognitions that
work best for them. The objective is to provide a dynamic image of the
cancer cells being destroyed and leaving the body.

Once an appropriate image has been selected, the ease of applica-
tion, along with the choice of an appropriate cognition, should be ad-
dressed. One client who worked with the Simontons had developed an
image of electricity coming through the top of his head and moving
through his entire body killing all the cancer cells. However, when ap-
plying for EMDR treatment, he reported that he had used the imagery
only rarely and, in addition, that the electricity often got “stuck” in cer-
tain parts of his body and would not proceed the entire way through.
The EMDR clinician first asked the client to formulate a positive cogni-
tion to go with the picture. He chose “My immune system heals me.” He
was then instructed to hold simultaneously in mind the picture of the
electricity and the positive cognition; then the eye movements were
added until the cognition became stronger. He was next instructed to
close his eyes and imagine the electricity moving throughout his body.
Whenever it got stuck he was to open his eyes, and the eye movements
were used until the electricity began moving freely again. EMDR was
used repeatedly in the office, targeting the linked cognition and image,
until the client could easily access both of them with an attendant sense
of power. Imagery homework was then assigned that instructed the cli-
ent to use the imagery, cognition, and eye movements (the self-directed
use of eye movements is discussed later in this chapter) at least three
times a day. The client decided that he would rehearse the imagery ev-
ery time he urinated, thus reinforcing his positive cognition with the
thought that the cancer cells were being washed out of his system. That
is, he simultaneously used the imagery, the eye movements, and the
thought “It will take away all the poison.”

When possible, the image and positive cognition should be linked
continuously when the eye movements are used. If that is not possible—
for instance, if the image is a moving picture and the client has difficulty
maintaining a focused attention—the eye movements should be used
with the positive cognition at the opening and close of the image-
viewing process.

The clinician should instruct the client in the self-directed use of
eye movements to ensure continuous processing during the imagery
homework. While it is usually inadvisable for clients to use the eye
movement sets at home during early stages of therapy because of poten-
tial abreactions, an exception is made with this protocol because the im-
agery and cognition that will be targeted at home have already been
treated by repeated eye movement sets in the clinician’s office. There-
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fore, any dysfunctional material in the channels associated with the tar-
get will already have been reprocessed before the client uses the eye
movements at home. The client should record in his log any doubts, re-
sistance, pertinent memories, or current upsets that may arise during
the self-directed use of the eye movements. EMDR should be used to ad-
dress not only the fear, but all of the ongoing traumatizing experiences
related to the cancer, including feelings of body betrayal; the real or
perceived callousness or indifference of medical personnel, family, and
friends; and negative emotions related to hospital stays, medical tests,
operations, and so forth.

Once again, it should be emphasized that most victims of severe ill-
ness are likely to be suffering from PTSD as well. While this concomi-
tant is quite apparent with rape or molestation victims, it may also occur
when the perceived perpetrator is the victim’s own body or immune sys-
tem. Because the resulting sense of powerlessness and self-disgust can
be quite paralyzing, the clinician must be careful to frame the work in
terms of self-healing, a focus that helps to restore the client’s sense of
power and choice.

Relaxation and pain-control techniques, such as those given later in
this chapter in the section Self-Control/Closure Procedures, can be
very helpful in producing a sense of self-efficacy. In addition to having
psychological benefits, the “light stream” technique described in that
section is particularly useful with acute pain (S. Levine, personal com-
munication, 1982; Levine, 1991). The eye movement sets themselves
have also been reported to be useful for pain management (Hekmat,
Groth, & Rogers, 1994). Encouraging clients to make use of supportive
group therapy (Spiegel, Kraemer, Bloom, & Gottheil, 1989) and one or
more alternative health-care approaches, such as massage or nutrition,
to promote a sense of self-nurturing and to mobilize psychological re-
sources and a greater sense of control may also be beneficial. Self-care
and the logging of doubts and fears are ongoing processes, and any cli-
ent concerns or restrictions should be targeted by the clinician.

EMDR treatment may be considered essentially complete when cli-
ents are able to envision themselves as healthy and cancer free and a
body scan reveals no negative sensations. Although the image of good
health is strengthened by EMDR, it must of course be done with realis-
tic goals. In other words, EMDR can help empower the client to do
whatever it takes to attain a positive quality of life that is enhanced by a
sense of control and self-efficacy, and through the present EMDR pro-
tocol the body may be mobilized to do what it can to enhance the heal-
ing process. Ultimately, however, the client needs to reconcile himself
to the outcome of his illness, whatever that turns out to be. He must be
convinced that although reaching for something does not ensure that it
can be grasped, nothing can be accomplished without the attempt.
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SELF-DIRECTED USE OF EYE MOVEMENT SETS
FOR STRESS REDUCTION

Caveats and Suggestions

It is difficult, if not impossible, to engage in intense, complete personal
therapy without a clinician’s assistance. This section presents the
ways in which the eye movement sets can be used by clients as self-
directed techniques for stress reduction, not as techniques for the self-
implementation of the full EMDR procedure for therapy purposes. As
we have seen, EMDR is much more than just eye movements, and the
various clinical choice points—which are obvious to a trained clinician—
are not necessarily discernible to clients, even if they are clinicians
themselves.

In addition, it is not recommended that clients be taught the self-
directed use of eye movements in the early stages of therapy. There is
no way of knowing to what a given target or anxiety response is linked,
and even seemingly innocuous disturbances can be rooted in ex-
tremely disturbing childhood memories. If the eye movement sets are
attempted by clients prematurely, even on apparently minor stressors,
high-level abreactions can be stimulated and can cause a retrauma-
tization, since clients will not be able to maintain the sets themselves to
reprocess the material. It is not unusual for a client’s eyes to stop mov-
ing during a typical treatment session; it is the clinician’s responsibility
to monitor the client’s progress and to make sure that the eye move-
ment set is continued for the appropriate amount of time.

If the client engages in the eye movement sets without clinician su-
pervision, even a successful session can result in continued processing
that can be disruptive to the clinician’s treatment plan. Therefore, the
clinician should request that the client avoid self-directed use of the eye
movements before consulting with him and refrain from attempting
their use with another layperson. However, if the client has reached the
end of the overall therapy, the clinician may suggest the eye movement
sets for home use, since the client has already processed most of the ma-
jor channels of information. Even in this case, however, the clinician
should urge the client to keep a log of any new disturbing memories or
reactions that may arise.

Self-directed use of the eye movements can also be extremely
helpful for clinicians who wish to minimize the effects of vicarious
traumatization by reprocessing their own response to clients’ disturb-
ing stories. The effects of vicarious traumatization, which are well docu-
mented in the field of mental health (Figley, 1995; McCann & Pearlman,
1990), can interfere not only with the therapist’s ability to maintain a de-
tached clinical perspective, but with her sense of personal safety and sat-
isfaction. It can be extremely beneficial for the clinician to use the eye
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movements whenever client stories or images of atrocities are particu-
larly disturbing. The sooner the sets are done with this material, the
sooner it will be processed, assimilated, and resolved.

Clinicians should, of course, be aware that dissociated material may
be activating their high level of disturbance in vicarious traumatization
and might emerge as a result of the eye movement sets. If this occurs,
they should seek appropriate assistance and not attempt to resolve the
problem alone. Attempting self-directed therapy in these instances can
also result in retraumatization, since the memory may merely be disso-
ciated once more rather than reprocessed.

Technical Considerations

The following is a list of suggested strategies for the self-directed use of
eye movements and other forms of dual stimulation (though it is by no
means exhaustive):

1. Hold the head straight, look forward, and then move the eyes to
the extreme right and observe a distant object. The same move-
ment is then made to the extreme left. Then the eyes are moved
back and forth between the two objects.

2. Look alternately at one side of the room (or a point on the wall)
and then another.

3. Sit with one hand, palm down, on each thigh (with legs parted)
and raise one index finger at a time while the eyes move back and
forth between them.

4. Move a lifted hand back and forth across the line of vision.
5. By far the easiest way to maintain the eye movements or other

form of stimulation is to use an externally generated moving fo-
cal point. Some individuals have hung a pendulum from the ceil-
ing or used a light bar. A light bar with variable speed and direc-
tion has been designed and tested and is now available for
personal use by therapists (Neurotek, 2000). Audio and tactile
aids are available from Neurotek and a variety of other sources
(see EMDR International Association Newsletter; EMDRIA,
2000) but should always be used under clinical supervision.

In addition to using the preceding strategies, the client can imagine
the therapist’s fingers moving across his visual field. This technique is
especially helpful because it incorporates a motion with which the client
is usually very familiar. It also carries a sense of safety that has been con-
ditioned by the therapeutic relationship. It is important to remember,
however, that self-directed use of eye movements should be applied
only to minor anxieties, since highly abreactive responses can interrupt
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the focus needed for continuous eye movement and adequate resolu-
tion of the target.

SELF-CONTROL/CLOSURE PROCEDURES

Since it is vital that a client never be allowed to leave the office in the
middle of an abreaction, an adequate closure procedure should be es-
tablished prior to a treatment session. Such a procedure must provide
the clinician with a means of ending the processing session so that the
client is in a state of relative calm even if the processing has been incom-
plete. Further, since material can continue to undergo processing be-
tween sessions, the client should be equipped with a variety of self-
control techniques and a stress-reduction tape in order to handle any
disturbing thoughts and emotions that may arise.

In the following paragraphs I will describe some of the many proce-
dures that can be utilized for self-control and closure of an incomplete
treatment session. Any procedure that allows the client to contain affect
and control will suffice. The clinician should initiate one or more of
these before EMDR processing begins to determine which works best
for the client; the procedure can then be introduced with confidence if
disengagement is called for during an abreactive response. Once a tech-
nique has proved successful in defusing emotional disturbances, the cli-
ent can be reminded of this experience if and when subsequent ab-
reactions occur.

Reassuring the client that her disturbance can be reduced by using the
technique may encourage her to continue the processing to a successful
conclusion. As stated earlier, if the client has always been overwhelmed by
fear and anxiety, the “fear of fear” can disrupt the treatment process. Hav-
ing a successful experience in handling a disturbing emotional state is an
important factor in the client’s ability to process material during the treat-
ment session and to manage adequately between sessions. Self-control/
closure techniques are particularly important when working with patients
who are suffering from traumas, phobias, or panic disorders.

While clinician-guided hypnosis may be excellent for ending an in-
complete treatment session, it does not provide the client with a sense
of self-efficacy and self-reliance between sessions. Therefore, if the clini-
cian has a favorite hypnotic technique, it would be useful to modify it af-
ter successful administration for the client’s self-use between sessions.

Safe-Place Imagery

Before processing, clinicians should help clients construct a safe place
in their imagination. (This procedure is explained in Chapter 5.) The
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safe place allows the client to access a sense of comfort and equilibrium
by focusing on a key image or phrase. Any positive affect (e.g., control,
courage) may be used.

Taped Visualizations

Visualizations are offered on a variety of commercially available stress-
reduction tapes (e.g., Emmett Miller’s “Letting Go of Stress” by Source
Cassette Tapes). These tapes are extremely useful for stress manage-
ment and are highly recommended for client self-care. Clients should
be encouraged to use one or more visualizations each day after the ini-
tial history-taking session. The client’s favorite visualization may then
be implemented in the office by the clinician and used before the first
treatment session. If the commercial stress-reduction tapes are not re-
laxing to the client, the clinician should tape her own for the client’s
home use. The following technique is also available on audiotape
(EMDR-HAP, 2001)

The Light-Stream Technique

The “light stream” technique is described here in detail because feed-
back based on its use during EMDR trainings has indicated it to be effec-
tive approximately 90% of the time. This technique is also provided for
use by clients for the alleviation of chronic and acute pain and, in fact, is
an expanded version of an ancient yoga exercise that has been used suc-
cessfully with sufferers of chronic physical and emotional pain (S. Le-
vine, personal communication, 1982; Levine, 1991). The clinician
should be guided by the client’s responses; the second set of questions is
asked in order to determine whether it is appropriate to continue.

Before EMDR processing is begun, the client is asked to bring up
some disturbing target and to concentrate on the body sensations that
accompany the disturbance. Since the use of EMDR includes the identi-
fication of body sensations, this is also a good opportunity to see if the
client needs education on this skill. If so, the clinician asks the client to
concentrate on a blank screen and notice how his body feels by mentally
scanning it. Then the clinician asks the client to bring a disturbing tar-
get to mind and to notice the resulting changes in his body sensations.
The clinician repeats this procedure until the client is easily able to iden-
tify body sensations that accompany disturbing material.

Once the client is able to concentrate on his body sensations, the
visualization proceeds. The clinician tells the client that this is an
imaginal exercise and that there are no right or wrong answers. The
clinician then asks the client to concentrate on body sensations:
“Concentrate on the feeling in your body. If the feeling had a shape,
what would it be?” After the client responds (e.g., the client might re-
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ply, “Round”), the clinician continues with “And if it had a size, what
would it be?” (The same client might, for example, reply, “Like an ap-
ple.”) The clinician continues this line of questioning by asking about
the feeling’s color, temperature, texture, and sound (e.g., “If it had a
color, what would it be?”). When clients are asked about the feeling’s
sound, they are told to simply describe it as “high-pitched or low”;
otherwise, they might become frustrated or anxious by trying to make
the sound.

After the client has responded to these questions, he is asked,
“Which of your favorite colors might you associate with healing?” It is
important that the clinician accept the client’s answer—unless it is the
same one he offered for the color of the feeling in the body. In this case,
the clinician should ask for another color. Once the client identifies a
color, the clinician continues as follows:

“Imagine that this favorite colored light is coming in through the
top of your head and directing itself at the shape in your body.
Let’s pretend that the source of this light is the cosmos: The more
you use, the more you have available. The light directs itself at the
shape and penetrates and permeates it, resonating and vibrating in
and around it. As it does, what happens to the shape, size, or color?”

If the client indicates that it is changing in any way, the clinician
continues, repeating a version of the italicized portion above and asking
for feedback until the shape is completely gone, has become transpar-
ent, has assumed the same color as the light, or has undergone some
other transformation. Change in the image usually correlates with the
disappearance of the upsetting feeling. If no change occurs after the
second attempt (the client might say, “Nothing is happening; the light is
just bouncing off”), the technique should be discontinued and another
one tried.

After the feeling that accompanies the disturbing material dissi-
pates, the clinician may continue in a slow, soothing tone:

“As the light continues to direct itself to that area, you can allow
the light to come in and gently and easily fill your entire head, eas-
ily and gently. Now allow it to descend through your neck, into
your shoulders, and down your arms into your hands and out
your fingertips. Now allow it to come down your neck and into the
trunk of your body, easily and gently. Now allow it to descend
through your buttocks into your legs, streaming down your legs
and flowing out your feet.”

Once the clinician perceives that the client is fully relaxed, he gives
the client a positive suggestion for peace and calm until the next ses-
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sion. Then he asks the client to become awake and aware on the count
of five. An audiotape version is available from EMDR-HAP (Appendix
C).

Vertical Eye Movements

To help close an incomplete session, the clinician should direct the cli-
ent in sets of vertical eye movements (which seem to have a calming ef-
fect) and offer soothing comments such as “We can put it away now,”
or “It can be put in a box until next time,” or “We can let it go for
now.” After the client agrees with this statement, the clinician may use
the safe-place or the light-stream technique for further calming effects.
Alternatively, the clinician may ask the client, “What is the most helpful
thing you have learned today?” The client’s answer is then reworded as
a positive cognition and used with additional vertical eye movements.
This can assist the client by increasing her sense of accomplishment as
well as by installing a meaningful positive cognition.

DEBRIEFING AND SAFETY ASSESSMENT

Whatever the form of hypnosis, guided imagery, or other procedure
used to end a session, the clinician should give the client a thorough de-
briefing. Explain that regardless of what occurs during the week, the cli-
ent should use the log and not hesitate to call if there is undue distur-
bance. An incomplete treatment has a tendency to continue processing
between sessions at a level of disturbance that is higher than that follow-
ing a completed one.

It is also vital that the client make an informed decision about driv-
ing a car after sessions. Regardless of the inconvenience, a client who is
incapable of driving should not be allowed to leave until alternate ar-
rangements are made for transportation. A client who is highly suscep-
tible to hypnosis can often be helped to reassociate by asking him to be-
come conscious of his feet or to imagine a cord connecting his spinal
column to the center of the earth. The clinician should allow sufficient
time at the end of each session to assess and provide for the client’s
needs regarding his ability to function safely. The visualization used to
close a trauma session can itself be temporarily disorienting.

SUMMARY AND CONCLUSIONS

Clinicians should be comfortable with the use of the standard 11-part
EMDR procedure as the basis for all clinical applications. Flexibility is
also important, however, because the clinician may need to modify the
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procedure during a given client’s treatment. Whether variations of the
procedure are used or not, the clinician should take care to retarget all
pertinent material in order to determine if any additional channels
need processing and to properly conclude the session.

The reevaluation phase opens each subsequent treatment session
and guides the clinician in the application of specific treatment proto-
cols. Any number of protocols, both standard and specialized, may be
necessary for an individual client. The standard three-stage protocol re-
viewed in Chapter 8 provides the comprehensive targeting necessary
for most trauma survivors. This is mandatory when the client shows full
PTSD symptomatology. The additional protocols that are covered in
this chapter are generally used in conjunction with the standard three-
stage protocol.

Applying EMDR to the memory of a major trauma includes target-
ing all pertinent representations of the event as well as its present stim-
uli. Addressing a specific dysfunctional behavior also necessitates the
incorporation of a positive template for future action.

The 11-part procedure is directed at all targets. Traumas that have
occurred within the past 2 months may have to be treated with the pro-
tocol for recent events. If the standard protocol is used for events less
than 3 months old, clinicians should switch to the protocol for recent
events if treatment effects do not generalize to the entire memory.

As with all clinical populations treated with EMDR, phobic clients
should be investigated for secondary gain issues and taught self-control
procedures to deal with any unforeseen disturbance. The multitarget
phobia protocols should both incorporate a positive template and ad-
dress the anticipatory anxiety confronting victims of process phobias.
Log reports are necessary to ascertain currently conditioned stimuli in
need of reprocessing.

The treatment of grieving clients indicates that while a period of ad-
justment and a deep sense of loss naturally accompany the death of a
loved one, impediments to healing may cause persistent suffering and
block the memory network so that the client recalls only disturbing
memories. Clinical observations indicate that EMDR does not cause cli-
ents to lose anything that is beneficial to them and that it may be applied
at any time during the grieving process to allow healing to proceed
more gently.

The protocols for illness or somatic disorders incorporate the use
of Simonton imagery, along with the standard three-pronged attention
to memories that have caused or contributed to the disturbance, to
present situations that exacerbate the condition, and to a future tem-
plate that includes positive cognitions related to health and well-being.
While not intended to take the place of medical treatment, EMDR can
have beneficial results when used according to principles espoused by
those in the field of psychoneuroimmunology (e.g., Cousins, 1989).
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The self-directed use of stimulation sets can relieve minor distur-
bances but should not be attempted for complete personal therapy. As
with any application of EMDR, there is no way of knowing what associa-
tions underlie the target, and an abreaction precipitated by disturbing
material would prevent the self-directed user from continuing the eye
movement sets to completion. However, after the primary therapy has
been concluded, such self-directed use can be added to the client’s rep-
ertoire of self-control techniques. Clinicians can use the self-control
procedures to bring closure to incomplete sessions, and clients can use
them to dissipate disturbance arising between sessions. The light-
stream technique and self-administered eye movements are useful for
pain control as well as stress control. A final debriefing and safety assess-
ment is mandatory when these procedures are used to conclude a treat-
ment session.

248 � EMDR �



CHAPTER 10
� � �

The Cognitive Interweave
A PROACTIVE STRATEGY FOR WORKING

WITH CHALLENGING CLIENTS

As you go the way of life, you will see a great chasm.
Jump. It is not as wide as you think.

From a Native American initiation rite

The cognitive interweave is an EMDR strategy that was developed to
handle challenging sessions with highly disturbed clients. These clients
often enter into cognitive and emotional loops that are not amenable to
the simpler EMDR interventions. To develop a more proactive strategy,
I turned to the clinical heuristic provided by the Adaptive Information
Processing model. The interventions I developed are strategies to
“jump-start” blocked processing by introducing certain material rather
than depending on the client to provide all of it. The term interweave re-
fers to the fact that this strategy calls for the clinician to offer statements
that therapeutically weave together the appropriate neuro networks
and associations. The clinician initiates interweaves through questions
or instructions that elicit thoughts, actions, and/or imagery.

When working with populations characterized by particularly com-
plicated pathologies, the clinician may find a large percentage of clients
who require the cognitive interweave. However, any client in a given
session may run into blocks that necessitate the use of the cognitive in-
terweave.

While the strategies for blocked processing described in Chapter 7
call for clients to concentrate directly on the emerging material, at
times this will not be sufficient to allow the old dysfunctional material to
reach resolution. When this happens, the clinician will need to use the
cognitive interweave to introduce new information or a new perspec-
tive. Remember, however, to use the cognitive interweave selectively so
that the client’s own processing system can do the work necessary for
the full integration of the information.
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The cognitive interweave should be used when spontaneous pro-
cessing is insufficient for the achievement of therapeutic goals. Spe-
cifically, clients will need clinician-initiated processing in four situa-
tions:

1. Looping. Even after successive sets the client remains at a high
level of disturbance with repetitive negative thoughts, affect, and imag-
ery. Processing remains blocked even after the clinician has used the
EMDR variations described in Chapter 7.

2. Insufficient information. The client’s educational level or life
experiences have not given him the appropriate data to progress
cognitively or behaviorally.

3. Lack of generalization. The client has achieved a more positive
emotional plateau or cognition with respect to one target, but process-
ing does not generalize to ancillary targets.

4. Time pressures. During the last third of the clinical session, the
client has an abreaction or fails to process an abreaction sufficiently or a
target appears that is multifaceted in the number of negative cognitions
associated with it (and therefore will require more time than the re-
mainder of the session allows).

This proactive version of EMDR deliberately interlaces clinician-
derived or clinician-elicited statements with client-generated material,
instead of relying solely on the client’s spontaneous processing effects.
While extremely useful to the clinician, it should be used sparingly, be-
cause the most powerful changes for the client are almost always those
that arise from within. Further, when the client sees that the major in-
sights and shifts of consciousness she is experiencing are due to her own
internal processes, her sense of self-esteem and self-efficacy is greatly
enhanced.

The information in this chapter should be used only after the clini-
cian has become comfortable, through supervised practice, with the
material covered earlier in this book. While use of the cognitive inter-
weave is necessary to complete the treatment effects for a significant
number of clients, clinicians will generally not be able to discriminate
the indicators and appropriate timing for these interventions unless
they are at ease using the basic EMDR methodology. After sufficient ex-
perience with EMDR, they will understand how far an individual client
can process the target material without needing additional clinical in-
tervention and will therefore be able to establish a baseline to indicate
when the cognitive interweave is required.

Before using the cognitive interweave, the clinician should deter-
mine whether blocked processing may be due to overlooking any aspect
of treatment described in previous chapters, including adequate prepa-
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ration and ensuring that the client has access to positive affect states
(see Appendix A). Clinicians should make sure that the client feels safe
in the therapeutic process and understands how processing works (e.g.,
that it requires that the client notice but not resist or force material to
emerge during processing). The clinician should also make sure that
there are no secondary gains or current situations that must first be ad-
dressed with an action plan and that there are no blocking beliefs to
handle. Any of these conditions can result in excessive looping.

In order to understand the use of the cognitive interweave, we need
to go back to the fundamental concepts of the Adaptive Information
Processing model. We will briefly review the theoretical model as a re-
fresher and as a reminder not to fall back on the old habits of talk ther-
apy. The clinician should intervene only when needed and then as
briefly as possible.

FOUNDATION OF THE INTERWEAVE

The Adaptive Information Processing model states that dysfunctional
material is held in a neuro network in state-specific form. Therefore,
each of these neuro networks is dominated by the emotional and cogni-
tive content of the traumatic event (i.e., by the emotional state and the
cognitive state of mind the client was in at the time of the trauma). In
the case of trauma from childhood, this condition incorporates and
maintains the perspective of the child; that is, it encompasses the state
of cognitive and emotional understanding achieved by the child at the
time of the event, which is stored in state-specific form. Moreover, it is
isolated from any later adaptive interpretations and experiences the cli-
ent may have had. While pathology can be seen as stemming from the
intrusive and pervasive aspects of dysfunctional material from the past,
clients obviously seek clinical assistance because of their belief that
something needs to change in the present. However, this more adaptive
view of the need for change can be seen to result from the accumulation
of later information and more functional judgments about the traumat-
ic event, all of which pervade another neuro network—the adult per-
spective.

The outcome of an EMDR session indicates the linkup of the two
networks; an assimilation of the painful material into its proper per-
spective (i.e., that it belongs to the past); and a discharge of the dysfunc-
tional affect, with generalization of the adaptive cognitions through the
hitherto isolated material. Thus, after the treatment of a trauma the cli-
ent is able to bring up earlier memories that are now fully integrated
into the more adaptive perspective. Along with this new perspective
comes the ability to act in a more appropriate and empowered way.
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During the majority of EMDR sessions the adaptive processing of
information can be viewed as the spontaneous linkage of appropriate
neuro networks. Metaphorically, the train is laying down its own tracks
as it moves progressively from one stop (therapeutically adaptive pla-
teau) to another. However, when the processing is blocked, the clini-
cian can use the cognitive interweave as a means of deliberately laying
down new tracks to link the appropriate neuro networks. This linkage is
accomplished by stimulating nodes that already exist or by infusing new
information into the system.

By using the cognitive interweave the clinician attempts to change
the client’s perspectives, somatic responses, and personal referents to
the adult or adaptive perspective. Once the client demonstrates or
cognitively accepts even the possibility of the adaptive perspective, the
clinician adds a set of eye movements to forge the appropriate link be-
tween the network containing the targeted dysfunctional material and
the network containing the positive perspective. Time permitting, the
clinician then allows the client to return to spontaneous processing
through successive sets that are performed without the intervention of
the cognitive interweave.

Interweaves are used to elicit already stored adaptive material, or to
infuse needed education in order to overcome a wide spectrum of barri-
ers to adaptive processing. Some of these barriers are reviewed below.
However, regardless of the number of interweaves used, the processing
is not considered complete until the reaccessed target is fully addressed
using the standard protocol. Interweaves are useful and often neces-
sary, but the client must also be given an opportunity to spontaneously
process through all associated channels once the blocks have been re-
moved.

RESPONSIBILITY, SAFETY, AND CHOICES

Accurate timing and sequencing of the proactive interventions are nec-
essary for the success of the cognitive interweave. In order to stimulate
blocked processing the clinician must try to duplicate as much as possi-
ble what would occur spontaneously. During their EMDR sessions cli-
ents do not generally jump immediately from intense negative to pro-
found positive affect or cognitions. Rather, there is a transmutation of
information as progressively more adaptive material is sequentially
integrated. Clinicians will be able to use the cognitive interweave most
beneficially if they are aware of the relevant clinical issues and can intro-
duce new adaptive perspectives in a progressive manner that parallels
the typical client’s natural healing process.

In this section we will use the example of trauma clients, who gen-
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erally confront three major issues—responsibility, safety, and choice.
Thousands of EMDR sessions have indicated that processing these
three concerns, generally in this order, is an integral part of success-
ful treatment. During processing, a client may spontaneously move
through the three cognitive and emotional plateaus (inappropriate feel-
ings of guilt, perceived lack of safety, and helplessness) to a more ma-
ture and balanced view. The clinician can observe this movement with
respect to guilt when the client shifts during a session from a negative
cognition such as “I am a bad person” or “I should have done some-
thing” to a positive cognition such as “I am a good person” or “I did the
best I could.” In other sessions, feelings of fear and lack of safety may
transform a negative cognition such as “I am in danger” into a positive
one (“It’s over; I’m safe now”). A client’s confidence in his ability to
make future choices may be reflected in the shift from the cognition “I
have no control” to “As an adult, I can now choose” or “I am now in con-
trol.” When spontaneous changes do not occur, the cognitive inter-
weave introduces the appropriate plateaus. Let us take a look at how
this works.

Specifically using the cognitive interweave with the topics of re-
sponsibility, safety, and choice, in that order, can vastly accelerate the
treatment of early trauma. The initial objectives are to help clients (1)
recognize and attribute appropriate responsibility and (2) discard the
guilt and self-blame that have undercut their sense of self-esteem and
self-efficacy. Once these clinical goals have been achieved, it is easier for
clients to recognize that they are no longer threatened and are able to
make safe choices in both the present and the future.

For example, a client who was molested by her uncle still felt in-
tense feelings of fear and guilt when she accessed the memory. Al-
though now in her 30s, she felt as she had as a child, when she was un-
able to leave or get the help she needed. When processing does not
cause a spontaneous change in such feelings, the clinician uses the cog-
nitive interweave. Specifically, the clinician tries to elicit the client’s
awareness of more functional and adaptive perceptions by asking
pointed questions (such as “Whose responsibility is it?”) or by offering
appropriate information to lead the client to the desired response.
Thus, in our example, as soon as the client decided, however tenta-
tively, that it was the perpetrator who was to blame (or at least that she
was not responsible) for the traumatic incident, the clinician adminis-
tered additional sets with the direction “Just think of that.” This was fol-
lowed by a spontaneous processing that transmutes the affect from fear
and guilt to disgust or anger at the perpetrator.

The following is an excerpt of the transcript of a treatment session
in which the client in our example was processing the initial memory of
sexual abuse by her uncle. This client also had a sexually inappropriate
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father who made suggestive comments and remarks to her throughout
most of her life, a factor that compounded the problem. The transcript
shows the usual EMDR assessment and targeting, which is followed by
the use of the cognitive interweave to assist the processing of a block.

THERAPIST: So, there were two memories having to do with your uncle.
When you think of him now, which one’s more upsetting?

CLIENT: The most vivid one.
THERAPIST: Describe that just a little.
CLIENT: It was just a fragment of memory of him holding me down and

putting something, like a finger, in my buttocks.
THERAPIST: Okay. Now if you hold that memory in mind, what negative

belief goes along with it, something negative that you’re saying
about yourself.

CLIENT: I’m bad.

[This cognition represents a common theme among sexual abuse survi-
vors.]

THERAPIST: And if we could just change the belief, what would you like
to have instead?

CLIENT: It’s not my fault.
THERAPIST: And “I’m fine”?

[The clinician suggests an adjustment to the positive cognition.]

CLIENT: And I’m fine; I’m safe.
THERAPIST: As you hold the memory and the words “I’m fine; I’m safe,”

from 1, completely false, to 7, completely true, how true do the
words feel?

CLIENT: About a 4.
THERAPIST: Okay. If you bring up the picture and you bring up that cog-

nition of “I’m bad,” what emotion comes up for you?
CLIENT: Terror.
THERAPIST: Zero to 10—zero is neutral and 10 is the worst you can think

of.
CLIENT: About a 9 or 10.
THERAPIST: Where do you feel it in the body?
CLIENT: My lungs.

[The client’s processing then became stuck after the initial memory
was replaced by thoughts of her more recent difficulties with men. In
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the next segment of the transcript she is focusing on a time when she
was humiliated by a former lover and was unable to express her anger
about it.]

THERAPIST: What do you get?
CLIENT: I was blaming myself for choosing somebody like that.
THERAPIST: Okay. Whose responsibility was it that you learned not to

be able to express anger? That you learned to choose men like that?
Whose is that?

[The therapist uses the cognitive interweave to address the issue of re-
sponsibility by asking questions that identify two of the sources of the
client’s predicament.]

CLIENT: My uncle.
THERAPIST: Just stay with that. (leads client in a set of eye movements)
CLIENT: My father’s, too.
THERAPIST: (leads client in a set of eye movements) What did you get?
CLIENT: My head started feeling a little tight; my heart is still palpitating

some.
THERAPIST: Just notice. (leads client in a set of eye movements) What do you

get now?
CLIENT: Those men were my uncle and my father.
THERAPIST: Just notice. (leads client in a set of eye movements) What did

you get now?
CLIENT: It’s something like my family sacrificing me to be abused.
THERAPIST: Where do you feel it?
CLIENT: I feel it everywhere.
THERAPIST: Just notice. (leads client in a set of eye movements) What did

you get?
CLIENT: It’s like I’m supposed to be the beautiful little china doll or

something. Just supposed to look good and nothing else really mat-
ters. Sort of horror and anger.

THERAPIST: Just notice. (leads client in a set of eye movements) What did
you get?

CLIENT: What I got was, it really wasn’t my fault and that I’m not a hol-
low shell.

THERAPIST: Okay. That’s good. Stay with that. (leads client in a set of eye
movements) What did you get?

CLIENT: My heart is starting to palpitate again, and my head is feeling
kind of tingly.
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THERAPIST: Just stay with that. (leads client in a set of eye movements) What
did you get?

CLIENT: Anger at all of them for doing that. They still do it.
THERAPIST: They still do it?
CLIENT: They still just really see me for what I look like and not really

who I am. There’s still a big piece of that.
THERAPIST: And whose responsibility is that?

[Therapist again uses cognitive interweave to address appropriate re-
sponsibility.]

CLIENT: It’s theirs.
THERAPIST: Think of that. (leads client in a set of eye movements)

[Clearly, no child is responsible for her molestation by an adult, and the
sequelae of the abuse are directly attributable to the perpetrator.
Making this connection on an emotional level is one of the first stages of
the healing process. When the processing is blocked or the client is
looping, the clinician helps her to make the cognitive connection so
that it can be emotionally assimilated as the processing proceeds.

After the clinician in this case study used the cognitive interweave to
help the client reach the first plateau of appropriate responsibility, the
client began to make additional cognitive connections. The subsequent
plateaus of safety and choices emerged spontaneously.]

CLIENT: I don’t have to attract men like those men, and I also don’t have
to be alone. I mean sometimes I think I have to be with abusive men
or totally by myself.

[The client makes a spontaneous assertion of her freedom to make
choices that ensure her safety.]

THERAPIST: (leads client in a set of eye movements) What did you get now?
CLIENT: Just a picture of some of my friends. Just that it’s safe to love

them. They’re not like any of my abusive family members.
THERAPIST: Good. (leads client in a set of eye movements)
CLIENT: They love me for who I am, not for what I look like. And, ironi-

cally, they are all beautiful. It’s comforting.

[The client is aware of the beneficial choices available to her.]

THERAPIST: Stay with that. (leads client in a set of eye movements)

[The client then returned to the target memory and began making addi-
tional associations about other areas of dysfunction. For instance, her
relationships had always been with abusive men. She found herself sex-
ually attracted only to men who had narcissistic qualities and who
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ended up hurting her. Memories emerged of dreams and nightmares
that always included her uncle and father, generally along with other an-
gry or violent men. Because the client’s feelings of safety had not fully
generalized to the associated material, the clinician used another cogni-
tive interweave (which places the memory in the past) in order to rein-
force them.]

CLIENT: It’s something about my nightmares. Sometimes I’m afraid to
go to sleep or go back to sleep when I wake up.

THERAPIST: Stay with that. (leads client in a set of eye movements)
CLIENT: The statement that “It’s okay.” I can feel the fear around going

to sleep as in the past.
THERAPIST: Stay with it. (leads client in a set of eye movements)
CLIENT: It’s just how everything scared me as a kid. And how I couldn’t

really be spontaneous.
THERAPIST: Okay, just stay with it. (leads client in a set of eye movements)
THERAPIST: What do you get?
CLIENT: I just feel a little calmer.
THERAPIST: What happens if you think the words, “It’s over, I’m safe

now?”

[The therapist uses cognitive interweave to help the client separate past
from present in order to help her recognize that she is no longer a vul-
nerable child.]

CLIENT: I don’t know. I’m not sure.
THERAPIST: Just think about it.

[The client does not have to embrace the statement wholeheartedly at
first. Simply attending to the suggestion allows the adaptive informa-
tion already inherent in her memory system to be stimulated.]

CLIENT: Okay.
THERAPIST: (leads client in a set of eye movements) Good. What did you get

now?
CLIENT: That he won’t do that to me again. I won’t let him. He won’t

do that to me again because I am an adult and I can keep myself
safe.

[The client’s words indicate a spontaneous emergence of the recogni-
tion that she can make adult choices.]

THERAPIST: What do you get?
CLIENT: Sore over here (points to neck). And I hate them. And it’s not my

fault.
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THERAPIST: (leads client in a set of eye movements) What do you get?
CLIENT: That it’s okay to be safe, and it’s okay to be loved.
THERAPIST: Good.
CLIENT: And I love my father.
THERAPIST: Stay with that. (leads client in a set of eye movements)

[The client’s admission of love for her father is ecologically valid. Inde-
pendence does not mean hatred.]

THERAPIST: What do you feel?
CLIENT: I’m feeling more flexibility in my neck. My head feels like kind

of moved around.

[The flexibility indicates a somatic shift, a release of state-dependent
sensations that apparently accompanied the original event, during
which her head was pinned down.]

THERAPIST: Just notice it. (leads client in a set of eye movements)
CLIENT: I hate my uncle. It felt like a little older version of “I hate my un-

cle.” A little older than five.

[The client’s words indicate that an adult perspective is emerging.]

THERAPIST: Good. (leads client in a set of eye movements) What did you get
now?

CLIENT: Starting to feel more adult-like. That I can hate them and I can
move on. I’m just angry that it happened at all.

[Notice that the client uses the word “adult” to describe her present feel-
ings. These kinds of client statements serve as an ecology check. Even
though the goal of reprocessing is to incorporate this adaptive perspec-
tive, the therapist does not use the word “adult” to the client. It emerges
spontaneously during processing.]

THERAPIST: Just notice. (leads client in a set of eye movements) What did
you get now?

CLIENT: Angry that I had to take care of people to get any semblance of
nurturing. That I couldn’t just get it because I deserved it.

THERAPIST: (leads client in a set of eye movements) What do you get now?
CLIENT: A sensation around my neck again.
THERAPIST: How’s it feel?
CLIENT: It feels better.
THERAPIST: Good, stay with that. (leads client in a set of eye movements)
CLIENT: Now what came up was of keeping men away who are like the

men I am attracted to and being able to say no to them.
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[The client spontaneously imagines asserting herself to make choices in
the future.]

THERAPIST: Good. Stay with it. (leads client in a set of eye movements) What
do you get?

CLIENT: What came in was the fear that I can’t say no and that that con-
nects with my nightmares.

THERAPIST: What happens when you think the words “As an adult I now
have choices”?

[The therapist uses cognitive interweave to reinforce further the third
plateau of the client now having the ability to choose.]

CLIENT: It feels great.
THERAPIST: Okay, just think of that.
CLIENT: I’m an adult, I now have choices. Okay.
THERAPIST: (leads client in a set of eye movements) What do you get now?
CLIENT: What came up is an image of my uncle holding me down and

telling me that I didn’t have choices and then this image of me kick-
ing him in the face.

[Client’s comment indicates a spontaneous change of imagery.]

THERAPIST: Great. Just think of the words “As an adult I now have
choices.” (leads client in a set of eye movements) What do you get
now?

CLIENT: Me saying to my uncle, “You have no power over me.”
THERAPIST: Good.
CLIENT: And my head just eased up a little bit, too.
THERAPIST: (leads client in a set of eye movements) Okay. What do you get

now?
CLIENT: Kicking my uncle in the face again and screaming at my father.
THERAPIST: How does it feel?
CLIENT: Still scary.
THERAPIST: Just notice it. (leads client in a set of eye movements)
THERAPIST: What do you get now?
CLIENT: Men merging with my father and my uncle again. Me saying to

my father, “You broke my heart,” and then my ex-boyfriend sort of
coming into that. It’s all sort of merging together.

THERAPIST: What happens when you go back to the image with your un-
cle and you think the words “I am an adult and now I have choices”?
How does that feel?
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[The therapist directs the client back to the pivotal image in order to re-
inforce the positive cognition.]

CLIENT: It feels empowering, and I still want to kick him in the face.
THERAPIST: Good. If you bring up the statement “As an adult I now

have choices,” and 1 means completely false and 7 is completely
true, how true does it feel?

CLIENT: 6 to 7.
THERAPIST: Okay. Again just hold the image. Hold the statement “As an

adult I now have choices.” And notice. (leads client in a set of eye move-
ments) What did you get?

CLIENT: I kicked my uncle in the face and he got off of me.
THERAPIST: (leads client in a set of eye movements) What did you get?
CLIENT: I was telling my uncle that he can’t do that to me and telling my

father he has to stay in his own room.
THERAPIST: (leads client in a set of eye movements) What do you get?
CLIENT: I deserve love.

It is clear from countless EMDR sessions with trauma survivors that
the shift to appropriate attributions of responsibility by the client is a
necessary condition for positive treatment effects. Theoretically, this
shift may reflect the client’s need to achieve appropriate developmental
stages of maturation, the first of which is personal differentiation,
which involves distinguishing appropriate boundaries. Abuse victims
often seem buffeted by feelings of guilt and self-denigration because of
their participation in the event. Frequently, they identify with the ac-
tions of the perpetrator—or hold the almost magical belief that they
have caused the abuse—a fact that is manifested by their inability to es-
tablish and distinguish appropriate boundaries between self and oth-
ers.

As long as clients remain at this undifferentiated state, they cannot
escape the perceived danger; it is fully internalized. By allowing respon-
sibility for the abuse to rest squarely on the shoulders of the perpetra-
tor, however, the client is able to move from primary identification with
the trauma (with the concomitant fear and self-condemnation) to an
externalized vantage point of appropriate judgment. This first plateau
appears consistently in the processing of childhood traumas. The clini-
cian should initiate the plateau if the client is looping at a high level
of disturbance and should test it with a probe question if it has
not emerged spontaneously. Clearly, the two subsequent plateaus—
reaching an awareness of one’s present condition of safety and gaining
confidence in one’s ability to choose alternatives—are more difficult to
achieve if one is unable to differentiate self from the sources of danger.
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Once the first plateau is achieved and the danger is externalized,
the typical trauma victim generally moves from a state of terror to one
of fear. The second plateau, which entails a sense of present safety fol-
lowing recognition that the assault occurred long ago, should then be
inaugurated. This usually defuses the fear and allows the client to ex-
press anger or disgust with the perpetrator. These emotions should be
ventilated in the clinician’s office before moving to the final stage,
which evokes the client’s sense of confidence in being able to make ef-
fective choices in the future and which should incorporate an internal
locus of control. This stage generally emerges with an accompanying
sense of calm and well-being. Each achieved plateau sets the stage for
the possibility of the next one, and each may be accessed in turn by us-
ing a probe question to elicit the appropriate response or by offering
appropriate information in order to educate the client, if necessary.

FITTING THE INTERVENTION TO THE CLIENT

If a probe question—such as “Whose responsibility is it?” or “Whose
fault is it?”—does not elicit the desired response, namely, that it is the
perpetrator who was at fault, the clinician should engage in a discussion
(see next section) that will stimulate it. As soon as the client indicates a
cognitive understanding of the issues (although perhaps with some hes-
itancy), the clinician should add a short set with the instruction to “just
think of it.” The set is kept purposely short (24 movements) to quickly
determine whether the intervention was appropriate by the client’s re-
sponse to “What do you get now?” If EMDR is properly applied (without
major demand characteristics) and if the information offered by the cli-
nician is accurate, a new perspective will be assimilated. If the informa-
tion is not accurate, it will be rejected. In the latter case, after the set is
over, the client will generally remain disturbed; he may also come up
with a variety of reasons why the assertion is not true. These counter-
statements are generally very productive and worth exploring. If they
involve blocking beliefs, they should be processed, and if they involve a
lack of understanding, the clinician should offer the proper explana-
tions. If the clinician is wrong, she must acknowledge it.

It is mandatory for this intervention, and for all subsequent varia-
tions, that the clinician make the statement “Just think of it” in a sugges-
tive, not directive, tone of voice. The object of this intervention is to as-
sist the client in holding the information in consciousness (stimulating
the appropriate neuro network) while the processing system is acti-
vated, so that the material can be appropriately assimilated. Any
counterexamples or fears initially voiced by the client should be ex-
plored cognitively before the clinician repeats the request to “think of
it” and initiates another set.
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Only when the clinician maintains an open and exploratory man-
ner will the client feel free to report any hesitancies he has regarding the
positive resolution and to discuss material that may initially make him
feel “disloyal” to his family or to the perpetrator. Unless misdirected
feelings of submission and attachment, which are often part of the pa-
thology of the childhood abuse victim, are handled delicately, clients
can feel bullied and mistreated. The clinician should take care to assure
the client that whatever appropriate connections he has with his par-
ents will remain. Because trauma victims often have great difficulty in
asserting themselves, it is vital that the clinician not allow her demand
characteristics or position of authority to inhibit the client.

The goal of EMDR treatment is a full integration of the more adap-
tive material. This means that any feeling of disturbance on the part of
the client should be evaluated to determine if the proposed interven-
tion is inappropriate (i.e., not ecologically valid) or if the client needs
new or additional information to enhance cognitive understanding. Be-
cause EMDR does not appear to allow anything to be assimilated that is
not appropriate for the client, the clinician must be willing to accept the
possibility of being wrong. If the client does not feel free to disagree or
if the clinician is unwilling to admit that she has offered an inaccurate
interpretation, the EMDR session may increase, rather than decrease,
the client’s disturbance.

When an accurate intervention is offered in an appropriate man-
ner and is followed by a set, the client will either accept the clinician’s in-
terpretation or become conscious of an important corollary or a signifi-
cant variant of it. Either response should be viewed as a sign that
processing is occurring and should become the focus of a new set. It is
important that cognitive progressions be paired with a focus on the cor-
responding body sensations in a way that is not disruptive to clients and
allows a full processing. Often, as new material is offered, clients will re-
port a feeling of disturbance such as fear, anxiety, or tension. If so, the
body sensations should be targeted to facilitate processing. No new in-
formation can be considered fully integrated if the client has any resid-
ual feelings of fear or physical tension when it is held in consciousness.

INTERWEAVE CHOICES

According to the Adaptive Information Processing model, the clinician
attempts to link the neuro network containing the dysfunctional infor-
mation with a neuro network containing appropriate, or adaptive, per-
spectives. Some clients will already have learned and stored the appro-
priate information and will be able to express it. But this will not be the
case for others, owing to deficits in education, parenting, or modeling,
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and the clinician must offer this information to them. The alternatives
discussed in the following paragraphs may be used to introduce or elicit
the information necessary for therapeutic resolution with the cognitive
interweave.

New Information

The clinician may need to supplement the client’s understanding of
personality and interpersonal systems dynamics with education about
the effects of modeling or physiological imperatives. For instance, if the
client’s response to the question “Whose responsibility is it?” is self-
denigrating because he actually enjoyed the physical stimulation of the
abuse, the clinician should explain the automatic nature of physical re-
sponses and the occasional unavoidability of sexual arousal in a variety
of otherwise unpleasant situations. Likewise, clients may have to be in-
structed in the dynamics of modeling and in how the need for even neg-
ative or forced attention may be the heritage of certain kinds of family
dynamics. Once the client accepts the information cognitively, if only
with pronounced hesitation, a set should be administered. The follow-
ing is an example of how a therapist might provide a client with new in-
formation:

CLIENT: It was my fault that it happened.
THERAPIST: Children have to be taught how to fight effectively, just as

adults have to model social skills and learning skills. It’s not some-
thing they are born with. Did anyone ever teach you?

CLIENT: No.
THERAPIST: Think of that. (leads client in a set of eye movements)

One may view appropriate processing as the transmutation of dys-
functionally stored material as it links up with more adaptive informa-
tion. When the client lacks sufficient information to modify maladap-
tive cognitions, knowledge should be gently supplied by the clinician,
who then initiates another set, which accelerates the adaptive linkage.

“I’m Confused”

When the clinician believes that the appropriate information already
exists within the client, he uses a different alternative to elicit it. This
strategic intervention is used to elicit the more adult or adaptive per-
spective on a cognitive level. Since self-denigrating affect may block pro-
gression to more appropriate cognitions, it may be useful to repeat
aloud the client’s statements of self-blame in order to reveal the cogni-
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tive fallacy to her in a nonthreatening way (e.g., moving it from the per-
sonal to the general). Once the cognitive link is established, processing
may resume. Say, for instance, that a client insists that she is to blame for
the sexual abuse she suffered as a child. When the clinician asks why,
her response might simply be, “I caused it.” The clinician should then
introduce a cognitive interweave, perhaps by responding in an appar-
ently bemused fashion: “I’m confused. Are you saying that a 5-year-old
girl can cause an adult to rape her?” When the client responds with
doubt (“Well, no . . .”), the clinician should gently respond with “Just
think of it” and then initiate a set.

“What If It Were Your Child?”

A variation on the previous strategy can be used to great advantage with
clients who have children in the family toward whom they are lovingly
protective. If the client responds to the probe question with a negative
self-judgment, the clinician should respond with the following: “I’m
confused. Do you mean that if your child were molested, it would be her
fault?” This statement usually elicits a vehement “Of course not!” to
which the clinician should gently respond, “Just think of it,” and then
initiate a set.

Combat veterans as well as molestation victims have been success-
fully treated with this variation. For instance, one veteran continued a
line of self-denigration for having followed a direct order by a com-
manding officer to keep his head down when his best friend was shot. It
was clear that the client would have been killed if he had done other-
wise, but he nonetheless blamed himself for not doing something to
prevent his friend’s death. The clinician gently asked, “If it had been
your 19-year-old daughter, what would you have told her to do?” The cli-
ent responded, “To keep her head down.” The clinician asked him to
“just think of that” and then began a set. The client’s response to the set
revealed grief and a lessening of his guilt, and processing then resumed.
For another veteran, the ability to forgive himself for his participation
in the war (and the deaths that resulted) was evoked by the therapist’s
asking, “Would you forgive your son if he had been in Vietnam?”

This variation not only appears to link the dysfunctional material
with preexisting nodes of appropriate information, but often opens
pathways of self-nurturing and acceptance at extremely profound lev-
els. During these sessions there are often tears and other displays of
grief for the pain and isolation of the traumatized child or youth the cli-
ent once was. Quite often, the perception shifts for the client from hav-
ing been a bad child to having been a scared child, and there emerges a
feeling of almost parental care for the wounded self. At this point in
treatment an image of the client as a child may spontaneously emerge
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into consciousness. The client may now offer—or be encouraged to of-
fer (as in other forms of psychotherapy)—to the scared child the appro-
priate assurances and nurturing so that he feels safe, understood, and
protected. While the client imagines this, the clinician initiates addi-
tional sets.

Metaphor/Analogy

The use of stories to impart therapeutic lessons is completely compati-
ble with EMDR and may forge the connective links to more adaptive
material. By means of fables, fantasies, history, or the therapist’s own
life story, parallels can be drawn to the client’s situation; by following
this intervention with a set, information processing may resume. Re-
member, however, that the session is not complete until the client can
reaccess the original traumatic material without disturbance. These
strategic interventions are used to jump-start the blocked information-
processing system. Once processing is resumed, by means of any interweave
strategy, the standard 11-part EMDR procedure should be fully implemented.

“Let’s Pretend”

Asking the client to visualize a possible positive alternative to the prob-
lem can often break through feelings of fear or concerns fed by second-
ary gains issues. Since the goal of the cognitive interweave is to allow cli-
ents to accept the possibility of change, a noncommittal approach can
give the client sufficient security to make the useful connections. For in-
stance, to enable the client to express feelings of violation to an author-
ity figure, the clinician might say, “Let’s pretend. If you could say some-
thing to him, what would it be?” If the client answers in a way that
reveals the appropriate attribution of responsibility, the clinician re-
sponds, “Good. Now just imagine it and pretend you are saying it,” and
then initiates another set.

This strategy can also be used to assist a client who is locked in a dis-
turbing scene from the past. In the transcript given earlier, the client
spontaneously saw herself kicking the perpetrator. If processing had
been blocked, the clinician might have guided the client through a set
after asking her to imagine doing exactly that. The clinician can either
suggest a particular action or, preferably, invite the client to imagine a
new (unspecified) action by asking, “If the perpetrator tried it now,
what would you do?” While the client is imagining the new scene, the cli-
nician leads her through a set.

Similarly, to break through responsibility issues, the clinician may
ask the client to imagine how tall she was in relation to the perpetrator
at that age. With an image in mind that shows the height disparity, the
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sets are added. Likewise, the image of a “sad victimized child” often
spontaneously emerges in the client’s mind after processing has re-
moved the sense of undue responsibility and blame and she has
achieved a mature adult perspective. Often clients are spontaneously
motivated to hold and reassure that “child self.” This should be encour-
aged, and at times suggested as an interweave, depending on the client’s
immediate need and capacity.

Socratic Method

The clinician can also use the Socratic method to shape the client’s
thinking processes. In this time-honored tradition a series of easily an-
swered questions is used to lead a person to a logical conclusion. This
method is a very useful adjunct to EMDR. It can help educate the client
about deficits in his development or in his parents’ modeling, allowing
him to see that no blame can be attached to his past actions. The follow-
ing dialogue illustrates the clinical use of the Socratic method. In this
part of the client–therapist exchange, the client has just declared that as
a young child she was primarily to blame for a dysfunctional relation-
ship with her father.

CLIENT: I feel guilty that it wasn’t different.
THERAPIST: Whose responsibility was it that it wasn’t different?
CLIENT: Both.
THERAPIST: Both in what way?
CLIENT: Feels like I could have spoke my piece of mind. If I had angry

feelings, I could have said something to him.
THERAPIST: How did he usually react to anger?
CLIENT: I don’t know. I never got angry at him.
THERAPIST: Did you observe other people getting angry at him?
CLIENT: No.
THERAPIST: Nobody ever got angry towards him?
CLIENT: No.
THERAPIST: So how could you have known that you could do that?
CLIENT: Well, actually I didn’t know. I really didn’t think I could.
THERAPIST: Just think of it. (leads client in a set of eye movements)

The dialogue between clinician and client must be conducted in an
exploratory vein, not as a parrying contest. The idea is to open the con-
nective pathways to the new information in a way that is nonthreatening
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to the client. Any hint of manipulation or intrusion is likely to be detri-
mental to the therapeutic goals.

ASSIMILATION

The cognitive interweave is used to break through abreactive looping,
or blocked processing, as well as to allow new information to be assimi-
lated for use in appropriate future behaviors. As noted earlier, the pri-
mary points of focus for the trauma victim during the initial processing
of traumatic material are information plateaus regarding (1) responsi-
bility, (2) present safety, and (3) present and future choices. If the rec-
ommended procedural variations are used to help the client reach the
first plateau of responsibility, processing may spontaneously progress
to adaptive resolution. In other instances, after external responsibility
has been established, the clinician will observe the client’s emotional
disturbance diminish from terror to fear and will then need to ask an-
other probe question to help the client reach the plateau of safety.

When dealing with cases of molestation, the clinician must deter-
mine early in treatment whether or not the perpetrator is a present dan-
ger to children. If he is not, this information can be used to help the cli-
ent attain the second plateau. For instance, if the perpetrator is dead or
disabled or lives in a distant location, the therapist may ask, “Can he
hurt you now?” Either the client says no and a set is added, or the clini-
cian employs strategies to instill in the client the recognition that there
is no present danger. The clinician may use the Socratic method to lead
the client to that recognition, review the differences between the pres-
ent situation and the past trauma, or use images showing that the rela-
tive heights of the client and the perpetrator are different now than
when the client was a child.

VERBALIZATIONS AND ACTIONS

At this point, once the fear is past, it is not unusual for the client to feel
extreme disgust or anger at the perpetrator. It is often useful to urge the
client to voice her anger or pain to the abuser (e.g., “It was your fault
that it happened. You shouldn’t have treated me that way”). Earlier (in
Chapter 7), the clinician was instructed to regard tension in a client’s
jaw and throat as an indication of a need to verbalize feelings. If use of
the cognitive interweave is indicated, however, the clinician should ini-
tiate the verbalization on the basis of the client’s emotional state and
may even prompt the client with some appropriate words to use. A new
interweave reinforcing the client’s sense of safety and ability to vocalize
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may be needed to help her fully ventilate her emotion. The following
transcript illustrates the use of this strategy with the client who was mo-
lested by her uncle:

CLIENT: I just had another part of my memory, too. Holding my head
down.

THERAPIST: How’s it feel now?
CLIENT: Okay. My heart’s beating pretty quickly.
THERAPIST: Okay, just notice it. (leads client in a set of eye movements)
CLIENT: (cries)
THERAPIST: What did you get?
CLIENT: I was just thinking of why aren’t my parents taking care of me.
THERAPIST: (leads client in a set of eye movements) What did you get?
CLIENT: It’s still there, particularly my father. Why didn’t he take care of

me?
THERAPIST: Just notice. (leads client in a set of eye movements) What do you

feel?
CLIENT: Disgust and anger at him.
THERAPIST: Just notice. (leads client in a set of eye movements) What are

you feeling?
CLIENT: More of my anger at my uncle. How could he do that?

[By asking the client about her feelings, the therapist is inviting her to
vocalize her emotions.]

THERAPIST: Good. If words come up spontaneously to say in your mind
or out loud, just let yourself do that.

CLIENT: To tell him what?
THERAPIST: To tell him how you feel about what he did. If you want to

do that in your head, that’s fine. Just raise your hand for me when
you’ve completed it. Just say what you need to say.

CLIENT: Okay.

[The following dialogue continued during a prolonged eye movement
set. Clinicians should encourage clients through both verbal and non-
verbal cues.]

THERAPIST: Just say what you need to say.
CLIENT: Just say, “I hate you, you son of a bitch”?
THERAPIST: Right.

[The clinician is acting as a cheerleader to encourage the client to vent
her emotions.]
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CLIENT: (to perpetrator) How do you do that to a 5-year-old girl?
THERAPIST: Really, really.
CLIENT: It’s not fair.
THERAPIST: That’s right.
CLIENT: It’s cruel.
THERAPIST: Whose fault is it?

[The therapist is using the cognitive interweave to reinforce the client’s
present perspective.]

CLIENT: It’s his fault.
THERAPIST: That’s right. Tell him.
CLIENT: (to perpetrator) You destroyed my childhood. How could you do

that? How could you do that?
THERAPIST: Tell him how you feel.
CLIENT: (to perpetrator) I hate you!
THERAPIST: Right.
CLIENT: (to perpetrator) I hate you, I hate you. I wish you were dead.

[The client states this forcefully and with finality. Therefore, the clini-
cian stops the prolonged eye movement set to attend to any possible
dysfunctional emotions or cognitions accompanying the statement.
Such possibilities will be discussed later in this chapter.]

THERAPIST: Good, good. What do you feel now?
CLIENT: I feel okay.
THERAPIST: Okay, just notice the feelings. If there’s more to say, say it.

(initiates another prolonged set)
CLIENT: (to perpetrator) I just hate you. How could you do that?
THERAPIST: Let it out.
CLIENT: I could never say it, and I still can’t.
THERAPIST: (stopping set to identify what prevents full venting of feelings)

What is it now?
CLIENT: It feels more opened up. My chest feels more opened up. I still

feel some stuff in my head.
THERAPIST: When you say you “can’t” and you “still can’t,” what does

that mean?
CLIENT: I’ve never confronted him with it.
THERAPIST: And if you did?

[The therapist is attempting to clarify the client’s beliefs so that the cog-
nitive interweave can be used. This does not mean that the therapist is
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advocating an actual confrontation with the perpetrator. The client will
be debriefed about this after processing is completed.]

CLIENT: He’d probably deny it.
THERAPIST: And so? That’s not saying you need to.
CLIENT: Right.
THERAPIST: You have a choice to.
CLIENT: Right.
THERAPIST: And if he denies it?
CLIENT: He denies it.
THERAPIST: It’s not his salvation you care about.
CLIENT: Right, right, right.
THERAPIST: Just think about it. (leads client in a set of eye movements)

[The cognitive interweave is completed.]

THERAPIST: What do you get?
CLIENT: I still feel a little tension in my head—right up here.
THERAPIST: The tension—just notice it. (leads client in a set of eye move-

ments) Okay, what do you get?
CLIENT: It’s better. It’s better up here. (points to head)
THERAPIST: Just notice it. (leads client in a set of eye movements)
CLIENT: It’s like something popped in my head.
THERAPIST: (leads client in a set of eye movements) What do you get?
CLIENT: It’s all right. It feels like it’s breaking up.
THERAPIST: Good. Just notice it. (leads client in a set of eye movements)
CLIENT: Something else came up around my mom. My mom was really

screaming and raging at me, and there was really no room to tell
anybody.

THERAPIST: (asking for clarification) No way for you to tell them about
him?

CLIENT: Yeah.
THERAPIST: Think of it. (leads client in a set of eye movements) What did

you get?
CLIENT: What came up is, it’s not my fault.
THERAPIST: (leads client in a set of eye movements) Good. What do you get

now?
CLIENT: It’s more the anger at my mom and the statement “It feels

safer.”
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THERAPIST: Okay. Just notice. (leads client in a set of eye movements) What
do you get now?

CLIENT: The statement came up that “I feel safer and I can sleep.”

[The therapist adds an additional set to reinforce the positive cogni-
tion.]

As indicated in this transcript inviting the client to say or do what
was previously impossible often helps to resolve further the issues of
safety and present control. The client may initially choose merely to
think the words during the set, but she should be encouraged eventually
to say them out loud so that the clinician can assess the level of emotion
in her voice. Alternatively, the clinician may ask the client to imagine
what she would say to the perpetrator if he were abusing a friend of
hers. Clients will generally be able to vocally defend a friend or beloved
relative more easily than themselves. The client is asked to vocalize such
a statement until it becomes strong and then to substitute herself in it.
The following transcript shows the use of this strategy with an assault
victim:

THERAPIST: What do you want to say to him?
CLIENT: I don’t know. (shows confusion and fear) I can’t defend myself.
THERAPIST: What would you say if he was hurting your best friend?

What would you say to defend her?
CLIENT: (to perpetrator) Stop it, get away from her, you have no right to

do that.
THERAPIST: (leads client in a set of eye movements) That’s right. Good.

Again.
CLIENT: (to perpetrator) Stop it, get away from her. You have no right to

do that.

[The clinician repeats encouragement and adds sets until the client’s
voice is strong and firm. As the client begins to defend her friend em-
phatically, the clinician prolongs the set and coaches her with the fol-
lowing words.]

THERAPIST: Now try, “Get away from me.”
CLIENT: (to perpetrator) Get away from me. You have no right to do that.

[The clinician repeats encouragement and continues the set until the
client’s voice becomes equally strong and firm in her own defense.]

Clients often begin with a hesitant and tentative verbalization, de-
noting a high level of fear and intimidation. As sets are repeated during
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the verbalization, the client’s fear begins to dissipate and her tone of
voice becomes stronger and steadier. The clinician should ask her to re-
peat the words until her anger is expressed with a sense of sureness and
justification.

Specifically requesting clients to vocalize anger may be useful even
when processing is not blocked. Even in cases where parental neglect or
humiliation did not approach the level of molestation or bodily harm,
the pent-up anger and fear can nevertheless be debilitating to clients.
The client’s inability to express these emotions becomes the target of
the EMDR. If a client reports a feeling of holding back or being blocked,
this physical sensation should be targeted directly. As the fear is re-
duced, the client’s ability to speak with undiluted anger increases and
then, most often, reverts to a calm sense of empowerment. Often, cli-
ents who are urged to express themselves during the set make a declara-
tion of independence to the parent. The sets are continued as the clini-
cian urges the client to elaborate or repeat these words until they are
said with a firm, confident, and steady voice. The resultant feeling is of-
ten described by clients in terms denoting full emancipation and adult-
hood. This personal resolution also allows adaptive reconciliations,
when appropriate, because the reservoir of dysfunctional emotions is
drained.

Naturally, in order to time these verbal promptings correctly a
good clinical ear is necessary. The clinician should make sure before
proceeding that the client either has a cognitive understanding of her
anger or spontaneously comments on its meaning. The clinician should
also encourage and reinforce the client, regardless of the visual or audi-
tory depictions of violence that may be presented. Anger untapped for
an entire lifetime can be extremely frightening to the client. The clini-
cian should reassure him that this anger is simply the manifestation of
the childhood rage that has been locked in his nervous system. The cli-
nician might say, for example, “This too is just the scenery passing by
while you are on the train.”

Regardless of the cause of the client’s anger or the words used to
express it, the clinician should indicate agreement by means of nonver-
bal cues (such as nodding), expressions such as “That’s right,” and
encouraging vocalizations. This holds true whether the client’s anger is
directed at a perpetrator or at the parent who failed to provide
protection. The clinician must be careful to give the client complete
permission to vent her anger and pain without attempting to redirect it.
At this point, logical discussions of how the parent was not omnipotent
are neither called for nor helpful. Nevertheless, as processing pro-
gresses, the more tempered and judicious view will spontaneously
emerge for most clients. However, as with all other facets of EMDR, the
client should be allowed to take the lead in the maturation process, as
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long as no blocking is evident. Appropriate debriefing and checks for
ecological validity should supplement all EMDR sessions.

In some instances, the primary emotion that the client may need to
verbalize is grief. Whether he is confronting the death of a loved one or
the loss of his childhood innocence, the client should be encouraged to
give full expression to this grief. The impact of unspoken words of grief
was evidenced strongly in a session with a Vietnam veteran. While the
initial target was the scene of his best friend being blown up, the death
of his parents came quickly to mind, and he made the wrenching decla-
ration “I wasn’t able to say good-bye.” Using a cognitive interweave, the
clinician encouraged the client to visualize his parents and express his
emotions and engaged him in successive sets until he experienced a
feeling of peace. This feeling was reinforced with further sets.

In certain instances, physical action is useful. For instance, with an-
other veteran, the pent-up anger and frustration was dispelled by asking
him to pound alternately with his fists. In another case, the feelings in
the client’s legs indicated a need to run, and so that movement was en-
couraged during progressive sets. In any instance where a body sensa-
tion appears to represent an inhibited movement, the movement
should be encouraged during sets of stimulation.

While some of these aspects of EMDR may appear similar to Gestalt
techniques, it is the addition of the sets that appears to facilitate the pro-
found and lasting change usually observed. I believe that staying fully
present—that is, being compassionate, aware, and sensitive—with a cli-
ent during an EMDR session allows the clinician to rediscover the wis-
dom of every major current psychological modality. Clearly, these mo-
dalities all have something to offer therapeutically or they would not
have stood the test of time. The purpose of encouraging specific actions
or a particular focus during an EMDR session is to inaugurate activities
in a deliberate fashion that evolved spontaneously in other clients dur-
ing effective processing. Many clients have cried out their love, sorrow,
anger, or hatred automatically during successive sets. Others have
made spontaneous body movements that overcame previous inhibi-
tions. We invite blocked clients to do the same, that is, to open block-
ages by stimulating the appropriate neuro networks.

EDUCATION

The third plateau to be addressed is the ability to make adequate and
life-enhancing choices in the present and in anticipation of the future.
Clearly, for many clients the experience of childhood is one of relative
powerlessness, dependence on a dysfunctional family, and attacks by an
adult that one had no means of resisting. In general, a client’s childhood
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emotional experience of lacking safety and alternatives is an accurate
one. Part of the EMDR treatment is to resolve the past affect, including
feelings of low self-worth, and to allow the client to embrace an appro-
priate sense of adult power in the present. For instance, female clients
who have reprocessed early memories of molestation, experiences that
have resulted in a fear of men and an inability to forge lasting romantic
relationships, might be asked, “How do these words sound: ‘As an adult
I can now choose who I want to be with.’” Even a tentative approval
from such a client is sufficient to start successive sets focusing on any
feelings of fear or tension that may exist. Additional sets may focus on
the new behavior to be actualized.

Clearly, in many instances it will be necessary to educate the client
about social skills, assertiveness, dating customs, and so forth. These
can be addressed by helping the client to understand the information at
a cognitive level and to imagine the concomitant behavior (actions that
would naturally result from such understanding). After this, successive
sets should be initiated. As described in Chapter 8, this procedure as-
sists clients in actualizing the material before attempting it in real life.
However, this incorporation of a template for appropriate future ac-
tion cannot generally be inaugurated until the residual primary fears re-
lated to the early childhood events have been metabolized. Little behav-
ioral headway can be made until the client feels himself to be at or near a
VOC level of 7 concerning the statement “As an adult, I can choose.”
The clinician should identify for appropriate targeting any blocking be-
liefs that prevent the attainment of a VOC of 7. However, if the client re-
ports a VOC of 6 (or less) because deficits in her background are caus-
ing her to feel too unskilled or inexperienced to cope successfully with a
projected situation, the clinician should recognize this as an ecologi-
cally valid response and initiate the appropriate education.

The cognitive interweave may be used extensively in the educa-
tional process as the clinician alternates sets with instructional and
imaginal material. The clinician can offer specific instructions regard-
ing a particular task, ask the client to imagine it, and then add the sets.
However, as in all EMDR treatment, the clinician must be prepared for
the possibility that the client will remember an earlier event that is con-
nected with some level of disturbance. If this occurs, the memory
should become a primary target and education suspended until the
memory has been thoroughly reprocessed.

The cognitive interweave allows the clinician to become more
creative by including his usual clinical interventions and skills within the
EMDR framework. For example, clinicians versed in creative visu-
alization may guide the client through “inner child” or other metaphor
explorations, and those trained in art or movement therapy may offer
assistance through their use of these creative strategies. Further, clini-
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cians with particular expertise in a specialty population can cognitively
assist the client to greater understanding of his problem before helping
him assimilate the emotionally corrective material through the sets.
The accelerated processing and assimilation of the information can be
accomplished within the standard EMDR procedure. The sets are
alternated with the individualized creative work, just as the cognitive
interweave choices reviewed earlier in this chapter are used to open
abreactive blocks.

In addition, the clinician should complete the full procedure, in-
cluding reaccessing the initial target, initiating sets to discover if other
channels of dysfunction are present, and leading the client in the cogni-
tive installation and body scan. This helps ensure that the dysfunctional
information is fully processed and that the client will not be hampered
in future actions by inappropriate disturbance. As always, the clinician
should use the client’s log to help reevaluate the treatment effects.

SUPERVISED PRACTICE

The more proactive form of EMDR described in this chapter should not
be used until the clinician is comfortable with the standard EMDR pro-
cedure and has become familiar with a baseline of client responsiveness
to the interventions described in Chapters 7 and 9. At this point, clini-
cians may practice the cognitive interweave to help bring more chal-
lenging cases to a successful resolution. Information from the next
chapter should be used to address more difficult clinical populations.

SUMMARY AND CONCLUSIONS

The clinician should use the cognitive interweave to (1) treat looping
and other blocked processing, (2) address the lack of generalization of
treatment effects, (3) incorporate needed information, and (4) defuse
an abreaction or address a multifaceted target when there is not enough
time remaining in the session for resolution. According to the present
model, the clinician elicits information that links the appropriate neuro
networks, that is, allows adaptive perspectives to modify dysfunctional
ones. The clinician initiates interweaves through questions or instruc-
tions that elicit thoughts, actions, and/or imagery. Short sets should
then be used to obtain immediate feedback, and full integration
demands attention to physiological responses. Regardless of the num-
ber of interweaves used, it is considered only one channel of informa-
tion. Before processing is considered complete, the original target is
reaccessed and addressed according to the standard protocol.
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In addition to a wide variety of specific issues, three generic pro-
cessing plateaus that the clinician may need to help the client reach, par-
ticularly if he is a victim of early trauma, are those associated with issues
of (1) responsibility, (2) safety, and (3) choices.

A variety of strategies allow the clinician to elicit the appropriate
material and then weave it back into the client’s information-processing
system. Regardless of the strategy used, it is important to maintain the
client’s sense of power and to retarget the critical information subse-
quent to the cognitive interweave to ensure that the client has appropri-
ately integrated it.

Alternative strategies may be used to educate clients who may be
suffering from learning deficits or to elicit information and perspec-
tives that have already been incorporated. According to the Adaptive
Information Processing model, this adaptive information is held in a
neuro network that must be deliberately linked to the targeted material.
For instance, the self-denigrating client may fully understand that an-
other child is not responsible for a molestation by an adult; the cogni-
tive interweave will gently lead the client to apply this adaptive perspec-
tive to himself, thus dispelling the guilt and self-loathing generated by
his own trauma.

With the exception of the instances covered in this chapter, the cli-
nician should generally refrain from using the more proactive version
of EMDR so that clients can progress as far as possible on their own. An-
swers coming from the client are decidedly more empowering to them
than answers provided by the clinician.

Cognitive interweave strategies must be used judiciously by a clini-
cian who is willing to accept the client’s rejection of her suggestions and
who is willing to admit being wrong. Because EMDR appears to neither
invalidate perceptions that are true nor add anything that is inappropri-
ate, the cognitive interweave must be used in a flexible, exploratory way
so that clients feel free to voice any concerns or counterexamples they
may have. This more proactive version of EMDR is mandatory for suc-
cessful treatment effects with many highly disturbed clients. Further-
more, it is a prime example of the interactive nature of treatment in that
clients must be allowed to verbalize their pain and their needs and par-
ticipate in the creation of the positive templates to be incorporated for
future action. In the next chapter we will look at specific populations
that may particularly benefit from the cognitive interweave.
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CHAPTER 11
� � �

Selected Populations

Most of us have lost that sense of unity of biosphere and
humanity which would bind and reassure us all with an
affirmation of beauty. Most of us do not today believe
that whatever the ups and downs of detail within our
limited experience, the larger whole is primarily beautiful.

Gregory Bateson

This chapter opens with a discussion of generic issues of noncompli-
ance, which may apply to the more challenging clients in all clinical pop-
ulations, and then addresses the issues involved in using EMDR to treat
trauma with a variety of standard clinical populations: children, cou-
ples, sexual abuse victims, combat veterans, and clients with dissociative
disorders. As we will see, the cognitive interweave, discussed in Chapter
10, is necessary with most clients suffering from multiple sexual abuse,
combat trauma, and dissociative disorders.

It is important for clinicians to remember that EMDR will not be
suitable for every client in a given clinical population. For instance,
although EMDR is widely applied in the treatment of PTSD, the sel-
ection criteria discussed in Chapter 4 preclude its use for certain trau-
ma victims. Likewise, clinicians should not assume that EMDR will be ef-
fective with all clinical populations. The applications of the method are
guided by the Adaptive Information Processing model, which empha-
sizes the role of early psychological experience in both the etiology and
treatment of dysfunction. Pathologies with organic or biochemical
bases are not assumed to be resolvable by treatment with EMDR proce-
dures. It is extremely unlikely, therefore, that EMDR will be found to be
the primary treatment of choice for a client with an active psychosis or a
purely endogenous depression. However, once again, diagnoses are
not as relevant as the individual evaluation. For any client, the experien-
tial factors that contribute to the dysfunction may be amenable to
EMDR treatment, even if other aspects of the pathology are not. Fur-
ther, while EMDR has proven to be effective with a wide variety of clini-
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cal diagnoses, additional special protocols and customized treatment
regimens are sometimes necessary (see Shapiro & Forrest, 1997).

This chapter offers clinicians guidelines to assist them in concep-
tualizing the problems presented by specific populations. Appropri-
ate case formulation and management are important aspects of any
form of psychotherapy, and many suggestions found in this chapter
may be broadly applicable. However, thousands of treatment sessions
have indicated certain patterns of response that are particularly rele-
vant to focused EMDR work. These guidelines and patterns should
help the clinician choose targets and develop useful cognitive inter-
weaves.

While this chapter gives a basic overview of considerations for
working with selected populations, it is by no means comprehensive.
Clinicians should never use EMDR with any population with which they
do not have experience. Nor should clinicians use EMDR with any cli-
ent they would refrain from treating by means of the other therapeutic
tools at their disposal (see also Appendix D).

ISSUES OF NONCOMPLIANCE

Regardless of the clinical population to which they belong, some clients
will be particularly resistant to change. Of course, resistance to treat-
ment or noncompliance with the clinician’s recommendations for tar-
geting or homework may arise with any form of therapy. The following
is a set of principles that I believe applies to noncompliance and that
may prove useful as a clinician checklist. Remember, EMDR is a client-
centered model; treatment must move at the client’s pace. It is our job
to ease the way for clients, not to force them through a protocol.

1. The boundaries of the therapist’s ability should not be construed as the
limitations of the client. Too often, what the clinician dismisses as the re-
sult of client resistance is actually due to the limitations of the clinician’s
model, repertoire of interventions, or ability to interact with the client.
While client resistance and noncompliance may certainly be hurdles
that need to be overcome, the interaction between the client and the cli-
nician should not be discounted as a factor contributing to the lack of
therapeutic effect.

In EMDR the clinician variables that influence the treatment effect
include the ability to target the appropriate part of the pathology, and
to order the targets appropriately, and comfort with the multifaceted
approach. For full therapeutic effect of EMDR the clinician must be
able to (1) establish a level of rapport that allows the client to reexperi-
ence comfortably the various aspects of the trauma; (2) identify accu-
rately the appropriate targets; (3) use insight and sensitivity to assist in
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the completion of processing; (4) provide education about a variety of
coping skills and systems information; and (5) offer appropriate model-
ing, when necessary.

Fortunately, the client-centered approach allows most of the ther-
apeutic work to be done in the office, rather than by means of between-
sessions homework assignments. Therefore, in the absence of unpro-
cessed real-world triggers, continued client resistance or noncompliance
is most likely due to inflexibility of the clinical approach and indicates
the need for more client preparation and appropriate targeting.

2. Both clinician and client should participate in determining the goals of
therapy. The positive or negative effects of any therapy are based on an
interaction among client, clinician, and method. Part of this interaction
is the appropriate selection of goals agreed upon by both client and cli-
nician. If the client is being asked to reexperience disturbing aspects of
a targeted trauma, the reasons for doing so should be acceptable to
him. While there can be no guarantees regarding the outcome, the rea-
sons for choosing to experience the discomfort of reprocessing will
clearly include the possibility of liberation from the ongoing debilitat-
ing effects of the trauma. The client must recognize these potential ef-
fects in order to accept the discomfort generated by the processing. In
addition, the negative therapeutic consequences of noncompliance
should be frankly discussed with the client.

The client should approve of the clinician’s goals, and the clinician
should evaluate the client’s goals for appropriateness. For instance, the
client’s aim of never getting angry while driving may be impossible to
achieve and may be part of an inappropriate self-assessment, such as “I
can’t succeed,” that underlies the reason for noncompliance. Clients
should be helped to understand that noncompliance prevents achieve-
ment of specific goals that they themselves have chosen, not goals
foisted on them by the therapist.

3. Noncompliance is viewed as a part of the pathology. If the goals of
therapy have been jointly arrived at, noncompliance can be viewed as
part of the pathology that needs treatment. Just as we do not tell our cli-
ents to return for help only when they are less depressed, so we should
not ask them to come back only when they are more compliant. With
this understanding, consequences of noncompliance become part of
the ongoing debriefing of the client.

Issues underlying noncompliance can include fear of failure, fear
of success, and fear of terminating therapy. Appropriate assessment
can be made by asking the client to respond to the question “What
would happen if you were successful?” or “What is the worst that would
happen?” After the clinician addresses these fears, EMDR can be used
to target any feeling of tension or resistance that may remain. Unless
secondary gains are appropriately identified and addressed, little thera-
peutic progress can be made.
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4. Targets must be properly prioritized. EMDR calls for the sequential
targeting of memories that influence the pathology. Earlier memories
should be targeted within a symptom cluster, and care must be taken re-
garding feeder memories. Regardless of the ordering of targets, if
blocking beliefs are not appropriately addressed, therapeutic effects
will be minimal.

In addition, EMDR calls for addressing directly the appropriate-
ness of the client’s fears. When fears appear to be based on real issues,
an action plan should be in place before targeting the dysfunction; for
example, if the client fears losing a disability check if PTSD is relieved, it
is necessary for the clinician to help the client devise a plan for finding a
new source of income. When appropriate fears are addressed through
education and action plans, the residual fears or concomitant beliefs
(such as “I cannot succeed even if I try”) are viewed as suitable targets
for reprocessing. After these have been processed, the trauma targets
may be approached more effectively.

5. The fears that underlie the lack of compliance may be based on early life
experiences. The clinician should evaluate noncompliance in terms of
several factors: the client’s spiritual beliefs (such as “Life is suffering”),
parental injunctions (or the need to remain loyal to parents through
shared suffering), and the client’s need to manipulate others or to have
power over them. Memories underlying these factors may be targeted
before processing the targets that are the cause of the primary present-
ing complaint; after the memories underlying the noncompliance fac-
tors have been reprocessed, the present stimuli that elicit the negative
affect or behavior should be targeted and processed. In addition, a posi-
tive template for appropriate future action should be installed. With is-
sues of noncompliance, the client should be asked to imagine doing the
task easily and comfortably. Targeting with EMDR opens up possibili-
ties of new positive behaviors and allows any residual feelings of dis-
comfort to be reprocessed.

6. Treatment must be flexible. The feedback log is an extremely useful
part of treatment. If the client does not accurately report to the clinician
any disruptive feelings or experiences that occurred subsequent to re-
processing, further targeting may be ineffective. Ironically, except for
the client’s refusal to engage in the treatment itself, the log is the major
source of noncompliance in EMDR treatment and can be used as an ap-
propriate reprocessing target. Specifically, the client can imagine keep-
ing the log, and his feelings of resistance to the task, along with any neg-
ative cognitions and pertinent memories, can be addressed as they arise
in the office. The clinician may conduct an EMDR session to help install
a positive template regarding future use of the log (or of alternatives
such as making audiotape recordings or drawings of the triggers and
disturbance). Results are then reported after the client is again assigned
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homework to do between sessions. Only behavioral changes that occur
outside the office are considered signs of successful treatment.

In sum, while attending to issues of noncompliance, the clinician
should choose a treatment that is flexible enough to work around most
clients’ resistances until they are resolved. This can often be accom-
plished by using EMDR, since most of the work is done during the treat-
ment session. However, in some instances, the client’s adamant beliefs
may resist change. For instance, my most noncompliant client believed
that it was spiritually inappropriate to use self-control techniques on an
ongoing basis. In his case, I had to accept this as a limitation of treat-
ment and explain the consequences to him. Because of the nature of
this client’s complaint, we created a contract about what we could and
could not accomplish under these conditions before proceeding with
therapy. Had the client been more severely dysfunctional, however, I
would have been able to use the EMDR framework only to conceptual-
ize the case, assess and identify problem areas, and provide guidance; I
would not have been able to use it to process the information. It is im-
portant for clinicians to remember that they have other therapeutic
methods available and that EMDR processing should be used only when
appropriate.

CHILDREN

Life is all memory, except for the one present moment
that goes by so quick you can hardly catch it going.

Tennessee Williams

Included in the many pleasures of working with children is the satisfac-
tion of seeing the traumatic residue disappear quickly and of knowing
that the children will be spared years of suffering and will not be driven
to engage in behaviors that repeat the abuse on others. A controlled
study of traumatized children also indicates that EMDR can successfully
reduce physical as well as psychological symptoms (Chemtob et al., in
press). To ensure the successful use of EMDR with children, the clini-
cian must pay special attention to creating a safe psychological environ-
ment. As with any other procedure, EMDR should not be used with chil-
dren unless the clinician is already comfortable working with them.
This basic information should be supplemented with the comprehen-
sive information found in the four books written for this population
(Greenwald, 1999; Johnson, 1998; Lovett, 1999; Tinker & Wilson,
1999).

During the initial history-taking phase it may be useful for the par-
ent to brief the clinician about the problem with the child present and
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then to leave the room while the child presents his version of the situa-
tion. This two-step process may allow the parents’ authority to be tacitly
transferred to the clinician and may give children a sense of being spe-
cial when the clinician’s full attention is turned exclusively to them.

During the EMDR treatment session the child should generally be
seen without the parents present, if possible, in order to maximize the
child’s focus on the target. Obviously, there will be times when it is ad-
vantageous for parents to be in the room because of the child’s fears
about separation. Indeed, some strategies specifically utilize the par-
ent(s)’ presence (e.g., Lovett, 1999) However, every effort should be
made to create for the child an optimal level of comfort when alone with
the clinician. This goal may be facilitated by giving the child permission
to bring along a favorite stuffed animal or toy to the next treatment ses-
sion.

While the clinician must use the language of the child to explain
EMDR, it is preferable to refrain from referring to EMDR as a magical
cure—even if the child spontaneously adopts such an expression (e.g.,
“It’s magic”) when noticing how much better she feels. Rather, as with
all EMDR clients, it is preferable to provide the child with a sense of self-
healing and self-efficacy. If the clinician indicates instead that the power
to remove the negative affect is vested in the method or in his own ex-
pertise (e.g., by saying, “I’m going to make it go away”), the child is likely
to remain at a level of dependency and powerlessness that is detrimen-
tal to overall therapeutic goals.

Before attempting to target dysfunctional material, the clinician
should make sure the child has a usable “safe place.” A feeling of safety
and assurance is induced in the child through use of eye movement sets
in the context of an actual positive experience. For example, the clini-
cian might ask the child to remember a time when he was in control and
felt good and might have the child imagine looking, feeling, and acting
in a positive way. As the child holds this scene in mind, the sets are re-
peated until the child feels happy or positive, as in the imagined scene.
This positive experience with the eye movements (or hand taps) allows
children to trust the process, since pleasant feelings are immediately
evoked, and they are left with positive associations to the therapeutic ex-
perience.

Because the difficulties that clinicians generally encounter with
young children are primarily due to concentration problems and rela-
tively short attention spans, the average EMDR treatment session with
children is about 45 minutes, during which eye movements are often in-
terspersed with other activities. Fortunately, despite their comparative
brevity, such sessions are likely to be therapeutically effective because
children appear to respond favorably to EMDR very rapidly.

In order to enhance the child’s concentration, the standard EMDR
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procedure should be adjusted in a variety of ways. In particular, the cli-
nician will need to engage many external stimuli as focal points. Some
primary adjustments in the treatment of children are addressed in the
following paragraphs.

Concrete Definitions of Feelings

Children typically cannot conceptualize feelings using the SUD Scale
because it is too abstract for them. Clinicians should have children use
their hands to indicate the magnitude of a feeling. For example, hold-
ing the hands at chest level, with arms parallel to the arms of the chair,
can be defined as “very bad/terrible/awful” or some other word that
evokes the child’s negative experience. Clasping the hands can be de-
fined as feeling wonderful or as feeling “as good as looking at bunny
rabbits.” Children can also be taught to report accurately any changes in
distress by indicating these concretely; for example, holding the hand
close to the floor can indicate a little hurt whereas a hand held at shoul-
der height means a big hurt. Another option is for the clinician to draw
on a piece of paper a horizontal line with a smiling face on one end and
a crying face at the other and to ask the child to indicate where he is lo-
cated on the line. Aids for this purpose have been used successfully with
traumatized children in many countries and are available from the
EMDR Humanitarian Assistance Programs (see Appendix C).

Holding the Child’s Attention

In order to assist children in eye tracking, the clinician can draw happy
faces on her fingers or use puppets or other toys. Puppets or toys may
also be used in the two-handed approach described in Chapter 3. The
two-handed technique is often useful with young children because of
their inability to cross the midline. For instance, when he is asked to
draw a line on a piece of paper from the far left to the far right of his
body, a young child will start drawing and then lift the pencil in the mid-
dle, putting it down again to complete the line. If the single-hand tech-
nique is used with a young child, his head will often move along with his
eyes. This is acceptable and can achieve treatment effects, but a full
range of eye movement should still be attempted.

For children who have an eye-tracking problem because of dyslexia,
using small elliptical movements about 3 inches in diameter at the usual
12- to 14-inch distance from the eyes can be effective. Dyslexic children
(even when older) cannot track a wide range of motion.

In children with attention-deficit/hyperactivity disorder (ADHD)
there is often a tactile defensiveness that makes them uncomfortable
when in close contact with the clinician. These children should be asked
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to move their eyes back and forth between two spots on the wall. To en-
gage their attention these spots may be in the form of colored circles,
cartoon figures, or comic book heroes.

For many children the best form of stimulation is tactile. For in-
stance, games of “patty-cake” have been used to engage the participa-
tion of children as young as 18 months (Tinker & Wilson, 1999). A re-
cently introduced form of dual stimulation is the “butterfly hug” which,
combined with repeatedly drawing the target memory, has been suc-
cessfully used to treat groups of traumatized children in Mexico, Nica-
ragua, and Kosvar refugee camps (Artigas et al., 1999; Boel, 1999,
Jarero et al., 2000, Wilson et al., 2000). Children place their arms across
the chest, with the right hand on the left shoulder and the left hand on
the right shoulder. The dual stimulation is accomplished by the child’s
tapping each shoulder alternately.

In order to increase the child’s level of involvement when process-
ing a traumatic memory, the clinician should be prepared to engage the
child in a variety of ways. For example, during the eye movement sets
the clinician might vocalize a lively tune like the William Tell Overture
and should be prepared to make rapid rhythmic movements with his
upper body to maintain the child’s attention.

Clinicians may also attempt to harness the child’s imagination. For
example, the EMDR treatment session may be initiated by asking the
child to “imagine what happened” or to “bring up the picture.” After
the eye movement set the child can be asked to “blow up the picture” or
“explode” it. The clinician can assist by making the sound of an explo-
sion and by using gestures that the child can mimic. The clinician then
asks, “How does it feel now?”; after redirecting the child’s attention to
the picture, the clinician adds a set of eye movements and repeats the re-
quest to “blow up the picture.”

Cognitions

When reprocessing is complete, the positive cognition is installed. The
clinician should offer (without any special fuss) an easy cognition such
as “I’m fine” or “Mommy/Daddy will take care of it” or “I’m safe now.”
It can be useful for young molestation victims to address and replace
the negative cognition “Don’t tell” or “I can’t tell.” Having the child con-
centrate on these negative cognitions during successive sets, without
pressing for details, allows the fear engendered by these injunctions to
dissipate. Then substituting the words “I’m safe now” or “It’s okay to
tell” can have excellent effects.

When working with school-age children it is preferable to elicit the
negative and positive cognitions, rather than merely suggest them, even
though they might not be ideally constructed. The clinician initiates a
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set of eye movements after asking the child to imagine the scene and re-
spond to a question such as “What thoughts do you have?” or “What do
you think about in the picture?” Most often, the child will respond with
statements that indicate an external locus of control (e.g., “The teacher
hates me” as a negative cognition and “The teacher likes me” as a posi-
tive cognition). The clinician may ask the child to hold a picture of the
“teacher hating” while one or two sets are induced. The child is then
asked “What thoughts do you have?” or “What do you think about your-
self now?” The child will generally reveal a spontaneous switch from a
cognition like “The teacher hates me” to a negative cognition like “I’m
not motivated” or “I’m distracted” and a positive cognition like “I can
do well in school.”

While clinicians will typically attempt to contribute to an initial in-
ternal locus of control when working with an adult client, it is important
for them to remember that children are frequently in a threatening en-
vironment and that they are indeed powerless. In addition, the child
may not have a well- developed cognitive structure. Therefore, the clini-
cian should offer the child the closest approximations to self-efficacy
statements (e.g., “I’m okay” or “I feel good”) without needing to adhere
completely to the guidelines about positive cognitions for adults.

Generalizing Treatment Effects

In addition to treating individual memories that a child might reveal, it
is advisable with this population to do additional EMDR work with the
child concentrating on the perpetrator alone, that is, without imagining
the perpetrator engaging in a specific action. Using such a procedure
assists in generalizing the treatment effects throughout the entire asso-
ciated memory network. For instance, a 5-year-old molestation victim
was ritually abused by her father while he was wearing a black gown and
mask. In addition to targeting her memories of abuse, which included
seeing her dog killed, she was asked to hold in mind the picture of her
father in his gown and mask. Using a still picture, instead of one in
which the perpetrator is taking a particular action, allows a desensitiza-
tion effect to generalize to all memories that include the cue of the still
picture (in this case, the image of the father in mask and gown).

Children as young as 2 years are quite capable of bringing up an im-
age. Be prepared for especially rapid treatment effects (presumably be-
cause young children have had relatively few experiences and therefore
have fewer associations to be accessed). The child may start smiling hap-
pily after only a few sets, which is quite consistent with high therapeutic
effectiveness. The clinician should check for subsequent changes in
symptomatology, such as bed-wetting, nightmares, and panic attacks,
which may disappear after only one or two sessions. However, while
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bed-wetting and night terrors may end for one child after a single ses-
sion devoted to processing a molestation incident, cessation of symp-
toms may require many more sessions for other children. Once again,
do not view EMDR sessions as a race. The rate at which treatment ef-
fects occur will vary from one client to another.

Creative Therapy

A number of clinicians have recognized the efficacy of the creative pro-
cess (e.g., drawing, painting, sand-tray play) in the treatment of children
(EMDR Network, 1991; Artigas et al., 1999; Cohn, 1993). One clinical
case example involved the pre- and posttreatment pictures drawn by a
young boy. When the child was asked to make a picture of the problem,
he drew a big black cloud that covered nearly the entire page. He was
then asked to hold this picture in mind during successive sets. After
showing signs of relief, he was asked to draw the situation again: It now
appeared as a small black speck being chased out of the room. The child
was then asked to hold this picture in mind for one or two additional
sets, after which it was supplemented with a positive cognition.

Sand-tray play, dolls, and pieces of games can all be used as targets
for children if the proper foundation is laid to allow them to link their
feelings about the negative incident or perpetrator to the object. The
full EMDR procedure may be implemented using these targets. How-
ever, the clinician should eventually return to the primary trauma im-
ages to check for complete resolution.

COUPLES

In order to be utterly happy, the only thing necessary is
to refrain from comparing this moment with other
moments in the past, which I often did not fully enjoy
because I was comparing them with other moments of
the future.

Andre Gide

EMDR must be used within the context of an interactional dynamic.
Couples therapy may be an appropriate intervention in order to help
the client more easily integrate new perspectives and behaviors within
the family context. As the client becomes more self-assured and inde-
pendent, the interpersonal relationship can be threatened by the part-
ner’s apparent attempts to sabotage therapeutic effects. In these cases,
a therapy appointment with the couple can help reassure the partner
and identify potential problems. It can also teach the couple better com-
munication skills and enable the partner to more easily accept the cli-
ent’s changing self-concept and the consequent shift of identified roles.
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Alerting the client to possible systems issues can help to minimize
areas of confusion and disturbance. The EMDR clinician should con-
sider whether seeing the client and partner jointly is acceptable or
whether a referral should be made for couples counseling. If the latter is
necessary, the clinician should be sure that an appropriate counselor is
available before beginning EMDR treatment with the client. This will
ensure a rapid transition if relationship difficulties arise during the cli-
ent’s EMDR treatment(see also Kaslow, Nurse, & Thompson, in press).

Early Sexual Abuse in a Marital Partner

Of particular concern is the treatment of sexual abuse survivors. Part-
ners of trauma victims often feel guilty and powerless in the face of the
client’s pronounced suffering. When memories of molestation are un-
covered, sexual dysfunction, depression, and angry accusations on the
part of the client often exacerbate the usual relationship tensions and
can contribute to a dysfunctional dynamic (Nelson, 1992).

When a molestation victim is treated with EMDR, the disturbance
that may arise from continued processing between sessions may cause
unease in the partner. In other cases, the dysfunctional relationship dy-
namics will have preceded any awareness of earlier trauma and the part-
ner may be upset by the client’s attempts to be assertive and to establish
appropriate boundaries as treatment proceeds. In addition, it is not un-
usual for sexual abuse survivors to have formed relationships with part-
ners who have also been abused. The emerging traumatic material and
labile moods may trigger the partner’s own dysfunctional history and
consequent responses. In this case, individual therapy, along with joint
counseling, is highly advised to defuse the partner’s abuse memories
and the present triggers.

Joint versus Individual Sessions

Regardless of the obvious reason for referral, the first joint session
when working with couples is used to set agreements about why therapy
is being sought. If both partners agree that they love each other and that
the purpose of the therapy is to improve or save the marriage, this un-
derstanding is made explicit and any future disturbance is designated as
a “cry for love.” Agreements are made with respect to the standard is-
sues of good family therapy, namely, acting as a team, truth telling,
time-outs, and so on. The joint meeting also allows the clinician to assess
the couple’s communication styles and to arbitrate any major problem
areas.

Further joint sessions are used to assess progress in communication
and interaction, as well as to continue the arbitration process, if neces-
sary. In addition, however, the partners should be seen individually to
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reprocess all the psychological baggage that has accumulated over the
years (i.e., all the why-did-you, how-could-you, and why-didn’t-you griev-
ances). The clinical goal is to allow the partners to react to each other in
the present rather than continue to be burdened by the weight of the
past. Perceptions of early mistakes they made in childrearing or lack of
support can cause present recriminations to be triggered by even minor
events. By using EMDR to defuse these earlier memories, the couple
can achieve a healthier dynamic and give appropriate weight to present
problems or disagreements.

In addition to reprocessing the couple’s memories of their past
problems, it is useful to target the present triggers that cause distur-
bance. A husband may find that the sound of his wife’s voice is similar to
a particularly disturbing tone that his mother habitually used, and a
look on her husband’s face may remind a woman of the expression her
father wore during childhood beatings. In addition, by virtue of second-
order conditioning, some present situations that habitually provoke the
troublesome tone or look may be in themselves highly disturbing.
Taking care to reprocess the memories and the present referents can
greatly relieve the couple’s current dysfunctional interactions. In addi-
tion, the present situations that independently cause difficulty (such as
the wife staying out late with her women friends or the husband leaving
the cap off the toothpaste tube) should also be targeted, the adverse re-
actions dissipated, and alternatives explored.

In many ways, it is preferable to carry out these individual repro-
cessing sessions in the absence of the partner. Obviously, if both mem-
bers of a couple have presented themselves for therapy, it is likely that
there are intimacy problems and safety issues that may inhibit full client
disclosure. If a painful issue emerges during processing, it is preferable
for the client to be able to proceed without worrying about the partner’s
reaction. For instance, if the client begins to remember an earlier mo-
lestation or humiliation, feelings of shame and guilt might cause her to
be reticent about revealing the material in the presence of her partner.
Or, she might fear that when her partner hears about what was done to
her, he will seek out the perpetrator for revenge. Either contingency
can cause the client to attempt to dissociate or minimize the distur-
bance, which can lead to insufficient processing and retraumatization.

Another negative dynamic can emerge if the husband becomes
emotional and the wife minimizes his suffering because she needs him
to be a stoic male protector. The clinician should therefore proceed
with utmost care when considering whether to attempt processing with
a client in the partner’s presence.

Clinicians need to use their own best judgment about what will be
beneficial to clients. For example, one EMDR-trained clinician re-
ported trying the reprocessing sessions with the partner present be-
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cause she thought that the procedure would increase the bonding of
the couple. When the wife abreacted while processing a memory, the
husband was so touched by her level of pain and his own involvement
that it became a very beneficial experience for both of them. How-
ever, in the case of another couple, the husband fell asleep when the
wife began to abreact, a response that, needless to say, did not bring
the two partners closer. Since many treatment outcomes are obvi-
ously possible, the clinician needs to evaluate the couple carefully be-
fore making a decision about whether single or joint EMDR sessions
would be more effective.

Infidelity

When a couple presents themselves for therapy because of the after-
effects of an extramarital affair, the clinician should take care to evalu-
ate both the causes and the consequences of the incident. In addition to
the couples work already discussed, the clinician should assess the be-
trayed partner for PTSD-like symptoms. The betrayal of trust can have a
devastating effect on the partner’s sense of safety in the world and on
the ability to trust his or her own perceptions. Accompanying this can
be a variety of sequelae consistent with feelings of violation. In addition,
many such clients present symptoms of intrusive thoughts of, for exam-
ple, the actual scene when they discovered the infidelity or of imagined
scenes of the partner in a variety of assignations. In order to allow the
couple’s psychological injuries to heal, the partner’s intrusive imagery
should be targeted as soon as possible after the appropriate agreements
have been made. The feelings of anger and hurt generated by the be-
trayal can also be targeted most easily if safety has been established by
the wronged partner’s acceptance of the unfaithful one’s apologetic re-
assurance that the affair has been permanently terminated.

In one case the wife’s affair had ended and the couple requested
therapy to get their marriage back on track. During the couple’s inter-
view the husband declared himself furious at his wife’s infidelity and
asked for assistance in returning to a state of emotional equilibrium.
When he was seen individually, however, the husband admitted that
there was a part of himself that did not want to give up the anger. The
clinician asked the client where he felt this sense of resistance in his
body, and it was targeted with EMDR. The feeling of resistance dissi-
pated, and the anger itself was accessed and reprocessed, along with a
variety of intrusive thoughts and images.

Once the aftereffects of the affair are reprocessed, the underlying
causes need to be addressed and resolved. As usual in cases of recent
trauma, unlike early-trauma processing, the obvious acute cause of
PTSD is treated first. In addition to the applications already discussed,
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EMDR may be used to attempt to clarify the present concerns that one
or the other partner might have about continuing the marriage and to
reprocess dysfunctional fears that may be dictating inappropriate
choices. In the case where one or both partners decide to end the mar-
riage, the clinician should also use EMDR to assist the transition. She
should target the intrusive thoughts and feelings of rage and self-
denigration felt by either partner. Not only will this improve the present
circumstances, but it will help to prevent dysfunction in future relation-
ships. In addition, if there are children involved, negative feelings about
their parents’ divorce, including self-blame and fear of abandonment,
should be reprocessed as early as possible.

SEXUAL ABUSE VICTIMS

It takes two to tell the truth: One to say it and another to
hear it.

Henry David Thoreau

Clinicians should already be familiar with many aspects of the issues
and cautions listed in the following paragraphs. However, these are es-
pecially important during the EMDR treatment of sexual abuse survi-
vors. While such survivors constitute a large proportion of therapy cli-
ents, many clinicians have never treated one. This section aims to clarify
certain points, but it is not a substitute for adequate supervision and
consultation if the clinician has had no previous experience with
multiple-molestation survivors. Many excellent generic and EMDR-
specific references now exist in the literature and should be con-
sulted in working with complex populations (Briere, 1996; Chu, 1998;
Courtouis, 1988, 1999; Herman, 1992; Lazrove & Fine, 1996; Leeds &
Shapiro, 2000; Linehan, 1993; Manfield, 1998; Parnell, 1999; Paulsen,
1995). Of particular note is preliminary data (Korn & Leeds, in press)
indicating that the use of the EMDR Resource Development and Instal-
lation Protocol assists in stabilization as a prerequisite to trauma pro-
cessing (see Appendix A).

Appropriate Goals

The ability to accurately retrieve memories of abuse, or large segments
of forgotten childhood events, is questionable even under the best of
circumstances. While some clients enter therapy to determine whether
or not they were molested, the EMDR clinician should not consider this
an appropriate therapeutic goal. EMDR is not designed to bring visual
memories to the surface but, rather, to process information that is dys-
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functionally stored in the nervous system. Clinical observation indi-
cates that even with otherwise full-blown sexual abuse symptomatology
only half of EMDR clients experience the emergence of a visual mem-
ory of such abuse. Therefore, the clinician should concentrate on the
client’s symptoms and on what can be done to alleviate the emotional
(and possible physical) pain. The following statement can be helpful in
explaining to a client how EMDR can bring about a shift in dysfunction-
al reactions and triggers even without a visual memory of the original
trauma: “Just as a VCR can play a videotape whether or not the TV mon-
itor is on, so too can you process past traumatic events without having
to actually see them.”

As with any type of therapy, the clinician and the client should
agree on the specific goals of EMDR. For example, they should explore
whether it would be acceptable to the client to alleviate his problems
(such as panic attacks, difficulty with intimacy issues, and sleep distur-
bances) without being 100% certain of their cause. If the client does not
agree, EMDR should not be offered as the only treatment, as it is by no
means certain that the actual memory will surface.

Ironically, the same restriction applies to a molestation victim who
has clear memories of her abuse but insists that the clinician focus ex-
clusively on her present-day problems, such as difficulty with her boss.
Since there is no way to prevent the molestation memories from emerg-
ing during EMDR treatment (especially if they are part of the memory
network associated with the present-day target), the clinician cannot
guarantee the client that they will be able to entirely avoid them. There-
fore, if the client is adamant in her refusal to think about the molesta-
tions, the clinician should probably not use EMDR.

Client Readiness

While many of these factors have been covered in Chapters 4 and 5, I
want to stress that the use of EMDR with sexual abuse victims necessi-
tates special attention to the client’s emotional containment and cur-
rent life situation. When there are a number of real problems in the cli-
ent’s present-day life, such as job or family crises, work on early traumas
should be kept to a minimum. Until the client is stable enough to handle
current problems, the clinician should not risk adding the emotional
load of reprocessing early traumatic experiences. Any between-sessions
disturbance caused by processing can increase the client’s difficulty in
handling the anxiety-laden issues in his current life that are out of his
control and cannot be put on hold.

Remember that the cautions about using EMDR with a given client
include the need to make an appropriate assessment of all of his real-life
constraints. If the exhaustion or distress that sometimes arises with
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EMDR would be detrimental to the client’s present functioning, other
therapeutic methods should be used for the time being.

Of primary importance in dealing with sexual abuse victims are the
aspects of safety and stability. It is crucial that clients be carefully pre-
pared for EMDR processing because of the likely emergence of somatic
responses, intense fear, and hitherto dissociated memories. Unless the
client is prepared for the potential speed with which these can emerge
and the potential intensity of the emotional response, she may break off
EMDR in the middle of an abreaction and refuse to resume treatment.
Therefore, all of the cautions and criteria for client selection described
in Chapters 4 and 5 should be implemented with even greater thor-
oughness when working with sexual abuse victims. The clinician should
always give the client an initially positive experience with EMDR by us-
ing the safe-place exercise and teaching him a variety of relaxation tech-
niques to relieve any disturbance that may arise between sessions. Also,
when sexual abuse is suspected, it is vital that the clinician adequately
screen the client for the possibility of a dissociative disorder.

Evaluating indicators of clinical safety and the client’s sense of con-
trol is mandatory when working with this population and extends even
to the use of the eye movements. Because some molestation clients may
find the clinician’s moving fingers threatening, it may be necessary to
use objects, such as a pen or ruler, or to switch to the use of hand taps. In
addition, because of their tendency to feel that their personal space has
been violated when people are in close proximity to them, some moles-
tation victims may prefer that the clinician sit at a greater distance from
them than is usually recommended with EMDR treatment. In short, the
clinician should be flexible enough to adapt the standard format in any
way necessary for client safety and comfort.

Structure

While clinicians should be flexible in their choice of the focal points
they use with molestation clients, they should nevertheless stick closely
to the structure of the standard protocols. Specific old memories, when
available, should be targeted first because they have the greatest likeli-
hood of rapid and complete processing, which in turn will give the cli-
ent a sense of accomplishment. When a specific old memory is avail-
able, using the associated image, cognition, and body sensation will
generally result in a more controlled and contained session than at-
tempting to target diffuse feelings of despair, hopelessness, or general-
ized negative statements such as “I wish I were dead.”

A specific old memory that incorporates the negative aspects can
be more easily processed and put in perspective than a more recent
one, since the former is already part of the historical past and is no lon-
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ger a danger. Targeting only a current emotion or cognition rather than
a specific event can start the processing, but it may be much more diffi-
cult to complete it, inasmuch as current material is stimulated without
the specific goal of laying an old memory to rest.

The controlled use of the EMDR eight-phase approach (explained
in Chapters 4, 5, 6, and 8), along with the standard 11-part procedure
(summarized in Chapter 9), offers specific baseline and assessment
measures, such as the SUD and VOC ratings, that set realistic expecta-
tions for the client and help strengthen her sense of structure, safety,
and understanding. While flexibility is vital when working with sexual
abuse survivors, it should not circumvent the many safeguards that are
built into the standard EMDR protocols and procedures. The clinician
should try to use the standard approach first, deviating from it only if
the client is uncomfortable or unresponsive. The more specific the tar-
gets and goals, the greater the likelihood of success.

Integration

The clinician should be especially sensitive to the amount of time the cli-
ent needs in order to integrate the material that surfaces. Many sessions
may be needed to discuss the intrapsychic and interpersonal needs re-
vealed by a new information plateau, to offer modeling of new behav-
ior, to identify interactional pressures, or to target dreams and present
reactions that have arisen from the processing of earlier traumatic ma-
terial.

The clinician should not continue to target new memories until the
previously elicited ones and their reverberations have been treated. For
instance, the week after reprocessing a major molestation memory a cli-
ent reported a pronounced sense of sorrow, stating, “I never before
grieved for my father’s death.” The clinician realized that it was neces-
sary for the client to focus on this plateau next, rather than attempt to
move on to another memory. The log that clients are asked to keep is vi-
tal for identifying any new avenues, emotions, or perspectives that are
emanating in a troubling way from a previous target and should be used
to explore the ramifications of the memory work. This record-keeping
should include nightmares, disturbing or unsettling aspects of the reve-
lations, emerging interpersonal needs in relation to integration, and so
on.

Just as clients vary in their need to rest or talk or integrate between
sets, so too do they vary in the amount of time they need between
EMDR sessions. The clinician must be certain that the client has an ade-
quate repertoire of self-control techniques to deal with any discomfort
that arises between sessions. If the client’s log reveals a great deal of dis-
tress, the clinician should take measures to relieve her from emotional
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pressure. Prolonged distress is detrimental to therapeutic effectiveness
because it can reinforce the client’s feelings of low self-esteem and lack
of control.

The clinician should also encourage the client to allow sufficient
time to pass to assimilate treatment effects before she determines the
objective truth of any emerging memories or decides to confront her
suspected perpetrator, either personally or legally. Traumatic events
are often stored as fragments, a fact that makes their interpretation dif-
ficult. For instance, one client whose sexual dysfunctions and intimacy
problems were targeted by EMDR reported experiencing sensations of
being violated at the same time that an image of her father’s face
emerged into consciousness. Given this association, it would have been
logical for both clinician and client to conclude that she had been as-
saulted by her father. However, a subsequent targeting of the memory
fragment revealed that her attacker was a high school boy and that the
image of her father involved his coming to her rescue.

The aforementioned case underscores two important points: (1)
Clinicians should refrain from interpreting clients’ memory fragments,
and (2) clients should be cautioned to “just let whatever happens, hap-
pen without judging it” or launching into confrontations with pre-
sumed perpetrators because of it. The need of clients to confront or
receive acknowledgment from relevant family members is strongest
during the early stages of therapy, when the memories are unmeta-
bolized and a source of great distress. Once the client has processed
these memories and much of his disturbance is removed, he is better
able to judge the need or advisability of confrontation. Therefore, rec-
ommending that the client take sufficient time to integrate the therapy
effects is strongly urged, regardless of the clinical modality being used.

Information Plateaus

When reprocessing a sexual trauma, remember to utilize the cognitive
interweave, if necessary, to establish the plateaus of (a) appropriate re-
sponsibility, (b) safety, and (c) choice. These plateaus seem particularly
relevant for the molestation victim who is psychologically frozen in the
horror of a childhood assault.

In addition, many clients feel an urge to imbue the tragedy with
some meaning. The clinician can often assist this goal by using the cog-
nitive interweave to explore the ways in which the abuse has resulted in
the client’s having achieved higher levels of sensitivity, compassion, or
understanding for other people’s suffering. (Indeed, it is not unusual
for victims of abuse to become mental health professionals.) This
awareness assists many clients by engendering in them a sense of signifi-
cance (purpose, self-esteem, or success) in that they were able to tri-
umph by abstracting meaning from their pain. The sense of a spoiled or
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wasted childhood is, of course, deeply distressing for many clients and
should be directly targeted by the clinician if it emerges.

Emotional Stages

When processing a sexual trauma, it is not unusual for the client to go
through a variety of emotions and stages of healing. The denied or dis-
sociated material can shift to feelings of guilt and shame and then to
rage, anger, sadness, and, finally, acceptance—and possibly forgiveness.
The stage of sadness can occur before, during, or after the rage or an-
ger. As one client expressed it, “He stole my childhood from me. How
can anyone steal something so precious?” While anger might be the cli-
ent’s dominant emotion, the underlying sadness must also be carefully
targeted and addressed.

The importance of the client-centered approach is vital when work-
ing with sexual abuse victims; other clinical models can actually be detri-
mental to full therapeutic effect. For instance, many clinicians believe
that the client should get in touch with her anger about the molestation
and that this is an empowering state of being. While anger is undoubt-
edly of great consequence for almost all victims, it may be useful to rec-
ognize it as indicative of only a single stage of processing. Rather than
terminating the EMDR session once the client has started to experience
her anger, the clinician may find it more productive to continue by tar-
geting the rage or anger and requesting the client to verbalize it during
the set. This invitation often allows the client to engage fully with the
emotion and make a declaration of independence that firmly estab-
lishes her personal boundaries.

During the stage of rage, the client may also experience images and
thoughts of taking revenge on the perpetrator. He should be assured
that this is childhood rage surfacing and that the images should simply
be noticed and the thoughts safely verbalized during the session. Com-
pleting this cycle of processing allows the client to release the accumu-
lated tension of all the suppressed pain. Processing these images and
verbalizations may obviate the client’s need for direct confrontation, an
action that might ultimately be futile or disruptive to the family relation-
ships the client wishes to maintain. For instance, a client may feel at
peace after her verbalization to her dead father, who molested her, and
may not require further acknowledgment from her psychologically un-
stable elderly mother. However, the clinician should ensure that the cli-
ent reprocesses all of the dysfunctional emotions related to the abuse,
including the rage and feelings of betrayal toward the parent who,
knowingly or not, allowed the abuse to occur.

After the client’s rage has been processed, he may experience a
nondisruptive level of anger, which may be an appropriate and healthy
final stage for him, at least at this point in his life. It is not unusual, how-
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ever, for clients to move into a stage of calm acceptance. In addition, the
client may spontaneously remember certain aspects of the perpetra-
tor’s history that contribute to a genuine feeling of forgiveness. For ex-
ample, the client may recall that “Mother was also molested,” or “Father
was abused.” Such realizations may help the client recognize a repeti-
tion compulsion or dissociation that explains why her parent abused
her. This in turn may precipitate a feeling of compassion for the perpe-
trator and a sense of forgiveness that transcends the injury and gives the
client a profound sense of peace.

If the stage of anger does not evolve into forgiveness, it is probably
because this shift is not yet appropriate for the particular client. How-
ever, the clinician should discriminate between dysfunctional rage and
appropriate anger. With EMDR the violence and personal turmoil of
the rage can transmute into an appropriate level of justified anger that
is outwardly directed at the perpetrator and no longer fed by unremit-
ting feelings of pain and fear. Remember, EMDR is a client-centered ap-
proach that allows the client to process information appropriate for
health and integration. If the client does not process his anger after ver-
balizing it in alternation with successive sets, the anger should be
viewed as ecologically sound and a suitable positive cognition should be
installed. The client may need to integrate this plateau by setting firmer
boundaries with family members and by having appropriate conversa-
tions or even confrontations. It would be unfortunate, however, if the
client remained stuck in his anger simply because the clinician felt that
forgiveness of the perpetrator was inappropriate and therefore prema-
turely closed the EMDR session.

Remember that reprocessing does not eliminate anything that is
healthful or ecologically valid for the client. If the client does move on
to forgiveness, it does not mean that she has forgotten the abuse or con-
dones the perpetrator’s behavior. Rather, achieving forgiveness may
entail a strong sense of self-renewal and empowerment, a sense that the
victimization no longer defines the self. Unfortunately, however, some
mental health professionals tell victims that it is necessary to forgive
their perpetrators in order to be completely healed. Insisting to the cli-
ent that she achieve this stage of acceptance can often be traumatizing
in its own right, since she is powerless to attain it by force of will. Since
forgiveness can neither be mandated nor controlled, the EMDR clini-
cian is advised to allow it to emerge spontaneously, when (and if) it is
ready to do so.

False Memory

Currently there is a great deal of controversy regarding the possibility
that false allegations of sexual abuse are being made as a result of inap-
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propriate therapy. Although some of these claims may well be coming
from perpetrators in denial, it is clear that there is a need for quality
control in the mental health profession. There is no question that some
therapists are using psychological tools, such as hypnosis, with little or
no training and are therefore ignorant of the limitations of these tools
and of their potential for contaminating memories or creating false im-
pressions.

Consequently, it is not surprising to learn that some clients have
been led to accept images that have surfaced under hypnosis, guided vi-
sualization, or dream analysis as definitive evidence of actual memories,
even when corroboration is often impossible. Clinicians should be
aware of their boundaries of competence and of the limitations of their
methods before utilizing them in clinical practice. This is why it is vital
that the use of EMDR be restricted to trained, licensed clinicians who
have been supervised in its practice. Simply reading the cautions of-
fered in the following pages is not a substitute for adequate training.

Cautions Regarding Memory Work

When treating victims of sexual abuse, the clinician must carefully eval-
uate the interaction between EMDR and other forms of treatment. For
instance, since one of the legacies of the psychodynamic model is the
belief that uncovering memories is a necessary prerequisite for working
them through, it may be tempting for the clinician to use a combination
of EMDR and hypnosis for memory retrieval. While hypnosis has been a
highly successful and standard procedure for many years, its potential
interaction with EMDR has not been systematically investigated. There-
fore, some words of caution seem appropriate, since each clinician is
bound to approach issues of possible “repression” and “resistance” in a
highly subjective manner. The points made in the following paragraphs
are offered in order to highlight factors that might be overlooked by
some clinicians in the merging of various therapeutic orientations.

Hypnosis

The combination of hypnosis and EMDR should be carefully assessed
(Shapiro, 2001). Some clinicians using EMDR have been successful in
inducing light trances in dissociative disorder clients to assist in stabili-
zation and to close incomplete sessions (see also Fine & Berkowitz,
2001; Phillips, 2001; Twombly, 2000). In addition, a light trance may be
used to assist targeting. However, inducing deep trances during the
EMDR treatment session may be contraindicated because the altered
physiological state of hypnosis may not permit all the information to be
processed adequately. Just as clinicians should retarget any traumas
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after the client has been taken off medication in order to check for any
unprocessed material left in state-specific form, so too should they
retarget events if hypnosis has been used with the client.

Clinical observations indicate that delusions may not be susceptible
to change with EMDR until the experiential origin has been targeted.
For example, in order to treat a husband’s delusion that his wife had
been kidnapped, it was necessary to target, in one of his more lucid mo-
ments, the actual event of her leaving him by choice. Similarly, some
hypnotically induced fantasies and memories may not be modifiable
with EMDR. It is important for clinicians to realize that, while they may
take a judicious approach to the use of hypnosis with clients, they may
have inherited clients who were ineptly handled by previous therapists.

When targeted memories do not undergo the expected treatment
effect, either during the session or in follow-up, the clinician should im-
plement a more thorough screening for dissociative disorder and for
the presence of previously implanted hypnotic suggestions. For in-
stance, some victims are the recipients of hypnotically induced “memo-
ries” that were implanted during abuse but are unaware of the fact.
When targeted with EMDR, these “memories” may be resistant to pro-
cessing and are therefore extremely disturbing to clients. There is cur-
rently insufficient clinical feedback to definitively address this concern.

More importantly, in many courts the use of hypnosis in any phase
of a client’s treatment can contaminate his ability to take legal action
against the perpetrator. EMDR is clinically very dissimilar to hypnosis,
and preliminary data from EEG studies indicate that the brain waves
produced during EMDR treatment and those produced during hyp-
nosis are quite different from each other (Nicosia, 1995). In addition,
in a court case involving alleged sexual abuse the judge ruled that
EMDR was not akin to hypnosis and could not implant false memories
(Shapiro, 1994d). Another legal ruling in Australia stated that EMDR
does not cause memory distortion. These, however, are the only court
cases to date, and EMDR may face more legal challenges in the future.
Consequently, the clinician should inform the client of the possible
legal issues before EMDR treatment is commenced. However, refrain-
ing from using hypnosis along with EMDR may make the case more fo-
rensically tenable.

The Fallibility of Memory

There is often no way of knowing whether a memory that emerges is
true or not. Indeed, the very attempt at memory retrieval as a therapeu-
tic goal may establish the belief in the client that a memory of abuse ex-
ists, that it should be revealed, and that there was indeed a perpetrator.
Thus, this scenario could provide the perfect conditions for eliciting
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“false” or mistaken memories. When a memory is reported during
EMDR, there is a possibility that (1) the image is a symbolic representa-
tion, (2) the event in question was only vicariously experienced (e.g.,
through identification with a character in a story), (3) the image is the
result of trickery (such as a perpetrator in disguise), or (4) that it is valid.

The fallibility of even a “nondelayed” memory is illustrated by the
following case. A client presented the intrusive thoughts and images of
having been raped by Satan (Young, 1992). She was quite definite that
the event had occurred because she had retained a clear image of it
since childhood. When the memory was reprocessed, she noticed that
the horns appeared to be made of plastic and recognized the voice of a
friend of her father’s. She was then able to recognize that she had been
tricked, and the real identity of the perpetrator became clear (although
without appropriate corroboration it should not be accepted at face
value). The important point here, however, is that the incident was so
abusive that it might easily have been dissociated at the time it occurred
and might only have emerged decades later during EMDR. If the friend
had been better at disguise—perhaps using a full face mask, wearing a
costume, and changing his voice—the memory would have emerged as
an apparent rape by Satan. This obvious fallacy should underscore the
point that perpetrators can also convince children that their parents are
witnessing and approving of the abuse from a different part of the
room. If a memory of an abuse incident that occurred under such a cir-
cumstance emerges during processing, there is no way to guarantee
that EMDR will adequately disclose the trickery. Clinicians should be
cognizant of the limitations and distortions of memory itself before ad-
vising clients about the accuracy of any memory that emerges during
EMDR.

The issue of vicarious traumatization (Figley, 1995) is also signifi-
cant here. In one case, a client asked for help with PTSD symptomato-
logy that included flashbacks of having been killed at Auschwitz during
the Holocaust. While two specific scenes had repeated themselves in
nightmares and flashbacks for many years, the client had no idea of
their genesis. In fact, he was not old enough even to have been in the
Holocaust. The first scene, of standing in line to enter the concentra-
tion camp, was targeted for reprocessing, and the client reported a
rapid reduction in SUD level after completing the sets. It was not until
the second memory, of being gassed in a chamber, was treated that the
client suddenly exclaimed after two sets, “It’s not me, it’s my uncle!” He
then remembered all the stories he had been told as a child about his un-
cle dying in Auschwitz during the war. The impact of the vicarious
traumatization was sufficient to cause the client’s pronounced symp-
tomatology, although the actual trauma happened to someone else. It is
vital for clinicians to remember that the genesis of a symptom may be
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masked by a representation or screen image that may never be pene-
trated. For instance, in this case the first “memory” was reprocessed
without revealing the true cause.

Likewise, symptoms of sexual dysfunction or of difficulty with inti-
macy issues may be caused by vicarious traumatization or by traumatic
events that have no relation to sexual abuse. For instance, sexual abuse
was suspected in another client because she manifested many of the at-
tendant symptomatology: panic reactions; problems with men; and
fears of intimacy, betrayal, and abandonment. However, during EMDR
she discovered that she had dissociated a memory of her father being
killed while he was driving her to her birthday party. Her symptoms had
nothing to do with sexual assault.

Remember that the use of EMDR involves a client-centered ap-
proach that attempts to follow rather than lead clients. The clini-
cian should specifically refrain from asking for details or interpreting
events. This will decrease the possibility of contaminating memories or
creating false impressions. All clients should be instructed regarding
the fallibility of memory in a way that does not denigrate their experi-
ence. Many true memories will surface for the first time, and clients
should be supported in any appropriate action they choose to take as a
result. Nevertheless, it is important that clients draw their own conclu-
sions about these memories, using all possible sources of corrobora-
tion, and not be led by the clinician.

Clinicians must keep in mind that the emergence of a scene during
an EMDR session does not mean that it is true in a literal sense—even
though it may have been truly experienced by the person. For instance,
a client may have been tricked by the perpetrator into thinking that a
cult or large group was involved. This might have been done in order to
increase the client’s fear and the likelihood of her future silence or to
make any later revelations about such ritual abuse appear too fantastic
to be true. As previously stated, perpetrators can also fool children into
believing that their parents are present and approve of the abuse. Be-
cause of this ambiguity it is necessary to exercise clinical caution and to
encourage the client who is determined to discover the truth to attempt
to find corroborating evidence, including physical signs, witnesses, or
hospital records. Whether there are corroborating data or not, the pri-
mary emphasis must be on client safety and appropriate support during
the therapeutic process.

Remember that revelations of horrible abuse (whether true or not)
can be extremely disturbing to the client; for the clinician to insist that
the memories are true (or false) may only add to the client’s distress. A
more appropriate stance for the clinician to take is that it may be impos-
sible to know for certain that a specific memory is true and that the fo-
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cus of therapy should be on the present symptomatology or distress.
Clearly, focusing on the client’s internal reaction to the event or possi-
ble perpetrator is necessary whether or not the memory is accurate.
Supporting clients through the experience and reprocessing of their
targeted images remains crucial, whether the event is true, symbolic, or
due to vicarious traumatization.

On the other hand, if extensive or ritual abuse is suspected, it is also
vital that a thorough check for dissociative disorder be done. Chronic
abuse is a leading cause of dissociative disorder, and it may remain hid-
den unless a thorough screening is performed. No client with dissocia-
tive disorder should be treated with EMDR unless the clinician is skilled
in that specialty area (see the Dissociative Disorders section later in this
chapter).

COMBAT VETERANS

Blessed is the warrior who hears the whisper of peace in
his heart.

Anonymous

Eric, one of the first veterans ever treated with EMDR, showed me—in a
way I will never forget—that his 20 years of postcombat suffering were
based on his nobility. Put simply, Eric’s most painful memories were
not those in which bombs fell around him or machine gun fire rattled
past his helmet. They were memories in which he had tried to save
someone’s life and failed or in which he believed he was responsible for
someone’s death. The tragedy is that a great many young men and
women who go off to war believe deeply in the fundamental principle,
taught by their religion, that life is sacred. They go to do their duty but
discover that they have to take the lives of others or are unable to save or
protect lives or must witness the kinds of horror only war can generate.
One of Eric’s most painful memories was of learning that the artillery
fire he had to call in to protect the position of his platoon caused shells
to land near a village, probably causing the death of many children. Al-
though he had no choice but to follow his sense of duty and save the
lives of his men, the shelling of the village haunted him for two decades
(for transcripts of these sessions see Shapiro & Forrest, 1997).

Eric’s successful treatment opened the door for many suffering vet-
erans. Although there are a number of controlled studies with combat
veterans (see Chapter 12), there is only one that provided a full 12 ses-
sions of EMDR treatment (Carlson et al., 1998). Posttreatment and 9-
month follow-up showed positive and stable effects, with 78% no longer
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having PTSD. For a comprehensive overview of clinical application, the
information in this section should be supplemented with three excel-
lent resources (Lipke, 1992a, 2000; Silver & Rogers, in press).

There are two basic concepts that a veteran with PTSD needs to un-
derstand. First, if he is as bad as he thinks he is, he would not still be suf-
fering; bad people do not suffer over something they did 20 years ago.
Second, his suffering now does not help those who were harmed, but it
does keep him from doing something worthwhile.

In order to help defuse the feelings of self-denigration that have ac-
cumulated over the years of pain and irrational behaviors, the veteran
must be led to understand that his continued symptomatology, includ-
ing the bouts of intense anger, are caused by the experiences in combat
that are locked in his nervous system. Continued substance abuse, if
present, is often caused by a need to medicate the pain. In some cases it
is triggered by old habit patterns from combat: Since alcohol or drugs
were sometimes used to decompress after battles, the desire to use
them now may be integrally linked with combat-related thoughts or
feelings that currently arise.

Dealing with Feelings of Lack of Control

The appropriate clinical framework for treatment of combat veterans is
crucial for positive therapeutic results. Because EMDR is being offered
to the client as a new treatment, it can arouse fears about experimenta-
tion or depressing reminders of repeated treatment failures. Since vet-
erans are typically survivors of multiple traumatic events and decades of
often unremitting pathology, the clinician must take care to prepare the
client well for the intensity of the emotional processing that occurs both
during and between sessions. These precautions are important because
of the generally high attrition rate of veterans in treatment programs.

It can greatly help veterans if they understand that their symptoma-
tology is actually governed by cause-and-effect principles. Since the
combat experience was often one of chaos and lack of control, veterans
may experience the same feelings during therapeutic exploration of the
material and the triggered symptomatology. For greater clinical effec-
tiveness, the clinician should provide the client with a sense of order
and explain the guiding principles of treatment. This can help set the
parameters for a systematic approach to overcoming the pathology.

It is important for the clinician to convey to the veteran the idea
that memories of childhood may emerge during EMDR and that these
should be reported to her. Because the emphasis on treating veterans
has been so heavily focused on the impact of combat, the premorbid
history of the client has often been ignored. It can safely be said that
many veterans did not enter the war with ideal childhoods behind them.
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If the veteran was abused as a child or victimized by situations out of his
control (such as having an alcoholic parent), the war experiences may
be associated to these already-established nodes. During EMDR the cli-
ent will often recall childhood experiences that must be reprocessed. If
the veteran purposely ignores these images because he considers them
to be unimportant, beneficial therapeutic effects will be hampered.
Therefore, the clinician should help the veteran to understand the im-
portance of his childhood experiences and should encourage him to
disclose the memories if they arise.

Secondary Gain Issues

It is also important to consider carefully the secondary gain aspects of
the clinical presentation. As discussed in Chapter 4, secondary gain is
considered part of the pathology and needs to be addressed and tar-
geted directly if positive therapeutic effects are to be obtained. Second-
ary gains particularly applicable to veterans include their identification
as warriors, their reliance on wartime trauma as justification for years of
failure, the postservice vigilance that provides safety, and the need for
financial security in the form of VA benefits.

The clinician should keep in mind that offering to use EMDR to
take away the veteran’s nightmares, intrusive thoughts, and flashbacks,
may also threaten his and his family’s livelihood, which comes from a
disability check. Obviously, for the veteran who has not successfully
held gainful employment and has few marketable skills, this prospect
can be terrifying. Therefore, if the clinician fails to make a realistic as-
sessment of the potential secondary gains, give appropriate reassur-
ance, and take steps to allay the veteran’s fears through realistic and rea-
sonable action plans, there is a risk of inhibiting the therapeutic effect.

Affiliation and the Fear of Forgetting

Another fear that EMDR can stimulate, one that is of particular impor-
tance to veterans, is the fear of forgetting. The clinician should make
clear to the veteran that losing his pain or a particular image does not
represent amnesia and that he will not forget about the combat experi-
ence or forget to honor the dead. Further, he should be assured that by
gaining the ability to live a healthier and more productive life, he will
have more choices and a greater capacity for honoring his comrades’
sacrifices. For instance, after successful treatment, the client can offer
more useful help to other veterans and to the widows and children of
fallen comrades, which will continue a sense of connection to those who
served and died. Also worth addressing with some veterans is their fear
of losing their “edge”; the clinician should make clear that the client’s
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ability to react appropriately to any real danger will not be diminished
by EMDR. After the appropriate debriefing of any secondary gain is-
sues, the clinician should directly target any residual client fears.

The question of affiliation is extremely important to the veteran
population. For many, war constitutes the deepest bonding experience
of their life. Through shared horror and heroism, a sense of deep con-
nection emerges, a connection that can appear threatened if the vet-
eran feels the pain of wartime memories dissipating. Therefore, it is im-
portant that veterans be reassured of their continued connection,
especially during the periods when they may be making more therapeu-
tic progress than members of their peer group. This precaution is par-
ticularly important when working with veterans who are in inpatient
units or in groups within a VA hospital. A sense of alienation may arise
when the client is no longer fixated on wartime memories but hears the
same stories being rehashed by other veterans. The clinician should
take care to defuse any attendant frustration or sense of impending loss
of companionship. Using these emotions as targets for EMDR may as-
sist the client during this transitional state.

Dealing with Denial and Transition States

Other issues that must be carefully addressed concern veterans who
have been in denial about harmful actions they took in the past. Be-
cause of the ability of EMDR to engender appropriate client insight, this
may represent the first time the veteran’s actual level of responsibility
for certain incidents is brought to light. In one instance, a veteran con-
tinued to feel a great deal of rage for the enemy. Having gone to war
with his best friend and watched him die, he had vowed to avenge his
friend’s death and had returned for five tours of duty in order to kill as
many of the enemy as he could. He became a “cowboy,” recklessly lead-
ing his platoons into dangerous situations because of his need to kill.
During EMDR treatment this veteran’s anger began to dissipate, and he
remarked suddenly, “Maybe I was just as bad as the people I was trying
to kill. I didn’t care at all about my own men dying around me.”

This transitional stage, in which past actions are acknowledged, is
one in which veterans are very vulnerable. They are in great danger of
terminating the therapy because of the pain that accompanies their in-
sights. They need to be thoroughly supported in order to make the tran-
sition to the next plateau. The clinician should take great pains to help
clients address the issue of responsibility, pointing out, with a cognitive
interweave, how young they were when they went to war and how the
pressures, chaos, drugs, pain, and anger contributed to their actions.
The memory of forgotten events can emerge suddenly during process-
ing for some veterans who have denied culpability for harmful actions.
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Whether the denial of such actions is caused by lack of insight or by dis-
sociation, EMDR can cause an emotional breakthrough—but only with
the appropriate therapeutic alliance and clinician availability. If these
psychological supports are not in place, the client may respond to the
emotional pain with self-medication or self-sabotage and all therapeutic
benefits may be lost.

When working with disturbing transitional states in veterans, it is vi-
tal not only to schedule 90-minute sessions, but to offer increased clini-
cal availability in order to rapidly target the distressing material and
complete the processing. It is unnecessary for the veteran to remain in a
state of prolonged guilt or sorrow just because these emotions have
only recently arisen. Remember, it is not useful to mandate a set
amount of time for client grief and suffering, because the appropriate
levels of insight and meaning will be gained by the client as the repro-
cessing of the information occurs.

Emotions are considered dysfunctional when they are not empow-
ering and enhancing for the client. Immediately targeting the veteran’s
feelings of intense guilt as they emerge can assist him in the transition to
an appropriate level of responsibility for his actions. For many clients,
this entails a desire to expiate past acts. In these cases it may be useful
for the clinician to suggest to such clients that they offer their assistance
to war widows and children and to other veterans. Such acts are likely to
provide the veteran with a sense of fulfillment and purpose. Giving talks
to high school students on their war experience or offering their ser-
vices as a Big Brother or Big Sister are other ways in which clients can
seek a sense of redemption for the horrors they may have perpetrated
during wartime. All of these explorations and suggestions can be ac-
complished, when necessary, with the help of the cognitive interweave.

Dealing with Anger

Issues of anger can be extremely difficult for the combat veteran. Many
veterans suffer from uncontrollable bouts of anger in response to mi-
nor disturbances, a symptom of special consequence because of the
spouse or child abuse that may occur as a result. Not surprisingly, many
marriages have suffered or been destroyed by the veteran’s overpower-
ing attacks of rage. It may be useful to explain to the veteran that much
of this anger may also be directly linked to the war experience. The cli-
ent should be assured that reprocessing the memories and targeting the
appropriate present-day triggers will allow him to be in greater control
because, among other things, his rage will be reduced. Metaphorically,
the information processing will drain the pool of anger so that it will be
less likely to overflow. In addition, it is important to offer clients a vari-
ety of self-control techniques (described in Chapter 9) to use in the
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meanwhile if the anger wells up. The safe-place exercise is particularly
useful for this population, because part of the client’s pathology may in-
volve the need to remain vigilant under almost all conditions.

A variety of creative interventions may have to be employed to as-
sist clients in dealing with their rage. For inpatient treatment of veter-
ans in VA hospitals (Lipke, 1992a), a set of agreements is offered before
EMDR treatment is commenced. One agreement is that the veteran will
not leave his chair during an EMDR session without first discussing it
with the clinician. The clinician can assist the veteran in keeping this
agreement by suggesting that he strenuously grip the arms of his chair
during fits of anger or other emotional outbursts. This activity also re-
minds the veteran that he is in the United States, not back in wartime
Vietnam or Iraq. The dual-processing aspect of EMDR is extremely im-
portant for these clients. In addition, whenever possible, they should be
encouraged to voice any feelings of anger, betrayal, or fear they may
have.

An example of the need for innovation during treatment came to
light during a session targeting a client’s reaction of extreme anger
about a variety of seemingly innocuous business situations. Since most
of this client’s Vietnam experiences had already been reprocessed,
these incidents were noted as part of his log report. As per the standard
EMDR protocol, these stimuli were discussed and targeted. However,
in the middle of the first set, the client held up his hand to stop and de-
clared his unwillingness to continue. When asked for a reason, he said,
“I just realized that this is the same anger that kept me alive in Vietnam
and let me do what I had to do. I’m afraid if we continue that I will hurt
you.” The client was thanked for his concern, and the parameters of his
fear were examined. He said he was afraid that if he allowed himself to
access the full force of his emotion, he would automatically act out
against anyone around him. The clinician felt sure of the client’s actual
level of stability, but honoring the client’s need for safety was vital. The
clinician therefore instructed the client to go to a nearby area that con-
tained no people and to allow himself to feel the emotion and pound
the ground while verbally expressing any thoughts that arose. The clini-
cian instructed him to return when he felt ready. Approximately ½
hour later the client emerged with a face of happy wonder. He had
found that he had not been overwhelmed by the emotion; instead, as he
allowed himself to express it, it had subsided. The client said that he felt
he would no longer be the victim of his emotion but, rather, its master.
These thoughts were used as the positive cognitions in successive sets.
The present stimuli were then reprocessed without further incident.
Follow-up sessions revealed that the client’s anger was now rarely trig-
gered at work, was at a much reduced level when it did occur, and was
easily handled with self-control techniques.
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Using the Cognitive Interweave

The plateaus of processing discussed in relation to the sexual abuse
victim also apply to the treatment of the combat veteran. Using the cog-
nitive interweave to help clients recognize the appropriate level of re-
sponsibility, present safety, and future ability to choose can be ex-
tremely helpful. For instance, a veteran was abreacting with respect to
an incident in which a new recruit was killed because the two men ex-
changed positions on patrol. The exchange had been unavoidable be-
cause it followed a direct order, but the client’s guilt was nevertheless
overwhelming. The clinician used the cognitive interweave by asking,
“If your nephew had been in your situation, what would you have
wanted him to do?” The veteran freely admitted that he would have
wanted his nephew to obey the order, since it was the right thing to do.
The addition of a set shifted the plateau, and the memory was success-
fully processed.

Another veteran was similarly relieved of his guilt about participat-
ing in the war by being asked if he would blame his own son for partici-
pating. The veteran reacted with tears, and the remnants of 20 years of
guilt were effectively drained. While this cognitive interweave will not
work with every veteran, it frequently proves useful, particularly when
posed as a question. Even if an answer is not immediately forthcoming,
all the veteran need do is think about the question during successive
sets. Veterans suffering primarily from the locked-in fear of the life-
threatening combat itself can often be assisted by a cognitive interweave
that elicits the statement, “It’s over; I’m safe now.”

Anniversary Dates

It has been reported by Gene Schwartz (see Silver & Roger, in press)
that the reaction to anniversary dates can be reduced or eliminated by
taking a frame-by-frame approach. After targeting the worst part of the
experience, the clinician has the client run through the entire experi-
ence, as in the recent event protocol, and stop when encountering any
disturbance. The client focuses on that feeling, and stimulation is done
until it disappears. This is repeated throughout the entire event until all
disturbance, including all physical sensations, smells, sounds, and so
forth, is completely clear.

Special Populations

Special care must be taken with World War II and Korean War veter-
ans, who are beginning to present themselves for the treatment of
greatly delayed PTSD symptomatology, seemingly as a consequence of
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reaching retirement age. Clinicians should carefully assess older veter-
ans for physical conditions, including cardiac or respiratory problems,
that might exclude them from treatment because of potential health
risks from abreactive responses. As a precaution, some veterans’ pro-
grams are inaugurating inpatient care for older veterans during EMDR
treatment.

Special attention should be paid to female veterans, both those who
were involved in direct combat and those who served as nurses and
were confronted daily with the pain and futility of being unable to save
the soldiers in their charge. Many of these women have not yet directly
addressed the PTSD symptomatology associated with the chaotic condi-
tions under which they were forced to serve; nor have they confronted
the misplaced guilt they feel over the soldiers’ deaths. In addition, many
of the nurses have been haunted for years by intrusive thoughts of the
faces of the dying soldiers and of the scenes of suffering and disfigure-
ment. The clinician should carefully nurture these women through the
abreactions that may be precipitated by EMDR and should use the cog-
nitive interweave, when necessary, to remind them of the comfort they
brought to those men who would otherwise have died alone. The clini-
cian should be mindful of the level of suffering engendered by the grief
and should recognize that this suffering is no less severe than that born
of the combat experience itself.

DISSOCIATIVE DISORDERS

Let us be kinder to one another.
Aldous Huxley (on his deathbed)

To date, I have received 12 years of feedback from clinicians regarding
the use of EMDR, and these responses have shaped the format of train-
ing and the cautions covered in this book. By far, the greatest number of
reported difficulties and stories of clinical problems and potential harm
through the improper use of EMDR have involved clients with dissocia-
tive disorders. On the other hand, trained clinicians report that the
proper application of EMDR greatly accelerates and eases treatment of
this population (see Fine & Berkowitz, 2001; Lazrove & Fine, 1996;
Paulsen, 1995; Twombly, 2000). Therefore, I will review particular is-
sues regarding these clients to emphasize their importance.

No clinician should use EMDR with a client suffering from dissocia-
tive disorder unless he is educated and experienced in working with this
population and has been trained in the use of the cognitive interweave.
The potential for harm with this type of client is great if EMDR is used
inappropriately or injudiciously (as discussed in Appendix B). It is man-
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datory that clinicians feel extremely comfortable in their use of EMDR,
since the cognitive interweave and the alternative abreactive strategies
(see Chapter 10) are often necessary for treatment success.

This section provides an overview that should be used in conjunc-
tion with supervision and consultation. It is offered in order to provide
a general description and to act as a reminder for clinicians who have re-
ceived the proper instruction from experienced, trained EMDR clini-
cians qualified to act as consultants with this population. (Because of
their assumed background, the texts cited and the terms used in this dis-
cussion should already be familiar to these clinicians.)

Since multiple personality disorder (MPD) is now designated as dis-
sociative identity disorder (DID) in the DSM-IV, the new abbreviation
will be employed here.

The lack of adequate screening, preparation, or implementation of
EMDR can have literally fatal consequences for this population. For in-
stance, an apparently successful EMDR treatment session can exacer-
bate the dysfunction for a number of DID “alters” and result in suicide
attempts, other self-injury, or the need for emergency medical services.
Regardless of the modality used, the treatment of DID by clinicians un-
educated in the nuances and special needs of this population is a matter
of grave concern and should be addressed throughout the mental
health field. The “false memory” controversy has dramatically drawn at-
tention to the lack of quality control in psychotherapy.

While clearly a separate category in the DSM, dissociative disorders
are viewed by the Adaptive Information Processing model as a neuro-
logical configuration created by pronounced and sustained abuse. The
result of this abuse is a variety of compartmentalizations of experiences
held in state-specific form (Braun, 1988). According to the model, the
DID alters represent network configurations that perceive themselves
to have lives of their own. The personality components represent infor-
mation stored in alter states within the separated neurological net-
works.

The amnestic barriers that characterize DID are symptomatic of
state-specific compartmentalizations around pivotal incidents or affects
associated with the abuse. Once EMDR has reprocessed the traumatic
memories and thus metabolized them, the networks are able to link
with each other and the amnestic barriers dissolve. After appropriate
exploration and stabilization, fears of integration or fusion and of loss
of identity or “death” may be addressed as negative cognitions and re-
processed accordingly. However, many EMDR clinicians are reporting
that spontaneous integration and fusion also occur. For instance, after
traumas are reprocessed, clients report that some alters spontaneously
say, “I feel it’s time to say good-bye.”

As with other methods (such as hypnosis) that may precipitate
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abreactions, appropriate client preparation, including understanding
the system and how it is organized, is paramount (Chu, 1998; Kluft &
Fine, 1993; Putnam, 1989). When possible, clients should be educated
about the necessity for all parts of themselves to participate. Many clini-
cians educate DID clients about ways to focus the attention of all the
participating alters through the eyes of the host or of the particular alter
being treated. Other clinicians implement EMDR with the individual al-
ters, but only after making sure that there is no opposition from the in-
ternal states that represent the rest of the system. If appropriate diagno-
sis and preparation are not carried out (unless the system as a whole
consents to the work), a seemingly successful session may prove only
temporary and may result in the activation of uncontrolled switching
and the emergence between sessions of distraught or harmful alters.

While standard abreactive protocols for using hypnosis with this
population often include time distortions, this intervention should not
generally be attempted with EMDR. Although light hypnosis may be
used for relaxation or to enhance a sense of safety, the clinician should
evaluate the client’s needs in relation to time-distortion suggestions,
bearing in mind that EMDR causes the material to move very rapidly on
its own. Additional time distortion can cause the client to feel over-
whelmed and is therefore not recommended. In addition, since many
clinicians report that clients do not generally submerge into the mate-
rial (as they generally do during hypnosis), physical or hypnotic re-
straints may not be necessary when using EMDR. Further, needing re-
straints is an important cue and may mean that EMDR is not yet
appropriate; for instance, the patient may be on the verge of dyscontrol
and may need inpatient therapy.

The fractionated abreaction protocol (Fine, 1991) dovetails quite
well with EMDR. This protocol often enables the creation of a more sta-
ble environment for the DID client and is currently being used by a
number of EMDR clinicians on an outpatient basis. A newer “wreathing
protocol” has also been suggested (Fine & Berkowitz, 2001). Regardless
of the protocol used, all usual clinical cross-checks employed by the
clinician experienced in treating dissociative disorders should be ad-
ministered to determine whether the material has actually been inte-
grated or merely further dissociated (Lazrove & Fine, 1996; Paulsen,
1995). This precaution also includes checking the continuity of mem-
ory by obtaining detailed narratives of the targeted event.

The standard EMDR protocol may be used as long as special atten-
tion is paid to the negative and positive cognitions and body scan. The
negative cognitions may be difficult to ascertain because different alters
hold different beliefs. In certain instances, utilizing phrases with such
themes as danger or loss may be appropriate to activate the target event.
Positive cognitions must be carefully defined to include all the perti-
nent alters. Using a standard positive cognition such as “I am in control”
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or “I am powerful” can be problematic in view of the systems configura-
tion and the interpretation of suicidal or homicidal alters.

After some reprocessing has occurred, memories should be re-
targeted to determine if all of the dysfunctional emotions have been ap-
propriately resolved. Visual, cognitive, and somatic checks are neces-
sary for this purpose. The body scan should be utilized and, according
to many clinicians in the field, carefully addressed to each alter sepa-
rately. This procedure may be time-consuming, but unless a somatic
check has been carried out and no disturbance has been observed in
any alter after memory material is retargeted, the clinician should not
assume that the dysfunctional material has been metabolized.

Once again, the treatment of dissociative disorders with EMDR
should be undertaken only after the clinician has received appropriate
education, training, and supervision for DID and other dissociative dis-
orders. The EMDR protocols for these diagnoses are changing rapidly
as more expertise in these areas is tapped, and clinicians should make
efforts to acquaint themselves with the latest suggestions. In Appendix
B are the guidelines for assessment and treatment drafted by the Disso-
ciative Disorders Task Force. In addition, all the selection criteria and
cautions outlined in previous chapters should be followed with extra
diligence when dealing with this population. This holds true along the
whole spectrum from ego-state disorders to full-blown DID.

OVERALL EVALUATIONS

EMDR is neither a panacea nor a magic bullet. Appropriate clinical
cross-checks should be used to determine if a memory has been fully
processed, a dissociation adequately resolved, or a complaint satisfacto-
rily handled. No method should be assumed to have been successful
without applying appropriate clinical and behavioral measures over an
adequate period of time. This caveat underscores the importance of a
log and an ongoing feedback system. The clinician should maintain an
open line of communication with clients after treatment so that they
can report subsequent problems, if any. Additionally, other memories
may surface because of client readiness or the convergence of particu-
lar triggers. Clearly, not all dysfunctional material will (or needs to) sur-
face at any given time. The clinician should always leave the door open
for the emergence of new memories.

While flexibility and creativity on the part of the clinician are often
central to clinical success, it is important to remember that, as with any
therapy, EMDR’s suitability for every new client should be rigorously
evaluated. The efficacy of combining methods, such as EMDR and hyp-
nosis, should be carefully assessed, rather than assumed, by the clini-
cian.
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Evidence of prolonged distress and inadequate resolution of mem-
ories after the use of EMDR is a sign that other methods should be used
in addition to or in place of it. Some clients will be unable to process
memories without the clinician’s use of the cognitive interweave and ad-
ditional abreactive strategies (see Chapter 10). These are offered for
use with clients who remain blocked on a plateau of information, with
no more processing taking place.

If the clinician is uncomfortable using the cognitive interweave and
finds that a client continues to evidence distress with regard to targeted
memories, he should discontinue EMDR treatment until appropriate
supervision and additional practice are obtained. If the clinician has
been adequately supervised in the use of the cognitive interweave, yet
finds that a client continues to “loop,” she should discontinue the use of
EMDR and contact a more experienced consultant or send a written re-
port of the case to the EMDR International Association Newsletter (see
Appendix C).

Obviously, EMDR will not work for every client. It requires only a
few sessions to determine its suitability in a particular case; one simply
observes the level of processing that has (or has not) occurred. Clearly,
the clinician should not let months go by while the client experiences
pronounced distress before deciding to change methods. If adequate
processing does not occur during the first few sessions, and especially if
exacerbated disturbance appears, then either the method is being inad-
equately applied or it is inappropriate for the client at that time. Indeed,
for some clients it may never be appropriate.

It is important to remember that the evidence for the efficacy of
various EMDR protocols is still largely based on clinical observation
rather then controlled research. Therefore, it is the responsibility of the
clinician to use all of his clinical skills to assess its effectiveness with a
given client or population. At this point the only adequate measure of
success is the individual client’s response. As I have said repeatedly,
EMDR is client-centered in terms of servicing the needs of the cli-
ent. Using demand characteristics to pressure clients into continuing
EMDR or intimating that the treatment they are receiving is the only
way they can be healed can easily backfire. Remember, respect for client
defenses is paramount. Clinical work with EMDR is a dance—and the
client is the one who leads.

SUMMARY AND CONCLUSIONS

For work with clients in the populations covered in this chapter, the is-
sues of resistance and noncompliance may be of concern. The clinician
should make sure that the appropriate therapeutic relationship, goals,
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and prioritization of targets have been established. Flexibility and cre-
ativity are also critical.

Clinicians working with clients who have suffered sexual abuse, war
trauma, or dissociative disorders will find the cognitive interweave in-
dispensable for achieving consistent therapeutic success. In addition to
being comfortable with EMDR, the clinician should also be well versed
in working with the clinical population with whom she proposes to use
EMDR. Put simply, clinicians should never use EMDR with a client they
would not treat without it. Education, consultation, and supervised ex-
perience are highly recommended for any specialized clinical popula-
tion.

Children as young as 2 years old can be treated successfully if ap-
propriate alterations of the standard EMDR procedures are made. A
safe environment must be provided in which the child sees that the par-
ents’ authority has been tacitly given to the therapist. The creation of a
positive initial experience with EMDR, plus the use of techniques for as-
sisting concentration, produces rapid positive effects for children. As
always, the creativity of the clinician is vital for success.

Couples should be treated only by clinicians with a background in
family or couples therapy. However, in general, individual partners
should be treated singly with respect to disturbing memories of past in-
teractions, childhood experiences that contribute to present problems,
and present circumstances that exacerbate the disturbance. Special at-
tention must be given to partners of sexual abuse survivors, as well as to
partners suffering the aftermath of an extramarital affair.

It is important that sexual abuse survivors be given an initial posi-
tive experience with EMDR through the safe-place exercise and that
they learn a variety of relaxation techniques to enhance their sense of
safety and control. Because of the special vulnerability of these clients
all clinical cautions should be intensified. It is vital that appropriate
goals be established before treatment begins and that informed con-
sent regarding possible forensic issues be obtained. While a variety of
previously dissociated and unresolved memories may surface during
treatment, it is important to recognize that they may be based on vicari-
ous traumatization or trickery. Clients should be given sufficient time
to integrate the new information plateaus and emotional stages they at-
tain before proceeding with the processing of new issues.

The treatment of combat veterans is often hampered by secondary
gain issues, not the least of which is the fear of losing disability compen-
sation. A treatment plan is necessary that takes into account such fac-
tors, as well as the client’s premorbid history, possible perpetrator guilt,
and excessive anger. There are also special concerns related to the treat-
ment of older veterans and female veterans.

The category of dissociative disorder includes some of the highest-
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risk clients to be treated with EMDR. While success rates have been
high, clinicians must be not only knowledgeable in this specialty area
but comfortable with the cognitive interweave and familiar with the nec-
essary adjustments to the standard EMDR procedure. All clients should
be screened for dissociative disorder before EMDR is initiated. Addi-
tional guidelines and suggestions for training in the area of dissociative
disorders appear in Appendix B.

It is vital that the clinician use all pertinent cross-checks and cau-
tions to evaluate apparent treatment effects. Open lines of communica-
tion with clients are necessary to continue work, if needed. It should be
remembered, however, that some clients will not be amenable to EMDR
treatment. Continued distress in any client is a red flag indicating that
other methods should be initiated. Although consultants are available
through the EMDR International Association, the ultimate arbiter of a
client’s suitability for EMDR treatment is the clinician’s own observa-
tion.
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CHAPTER 12
� � �

Theory, Research,
and Clinical Implications

Five senses; an incurably abstract intellect; a haphazardly
selective memory; a set of preconceptions and
assumptions so numerous that I can never examine
more than a minority of them—never become even
conscious of them all. How much of total reality can
such an apparatus let through?

C. S. Lewis

The first section of this chapter examines some theories regarding the
underlying basis for EMDR treatment effects. Unfortunately, there is
not yet enough known in the area of brain physiology to confirm these
theories, and this situation is unlikely to change in the foreseeable fu-
ture. However, new studies that are emerging from the field of
neuropsychology have intriguing implications for theories about how
EMDR and all forms of psychotherapy work. The second section delin-
eates some basic research criteria, reviews the research that has been
done on EMDR for PTSD, examines the shortcomings of this research,
makes suggestions for further studies, and reviews areas of critical con-
fusion (see also Appendix D). The final section of this chapter deals with
the clinical implications of current research and the use of EMDR.

Theoretical Explanations
� � �

EMDR was launched because of my chance observation in the park, and
its development and continued refinement are the result of clinical ob-
servation. Theories that explain why EMDR works have arisen after the
fact and have not yet been confirmed. However, the lack of definitive
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explanation of the underlying mechanisms of EMDR in no way detracts
from the demonstrated effectiveness of the method. At the very least,
some of these theories are clinically useful because they have helped us
to improve the methodology.

All information-processing models (e.g., Chemtob et al., 1988; Foa
& Kozak, 1986, 1998; Lang, 1977, 1979; Teasdale, 1999) use the lan-
guage of neurobiology. Given the infancy of the field of neurobiology,
the physiological foundations of all psychotherapies are currently un-
known, and, as such, all information-processing models are speculative.
Yet our current inability to explain the neurobiological mechanisms is
not as relevant as the development of the clinical procedures derived
from the conceptual paradigms, because the efficacy of the procedures
are testable.

It was the observations of EMDR treatment effects that led to the
Adaptive Information Processing model. The principles that evolved as
the model was developed were successful in predicting new treatment
applications, procedural variations, and protocols for clinical practice
(see also Appendix D). The information-processing model has proved
useful as a therapeutic road map and as a unifying concept that inte-
grates the salient aspects of most of the major psychological modalities
(see Shapiro, in press-a). In physiological terms, the model incorporates
the physiological notions of network activation and the assimilation of
emotionally corrective information, which is then accommodated with-
in comprehensive adaptive networks. This means that the stored mem-
ory of an event is brought to consciousness, relevant information
needed to experience and remember it in a healthy manner becomes in-
corporated within it, the person learns from it, and the memory takes its
place as a functional part of the client’s overall life history. It is no lon-
ger a “trauma” with ongoing negative effects; it becomes one of many
past experiences that appropriately inform and guide.

A shorthand memory device is: “Access, Stimulate, and Move: (1)
Access the dysfunctionally stored information network, (2) Stimulate
the information-processing system and maintain it in dynamic form,
and (3) Move the information by monitoring the free-association pro-
cess and initiating procedures to make sure that the target transmutes
to an adaptive resolution. Generally, any time the information stops
moving appropriately, the clinician deliberately interweaves the correc-
tive information stored in more adaptive networks. During any success-
ful treatment, the associative network containing the target informa-
tion is activated, the negative effects are mitigated, and the resultant
information is transmuted to adaptive form and then functionally
stored in memory. By whatever means, EMDR causes this delayed learn-
ing to take place and appears to do so at a rapid rate.

EMDR is composed of elements synthesized from all the major psy-
chological orientations. For instance, the free association of psychody-
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namic therapy (Freud, 1900/1953; Jung, 1916; Wachtel, in press),
the identification of dysfunctional beliefs and self-control techniques
(Beck, 1967; Ellis, 1962; Meichenbaum, 1977; Young, 1999; Young et
al., in press), the client-centered approach of experiential and feminist
therapies (Bohart & Greenberg, in press; Brown, in press; Gendlin,
1996; Greenberg & Van Balen, 1998; Rogers, 1951), and the use of stan-
dardized protocols that attend to present stimuli and conditioned re-
sponses found in behaviorism (Craske, 1999; Smyth & Poole, in press;
Wolpe, 1958) are only some of the salient aspects of EMDR that contrib-
ute to positive effects (see Shapiro, 1999; Shapiro, in press-a).

Given the paucity of hard data on the relative contribution of any of
these elements, it is not surprising that theories as to why EMDR works
are currently only speculations—and will probably remain so for many
years. In addition to the more traditionally used elements, EMDR also
includes the use of eye movements and other forms of dual stimulation.
Much attention has been paid to the dual stimulation component,and
we will review the studies in a later section. To date, the underlying basis
of the utility of any element is uncertain. Fortunately, however, we do
not have to know why a demonstrably effective treatment works before
using it. If we did, no form of psychotherapy and few pharmaceuticals
could be used. By analogy, although it took decades to discover why
penicillin works, it was used in the meantime because its positive effects
were dramatic and reliable.

To explore the theories of how EMDR works, I first review explana-
tions that were advanced in an early article (Shapiro, 1991a) and then
move on to more recent suggestions regarding the cortical functions
that may be involved. One thing is certain: Whatever explanation is fi-
nally confirmed will have to encompass the complex interaction of a
number of factors, including both procedural elements operating dur-
ing EMDR clinical practice and the neurophysiological mechanisms
that function during all therapeutic practice.

PROCEDURAL ELEMENTS

Any assessment of the therapeutic effectiveness of EMDR must take ac-
count of all of its procedural elements. Many procedural aspects are
drawn from disparate traditions that collectively contain the elements
of effective psychotherapy (Hyer & Brandsma, 1997). Many of these ele-
ments are designed to provide an emotionally corrective experience,
traditionally considered to be important for effective psychotherapy
and articulated by psychodynamic, strategic, and cognitive–behavioral
theorists (e.g., Alexander, 1956; Alexander & French, 1946; Foa &
Kozak, 1986; Lang, 1979; Watzlawick, 1987). The following sections dis-
cuss some aspects of EMDR that may foster such an experience:
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Interrupted Exposure

Interrupted exposure with clients who have been thoroughly prepared
for the experience is considered to be an important procedural element
of EMDR. As reviewed in Chapter 1, forms of exposure are generally
thought to be the primary active ingredient in behavioral treatments
of PTSD, and a number of studies have focused on the efficacy of
techniques such as desensitization (Brom, Kleber, & Defares, 1989;
Peniston, 1986) and direct therapeutic exposure (Boudewyns & Hyer,
1990; Cooper & Clum, 1989; Foa et al., 1991, 1999; Keane et al., 1989;
Marks et al., 1998; Tarrier et al., 1999) in which this element is para-
mount. The therapeutic effects in these studies were achieved by means
of 6 to 16 treatment sessions of 60 to 90 minutes each. The most signifi-
cant clinical effects (approximately 75% elimination of PTSD diagnosis)
were reported by Marks et al (1998), using 10 sessions of imaginal and
in vivo exposure plus 112 prescribed hours of homework (with a re-
ported 65% mean compliance rate). A homework compliance rate
equal to or greater than 50% (approximately 55 hours) was correlated
with the most effective treatment effects.

The clinical utility of imaginal exposure treatment alone (i.e., with-
out therapist assisted in vivo exposure) has been tested with 7 sessions,
in addition to approximately 20 hours of imaginal or in vivo exposure
homework (Foa et al., 1991, 1999), and by 15 sessions alone (Tarrier et
al., 1999). The three studies yielded a 55–65% elimination of PTSD. In
contrast, four published EMDR studies (Marcus et al., 1997; Rothbaum,
1997; Scheck et al., 1998; S. Wilson et al., 1995, 1997) have reported that
a total of 3 to 5 hours of EMDR treatment have yielded a 77–90% elimi-
nation of PTSD and/or participant scores within the normal range on a
wide variety of psychometrics. Direct comparisons of straight exposure
treatment and EMDR with trauma survivors (Ironson et al., in press;
Vaughan et al., 1994) have indicated comparable effects achieved with
less EMDR treatment. These findings are consistent with a meta-
analysis of all PTSD treatments (Van Etten & Taylor, 1998). Although
exposure is most certainly a necessary element of EMDR treatment, it
appears insufficient as the sole explanation for the rapidity of the treat-
ment effects obtained.

EMDR is an integrated approach containing many elements in ad-
dition to interrupted exposure. Nevertheless, the clinician’s prepara-
tion of the client, which increases the client’s ability to remain in contact
with the disturbing imaginal experience, and the alternation of short
doses of exposure with cognitive debriefing are probably very impor-
tant aspects of EMDR treatment. It may be that this alternating expo-
sure to high levels of disturbance is the unique contribution of EMDR
methodology to standard exposure procedures, as its outcomes are
contrary to those predicted by the standard extinction/habituation
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model that governs prolonged exposure therapies (see Chemtob et al.,
2000; Rogers & Silver, in press). In fact, although some reviewers have
advanced the notion that EMDR’s effects are solely due to traditional
exposure (e.g., Lohr et al., 1998; McNally, 1999), Boudewyns and Hyer
(1996) have noted, “In strict exposure therapy the use of many of [‘a
host of EMDR-essential treatment components’] is considered contrary
to theory. Previous information also found that therapists and patients
prefer this procedure over the more direct exposure procedure”
(p. 192; see also Pitman et al., 1996a).

Boudewyns and Hyer (1996) point out that EMDR structures a pro-
cedure whereby the client moves from exposure to metacommunica-
tion, back to exposure, back to metacommunication. A similar process
was identified by Rennie (1994) as the “best” in storytelling in psycho-
therapy. The client shifts from the position of nonreflexive/participant
to reflexive/observer, thus creating an interplay between inner and
outer dialogues. The exact physiological reasons for the success of this
type of exposure regimen are, however, beyond the scope of this text,
except for the clinically based conjectures described later (for a compre-
hensive analysis see Rogers & Silver, in press). However, evaluating the
effects of interrupted exposure alone should be evaluated in light of the
apparently contradictory observation that a similar interruption of ex-
posure in the context of systematic desensitization does not cause the
remission of disturbance at the high end of the anxiety continuum
(Wolpe, 1958, 1990). Indeed, the one controlled study using systematic
desensitization with a PTSD population yielded only moderate effects
(Brom et al., 1989). In addition, it should be noted that with flooding, a
minimum of 25 to 100 minutes of continuous exposure seems neces-
sary for a significant decrease in distress (Chaplin & Levine, 1981; Foa &
Kozak, 1986; Keane,1995), and the fact that prolonged rather than brief
exposure has been proposed as the most effective form of the treatment
(Chaplin & Levine, 1981; Foa & McNally, 1996; Foa, Steketee, &
Rothbaum, 1989; Marks, 1972; Marks et al., 1998). However, the obser-
vation of decreased disturbance by 1 to 5 SUD units within the first 15
minutes of EMDR reprocessing (McCullough, in press; Shapiro & For-
rest, 1997; Tinker & Wilson, 1999), the results of the aforementioned
EMDR studies, and the consistent clinical reports of long-lasting desen-
sitization of target memories after only three EMDR sessions strongly
suggest that other aspects of EMDR are also responsible for its success.
Some of the factors that may contribute to the effectiveness of EMDR
are explored in the following sections.

Perceived Mastery

When active processing is inaugurated, a sense of perceived mastery
(Bandura, 1977, 2000 Seligman, 1995) and stability is encouraged
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through the use of a number of procedural elements (Hyer & Brands-
ma, 1997). For instance, clients are assisted in the repeated creation and
dismissal of their traumatic imagery, processes that may give them a
sense of mastery in their ability to mentally circumscribe and manipu-
late the disturbing internal stimuli. This newfound ability to mentally
circumscribe and control disturbing internal stimuli may serve an im-
portant function. Research suggests that the perceived uncontrollabil-
ity of intrusive symptoms increases the severity of distress (Ehlers,
Mayou, & Bryant, 1998). In addition, focusing attention on the disturb-
ing material for short periods of time while hearing reassuring thera-
peutic statements from the clinician and becoming aware of the safety
of the clinical context may foster counterconditioning. At the very least,
the client’s short bursts of attention to the traumatic memories, along
with the therapist’s reassurance, provide a therapeutic context offering
the benefits of repeated exposure, a condition antithetical to the avoid-
ance reaction that is part of the pathology and maintains it.

Attention to Physical Sensation

Clients are encouraged to attend, for a prescribed amount of time, to
the physical sensations created by the traumatic imagery. This contact
may allow them to identify and separate the sensory effects of the trau-
ma from the cognitively laden affective interpretations of these sensa-
tions (which can result in identification with a labeled emotion such as
“I am afraid” or “I am angry”). Clients can come to perceive themselves
as larger than the pathological condition by observing their reaction to
the target. They do this by shifting focus from an undifferentiated, over-
whelming feeling of fear to a cognitive awareness such as “I am feeling
sensations in my stomach that are associated with a feeling of fear. Now
I am feeling sensations in my chest that are associated with feelings of
fear. . . . ” This cognitive separation allows clients to recognize the
changeability of the sensations, a recognition that can increase their
sense of self-awareness and self-efficacy. These short periods of atten-
tion to sensations may afford the same benefits of counterconditioning
and exposure as does the repetition of alternating periods of creation
and dismissal of traumatic imagery. The use of “felt sense” as a primary
therapeutic agent is well known in some experiential therapies (e.g.,
Gendlin, 1996).

Cognitive Reframing

Assisting clients to identify the negative self-assessment stemming from
the trauma may allow them to perceive its irrationality and to recognize
the impact of the event on their current self-concept. The restructuring
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and reframing inherent in formulating positive cognitions can also fa-
cilitate the therapeutic process (Beck, 1967; Ellis, 1962; Meichenbaum,
1977; Young, 1999; Young et al., in press) and may facilitate informa-
tion processing by forging a preliminary association with more adaptive
information that contradicts the negative experience. The positive cog-
nition also serves to increase the client’s awareness of his cognitive dis-
tortion and offers a “light at the end of the tunnel,” thereby encourag-
ing and motivating him to stay with treatment. During EMDR, clients
often spontaneously express cognitive insights (Shapiro & Forrest,
1997), and the installation phase is structured to consolidate such in-
sights. These are often embodied in a new narrative context, the cre-
ation of which has been viewed as an essential element in the elim-
ination of PTSD symptoms (Meichenbaum & Fitzpatrick, 1993). For
many clients there is a profound shift in self-concept, integrating self-
acceptance with new positive and realistic perceptions of the self.

Alignment of Memory Components

The alignment of the primary aspects of the trauma memory by focus-
ing on the image, the negative cognition, and physical sensations assists
clients in accessing the dysfunctional information. This state-specific in-
formation is subsequently linked to emotionally corrective information
through the positive cognition. The therapeutic alignment of target
components in EMDR appears consistent with the BASK (behavior,
affect, sensation, and knowledge) model of dissociation posited by
Braun (1988). The procedural reconnection of the traumatic material,
which helps the client make sense of the experience, then facilitates its
storage in narrative memory. It has been conjectured that insufficiently
processed traumatic memory is stored in fragments (see van der Kolk,
1994; van der Kolk & Fisler, 1995). If so, it is possible that the EMDR
procedures serve to forge the appropriate connections among the vari-
ous bits of traumatic material and facilitate the storage of the informa-
tion in narrative (or explicit) memory (van der Kolk, in press).

Free Association

Clients are instructed to simply notice their internal experiences and
are asked, “What do you get now?” at the end of every set of eye move-
ments, which automatically brings new pieces of information to mind.
These are targeted in the order of their appearance. Clients may spend
very little time exposed to the details of the presenting trauma and may,
instead, move sequentially through related material. This sequential
targeting may be a much more effective way to access the most relevant
distressing material than the procedure (used in systematic desensitiza-
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tion or direct therapeutic exposure) of returning repeatedly to the ini-
tial traumatic image (see Rogers & Silver, in press). Free association ap-
pears to ensure that the salient aspects of the entire memory network
are accessed and processed. This is certainly an aspect of therapy well
recognized in the psychodynamic traditions (Wachtel, in press).

Mindfulness

The instructions to “let whatever happens, happen,” and to “just no-
tice” the trauma and the attendant disturbance, were initially included
(Shapiro, 1989a, b) in order to reduce demand characteristics. These in-
structions appear to assist the client in maintaining a sense of present
safety and allows the internal processes to function without interfer-
ence. They may increase the therapeutic benefits by interfering with the
client’s tendency to be afraid of the fear, an inclination that has contrib-
uted to the client’s ongoing distress and can continue to interfere with
treatment effects. Recent research has determined that negative reac-
tions to intrusive symptoms increase symptom severity (Ehlers et al.,
1998) and can interfere with information processing. This cultivation of
a stabilized observer stance in EMDR is inherent in a variety of Eastern
meditative practices (Kabat-Zinn, 1990; Krystal et al., in press) and ap-
pears similar to the “mindfulness” of dialectical behavior therapy
(Linehan, 1993) and the “radical acceptance” of acceptance and com-
mitment therapy (Hayes, Wilson, & Strosahl, 1999).

The importance of this aspect of EMDR has recently been empha-
sized and articulated by Servan-Schreiber (personal communication,
December 2, 2000) in relationship to the theoretical framework of
Teasdale and colleagues (Teasdale & Barnard, 1993; Teasdale, 1999).
They have developed a theoretical framework that delineates how dif-
ferent “states of mind” may facilitate or, to the contrary, hinder the pro-
cessing of emotional information to a point of resolution. In the de-
scription of their theory of “interactive cognitive subsystems” Teasdale
and Barnard (1993; Teasdale 1999) draw a distinction between “mind-
less emoting,” “conceptualizing/doing,” and “mindful experience/
being” as three of the dominant states that can be evoked during psy-
chotherapy. In the mindless emoting mode, clients are “immersed in,
and identified with, their affective reactions, with little self-awareness,
internal exploration or reflection” (Teasdale, 1999). Psychotherapy
process research (Greenberg & Safran, 1987) suggests that indeed such
experiences in therapy are predictive of poor outcomes.

In the conceptualizing/doing mode, “awareness is dominated by
relatively impersonal detached thoughts about the self or emotion (as
objects), about goal-oriented strategies to understand or deal with emo-
tion and emotion-related problems, and by evaluations of present–ideal
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discrepancies in relation to those goals. Such thinking will often be re-
lated to the past or future rather than to immediate, present experi-
ence” (Teasdale, 1999). Again, this type of processing is predictive of
poor outcomes in psychotherapy (Greenberg & Safran, 1987).

Finally, in the mindful experiencing/being mode, clients have an
experience of “integrated cognitive–affective inner exploration, use of
present feelings, and ‘felt senses’ as a guide to problem solution and
resolution and nonevaluative awareness of present subjective self-
experience. In this mode, feelings, sensations, and thoughts are directly
sensed as aspects of subjective experience, rather than being the objects
of conceptual thought. In contrast to the ‘lost’ or ‘immersed’ quality of
the mindless emoting mode, such direct experiencing is associated with
reflexive, subjective awareness and a direct intuitive knowledge of expe-
rience from one moment to the next” (Teasdale, 1999). This type of
processing of emotional information is predictive of good psychothera-
peutic outcomes (Greenberg & Safran, 1987), and its application has
been found helpful in the prevention of relapse/recurrence in major
depression (Teasdale et al., 2000).

It may be that the effectiveness of EMDR arises from its ability to
evoke exactly the right balance between reexperiencing emotional dis-
turbances and attaining a nonevaluative “observer” stance with respect
to the emotion and to the flow of somatic, affective, cognitive, and sen-
sory associations that arise when this stance is maintained continuously
for 30 seconds or for minutes at a time, without interruptions from the
therapist or caused by an excessive level of arousal. It may be that eye
movements or other forms of stimuli draw the client’s attention away
from the disturbing material just enough to prevent mindless emoting
and excessive conceptualizing/doing and so almost force the client into
a “mindful experiencing” mode of processing of the disturbing mate-
rial. Each EMDR session would thus consist of repeated and frequent
experiences of this mode of processing, guided by the therapist’s con-
trol of the session’s flow and facilitated by the sensory stimulation ap-
plied with each “set.”

Eye Movements
and Alternative Dual Attention Stimuli

A variety of physiological mechanisms may be activated by the eye
movements and alternative dual attention stimuli used in EMDR. These
may contribute to EMDR’s therapeutic effect by maintaining the cli-
ent’s simultaneous external awareness during a period of internal dis-
tress or by activating brain functions inherent in the movements or in
the attention paid to two simultaneously present stimuli. Although
saccadic eye movements (i.e., rapid and ballistic; greater than 30 de-
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grees per second; Levine & Shefner, 1991) were first advocated for ther-
apeutic use (Shapiro, 1989a, 1989b), slower tracking movements and al-
ternative stimuli such as bilateral taps and tones have been used
clinically to good effect since 1990 (Shapiro, 1991, 1994b) and any the-
ory needs to account for these findings. These possibilities are explored
in the following sections. Obviously, because a number of these possi-
bilities are contradictory, some will be disconfirmed by rigorous scru-
tiny. It should also be underscored that an interaction of a number of
different systems may be pertinent and contribute to differential treat-
ment effects, depending on client characteristics. Parameters for ade-
quate testing are reviewed later in this chapter.

ORIENTING RESPONSE

One of my early conjectures about EMDR (Shapiro, 1991a) was that the
client’s response to accessing the traumatic memory involves automatic
physiological states (fused in a state-specific configuration). The addition
of the eye movements may cause another configuration of physiological
states and responses to intrude on earlier associations. This may, in turn,
cause a disruption of the complex of habitual physiological responses
elicited by the traumatic memory. The disruption engendered by the si-
multaneous dual configurations may allow further processing to occur.

The elicitation of an orienting response has been posited by a vari-
ety of theorists as a prime contributing element in instigating process-
ing. It is a natural response of interest and attention that is elicited when
attention is drawn to a new stimulus. There are three different models
for conceptualizing the role of the orienting response: cognitive/
information processing (Lipke, 1992a, 2000; Nathanson, 1996), neuro-
biological (Bergmann, 2000; Servan-Schreiber, 2000; Stickgold, in
press), and behavioral (Armstrong & Vaughan, 1994; MacCulloch &
Feldman, 1996). Lipke (2000) has speculated that processing may be ac-
complished by the simple inauguration of an orienting response, in
which the external focus elicited by the eye movements or other activi-
ties disrupts the traumatic associative network so that learning can oc-
cur. Nathanson (1996) suggests that the orienting response interrupts
previous associations to negative affect material and allows for the
integration of new information.

Armstrong and Vaughan (1994) and MacCulloch and Feldman
(1996) believe that the learning occurs because of the triggered orient-
ing response, which interrupts escape/avoidance behavior. On the ba-
sis of current neurobiological findings, Stickgold (in press) indepen-
dently expanded his theory to explain the effects of EMDR’s alternating
bilateral stimulation that forces the client to constantly shift her atten-
tion across the midline. He hypothesizes that this orienting response in-
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duces REM-like neurobiological mechanisms that facilitate the activa-
tion of episodic memories and their integration into cortical semantic
memory. Independent research by Christman and Garvey (2000) pro-
vides some support for this theory. They determined that alternating
leftward and rightward eye movements produced a beneficial effect for
episodic, but not semantic, retrieval memory tasks. Pertinent to differ-
ences between distraction (as articulated by Dyck, 1993, see the follow-
ing section) and eliciting an orienting response, as conceptualized by
the previous theorists, is an experiment assessing the role of eye move-
ment speed in effecting shifts in cognitive perspective. Becker and col-
leagues (Becker, Todd-Overmann, Stoothoff, & Lawson, 1998; Becker,
Nugent, & Tinker, 2000) determined that eye movements had to be fast
enough to require attention, but not so fast that they were distracting.
This identification of differential responses is consistent with research
of Andrade et al. (1997), who also reported variable effects, depending
on the dual attention task used and its complexity.

Although comprehensive research is needed to arrive at definitive
conclusions, these conjectures appear consistent with advocated clini-
cal practice to make sure that the client is maintaining “one foot in the
present and one in the past.” It has long been observed that the best
processing effects appear to be achieved when the client is not allowed
to associate too intensely with the internal experience and, simulta-
neously, is not allowed to become distracted by external circumstances.
Identification of the variables for achieving the optimal balance of inter-
nal and external attention for each client may be one of the most fruit-
ful lines of clinical research available to assist therapeutic practice.

DISTRACTION

One obvious interpretation of the role of the eye movements is that
they distract the client from the trauma (Shapiro, 1991a). According to
Dyck (1993), this presumed distraction causes deconditioning because
of the client’s inability to concentrate on the traumatic image; that is,
the distraction prevents the traumatic material from being reinforced
by the previously anticipated anxiety. This, according to Dyck, consti-
tutes an extinction trial. Although investigations of this interpretation
may be fruitful, a number of attendant problems are worth noting.
First, Dyck suggests that the kind of distracter that should be used is re-
lated to the dominant modality of the trauma. For instance, auditory
distracters would be most effective on auditory components of the trau-
matic memory and visual distracters most effective on visual images.
However, this conjecture has not been supported clinically, because
thoughts and cognitions have also undergone immediate therapeutic
modification as the result of eye movements alone. Second, Dyck posits
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that a series of traumas or traumas that occurred over extended periods
of time would be less amenable to treatment by EMDR than single
events. Once again, however, this possibility has not been observed in
clinical settings. Although more events necessitate more treatment
time, each event is amenable to processing. Further, a number of
experiments have indicated that distraction lessens, rather than in-
creases, long-term therapeutic effectiveness (Grayson, Foa, & Steketee,
1982, 1986; Satory, Rachman, & Grey, 1982; see also Rodriquez &
Craske, 1993). It appears, therefore, that the present conception of dis-
traction does not make a significant contribution to understanding
EMDR effects. It is possible, however, that the eye movements serve to
titrate the client’s response to the memory in other ways that, as Dyck
suggests, make the dosed exposure a deconditioning experience.

HYPNOSIS

It is reasonable to suspect that any rapid psychotherapeutic effect is due
to hypnotic suggestion. However, EMDR and hypnosis are very dissimi-
lar in their clinical effects, and a large number of hypnosis theorists
have noted the distinctions (e.g., Fine & Berkowitz, 2001; Frischholz,
Kowall, & Hammond, 2001; Phillips, 2001). For an example, hypnotic
abreactions seem to involve a moment-by-moment (“frame-by-frame”)
sequence of events, whereas clients treated with EMDR tend to jump
from one key element of the memory to another. EMDR clients appear
more alert and conscious and less susceptible to inappropriate sugges-
tion than hypnosis clients. For instance, clinical reports consistently in-
dicate that clients will reject a suggestion that is not ecologically valid
and may even become agitated as a result of the suggestion. Likewise,
EMDR has not been reported to take away any belief that is true. Beliefs,
as well as anxiety, that are appropriate and currently useful appear to re-
main intact.

The lack of suggestibility of clients during the EMDR process
(Hekmat, Groth, & Rogers, 1994) as compared with those in a hyp-
notic state may be a result (or correlate) of differences in the domin-
ant brain waves elicited by the two procedures. EEG readings taken
during EMDR show a brain wave pattern within normal waking parame-
ters (Nicosia, 1995), whereas pronounced theta (Sabourin, Cutcomb,
Crawford, & Pribram, 1990), beta (DePascalis & Penna, 1990), or alpha
(Meares, 1960) waves are reportedly characteristic of hypnotized sub-
jects. Thus, EEG readings indicate that EMDR clients are not in a state
of hypnosis. As hypnosis has had only limited effect in the treatment of
PTSD (Brom et al., 1989), clearly the 85% success rate of EMDR with
PTSD surpasses treatment effects that could be attributed to hypno-
tizability. Although the positive effects of any treatment would gener-
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ally be increased in those testing high in suggestibility (Schor & Orne,
1962), an additive effect should not be confused with the primary causal
agent in evaluating treatment methods.

CELLULAR AND BRAIN-LEVEL CHANGES

The resolution of traumatic memories begins when activation of the
memories of dysfunctional material leads to a chain of events different
from that normally initiated by recall of the material. It is conjectured
by numerous theorists that the eye movements appear to shift the state
of the brain into one that facilitates the healthy reprocessing of these
memories, allowing the brain to identify and strengthen new associa-
tions to the traumatic memories and eventually to weaken the hold of
the familiar, stereotypical associations and emotions that had blocked
the adaptive resolution of the traumatic memories (see Stickgold, in
press). Thus, previously weak associations are strengthened and previ-
ously strong ones are weakened. We still cannot say how EMDR (or any
successful therapy) produces this shift in brain states, but over the last
decade several brain processes have been identified that may contrib-
ute to EMDR’s efficacy.

At the systems level, research has now shown that different brain
systems and different brain states combine to control the types of asso-
ciations the brain makes. For example, there is evidence that the left
hemisphere of the brain is more likely to activate strong associations
than the right hemisphere, and the right brain is more likely to activate
weak associations (Nakagawa, 1991). Similarly, REM sleep appears to fa-
cilitate the activation of weak associations, whereas nonREM sleep leads
to an nearly exclusive activation of strong associations (Stickgold, Scott,
Rittenhouse, & Hobson, 1999). Thus, changes in brain state can lead to
changes in the types of associations the brain makes, shifting from more
focused, predictable, and habitual associations to more distant, unex-
pected, and potentially creative ones as processing shifts anatomically
to the right hemisphere and as the brain moves functionally into REM
sleep.

At the cellular level, memory formation is now known to involve a
process of “long-term potentiation,” which increases the efficacy of syn-
aptic transmission between pairs of nerve cells. This process is most eas-
ily facilitated when the synapses are stimulated in phase with theta
rhythms (Pavlides, Greenstein, Grudman & Winson, 1988), a class of
brain waves normally seen during REM sleep and in waking in animals
when they carry out critical, species-specific behaviors (Winson,1990).
Such neuronal changes, and presumably the memories they encode,
can be reversed by “long-term depression,” a second cellular process
that is observed when the same synapses are stimulated 180 degrees out
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of phase with the theta rhythms (Abraham, & Goddard, 1983). Such
out-of-phase activation has been reported to occur during REM sleep as
well (Poe, Nitz, McNaughton, & Barnes, 2000). More recently, behavior-
al studies in rats have shown that fear conditioning can be reversed by
blocking protein synthesis in the amygdala while the rat is exposed to
the conditioned stimulus (Nader, Schafe, & Le Doux, 2000). In these
studies, a rat trained to associate a tone with electric shock could be
deconditioned for at least 2 weeks after training by simple reexposure
to the tone, coupled with the inhibition of protein synthesis in the
amygdala. Taken together, these processes, at both the system and cel-
lular levels, may provide the building blocks for a future neurobiologi-
cal model of the mechanisms underlying EMDR’s effectiveness. It is im-
portant to understand that these speculations are offered primarily as
intellectual stimulation, not as a necessary precursor to establishing or
obtaining EMDR treatment efficacy.

As discussed earlier, the resolution of many traumatic memories
appears to entail a transmutation from the dysfunctional to the adap-
tive perspective. Because it appears that the adaptive perspective can
emerge progressively and rapidly during EMDR treatment, it may be
useful to imagine a sequential linkage of associated information that is
brought about by a shift in the rules guiding associative linkages within
the targeted network. Although these constructs are hypothetical, they
may nevertheless prove to be useful to information processing theorists
(and perhaps clinicians) as a way of conceptualizing the transmutation
process.

This formulation, initially introduced in the previous edition, was
clearly identified as a speculation, yet some critics (Herbert et al., 2000)
appear to have been confused by it. They have mistakenly reported it as
if it were an integral part of the development of the information-
processing model. They have further reported difficulty with the termi-
nology. However, as previously noted in Chapter 2, I have used the term
neuro network throughout this text to “subsume the way the term neural
networks is currently being used by neuropsychologists and extend it to
an additional strata of cognitive/emotional processing. Using a term
that does not have a precise neurophysiological referent is particularly
important to underscore the point that the efficacy of EMDR is not
based on the validity of the physiological model being offered.” Herbert
et al. (2000) appear not to have noted these caveats and further singled
out the following section as utilizing “obscurantist language,” in part to
“discourage would-be skeptics” (p. 960). This unfortunate statement
points up one difficulty of the review process. Specifically, if self-
described “skeptics” and critics are insufficiently versed in particular ar-
eas of neurobiology, their failure to grasp the implications of the specu-
lations will result not in the intended intellectual stimulation but rather
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in increased confusion. Therefore, to help increase conceptual under-
standing for all those without a neurocognitive background, I enlisted
the expertise of a cognitive neuroscientist currently conducting re-
search in this area (Stickgold, 1998; Stickgold, James, & Hobson 2000).
As a result, these ancillary theoretical speculations have been integrated
into what is currently known in neurobiology. Consequently, the term
neuro network, which I have used throughout this text, has been changed
in the following section to neural network to reflect the concurrence of
these speculations with accepted neurobiological theories. It is hoped
that the shift in some terminology in this section, for instance, from
bioelectrical valence of the neuro network used in the previous text to high re-
sistance of the neural network, as substituted in the following description,
as well as the integration into additional neurobiological literature, will
serve to lead readers more easily through the intricacies of this specula-
tive model. The conjectures and clinical examples are essentially the
same in both editions of this text. Again, these are ancillary speculations
only.

The present formulation is based on the pivotal relationship ob-
served in EMDR between affect and the transition from dysfunction to
resolution. The initial dysfunctional state, the intervening stages of pro-
cessing, and the final functional perspective revealed by the client may
be conceptualized as verbalizations of the sequential stages of identify-
ing new associations during the adaptive integration of the past and
present experiences, which in turn provides access to new affective as-
sociations. The observation in EMDR treatment sessions that informa-
tion is at least partially organized through affect is not unique to this
method (Bower, 1981; Reiser, 1990). Extrapolating from the concepts
elucidated earlier in this text, Figure 10 depicts the additional specula-
tions that associative networks (and their cognitive content) are orga-
nized, in part, by affect, so that once an affect is activated, the network
tends to settle into a stable pattern that primarily can access memories
and associations linked to that particular affect. The stronger the dys-
functional affect, the greater the network’s stability and the more diffi-
cult it is for the network to shift out of its habitual set of associated mem-
ories and feelings. Therefore, the target trauma is prevented from
linking with any more adaptive information by the high resistance of
the neural network to perturbation.

Let us say that the target memory (Z) in Figure 10 has been ob-
served clinically to contain the affect of guilt and shame and the accom-
panying cognition “I am detestable and worthless.” The information
stored regarding this memory is encapsulated in a neural network
highly constrained by the high level of dysfunctional affect. It is hypoth-
esized that the Z networks contain information with the most self-
destructive affect and self-assessment, whereas the A networks are asso-
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ciated with the most adaptive and appropriate affect and assessment,
such as “I am a lovable/worthy/healthy.” In this model we represent
the valences of the affects associated with the respective neural net-
works, which separately store various information sets and levels of
adaptive information, with the letters Z through A. It is hypothesized
that the highly negative valence of the target network (Z) precludes its
linking up with the more adaptive information, which is stored in other
networks with neutral to positive valences. That is, there are distinct,
affectively defined networks associated with each level of affective va-
lence, so that the networks with the highest positive valence would con-
tain memories of positive material (e.g., mastery experiences, compli-
ments, information from self-help books).

The theory is that when the processing system is catalyzed by
EMDR, two critical events take place. First, by a cellular mechanism sim-
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ilar to that seen in conditioned rats in whom protein synthesis in the
amygdala was inhibited while the condition stimulus was replayed
(Nader et al., 2000), the association between the target memory Z and
the affects of shame and guilt is weakened, allowing the memory to figu-
ratively move to the right in the Figure 10. But in addition, by shifting
the brain state to be biased toward weaker associations, EMDR makes it
possible for the brain to form and strengthen associations with affect
networks that are progressively less negative and then more positive in
their valences, and thus to incorporate the more adaptive information
that is stored there. An example of such a linkage is the movement from
a high level of dysfunction, say, from the Z valence associated with a cog-
nition like “I’m always to blame” to the lower valence of K, which is asso-
ciated with a cognition like “I can do well.” This shift is made evident by
the progressive disconnect from the negative affect, the evolution of
more adaptive cognitions, and the emergence of positive memories
into conscious awareness and their association to the original target
memory.

There are various clinical implications of the affect/valence hy-
pothesis. For example, molestation victims often report horrific night-
mares in which they are being dismembered by monsters. If we suppose
that an attempt is being made by the REM sleep mechanism to process
early traumatic events, then a nightmare of being dismembered by
monsters is the cognitive counterpart to the high level of affect locked
in the network containing the early memories. Let us say, for example,
that at the time of the original trauma, a molested child experienced
great terror when an adult entered the room and pulled her legs apart.
The affect associated with this memory now locks this memory into a
neural network defined by these negative affects, so that when the brain
attempts to reprocesses the memory during REM sleep, the terror is res-
urrected. Such a level of terror would not be generated in the adult cli-
ent by another adult in the present but could be associated with a con-
frontation with an uncontrollable monster. The symbolism of the
monster is the cognitive construction of the affect state during the pe-
riod of processing in REM sleep.

When EMDR is used to target the dream image, a high level (Z va-
lence) of terror is evoked. As a sufficient amount of information is pro-
cessed, the affect shifts rightward. The more positive valence allows the
appropriate cognitive connections to be made by the linking of differ-
ent neural networks. With the shift in affect, the symbolic representa-
tion, or cognitive construction, can be removed and the client perceives
the present without distortion. For instance, a molestation victim who
dreamed of being chased by a monster through a cave exclaimed, after a
number of eye movement sets, “That’s my stepfather chasing me
through my childhood home.”
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Other symbolic representations are often found to be the cognitive
counterpart of an affective state or physical sensation. One example,
described in Chapter 11, is from the case of a client whose intrusive im-
ages of being raped by Satan resolved during EMDR treatment into a
memory of being raped by her father’s friend, who assaulted her while
he wore a set of plastic horns. The two different interpretations may be
due to the activation of a cognitive network of parallel valence that con-
tains different information. Thus, the level of affect stimulates cognitive
content of equivalent valence.

Another possible extrapolation from the affect/valence hypothesis
is the escalation of self-destructive behavior, such as increasingly severe
self-mutilation (cutting) or increasingly dangerous sexual encounters,
observed in many clients. Clients may be driven to maintain a high level
of pain because of the restimulation of early abuse memories that incor-
porate states of self-loathing or other aspects of disturbance (Calof,
1992). It is possible that the affect of the core memories and the corre-
sponding valence become associated with certain behaviors that are
consistent with the client’s subjective level of pain. As the behaviors be-
come desensitized through repeated exposure, the valence of the core
memories stimulates other behaviors that had been higher on the dis-
turbance hierarchy but are now merely parallel to that level of affect.
For example, a relationship becomes more abusive, but the client expe-
riences it with the same level of affect. Therefore, what appears to be a
level of escalation when viewed by an observer is actually behavior gen-
erated internally from the client’s unchanged level of affect.

Again, although neurobiological mechanisms are pure conjecture,
such attempts to understand what is observed clinically in EMDR treat-
ment may prove to be useful in furthering our understanding of dream
imagery, self-destructive behaviors, and other clinical phenomena. The-
orizing about observed clinical behaviors can also contribute to the
development of therapeutic methodology. For example, an earlier
conceptualization of the eye movements in EMDR (Shapiro, 1991a,
1995) as causing the equivalent of a low-voltage current affecting recep-
tors (i.e., their synaptic potential; Arai & Lynch, 1992; Barrioneuevo,
Schottler, & Lynch, 1980) resulted in the successful innovation in
EMDR practice of using different directions and speeds for the eye
movements. It is hoped that these new conceptual formulations will
likewise lead to further successful therapeutic innovations.

DREAM SLEEP

One of my earliest suggestions (Shapiro, 1989a) was that the directed
eye movements may be stimulating the same processes that occur in
REM sleep. I posited that the relationship of eye movements and stress
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may be one of reciprocal inhibition; that is, the eye movements help in-
hibit the stress, but sufficiently high stress inhibits the eye movements.
Independent sleep studies have offered some support for these ideas,
inasmuch as the most traumatized individuals appear to suffer from
dysfunctional REM sleep states. For instance, the combat veteran awak-
ens in the middle rather than at the end of the nightmare (Ross et al.,
1990). In addition, there appears to be a direct correlation between the
intensity of negative affect in the dream and the amount of REM ob-
served (Hong et al., 1992); this study disputes an earlier theory that eye
movements during dreaming are simply evidence that the dreamer is
scanning the dream environment. Furthermore, the conjecture that
cognitive or memory processing is linked to eye movements seems to be
supported by studies showing that newly taught skills will be lost if REM
is subsequently disrupted (e.g., Karni et al., 1992).

Although this hypothesis about the relationship of the eye move-
ments in EMDR to those in REM sleep is interesting, particularly in view
of the work in neuroscience suggesting that the function of the REM
state is the processing and storage in memory of information (Fishbein
& Gutwein, 1977; Gabel, 1987; Sutton, Mamelak, & Hobson, 1992;
Winson, 1993), there is currently no direct support for it. However,
Stickgold (in press) has posited direct neurobiological concomitants be-
tween EMDR- and REM-state functions and has also posited appropri-
ate tests of this hypothesis. Preliminary data dovetailing with the
hypothesis has also been reported (Christman & Garvey, 2000). Spe-
cifically, REM sleep appears to be essential for the cortical integration
of memories into general semantic networks (Plihal & Born, 1997;
Stickgold, 1998). Stickgold (in press) proposed that the repetitive redi-
recting of attention in EMDR induces changes in regional brain activa-
tion and neuromodulation similar to those produced during REM
sleep. Activation of these systems may simultaneously shift the brain
into a memory-processing mode similar to that of REM sleep, facilitat-
ing the integration of traumatic memories into associative cortical net-
works. Given the cognitive and affective processing similarities, it
would be interesting to compare sleep and REM patterns in clients be-
fore and after successful EMDR treatment. Brain wave studies compar-
ing EMDR and REM patterns might also provide useful information for
clinical application as well.

RELAXATION RESPONSE

I have posited (Shapiro, 1989a, 1991a) that the eye movements may
induce a relaxation response. This response might be induced by way
of the reticular formation (which causes muscular inhibition in REM
state) or other mechanisms that activate the parasympathetic nervous
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system. The parasympathetic system would inhibit the sympathetic ner-
vous system, which is associated with the “fight or flight” fear responses
engendered by trauma. Conjectures related to an inhibitory effect have
also been independently advanced by Hedstrom (1991) and Stickgold
(in press).

Although process analysis is sparse, a study involving biofeedback
equipment has supported this hypothesis by finding that eye move-
ments appeared to cause a compelled relaxation response (Wilson et
al., 1996). However, this study does not explain the clinical effectiveness
of the alternative stimuli that have been used with EMDR; the same re-
laxation response (as determined by physiological measures) was not
found in a control group stimulated by finger tapping. There may be
some essential difference between clinician-initiated hand taps and the
client-controlled finger taps used in the study, or a different mechanism
may be responsible for their effects. However, the finding that the para-
sympathetic nervous system is activated during tasks that demand visual
convergence (Monnier, 1968) may explain the positive treatment ef-
fects also noted in studies using eye fixation control (Pitman et al.,
1996a; Renfrey & Spates, 1994).

Much more physiological research is needed on populations other
than chronically impaired veterans, who may not show positive effects
because of ancillary trauma, and normal subjects, who may not show ef-
fects because the target material is insufficiently disturbing. Single-trauma
PTSD-level subjects should be used to test these hypotheses further.

HEMISPHERIC SYNCHRONIZATION

The hypotheses I raised in 1989 included reference to Pavlov’s (1927)
theory of psychotherapeutic effect and the basis of neurosis. Setting
aside any notion of “excitatory–inhibitory” balance and of specific neu-
ral blockages inherent in Pavlov’s conception, there is little doubt that
something about the trauma causes information processing to be
blocked. This blockage keeps the original incident in its anxiety-
producing form. According to Pavlov (1927), the essence of any psycho-
therapeutic treatment is the restoration of a neurological balance. This
view is consistent with the positions of major historical figures such as
Freud (1919/1955) and Janet (1989/1973) and of neurological and
neurobiological experts today (Krystal et al., 1989; van der Kolk, 1994;
van der Kolk & van der Hart, 1991; Watson et al., 1988). If this assump-
tion is valid, it is logical to conclude that EMDR facilitates a rebalancing
or stimulation of the information-processing system. In this regard, I
proposed that eye movements might have a direct effect on cortical
functions. Independent theories regarding this possibility have been of-
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fered, based on neurobiological research, and posit bihemispheric in-
volvement as a cause.

Hypotheses on bilaterality have also been offered by Russell (1992),
Nicosia (1994), and Servan-Schreiber (2000). Bergmann (1998, 2000)
speculates that EMDR, by inducing bihemispheric activation, may func-
tion as a pacemaker for the limbic system, facilitating down-regulation
and the integration of higher cortical function. Preliminary evidence
for the effects of EMDR on the limbic system have been reported in a
single case study by Lansing, Amen, and Klindt (2000). To date, SPECT
scans have been administered pre- and post-EMDR treatment to eight
individuals with PTSD, and the same pattern of marked improvement
was demonstrated.

Whether the bilateral stimuli used in EMDR practice are related to
positive treatment effects because of actual bihemispheric activation,
because it allows an optimal induction of the orienting response, or as a
result of some other factor is yet to be determined. However, client and
clinician reports indicate that the dual stimulation is more desirable
than its absence (e.g., Boudewyns & Hyer, 1996), and related primary
research offers some interesting avenues of exploration.

Research has demonstrated hemispheric asymmetry in emotional
processing; further, different emotions also appear to be related to
asymmetrical patterns of brain activity. When Keller et al. (2000) re-
moved the common variance, they found that depression was associ-
ated with a smaller left hemispatial bias, and anxiety with a larger left
hemispatial bias. Individuals with depression tend to perform poorly
on right-hemispheric perceptual tasks (e.g., Rubinow & Post, 1992),
and some studies have found decreased brain activity in the right-
posterior cortex of depressed persons (e.g., Deldin, Keller, Gergen, &
Miller, 2000). Anxiety, on the other hand, appears to be related to
greater activation of right-hemispheric regions (e.g., Heller, Etienne, &
Miller, 1995). For example, when persons with PTSD listened to a script
of their traumatic experience, PET scans showed increased activation
of the limbic system in the right hemisphere of the brain and decreased
activation of Broca’s area (Rauch et al., 1996), indicating regional pat-
terns of activation.

The notion that synchronized hemispheric activation produces
beneficial information-processing effects is supported by independent
research on the differential effects of gaze manipulation on the positive
and negative assessments of initially neutral stimuli (Drake, 1987). The
results of a number of controlled studies have shown that directing the
gaze of right-handed subjects to objects located to the right results in
more positive evaluative responses than directing their gaze to objects
on the left. This research was based on hypotheses involving hemi-
spheric asymmetry in emotional processing, one of which states that
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the left hemisphere processes information related to positive affect,
whereas the right hemisphere processes negative affect (Drake, 1984,
1993; Drake & Seligman, 1989; Merckelback & van Oppen, 1989).
These studies provide some support for the suggestion that alternately
activating the two hemispheres may induce integrative information
processing.

Although the comparative effectiveness of alternating hand taps
and tones in EMDR treatment has yet to be fully examined in research
studies, the wide clinical use of these bilateral stimuli is strongly sup-
ported by reports suggesting that they are very effective for some cli-
ents. This clinical application is also supported by studies regarding lat-
eral activation of positive and negative reactions to the same stimulus
(e.g., scripted “persuasive” arguments). Drake and colleagues found
predicted differential reactions through the use of auditory and physi-
cal manipulation; that is, subjects responded positively to (e.g., thought
well of) a script heard through the right headphone and negatively to
one heard through the left headphone (Drake, 1991, 1993; Drake &
Bingham, 1985; Drake & Sobrero, 1987). Even more interesting is that
investigators in this independent line of research recognized the possi-
bility of clinical effects, which are, in fact, currently being realized with
EMDR, in their suggestion that “future investigations should examine
whether experimentally induced gaze shifts affect fundamental pro-
cesses such as conditioning” (Merckelback & van Oppen, 1989, p. 150).
Self-focused attention to an internal state in conjunction with bilateral
activation has also been posited as necessary for therapeutic EMDR ef-
fect (Russell, 1992).

CORTICAL FUNCTION

It appears that eye movements may have specific effects on memory re-
trieval, encoding, and storage. Eye movements are connected to cogni-
tive processing mechanisms (Antrobus, 1973; Antrobus et al., 1964).
A series of systematic experiments revealed that spontaneous eye move-
ments were associated with unpleasant emotions and cognitive changes.
“The attempt to break up a thought sequence when it is unpleasant or
anxietyprovokingmayverywell lead toaseriesofalmostdesperaterapid
shifts in cognitive activity with consequent ocular motility” (Antrobus et
al., 1964, p. 251). The authors speculated that the series of saccades was
associated with an automatic attempt at thought dispersal. It was the sub-
jective observation of this phenomenon that was the springboard for the
development of EMDR (Shapiro, 1989a, 1989b).

Andrade et al. (1997) examined the effects of dual attention in an in-
vestigationofvisualmemory.Whenautobiographical imageswereused,
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EMDR-type eye movements were better than tapping, and both were
better thaneyes fixed, in reducing imagevividness.Eyemovementswere
better than both eyes fixed and tapping in reducing the emotional inten-
sity of autobiographical memories. Andrade et al. (1997) concluded that
the eye movements achieved these effects by disrupting the visuospatial
sketchpad of working memory. These differential effects may have im-
portant ramifications for clinicalpractice.However, further researchex-
ploring the implications of all of these various theories is necessary.

Data from Positron Emission Tomography (PET) studies (Tulving,
Kapur, Craik, Moscovitch, & Houle, 1994) indicated that the left and
right prefrontal lobes may have different roles in the retrieval and en-
coding of episodic memories. Research by Christman and colleagues
(Christman & Garvey, 2000) found that episodic priming was associ-
ated with bihemispheric processing in which encoding and retrieval
took place in opposite hemispheres, whereas semantic priming was
greater when encoding and retrieval took place in the same hemisphere.
When they induced bihemispheric activation with bilateral eye move-
ments prior to memory retrieval, they found that eye movements pro-
duced a beneficial effect for episodic, but not semantic, memory tasks.
These authors proposed that the facilitation of episodic memory was
due to the greater cerebral activation induced by saccadic eye move-
ments. These findings support the previously reported conjectures of
Stickgold (in press) on the relationship between memory and eye move-
ments.

One conclusion that may be drawn from this research is that a va-
riety of cortical functions will have an interactive effect on any act of
behavior or attention. In that regard, the type of stimulation used
may not be as important as the focused attention itself and the related
orienting response. Hemispheric activation is clearly induced by sim-
ply laterally shifting foci of attention, whether or not any lateral
motoric activity takes place. For instance, several studies in perceptual
psychology have demonstrated that the initiation of a saccadic eye
movement causes the subject to feel that the movement has been
completed even when it has actually been prevented from occurring.
If, for example, the eye muscles are immobilized and subjects try to
turn their eyes to one side, they feel as if the eyes have moved even
though they have not (Brindley & Merton, 1960). In short, when it co-
mes to saccadic eye movements, the brain registers the intention, not
the completed act. This finding is consistent with the hypothesis that
the orienting response alone, and not any specific movement, is nec-
essary for the activation of information-processing mechanisms. If al-
ternating hemispheric activity is one of the factors in EMDR effects, it
can be expected that many more stimuli besides eye movements,
hand taps, and tones will be found to be useful. In fact, because the
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optic nerve from each eye is linked to both hemispheres, it may turn
out that a forced focus on a single spot induces processing shifts. Al-
ternatively, the primary factor at work might be the orienting re-
sponse, or that rhythmic stimulation alone is conducive to the more
rapid therapeutic effects.

Suggested parameters for testing hypotheses are reviewed in a later
section of this chapter. However, in any instance, the clinical objective
would be to maintain the client’s awareness of the traumatic memory
while continually activating the processing mechanism through bursts
of concentrated attention on a currently presented stimulus. Presum-
ably, then, the best alternative stimuli would be those that allow the pro-
cessing effect to occur, but also allow the clinician to monitor the cli-
ent’s compliance with the instruction to attend simultaneously to the
traumatic memory and the present stimulus (and additional reinforcers
that assist the therapeutic effect).

INTEGRATIVE EFFECT

One of the simplest ways of explaining the effects of EMDR is to de-
scribe its activation of the information-processing system. Target
events remained unprocessed because the immediate biochemical re-
sponses to the trauma have left it isolated in neurobiological stasis.
When the client tracks a moving finger or attends to a hand tap,
tone, or even a fixed point on a wall, active information processing is
initiated to attend to the present stimulus. If the client is asked to at-
tend simultaneously both to this stimulus and to the traumatic mem-
ory, the active information-processing mechanism is linked to and
processes the target event as well as the current stimulus. This pro-
cessing mechanism is physiologically configured to take the informa-
tion to an adaptive resolution. Perhaps the rapid processing occurs
because the clinician guides the client to the appropriate targets (and
to the proper alignment of the components of the targeted experi-
ence) and because other procedural elements prevent client avoid-
ance or induce the associative process.

However, the actual neurological concomitants may not be discov-
ered for decades. In the meanwhile, clinical observations of EMDR ef-
fects may provide investigators in the areas of neurobiology and mem-
ory research an opportunity to better understand the physiological
processes. The rapid treatment effects of EMDR offer an opportunity
to observe the standard patterns of memory association and emotional
or cognitive processing, as well as the differential effects of processing
long-standing and more recent memories. Thus, in many ways, EMDR
may provide a window to the brain.
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Controlled Research
� � �

The investigation of any new method should include both clinical ob-
servations and experimental findings. The following sections (1) briefly
review extant PTSD research and the suggested research criteria for the
study of any clinical method, (2) describe the EMDR controlled clinical
outcome studies in the area of PTSD, (3) evaluate the studies in light of
the previously described criteria, and (4) offer recommendations for fu-
ture studies evaluating (a) clinical outcomes, (b) component analyses,
and (c) basic research testing theoretical hypotheses. The chapter ends
with an overview of more general clinical and professional concerns.

GENERAL SCARCITY
OF PTSD TREATMENT STUDIES

Controlled clinical outcome research in many areas of mental health is,
unfortunately, scarce and traditionally lags far behind clinical practice.
For instance, although systematic desensitization was introduced by
Joseph Wolpe in 1952 and numerous case histories were reported 6
years later (Wolpe, 1958), the first controlled study establishing its ef-
fectiveness did not appear for another 8 years (Paul, 1966). Similarly, al-
though imaginal flooding is now a standard treatment for PTSD, the
first clinical reports on it were published in 1982 (Fairbank & Keane,
1982; Keane & Kaloupek, 1982) and the first independent controlled
study validating its effectiveness did not appear until 7 years later (Coo-
per & Clum, 1989). In general, there appears to be little clinical out-
come research in the field of psychological trauma when the vast num-
bers of PTSD victims are taken into account.

By the end of 1992, 13 years after PTSD was officially recognized
and classified in the 1980 DSM-III (American Psychiatric Association,
1980), only six randomized controlled clinical outcome studies (ex-
cluding studies of drug effects) were to be found in the published litera-
ture (Solomon et al., 1992) and four of these were limited to male
Vietnam combat veterans. Since the introduction of EMDR in 1989, 15
controlled outcome studies of its application to traumatic populations
have appeared. However, as of 2000, only 12 controlled outcome stud-
ies of cognitive behavior treatment for PTSD have been published, and
no two separate research teams have evaluated the same protocols
(Shapiro, in press-b). Only one controlled study of psychodynamic
treatment, and one of hypnosis have investigated an application to
PTSD. Clearly, there is a strong need for more clinical outcome re-
search on trauma populations.
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SUGGESTED CRITERIA
FOR CLINICAL OUTCOME RESEARCH

This section delineates some basic research criteria that appear both
reasonable and necessary for a valid test of any method. Of course, the
evaluation of any therapeutic procedure should adhere to the highest
standards of controlled clinical research. The standards enumerated in
the following discussion are the basic guidelines for adequate testing.
The rest of the section further expands on principles reasonably
needed to establish clinical validity factors, which may be overlooked by
researchers insufficiently versed in the exigencies of standard clinical
practice. It is hoped that the guidelines in this section will also assist cli-
nicians to adequately evaluate research reports of their methods.

The seven “gold standards” for research design articulated by Foa
and Meadows (1997) include (1) “clearly defined target symptoms,”
so that appropriate measures can be employed to assess improve-
ment, with specifications of inclusion and exclusion criteria, (2) “reli-
able and valid measures,” with good psychometric properties, (3) “use
of blind evaluators,” other than the treatment provider, to collect as-
sessment measures, (4) “assessor training,” with demonstrated inter-
rater reliability, (5) “manualized, replicable, specific treatment pro-
grams,” to ensure consistent and replicable treatment delivery, (6)
“unbiased assignment to treatment,” either random assignment to
conditions, or stratified sampling, with treatment delivered by at least
two therapists, and (7) “treatment adherence,” evaluated by treatment
fidelity ratings.

Three additional standards were identified by Maxfield and Hyer
(in press): (1) “no concurrent treatment,” to ensure that the treatment
condition is not confounded, (2) “use of multimodal measures,” to as-
sess a wide range of pathology and outcome with interview, behavioral,
and physiological measures, and (3) “adequate course of treatment,” to
ensure that participants receive the number of sessions sufficient to
eliminate the disorder in most persons.

The following section explores in more detail some of the princi-
ples I consider especially meaningful in the evaluation of any clinical
method. To elucidate what I consider to be imperatives to establish clin-
ical validity factors in controlled research, EMDR as it is applied to the
treatment of trauma is used as an example. Given the reader’s back-
ground in EMDR procedures and protocols at this point, this example
may further clarify the process. However, the same principles would be
expected to apply in the tests of any psychotherapy evaluated for a given
clinical population . The methodological criteria discussed in this sec-
tion will then be used to evaluate the results of extensive research al-
ready completed in the application of EMDR to trauma victims.
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Method Validity

Researchers should be trained in the entire approach being evaluated
and should implement the protocols actually used in clinical practice.
Fidelity checks are included in the “gold standards” of psychotherapy
research (Foa & Meadows, 1997) and are clearly necessary to assess the
value of any approach. Fidelity checks should be performed by compe-
tent instructors or clinicians to assess the validity of the researcher’s use
of the method. Any designated fidelity checker should be assessed pre-
treatment as competent in the tested method (see Brom et al., 1989)
and should have established reliability in the fidelity assessment mea-
sure being used. The researcher’s competence with the approach
should be assessed pretreatment in regard to an agreed-upon standard,
such as that used to assess the application of cognitive–behavioral ther-
apy to depression (Elkin, 1994, 1999; Elkin, Gibbons, Shea, & Shaw,
1996; Jacobson et al., 1996).

Clearly, methods used incorrectly or incompetently by researchers
contribute little or nothing to the knowledge base for these methods
and, indeed, can lead to false conclusions.

Before any complex methodology, such as EMDR, is evaluated in a
research study, training with adequately supervised practice sessions is
a minimal expectation. However, training alone does not ensure com-
petency, and this is especially true for students or researchers who have
not perfected their general clinical skills through extensive practice and
clinical experience. Ideally, researchers should observe the use of thera-
peutic procedures as practiced by fully trained, thoroughly experienced
clinicians who are comfortable with and have been assessed as compe-
tent in the use of the method. When this is not possible, researchers
should receive formal training in the method, practice it sufficiently on
participants in a pilot study to obtain consistently positive fidelity
checks (assisted by appropriate consultation and supervision, if neces-
sary), and feel comfortable in using it before systematically examining it
in controlled research. It appears especially important that these pre-
cautions be taken with any therapeutic procedure. Indeed, this is the
format used by researchers in the hard sciences (e.g., physics, chemis-
try, biology) when conducting formal studies, and it should be an estab-
lished part of general research practice in clinical psychology, as should
continued supervision and checks of procedure fidelity and protocol
maintenance. It should be noted that two meta-analyses of EMDR re-
search have indicated that practice fidelity was directly correlated with
treatment outcomes (Maxfield & Hyer, in press; Shapiro, 1999).

Equally critical to ensuring that therapists are competent in EMDR,
or any other therapeutic method, is the task of assessing the therapists’
continued compliance with the protocol throughout the course of a re-
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search study, as it is not uncommon for even fully trained therapists to
drift away from a protocol over time (Moncher & Prinz, 1991; Walz,
Addis, Koerner, & Jacobson, 1993). It is for this reason that, ideally, in-
dependent ratings of therapist adherence to the treatment manual
should be conducted on randomly selected sessions over the course of
the study, with the raters blind to treatment outcome (Moncher &
Prinz, 1991).

Selection of Psychometrics

The psychometrics used should be appropriate to the clinical popula-
tion and the parameters of the treatment. For instance, when testing any
method’s application to a single traumatic memory, researchers should
use measurement tools that are capable of assessing change when a sin-
gle memory has been successfully processed. Unfortunately, practically
no psychometrics have been developed for this purpose in the treat-
ment of multiply traumatized populations. The limited number of ses-
sions used in clinical research make the creation of such tools manda-
tory. For instance, if only one disturbing memory (or a small number of
memories) is being treated in subjects who are suffering from multiple-
event trauma (such as molestation or military combat), global psycho-
metrics such as Goal Attainment Scaling (GAS), the Standard Interview
of PTSD, the Minnesota Multiphasic Inventory (MMPI), and the Symp-
tom Checklist 90 (SCL-90) are not likely to detect changes. Further, clini-
cal observation indicates that if global measurements are used with mul-
tiple-event trauma, subjects should receive no less than 12 weeks of
EMDR treatment on a sufficient number of memories to represent all
the major clusters. Even more sessions may be needed to address sec-
ondary gains. This caveat applies equally to any treatment approach.

The only standardized measure generally used to assess the effects
of single-memory reprocessing is the Impact of Event Scale. However,
although this device may be used to measure change after the treatment
of one memory, subjects must be specifically instructed to rate the num-
ber of intrusions that are related only to the memory already targeted
and to ignore any other intrusions. This discrimination may be very dif-
ficult for multiple-trauma subjects. In addition, under these circum-
stances, if a single traumatic event out of many is successfully treated, al-
though intrusions of that specific memory may not be detected by the
Impact of Event Scale, other memories can continue to be troublesome
and influence the Avoidance subscale. In the case of EMDR, if the num-
ber of memories treated is sufficient, the Intrusion subscale of the Im-
pact of Event Scale may show an immediate effect, although the present
stimuli and a future template (see Chapter 8) will generally have to be
targeted (with adequate time for real-life exposure) in order to reveal a
treatment effect on the Avoidance subscale. This procedural sequence
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applies to all similar measures and is relevant to any PTSD treatment
method being evaluated.

Also valuable, and one of the few self-report measures that can de-
tect changes in a single target memory (out of many), is the SUD Scale.
It has been found to correlate with objective physiological indicators of
stress (Thyer, Papsdorf, Davis, & Vallecorsa, 1984) and has shown a
high concordance with other measures of treatment outcomes (Hyer,
1994a). The SUD Scale was also cited as one of the best indicators of
PTSD as assessed by the Structured Clinical Interview for DSM (SCID;
Keane, Thomas, Kaloupek, Lavori, & Orr, 1994).

Participant Selection

Research participants should meet reasonable criteria for the possibil-
ity of clinical change. For example, adequate clinical work with clients
cannot be done without first addressing potential secondary gains.
Clearly, participants who are in danger of losing their disability checks
or their insurance settlements when their PTSD is cured may be less re-
sponsive to any therapeutic procedure. Just as dual diagnoses and active
drug abuse are generally used as exclusion criteria, so too should sec-
ondary gains issues such as financial compensation disqualify prospec-
tive participants. The exception is any long-term experiment that tar-
gets these factors first. However, the establishment of new clinical
methodologies, whether EMDR or others, should not depend on ob-
taining substantial treatment effects with chronically impaired combat
veterans presently receiving disability compensation.

Comparative Research

Controlled comparative clinical outcome research with PTSD popula-
tions should use the most promising methods. Consequently, EMDR
should be tested against other standard treatments, such as direct thera-
peutic exposure, stress inoculation therapy, other cognitive behavioral
therapies, and selective serotonin reuptake inhibitors (SSRIs), judged
to be the most effective pharmaceuticals in the treatment of PTSD (Van
Etten & Taylor, 1998). The treatments should be compared with a
nontreatment control, when ethically possible (Kazdin, 1994). Evalua-
tions should be done on comparative efficacy, length of treatment, attri-
tion, maintenance, and generalization of effects, issues that are of vital
concern to clinicians in standard clinical practice. In addition, analyses
for treatment matching effects on key clinical variables should be con-
ducted, as it is not uncommon for random assignment to obscure an im-
portant differential treatment response (Smyth, de Jongh, Greenwald,
Rogers, & Maccio, 1999; for an example, see Cooney, Kadden, Litt, &
Getter, 1991).

� Theory, Research, and Clinical Implications � 343



Component Analyses

Component analyses can be useful to determine whether alterations to
the standard procedures and protocols of any approach enhance or de-
tract from treatment efficacy. Whenever individual aspects of clinical
treatments are evaluated and weighted for their contribution to clinical
outcomes, it is necessary to ensure that they are tested on a diagnosed
clinical population. Clearly, any complex procedure will give some clini-
cal benefit if only one of many components is removed. If the truncated
procedure is applied to a subclinical population, it is expected that the
possible benefits may be great enough to reduce the comparison effects
between the two conditions. That is, the amount of treatment and/or
number of components necessary to bring a subclinical population into
the “normal range” may be too small to produce significant observable
differences as compared with the treatment’s full procedures.

Inasmuch as diagnosed PTSD victims have been previously as-
sessed as resistant to treatment and placebo effects (Shalev et al., 1996;
Solomon et al., 1992), component analyses of clinical trauma treat-
ments should be conducted with a subset of this population. The pri-
mary consideration is that single-trauma victims are used in order to
make sure that a sufficient amount of change is possible on standard
global psychometrics in the short amount of treatment time usually af-
forded in research studies. Multiply traumatized combat veterans are
generally not good subjects for component analyses, given the issues of
secondary gain and the difficulty in judging the effects of treatment on
only one or two memories. These studies should, of course, include a
sufficient number of subjects to ensure statistical power. Because a sin-
gle component of a multicomponent treatment will likely demonstrate
only a small to moderate size effect, sample sizes for components analy-
sis studies must usually be larger than those for studies simply demon-
strating treatment efficacy (Kazdin, 1998). Measures should include
standard objective tests of therapeutic results in a large number of do-
mains (including behavioral measures) and should use treatment time
as one of the independent variables. Furthermore, component analyses
should be done in the context of the complete treatment methodology
and should include checks of treatment fidelity. It is also vital that the
appropriate hypotheses be tested and that the control conditions being
used are appropriately distinct (see extended section on EMDR compo-
nent analyses later in this section) .

CONTROLLED CLINICAL OUTCOME STUDIES OF
EMDR IN THE TREATMENT OF PTSD

I introduced EMDR in 1989 with a controlled study (Shapiro, 1989a,
1989b), as discussed in Chapter 1. Although originally named “EMD,” it
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is designated as an EMDR study because, as noted in the original arti-
cles, a variety of additional procedural elements were used but not de-
scribed due to page limitations. These augmentations of the described
method were maintained when the treatment became known as EMDR.
All trained researchers were taught the EMDR procedures, and those
researchers who relied on the 1989 articles (e.g., Montgomery &
Ayllon, 1994) can be said to have employed EMD. The initial study,
which attracted much attention, served the important purpose of stimu-
lating further investigation. Because of the small number of subjects
used, and because of other factors, the study was a preliminary one and
in need of confirmation by independent replications and careful clini-
cal observation.

Subsequent EMDR studies (reviewed in the following sections)
have been strengthened by the incorporation of more standardized
diagnostic criteria and symptom measures, as well as by a separation
between the therapist and the measurement of effects. Table 1 lists the
already published outcome studies (simple component analyses are not
included) and indicates the number of “gold standards” (Foa &
Meadows, 1997) met by each, in addition to others that appear to allow
an even more systematic evaluation (Maxfield & Hyer, in press). (These
standards are enumerated in the preceding section.) The rigor of these
studies compares well with those evaluating cognitive behavioral meth-
ods (Waller, Mulick, & Spates, 2000), indicating that the more rigorous
the study, the larger the clinical effect (Maxfield & Hyer, in press).

In the 12 years since the initial study there have been more pub-
lished reports in support of EMDR than of either systematic desensitiza-
tion or flooding in the treatment of PTSD during a comparable time pe-
riod (see Chapter 1). In fact, to date, more independent controlled
studies have been done on EMDR than on any other standardized
method used in the treatment of PTSD (see Van Etten & Taylor, 1998).
In the next section, I briefly review the published studies and then delin-
eate some of the flaws that should be avoided in future research.

The following randomized controlled EMDR studies have investi-
gated EMDR in the treatment of PTSD and posttraumatic stress.

Civilian Studies

1. Chemtob, Nakashima, Hamada, and Carlson (in press). This study
evaluated the effects of three sessions of EMDR using a lagged-groups
design with children suffering the aftereffects of Hurricane Iniki. Thirty-
two children who had not responded to previous treatments and who
met the diagnostic criteria for PTSD were randomly assigned to treat-
ment and delayed treatment conditions. The children were reported to
have shown no improvement for 3.5 years after the hurricane and 1 year
after the most recent attempts at treatment. Positive treatment fidelity
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checks were reported; there was no independent blind assessor. After
three sessions of EMDR, 56% of the children no longer met PTSD diag-
nostic criteria and clinical improvements were reported on inventories
of posttraumatic reactions, anxiety, and depression. These changes re-
mainedstable at a6-month follow-up. Inaddition, therewasamarkedre-
duction invisits to the schoolnurse in theyear following theEMDRtreat-
ment, as compared with previous years. This is the first controlled study
to evaluate the use of psychotherapy with PTSD-diagnosed children or
with victims of natural disaster, and it provides preliminary support for
EMDR’s effectiveness with traumatized children.

2. Devilly and Spence (1999). Although not evaluated in a random-
ized study, a treatment package, developed by the first author (and pri-
mary research therapist), termed Trauma Treatment Protocol (TTP),
was compared with EMDR. TTP is composed of prolonged imaginal ex-
posure, in vivo exposure, stress inoculation training (based upon Foa
et al., 1991) and additional cognitive restructuring procedures. Twenty-
three civilian subjects with PTSD were assigned in nonrandom blocks to
eight treatment sessions. After the initial session that provided an expla-
nation of the treatment, 31% of EMDR subjects dropped out, prior to re-
ceiving any EMDR. Both treatments were significantly effective on all
measures, but TTP was reported significantly more effective. Limita-
tions included lackofan independentblindassessorand lackof random-
ization. Although treatment integrity was reported as high, the descrip-
tion of the EMDR procedures used indicates a lack of conformity to
standardizedpractice,withmultipledeficiencies in treatmentdelivery.

3. Edmond, Rubin, and Wambach (1999). This study tested the effec-
tiveness of EMDR with adult female survivors of childhood sexual
abuse. No assessments of PTSD diagnosis were conducted. Treatment
fidelity was not assessed, and there was no independent blind assessor.
Fifty-nine women were assigned randomly to one of three conditions:
(1) individual EMDR, (2) routine individual treatment, or (3) delayed
treatment control. Six treatment sessions were provided, and both
treatment conditions were very effective in reducing symptoms of anxi-
ety, posttraumatic stress, and depression. Although the difference
between conditions was not significant at posttreatment, at 3-month
follow-up treatment gains were maintained only by the EMDR partici-
pants. They showed greater improvement on two of the four measures,
with large effect sizes suggestive of clinical significance.

4. Ironson, Freund, Strauss, and Williams (in press). A controlled study
compared EMDR and prolonged imaginal exposure therapy with trau-
ma victims in a field setting. Both therapies showed significant positive
effects. The dropout rate was significantly less in the EMDR group.
Seven of the ten EMDR clients were successfully treated in the three ac-
tive sessions, as compared with two of the twelve prolonged exposure cli-
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ents (i.e., 70% of EMDR vs. 17% of prolonged exposure clients success-
fully completed treatment in three sessions), based on a 70% reduction
of symptoms. Fidelity was reported as acceptable for both conditions.

5. Lee, Gavriel, Drummond, Richards, and Greenwald (in press). EMDR
was compared with a combination of stress inoculation therapy and
prolonged exposure (SITPE; Foa et al., 1999) for effectiveness. High
treatment fidelity was reported by experts in both conditions. Each of
the 22 subjects met the criteria for PTSD and were randomly assigned
to one of the treatment conditions. Each subject was also his own wait-
list control. A wide variety of outcome measures revealed clinically sig-
nificant improvement at posttreatment, and these gains were main-
tained at 3-month follow-up. EMDR was found to be more efficient than
SITPE, requiring far fewer homework hours. The only difference found
between treatments at posttest was on the Intrusion subscales of the
PTSD measures, with the EMDR group showing significantly greater
improvement. At follow-up, EMDR showed greater gains on all mea-
sures.

6. Marcus, Marquis, and Sakai (1997). This controlled study, funded
by Kaiser Permanente Hospital evaluated 67 individuals diagnosed with
PTSD. EMDR was found superior to standard Kaiser Care, which con-
sisted of cognitive, psychodynamic, or behavioral individual therapy
plus possible group therapy. Participants attended an unlimited num-
ber of 50-minute treatment sessions; the average number of EMDR ses-
sions was 6.5 which was significantly less than the 11.8 Kaiser sessions
(Marcus, Marquis, & Sakai, 2001). High treatment fidelity was assessed
prior to the study; the independent assessor was not blind to treatment
condition. EMDR produced significantly lower scores than standard
Kaiser Care, after three sessions and at posttreatment, on measures of
PTSD symptoms, depression, and anxiety. After three sessions, 50% of
the EMDR participants no longer met PTSD diagnostic criteria, as com-
pared with 20% of the standard care group. At posttreatment, 77% of
the EMDR group (including 100% of the single-trauma victims) no lon-
ger met the criteria for PTSD, as compared with 50% of the control
group. This field study indicates that EMDR may be superior to com-
monly used forms of treatment and has high external validity. Three-
and six-month follow-up indicated maintenance or increase of EMDR
effects (Marcus et al., 2000).

7. Renfrey and Spates (1994). This controlled component study as-
sessed the role of eye movements with 23 participants, 21 of whom had
met PTSD diagnostic criteria. Three forms of EMDR were compared:
EMDR with eye movements initiated by tracking a clinician’s finger,
EMDR with eye movements produced by tracking a light bar, and
EMDR using fixed visual attention. No fidelity checks were reported,
and there was no independent blind assessor. Participants attended two
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to six sessions. This study was hampered by the small number of sub-
jects (six to seven in each posttest cell), making statistical significance
improbable for a component analysis of this kind. All three conditions
produced positive changes on multiple measures, although the eye
movement conditions were termed “more efficient.” An elimination of
PTSD diagnosis in 85% of the eye movement groups, as compared with
57% in the fixation group, was achieved.

8. Rothbaum (1997). Eighteen adult female rape victims with PTSD
were randomly assigned to EMDR or a wait-list control group. Accept-
able treatment fidelity was reported, and there was a blind independent
assessor. After three EMDR treatment sessions, 90% of the participants
no longer met the full criteria for PTSD, as compared with 12% of the
wait-list group. The mean scores of the EMDR participants decreased to
within normal limits on instruments measuring posttraumatic stress,
depression, and dissociation. When the delayed treatment group re-
ceived EMDR, a similar response rate was reported.

9. Scheck, Schaeffer, and Gillette (1998). Sixty females aged 16 to 25,
screened for high-risk behavior and traumatic history, were randomly
assigned to two sessions of either EMDR or active listening. Seventy-
seven percent of the women were diagnosed with PTSD by a blind inde-
pendent assessor. Fidelity to treatment was assessed for some of the
clinicians prior to the study. Both treatment conditions resulted in
significant improvement on measures of posttraumatic symptoms, de-
pression, anxiety, and self-concept. The effects of EMDR were signifi-
cantly greater on all measures except self-concept. Treatment gains
were maintained at a 3-month follow-up for both groups. Although
treatment was comparatively brief, the EMDR-treated participants
came within the first standard deviation, as compared with nonpatient
norm groups, for all five measures used. The results support the posi-
tion that EMDR is superior to a condition that controls for some of the
nonspecific effects of treatment such as attention, therapeutic rapport,
and active listening.

10. Shapiro (1989a). The initial controlled study of 22 rape, moles-
tation, and combat victims compared EMDR and a modified flooding
procedure that was used as a placebo to control for exposure to the
memory and to the attention of the researcher. Positive treatment ef-
fects were obtained for the treatment and delayed treatment conditions
on SUDs and behavioral indicators, which were independently corrobo-
rated at 1- and 3-month follow-up sessions. This study was hampered by
the lack of standardized measures and lack of independent assessment
other than reports of behavioral changes by the referring therapist or
family members of the participants.

11. Vaughan, Armstrong, Gold, O’Connor, Jenneke, and Tarrier (1994).
In a controlled comparative study, 36 participants, 78% of whom were
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diagnosed with PTSD, were randomly assigned to treatments of (1)
imaginal exposure, (2) applied muscle relaxation, or (3) EMDR. Treat-
ment consisted of three to five sessions, with 60 and 40 minutes of addi-
tional daily homework over a 2- to 3-week period for the image expo-
sure and muscle relaxation groups, respectively, and no additional
homework for the EMDR group. No treatment fidelity checks were re-
ported; assessment measures were administered by a blind indepen-
dent assessor. All treatments led to significant decreases in PTSD symp-
toms for subjects in the treatment groups, as compared with those on a
wait-list, with a greater reduction in the EMDR group, particularly with
respect to intrusive symptoms. At follow-up, 70% of the PTSD subjects
no longer met PTSD diagnostic criteria.

12. D. Wilson, Silver Covi, and Foster (1996). This controlled study
explored the effectiveness of dual stimulation. Eighteen subjects suffer-
ing from PTSD were randomly assigned to one session of eye move-
ment, hand tap, or exposure-only conditions. High fidelity to treatment
had been previously assessed. Significant differences were found with
the use of physiological measures (including galvanic skin response,
skin temperature, and heart rate) and the SUD Scale. The results re-
vealed, for the eye movement condition only, a one-session desensitiza-
tion of subject distress and an automatically elicited and seemingly com-
pelled relaxation response, which arose during the eye movement sets.
The study was hampered by the lack of a standardized diagnostic and as-
sessments of symptoms.

13. S. Wilson, Becker, and Tinker (1995, 1997). A controlled study
randomly assigned 80 trauma subjects (37 diagnosed with PTSD) to
treatment or delayed-treatment EMDR conditions and to one of five
trained clinicians. A blind independent assessor administered all self-
report measures at pre- and posttreatment and at a 3-month follow-up.
High fidelity to treatment had been previously assessed for many of the
participating clinicians. Significant differences were found between
EMDR and wait-list groups on standardized measures of PTSD symp-
toms, depression, and anxiety at posttreatment and a 3-month follow-
up. This improvement was also clinically significant, with the means for
all measures moving into a normal range. Treatment gains were stron-
gest on those measures specifically related to trauma. When treatment
was provided to the wait-list group, treatment effects were replicated,
with significant effects on all measures. In a 15-month follow-up study,
67 participants were reevaluated by the independent assessor, with 32
of the original 37 PTSD participants included. Effects were equally
large for subjects who had and who had not been diagnosed with PTSD.
The assessment was not blind, as all subjects had received EMDR treat-
ment by this time and there was no longer a control group. There was
an 84% reduction in PTSD diagnosis as compared with pretreatment.
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Studies of Combat Veterans

1. Boudewyns, Stwertka, Hyer, Albrecht, and Sperr (1993). A pilot study
randomly assigned 20 chronic inpatient veterans to two sessions of
EMDR + group, EMDR-with-eyes-closed + group, and group therapy
conditions and found significant positive results with EMDR for self-
reported distress levels and therapist assessment. No changes were
found in standardized and physiological measures, a result attributed
by the authors to insufficient treatment time, considering the second-
ary gains of the subjects who were receiving compensation. Results
were considered positive enough to warrant further extensive study,
which has been funded by the Veterans Administration (VA). No fidel-
ity check was reported for the study.

2. Boudewyns and Hyer (1996). Sixty-one combat veterans with
chronic PTSD were randomly assigned to one of three conditions:
EMDR + group, EMDR-with-eyes-closed + group, and group therapy.
Every participant received eight sessions of group therapy, and the
EMDR and eyes-closed (EC) conditions also received five to seven treat-
ment sessions of either EMDR or EC. This study was hampered by the
insufficient treatment time, which allowed for treating only one or two
memories in this multiply traumatized population. In this study, fidelity
to treatment was reported as variable by an external assessor, and cli-
ents were assessed by a blind independent evaluator. Participants in all
three conditions improved significantly on a structured interview mea-
suring PTSD symptoms, with no group differences. Subjects in the
EMDR-with-eyes-closed and EMDR conditions showed superior im-
provement on mood and physiological measures, as compared with
group therapy controls. This study indicated that the addition of EMDR
or EC to group treatment may improve outcome.

3. Carlson, Chemtob, Rusnak, Hedlund, and Muraoka (1998). This
study tested the effect of EMDR on 35 chronic combat veterans suffer-
ing from PTSD since the Vietnam War. Positive clinical fidelity to treat-
ment was externally assessed. Client assessment was completed by the
therapists, and by an independent blind assessor at a 9-month follow-
up. Within 12 sessions, participants showed substantial clinical im-
provement, with a number becoming symptom-free. There was a de-
crease in PTSD diagnosis of 78% in the EMDR condition. EMDR
proved superior to biofeedback relaxation and to routine VA clinical
care. Results were independently evaluated on measures of PTSD, anxi-
ety, and depression. This is the only study of combat veterans to achieve
acceptable fidelity and to use the number of EMDR sessions suggested
for this population (see Chapter 11).

4. Devilly, Spence and Rapee (1998). This study tested the effect of
EMDR on 51 Vietnam combat veterans in a study with incomplete ran-
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domization. EMDR was compared with EMDR-with-eyes-fixed and stan-
dard psychiatric support. The study was hampered by the provision of
only two sessions of treatment to this multiply traumatized population;
fidelity checks were not reported but fidelity to treatment was question-
able based on the described procedures. At posttreatment all groups
showed significant improvement on measures of PTSD, depression,
anxiety, and problem coping. There were no differences between the
three groups. Measures of reliable change indicated that 67% of the
EMDR group, 42% of the EMDR-with-eyes-fixed group, and 10% of the
standard care group were reliably improved.

5. Jensen (1994). Twenty-five Vietnam combat veterans suffering
from PTSD were randomly assigned to a wait-list condition or two ses-
sions of EMDR. The intern researchers reported low fidelity checks of
adherence to the EMDR protocol and poor skill in application. The
study was also hampered by an insufficient amount of treatment time
for these multiply traumatized veterans The veterans showed reduced
SUD ratings, but no improvement on a diagnostic measure.

6. Pitman, Orr, Altman, Longpre, Poire, and Macklin (1996a); Macklin,
Metzger, Lasko, Berry, Orr, and Pitman (2000). In a controlled component
analysis study of 17 chronic outpatient veterans, using a crossover de-
sign, participants were randomly divided into two EMDR groups, one
using eye movement and one using a combination of forced eye fixa-
tion, hand taps, and the therapist hand movement across the patient’s
line of vision. Treatment fidelity was judged as variable by an external
assessor. Six sessions were administered for a single memory in each
condition. The study was hampered by the small sample and the treat-
ment of only 1 to 2 memories in this multiply traumatized population.
Both groups showed significant decreases in self-reported distress, in-
trusion, and avoidance symptoms. An analysis 5 years later (Macklin et
al., 2000), which did not control for other treatment subsequent to this
study, assessed 13 of the 1996 study participants. It determined that the
moderate improvement originally shown by these veterans had dimin-
ished and that all still met PTSD diagnostic criteria.

7. Rogers, Silver, Goss, Obenchain, Willis, and Whitney (1999). This
study was designed primarily as a process report to compare EMDR
and exposure. High fidelity to treatment was established, and there
was a blind independent evaluator. Twelve combat veterans received
either a single session of exposure or EMDR that focused on the most
disturbing event. Both conditions showed improvement on the Im-
pact of Event scale, which was modified to measure changes specific
to the incident. EMDR treatment resulted in greater positive changes
in the level of in-session distress and self-monitored intrusive recollec-
tions.
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Methodological Problems in EMDR
Outcome Studies

Although most of these studies obtained clinically positive results, in
the following paragraphs I indicate some of the methodological prob-
lems I hope will be addressed in future studies of EMDR. Expanding on
the discussion of research parameters reviewed in a previous section, I
discuss the lack of treatment fidelity (i.e., how well the procedure is ad-
ministered), the lack of appropriate clinical assessment measures (eval-
uation tools), and the lack of sufficient treatment time for subjects with
secondary gain issues.

Treatment Fidelity and Protocol Adherence

Some published research on EMDR has not conformed to the way the
method is used in clinical practice. For instance, in two non-PTSD stud-
ies (not shown in Table 1), researchers untrained in the method and us-
ing only a restricted number of directed eye movements nevertheless
drew conclusions about the entire method (Sanderson & Carpenter,
1992; Tallis & Smith, 1994). Both of these studies reported effects that
were essentially equivalent to those achieved in simple exposure.

Although these studies may allow for conjectures about the efficacy
of isolated and restricted eye movements, the results shed no light on
the use of the overall EMDR method. As this book makes clear, EMDR
is a complex methodology that entails much more than directed eye
movements. Furthermore, to maximize effects in clinical practice, the
eye movements must be tailored to the client. As we have seen, some cli-
ents do not respond to certain eye directions or speeds and others re-
quire that the eye movements be systematically altered during the
course of therapy if treatment effects are to continue.

It is not surprising, therefore, that studies by researchers who are
untrained in EMDR and who use four to seven sets of eye movements
that are restricted to the same direction, rate, and number report only
marginal improvement in their subjects. The Sanderson and Carpenter
(1992) study of nondiagnosed phobic clients, for example, reported a
decrease of distress equivalent to only 2 SUD Scale units after seven sets
(and less than 3 minutes) of restricted eye movements. Their results led
some reviewers to conclude that phobic clients could not achieve sub-
stantial relief with EMDR (e.g., Lohr, Kleinknecht, Tolin, & Barrett,
1995). This erroneous conclusion was compounded by an additional
case report (Acierno, Tremont, Last, & Montgomery, 1994) of a
multiphobic subject who was also treated unsuccessfully with restricted
eye movements. In addition, these researchers inaccurately imple-
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mented the procedure described in my early articles (Shapiro, 1989a,
1989b), in that the subject was instructed to relax after each set and
treatment was not commenced until physiological measures returned
to baseline (thereby repeatedly interrupting the free-association pro-
cess). Predictably, no significant positive results were obtained. On the
other hand, researchers who used the designated protocols achieved
positive results (e.g., De Jongh et al., 1999) A comprehensive review of
the published phobia studies indicated that those researchers using
more than half the standardized EMDR phobia procedures attained
complete remissions of phobic response. Those who used less than one-
half achieved mixed results (Shapiro, 1999)

Even trained researchers should be subject to validity checks on
their use of the method, inasmuch as training alone does not guaran-
tee competence and treatment integrity. For instance, validity checks
reported in a component analysis study (Pitman et al., 1996a), re-
vealed variable treatment fidelity and a positive correlation between
how well the method was used and the magnitude of the treatment ef-
fect. In addition, a study by two inexperienced interns (Jensen, 1994)
reported a low fidelity evaluation, which explicitly warned them be-
fore the study was completed that they were exploring difficult and
complex areas without following the protocols for treating these is-
sues (Lipke, 1999). Other studies that did not use expert fidelity as-
sessment also have comparatively limited worth in defining outcomes
and should be regarded as pilot data only (e.g., Devilly & Spence,
1999; Vaughn et al., 1994). It is vital that these limitations be men-
tioned in the publications themselves in order to alert readers to a po-
tential confound.

Evaluation Tools

Standard psychometrics that are incapable of reflecting successful treat-
ment results have been used in some studies. Unfortunately, there is a
general lack of standard psychometrics capable of revealing therapeutic
change when a single memory out of many is reprocessed. For example,
although the Boudewyns et al. (1993), Devilly et al. (1998), and Jensen
(1994) studies found a reduction in subjects’ SUD level for the treated
memory, their other measures were global (e.g., the M-PTSD), which
are insensitive to therapeutic improvement when only one of a dozen
traumatic combat memories has actually been treated (Fairbank &
Keane, 1982) and only two sessions employed. When physiological
measures are used, they should be determined, prior to the treatment
study in which they are used, to be sensitive to the therapeutic shifts pos-
sible within the treatment time allotted in the study. For this reason,
physiological measures may not be adequate representations of the
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treatment of only one memory in multiply traumatized populations. In
any case, it is also necessary to judge what the emotion is that is reflected
in the physiological response. Differences in galvanic skin response, for
instance, may not discriminate between affects of fear, excitement, and
anger.

Treatment Time

The participants used in some of the EMDR research may have too
many secondary gain issues to allow an accurate assessment of psycho-
logical methods in only a few sessions. When combat veterans with
chronic PTSD are engaged as research subjects, it is mandatory that a
sufficient number of sessions (e.g., 12) are used to allow comprehensive
treatment. The only controlled research to meet this criterion (Carlson
et al., 1998) resulted in substantial effect and a 78% elimination of
PTSD diagnosis. The other studies with combat veterans used only two
sessions and/or treated only one or two memories. The sizes of the ef-
fects in these studies (Boudewyns et al., 1993; Boudewyns & Hyer, 1996;
Devilly & Spence, 1999; Jensen, 1994; Pitman et al., 1996a) must be eval-
uated with this condition in mind. Unfortunately, as most clinicians
would attest, the secondary gains (e.g., VA benefits) that are frequently
a part of life for these individuals (as noted in Chapters 4 and 11) must
be addressed before anything more than small or uneven treatment ef-
fects can be expected. It should be underscored that the outcomes of
some of the previously mentioned EMDR combat veteran studies (e.g.,
Boudewyns & Hyer, 1996; Pitman et al., 1996a) are similar to those re-
ported in the cognitive–behavioral literature (e.g., Keane et al., 1989;
see Pitman et al., 1996a, 1996b). However, the research procedures and
outcomes are inconsistent with standard EMDR clinical practice. To at-
tain the substantial effects that have been reported with this population
(see Carlson et al., 1998; Lipke, 2000; Silver & Rogers, in press) a full
course of treatment is necessary. For instance, although a pilot study by
Cerone (2000) has reported a significant alleviation of guilt, assessed
with standardized measures in relationship to a single targeted event, a
comprehensive alleviation of symptoms with this population would re-
quire comprehensive treatment of multiple memories. Given the re-
ported resistance of guilt-related memories to standard cognitive–
behavioral treatments (Kubany, 1997; Kubany & Manke, 1995; Pitman
et al., 1991; Meadows & Foa, 1998), the findings of this pilot study
should be rigorously examined with a full course of treatment. Simi-
larly, when survivors of extensive childhood abuse are used as research
subjects, they may require substantial work in the preparation phase to
achieve stabilization (Korn & Leeds, in press; Leeds & Shapiro, 2000)
and several months of treatment (see Marcus et al., 1997).
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The Comparison of EMDR
and Other PTSD Treatments

To date, direct comparisons have been made between EMDR and (1)
wait list controls (Rothbaum, 1997; S. Wilson et al., 1995, 1997), (2) the
standard care regimen of the Veterans Administration Medical Centers
(Boudewyns & Hyer, 1996, Jensen, 1994), (3) biofeedback-assisted re-
laxation (Carlson et al., 1998), (4) simple relaxation (Vaughan et al.,
1994), (5) active listening (Scheck et al., 1998), (6) various forms of
individual psychotherapy (e.g., exposure, cognitive, psychodynamic)
used at an HMO (Marcus et al., 1997), (7) several types of exposure
therapy (Vaughan, Armstrong, et al., 1994; Ironson et al., in press;
McFarlane, 2000; Rogers et al., 1999), and (8) combined exposure and
cognitive therapy (Devilly & Spence, 1999; Lee et al., in press; Power,
McGoldrick, & Brown, 1999). Contrary to the inferences of some re-
viewers (e.g., Lohr et al., 1998), this range of comparisons is similar to
that found with other extant forms of PTSD therapy (Spates et al., 2000;
Waller et al., 2000). Thus, investigators have compared (1) exposure
therapy with wait-list controls (Keane et al., 1989), (2) exposure therapy
with VA Medical Center standard care (Boudewyns et al., 1990;
Boudewyns & Hyer, 1990; Cooper & Clum, 1989), (3) exposure and
stress inoculation therapies with each other and with supportive coun-
seling or wait-list controls (Foa, Rothbaum, Riggs, & Murdock 1991;
Foa et al., 1999), and (4) exposure and cognitive restructuring therapies
with each other, both with and without relaxation controls (Marks et al.,
1998; Tarrier et al., 1999).

Although the results of both EMDR and non-EMDR studies using
combat veteran subjects have generally been marred by methodological
problems (Feske, 1998; Shapiro, 1995; Solomon et al., 1992), EMDR
and non-EMDR studies of civilian subjects are unambiguous. In all but
one of the EMDR civilian studies (Devilly & Spence, 1999), EMDR was
found superior to its control conditions. In the CBT civilian studies, al-
though exposure and stress inoculation therapy were shown to be
equivalent, both were superior to supportive counseling or a wait-list
control (Foa et al., 1991, 1999). Likewise, exposure and cognitive ther-
apy were equivalent, but superior to relaxation (Marks et al., 1998).

As shown in Table 1, among the most experimentally rigorous pub-
lished EMDR studies so far are those by Lee et al, (in press), Marcus et
al. (1997), Rothbaum (1997), Scheck et al. (1997), and S. Wilson et al.
(1995, 1997). These experiments, with civilian PTSD subjects, found
that 3 to 5 hours of EMDR treatment were sufficient to produce PTSD
remission rates of 77–90% and/or a reduction in symptoms to within 1
standard deviation of normal means on multiple measures (see
Maxfield & Hyer, in press). The only exception to the positive results re-
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ported in all the civilian EMDR studies are those reported in the study
by Devilly and Spence (1999), which suffered from serious short-
comings (see Table 1), including a lack of randomization of subjects
into conditions, failure to include an expert fidelity assessment, and
nonstandardized administration of psychometrics (see Chemtob et al.,
2000; Maxfield & Hyer, in press). Other studies in which EMDR was
compared with a cognitive–behavioral comparison condition have
found EMDR superior on some measures and equivalent on others
(Ironson et al., in press; Lee et al., in press; McFarlane, 2000; Power et
al., 1999; Rogers et al., 1999; Vaughan, Armstrong, et al., 1994) in gen-
erally less treatment time.

A meta-analysis by Van Etten and Taylor (1998) of all the extant
PTSD treatments revealed behavior therapy, SSRIs, and EMDR to be
the most effective modalities. It may be concluded from this outcome
that it is with these other treatments that EMDR should be compared in
the future. Van Etten & Taylor (1998) also concluded that EMDR ap-
pears to be “the more efficient” form of therapy (p. 140, italics added).
Questions of efficacy and efficiency are best answered, however, not by
meta-analyses, but by head-to-head comparisons of contending
treatments. Unfortunately, it is extremely difficult to decide which
cognitive–behavioral protocols to use in such comparisons, inasmuch
as no two behavioral studies by independent research teams have used
precisely the same protocol.

The protocol for EMDR, including standardized assessment and
target elements for distant or recent trauma, brief periods of directed
attention and “exposure” to a targeted traumatic memory, elements of
free association and cognitive restructuring, bilateral stimulation in-
volving the eyes, as well as other sensory modalities (e.g., rhythmic tap-
ping), has been unchanged since 1990 (Shapiro, 1991a, 1991b, 1991c,
1991d). All of these codified procedures were published in 1995 by
Shapiro (1995a) and have remained substantially the same in this
volume (2001). In contrast, however, the protocols for cognitive–
behavioral treatments of PTSD have undergone a myriad of changes
over the years. For instance, when the first exposure treatment for civil-
ian PTSD was submitted to experimental test (Foa et al., 1991), it was
recommended that seven 90-minute imaginal exposure sessions with
daily prescribed homework of imaginal exposure be used, together
with some in vivo exposure homework at the discretion of the therapist.
The 25 hours of combined exposure therapy and homework resulted in
the remission of PTSD in 55% of the cases. Tarrier et al. (1999) later
modified the Foa protocol by using 16 one-hour sessions and adding a
specific hierarchy regimen for some of the subjects. In addition, they
eliminated the homework portion. Like Foa et al. (1991), they reported
an elimination of the PTSD diagnosis in approximately 60% of their
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subjects. The relative impact of the shift in direct exposure hours, re-
moval of the homework assignments, and the introduction of a hierar-
chy has not been investigated.

The only other comparative study of exposure therapy for PTSD
was conducted by Marks et al. (1998). These investigators employed
pure imaginal exposure therapy, together with therapist assisted in vivo
exposure in ten 90-minute treatment sessions over a 16-week period,
and, in addition, requested subjects to spend a hour a day in a specific
form of either imaginal or in vivo homework. The total time that sub-
jects underwent exposure in this protocol varied, with a reported 65%
mean compliance rate for the 112 prescribed hours of exposure home-
work. A 50% or better compliance rate was reported to be correlated
with the positive treatment effects. The investigators reported that their
form of exposure therapy eliminated the PTSD diagnosis in 75% of
their subjects. The relative impact of the therapist-assisted in vivo expo-
sure, the additional prescribed homework, and the imaginal exposure
used in the Foa and Tarrier protocols has not been investigated.

As in the studies of exposure therapy, each of the three experimen-
tal evaluations of cognitive therapy for PTSD (Foa et al., 1991, 1999;
Marks et al., 1998; Tarrier et al., 1999) made use of a different protocol.
The study by Marks et al. (1998) was the most successful, obtaining an
75% remission rate of PTSD as the result of 10 sessions and approxi-
mately 73 hours of homework (a 65% compliance rate). Like the studies
described earlier, each of the five experiments (Devilly & Spence, 1999;
Echeburua, de Corral, Zubizaretta, & Sarasua, 1997; Foa et al., 1999;
Glynn et al., 1999; Marks et al., 1998) that examined cognitive–
behavioral treatment combinations (i.e., forms of exposure plus forms of
cognitive therapy) in the treatment of PTSD used a different protocol.
That is, various forms of and lengths of imaginal and/or in vivo expo-
sure together with various forms of cognitive restructuring, cognitive
challenges, or stress inoculation techniques were combined in varying
treatment and homework combinations. Each distinctive protocol was
formulated by the research team testing the procedures and has yet to
be independently examined.

It should be obvious that to determine the relative efficacy of
EMDR and cognitive–behavioral therapy it is necessary to compare the
two methods against each another in the same experiment. However, to
effect such a comparison of EMDR and the cognitive–behavioral thera-
pies, it seems necessary to replicate a standardized exposure and cogni-
tive therapy protocol so that multiple independent researchers employ
the same treatment procedures. It is also important to test the various
treatments in a manner that takes into consideration the exigencies of
clinical reality. For example, although the experimental evidence re-
ported earlier (Marks et al., 1998) indicates that higher remission rates
are achieved by including therapist-assisted in vivo exposure, one must

358 � EMDR �



ask whether such exposure outside the clinical office is a viable choice
for the practicing clinician. Furthermore, although there is experimen-
tal evidence that PTSD remission rates are increased by homework
compliance (Marks et al., 1998; Richards et al., 1994; Scott & Stradling,
1997), it is also known that such compliance is lower in a clinical setting
than in a research setting (Scott & Stradling, 1997). Also worthy of con-
sideration is the fact, noted by Marks and colleagues (1998; Richards et
al., 1994) that the research therapists reported a high degree of per-
sonal distress in the process of employing the exposure therapies.

Suggested Criteria for Comparative Clinical
Outcome Studies

These concerns, and others, lead to the following suggestions for the
appropriate comparative testing of the extant methods:

1. Investigators should attempt to standardize the exposure and
cognitive therapies that have been advocated for clinical use so that the
same protocols can be tested experimentally by independent research-
ers.

2. Such research should adhere to the “gold standards” advocated
by Foa and Meadows (1997) and expanded by Maxfield and Hyer (in
press). It is especially important that experiments include fidelity assess-
ment to verify that the protocol being examined in the study is actually
the one currently advocated for and used by practicing clinicians. Oth-
erwise, the results from the laboratory may have little or no bearing on
clinical practice. It is also necessary that researchers be knowledgeable
of the principles, procedures, and protocols as they apply to the specific
population being evaluated.

3. Investigators examining exposure therapy, cognitive therapy,
SSRIs, and EMDR should give special attention to efficacy, effective-
ness, efficiency, and attrition, as well as clinician and client preference
(e.g., tolerance and comfort) for the type of therapy being used.

4. Studies should include follow-up tests of therapeutic effective-
ness (preferably at more than one postexperiment interval) to deter-
mine the longevity of effects. This concern is especially relevant to stud-
ies testing pharmaceutical agents for which follow-up studies with
PTSD populations have usually been lacking (see van Etten & Taylor,
1998). It is also important for these studies to include measurements of
the degree to which treatment effects are maintained after subjects
have been weaned from their medication. These poststudy measures
are not only of scientific interest, but will provide information that may
reduce the likelihood that clinical patients will be exposed to the poten-
tial hazardous effects of prolonged use of psychotropic agents.

5. When possible, the research team should include practicing cli-
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nicians in actual field settings to maximize the external validity of the
study. To date, this safeguard has been applied in five EMDR studies
(Chemtob et al., in press, Ironson et al., in press; Marcus et al., 1997;
Scheck et al., 1998; S. Wilson et al., 1995) and numerous pharmaceuti-
cal studies (e.g., Brady et al., 2000; Davidson et al., 1990; Kosten, Frank,
Dan, McDougle, & Giller, 1991).

6. Studies should employ the number of treatment sessions appro-
priate for the clinical population being tested. For example, for multi-
ply traumatized subjects (e.g., combat veterans) the use of 12 90-minute
sessions would be much more likely of success than the use of 3 to 6 ses-
sions, the dose recommended for single-trauma victims (see Maxfield &
Hyer, in press; Shapiro, 1995, 1999).

7. Studies should include tests of the clinical effects of their proce-
dures not only on the overt clinical symptoms (e.g., intrusive thoughts)
but also on a number of the more global personal characteristics. Exam-
ples of the latter are self-attribution, self-efficacy, behavioral shifts that
affect family, social and employment domains, and overall life goal at-
tainment.

8. Ideally, investigators should attempt to collect neurophysio-
logical and neurobiological data in order to illuminate the underlying
mechanisms on which the effects of trauma and alternative paths to
healing are based (e.g., Heber et al., in press; Lansing et al., 2000; Levin
et al., 1999).

9. Studies should entail a sufficient number of subjects to conduct
internal analyses that will identify the characteristics of the subjects who
respond differentially to the comparison conditions It is important to
begin to establish parameters to determine which different treatments
can best be offered to individual clients seeking therapy.

DIVERSE CLINICAL APPLICATIONS

Because it is clear that many presenting complaints are based on or
greatly influenced by earlier disturbing life events, it is not surprising
that EMDR has found wide application beyond PTSD. According to the
Adaptive Information Processing model that guides EMDR practice,
these memories, like those identified as pivotal for the PTSD sufferer,
are stored in “state-specific form” (see van der Kolk, Greenberg, Boyd,
& Krystal, 1985). That is, they include affective, physiological, and cog-
nitive elements experienced at the time of the original event (Shapiro,
1995, 1998, 1999, in press-a). Evidence that EMDR is a useful treatment
for the traumatic memories of both those suffering from PTSD and
those whose symptoms do not qualify them for this diagnosis has been
reported by several relatively large controlled studies (e.g., Scheck et al.,
1998; S. Wilson et al., 1995, 1997; S. Wilson, Becker, Tinker, & Logan,
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in press). Their investigators have reported an inability to detect any
discernable differences in EMDR treatment effects between PTSD and
non-PTSD subjects on a wide range of psychometric measures (e.g.,
anxiety, depression, somatization; see also Appendix D).

Although positive case histories have been published on the use of
EMDR to treat (1) personality disorders (Fensterheim, 1996a; Korn &
Leeds, in press; Manfield, 1998), (2) dissociative disorders (Lazrove &
Fine, 1996; Paulsen, 1995; Twombly, 2000), (3) anxiety disorders (De
Jongh & Ten Broeke, 1998; De Jongh et al., 1999; Goldstein & Feske,
1994; Nadler, 1996; Shapiro & Forrest, 1997), and (4) somatoform disor-
ders (Brown, McGoldrick, & Buchanan, 1997; Grant & Threlfo, in press;
Phillips, 2000), controlled research is needed to confirm these reports.
For instance, Brown et al. (1997) evaluated the application of EMDR in
seven consecutive cases of body dysmorphic disorder (BDD), which has
been reported to necessitate 8 to 20 sessions of cognitive–behavioral
therapy, with mixed results (Neziroglu, McKay, Todaro, & Yaryura-
Tobias, 1996; Veale et al., 1996; Wilhelm, Otto, Lohr, & Deckersbach,
1999). In contrast, Brown et al. (1997) reported the elimination of BDD
in five of the seven consecutive cases as the result of one to three EMDR
sessions through the processing of the etiological memory.

In designing the appropriate controlled research, however, it is im-
portant to evaluate the entire EMDR protocol within the context of the
potential special needs of the particular population. Although the re-
sults of Brown et al. (1997) indicate that EMDR holds promise for the
treatment of BDD, future controlled research should include a greater
number of sessions in order to evaluate the more comprehensive clini-
cal picture. It is important, for example, to specify the degree to which
the standard PTSD protocol is effective with this population, and
whether or not special adjustment of targeting and preparation is
needed, given the remaining symptomology, and the two subjects who
did not respond to treatment. All procedural alterations of the standard
EMDR protocols should also be rigorously evaluated (Shapiro, 2001).

Unfortunately, many published EMDR studies have been seriously
compromised by their failure to use the complete EMDR approach.
A meta-analysis (Shapiro, 1999) demonstrated that most of the pub-
lished phobia studies (e.g., Bates, McGlynn, Montgomery, & Mattke,
1996; Lohr, Tolin, et al., 1995, 1996; Muris & Merckelbach, 1997;
Muris, Merckelbach, van Haaften, & Nayer, 1997; Muris, Merkelbach,
Holdrinet, & Sijsenaar, 1998) used only 1 to 3 steps of the 8- to 11-step
phobia protocol (Shapiro, 1995, 1999). This widespread failure to ad-
here to the entire set of prescribed EMDR procedures is especially dis-
appointing inasmuch as it has been in existence since 1991 and readily
available since its publication in the previous edition of this text in 1995.
It is, however, reminiscent of the situation that confronted Joseph
Wolpe with respect to his innovative procedure of systematic desensiti-
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zation. Wolpe (1990) reported that many studies of systematic desensi-
tization were fatally marred by the incomplete administration of his
prescribed procedures, and that an independent examination of re-
search results had indicated a correlation between treatment fidelity
and clinical outcomes.

Given the exigencies of research (e.g., time considerations, con-
straints on both experimenter and subject), it is undoubtedly tempting
to abbreviate a clinical procedure vis-à-vis its prescribed form in the
hope that its essence will remain. Unfortunately, such a truncation may
serve to vitiate the procedure, at least for certain clinical populations.
For instance, by deleting the comprehensive history-taking and prepa-
ration phases of the standard EMDR procedure, investigators deny
themselves the opportunity to assess the subjects’ abilities to use various
self-control techniques, abilities that may well be a prerequisite for the
successful processing of information (see also Rubin, 1999).

As described in this volume and the previous edition (1995, p. 92):
“If the client is unable to use such self-control techniques, EMDR treat-
ment should not be attempted. Clinicians should experiment with alter-
native methods until the client is able to reduce significant levels of dis-
turbance. Inability to reduce disturbance can justifiably add to the
client’s fear when dysfunctional material is accessed, and can severely
hamper positive treatment effects.” For all clients these procedures are
recommended for in-session and between-session use, “on a daily basis
and to provide relief” (p. 92) in order to mitigate any disturbance from
spontaneousprocessingandany invivo triggeringofanxiety. It is further
stated: “The use of self control techniques is particularly important with
phobic clients. . . . The client should practice these techniques in the of-
fice until she has achieved a degree of self-mastery and feels she can han-
dle a certain level of anxiety and fear with a measure of confidence” (p.
223). Thus, it may not be coincidental that most of the published studies
of anxiety disorders that have obtained only marginal or moderate suc-
cess eliminated or truncated this phase in their application of EMDR.

The differential effects of utilizing only one session for the prepara-
tion phase in time-controlled research, instead of a more clinically
based open-ended approach, may be particularly serious with certain
types of anxiety disorders. For instance, although promising positive ef-
fects have been reported in studies of panic-disordered clients (Feske &
Goldstein, 1997; Goldstein & Feske, 1994), this was not the case in a
study of panic-disordered clients with agoraphobia (Goldstein, de
Beurs, Chambless, & Wilson, 2001). As noted by its principal investiga-
tor (Goldstein, personal communication, September 3, 2000):

Evidenceofconsistentwithin-sessionprocessing thathasbeenevidentwith
adult onset PTSD clients that I have seen in therapy was not observed with
clients in this study (Goldstein, deBeurs, Chambless, & Wilson). Some cli-
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ents showed good within-session processing, but, on the whole, the clients
processed slowly and incompletely. Some clients would go through a com-
plete session without a decrement in emotional reaction to the beginning
scene, even though they were emotionally aroused throughout.

This raises thequestionofhowagoraphobic clients aredifferent, from
people with PTSD for example, in ways that might affect the process and
outcome of EMDR treatment. Possible explanations include observations
that people with agoraphobia are more avoidant of intense affect, that they
have highly diffused fear networks, and that they have difficulty making ac-
curate cause–effect attribution for anxiety and fear responses. It is my be-
lief that they often come into therapy feeling overwhelmed and confused
by seemingly inexplicable forces. The first order of business in therapy is to
provide a lot of structure, reassurance and to focus on concrete anxiety
management skills. In the early stage of therapy, perhaps they are not ready
to engage in a process that is as emotionally provocative as is EMDR.

It appears clear from the preceding communication that future
studies of EMDR with agoraphobic clients must include a full prepara-
tion phase, which may last over multiple sessions, because its absence
may have resulted in the inability to implement the rest of the protocol.
It is unknown what other populations may be similarly affected. On the
other hand, it may be that certain anxiety disorders are more amenable
to exposure treatments and others are more amenable to EMDR, per-
haps because the symptoms are more imbedded by traumatically stored
etiology. Only careful articulation of experimental hypotheses, along
with research that duplicates standard clinical care, will be able to ad-
dress these issues appropriately.

To reiterate, EMDR was designed as an integrative approach incor-
porating aspects of psychodynamic (Fensterheim, 1996a; Solomon &
Neborsky, in press; Wachtel, in press), cognitive–behavioral (Fensterheim,
1996a, b; Smyth & Poole, in press; Young et al., in press), experiential
(Bohart & Greenberg, in press), and physiological or body-oriented
(Siegel, in press; van der Kolk, in press) therapeutic approaches. As
such, eliminating or truncating any of the procedural steps of EMDR or
otherwise altering its standardized protocols may well be detrimental to
its therapeutic effectiveness, particularly with certain individuals or
clinical populations. Prudence seems to dictate, therefore, that the ini-
tial test of EMDR with a given population should be done with all phases
and procedures intact before any dismantling is contemplated.

WEIGHTING OF ACTIVE COMPONENTS

Component analyses have suffered from inappropriate control condi-
tions, inappropriate subject populations, and inadequate number of
subjects. Now that EMDR has been confirmed as an empirically sup-
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ported treatment for PTSD (Chambless et al., 1998; Chemtob et al.,
2000; Van Etten & Taylor, 1998; Waller et al., 2000), it is appropriate to
ask about the relative importance of the various components of the proce-
dure as applied to this population (Kazdin, 1998). As noted in the Inter-
national Society for Traumatic Stress Studies (ISTSS) treatment guide-
line summary, “Research suggests that EMDR is an effective treatment
for PTSD. Whether its efficacy stems from the fact that it is yet another
variant of exposure therapy (with some ingredients of cognitive ther-
apy) or that it is based on new principles is unclear” (Shalev, Friedman,
Foa, & Keane, 2000, p. 366). This question is of particular interest be-
cause, contrary to the principle and practice long espoused in the litera-
ture on exposure therapy (Boudewyns & Hyer, 1996; Chaplin & Levine,
1981; Chemtob et al., 2000; Foa et al., 1989; Lyons & Scotti, 1995;
Marks, 1972; Marks et al., 1998), the procedural application of EMDR
entails interrupted (rather than prolonged) exposure, as well as an ele-
ment of free association (Rogers et al., 1999; Rogers & Silver, in press;
Shapiro, 1995, 1999) .

All clinical procedures consist of more than one constituent whose
relative weightings and mutual interactions are initially unclear. To de-
termine the relative importance of the individual procedural elements
of EMDR enumerated in this text, in addition to the relative contribu-
tions of exposure, cognitive therapy, and alternating stimulation (e.g.,
eye movements, taps, tones), rigorous component analyses must be
conducted. However, this can only be done by means of controlled
studies in which the individual treatment effects have been maximized
(Kazdin, & Bass, 1989). In studies in which this is not the case, the role of
any individual component may be lost in the noise.

Component Analyses

There are two qualitatively different types of component analyses: (1)
studies of clinical outcome and (2) studies of component action. In the clini-
cal outcome studies, clients/patients diagnosed with the pathology for
which the procedure is being tested are exposed to either the entire
procedure (referred to here as the experimental group) or the entire
procedure minus one of its components (the control group), with the
use of clinical outcome measures relevant to real-life clinical practice.
The purpose of this type of study is to determine whether the inclusion
of the specific component is essential for, or contributes to, effective
treatment outcome with a defined clinical population.

In studies investigating component action, the underlying basis for
a particular component’s (presumed) effect is examined. In these stud-
ies the experimental group is exposed to a single component, as it is
used in EMDR practice, but the rest of the EMDR protocol is not admin-
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istered; the control group is exposed to some theoretically relevant al-
ternative. Participants in this type of study can be either analogue sub-
jects (e.g., college students) or persons with a specific diagnosis.

An example of the second kind of experiment is a comparison be-
tween eye movements and alternating stimulation of some other sort,
together perhaps with some third (true control) condition. This second
kind of research is more likely to be hypothesis driven than the first.

The following sections explore these various options. Because clini-
cal component analyses are of most relevance to the practicing clini-
cian, these are dealt with first. The discussion then addresses the re-
search investigating various theoretical hypotheses.

Suggested Parameters for Component Analyses
in Clinical Outcome Component Studies

The following are suggested guidelines for producing optimal effects in
future studies of the individual components of EMDR. It is suggested
that a PTSD population be used, inasmuch as EMDR’s effectiveness
with this disorder has already been assessed and expected effect sizes
have been established (see Van Etten & Taylor, 1998). It is likely that
various therapeutic components have different weightings, depending
on a given population. In these clinical studies, the primary condition
should include standard EMDR, with procedures and protocols fully
applied as described in this text. The alternate conditions should in-
clude all the standard EMDR procedures minus one component (e.g.,
no form of stimulation) or a single variation (e.g., a unilateral, rather
than bilateral, task)

1. Using subjects with diagnosed PTSD. It should be obvious that for
the greatest ecological validity of experimental results, studies purport-
ing to test a clinical method should be applied to clinical populations.
Research attempting to determine the contribution of components to
PTSD treatment should engage participants who actually qualify for
this diagnosis, rather than rely on analogue (i.e., subclinical) subjects,
usually students who may be suffering only from a disturbing memory.
Analogue subjects are likely to experience benefits from EMDR treat-
ment even if only a few of the components of EMDR are used, as they
would with most clinical methods. Therefore, the magnitude of treat-
ment effects with subclinical subjects is likely to be equivalent for the
control and experimental conditions, thus washing out the contribu-
tion of any one component. This would almost certainly not be true if
such abbreviated versions of EMDR were used with people actually
suffering from PTSD inasmuch as they are considered especially resis-
tant to treatment and to the effects of placebos (e.g., Solomon et al.,
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1992). Although basic research investigating the utility of eye move-
ments in isolation has been conducted with subclinical populations
(e.g., Andrade et al., 1997), such studies could only add to the knowl-
edge base, as the comparison effect sizes were maximized because addi-
tional EMDR procedures were not used in any of the conditions.

2. Using subjects from the appropriate PTSD population. The choice of
an appropriate PTSD population is crucial in component analyses. Con-
trolled studies should involve PTSD participants who have undergone a
single major trauma, rather than many traumas (e.g., traumatized com-
bat veterans), and they should not currently be receiving compensation
(e.g., disability checks) for their disability. Studies that do not meet
these subject criteria have been hampered by (a) using too few treat-
ment sessions (e.g., two) to have a significant impact on this particularly
problematic clinical population (e.g., Boudewyns et al., 1993; Devilly et
al., 1998) and/or (b) limiting therapy to only one or two of the subjects’
many stressful memories (e.g., Boudewyns & Hyer, 1996; Pitman et al.,
1996a). It should be clear that studies suffering from these limitations
are especially unlikely to reveal positive therapeutic changes if the test
measures being used are of the global sort (e.g., Mississippi Scale for
Combat-related PTSD) typically used with this clinical population (see
Fairbank & Keane, 1982). Further, those subjects receiving compensa-
tion are likely to have secondary gain considerations that minimize
treatment outcomes. These factors mitigate against obtaining the clear
effect size differences necessary for component analysis discrimination.

3. Using a sufficiently large sample. The number of subjects in com-
ponent analyses of clinical methods must be large enough to reveal
potentially small differences between conditions (see Cohen, 1988;
Kazdin & Bass, 1989; Rossi, 1990). The exact number of subjects
needed for a given experiment is, of course, dictated by the nature of
the experiment, a determination of the power needed to detect signifi-
cant change, the measures being tested, and the variability among sub-
jects. Unfortunately, most of the EMDR component analysis studies
that have used diagnosed, single-trauma (and noncompensated) test
subjects have, to date, been so limited in sample size (e.g., seven to nine
per condition) that they have been unable to provide clear evidence of
the small differences between conditions to be expected when stan-
dardized measures are used. An example of such a study by Renfrey and
Spates (1994) examined seven to eight subjects in each of their con-
ditions. Despite the presence of large descriptive differences (i.e., 85%
PTSD diagnosis remission after an average of 3.9 EMDR sessions, as
compared with 57% remission in 5.4 sessions for the non-eye-
movement condition) and that the eye movement component was ob-
served to be “more clinically efficient” (p. 238), the inclusion of such a
small number of subjects yielded only marginal statistical significance.
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4. Nature of the control condition. In component analyses it is impor-
tant that the various conditions be separate and distinct from each
other and that compared components be theoretically meaningful
(Beutler, 1991; Norcross & Rossi, 1994; Shapiro, 1995). For example, if
the utility of the purported “mindfulness” element of EMDR is exam-
ined, a condition may be used in which the subject is forced to change
the components of memory, rather than “just let whatever happens,
happen.” Or if the utility of the free association component is to be as-
sessed, then the control condition should force the subject to attend
only to the original target, as in exposure therapy. If the utility of inter-
rupted exposure or free association alone is to be assessed, the compari-
son cell should be distinct. It should not also include having the partici-
pants fixate on a dot on the wall. The latter is an alteration of the
stimulus component; it is a nonbilateral dual attention condition and
therefore does not allow a clear evaluation of the contribution of “free
association” or “exposure.”

In regard to the utility of the eye movements used in EMDR, if the
dual stimulation hypothesis is to be examined, then eye movements
should be compared with an eyes-closed or unfixated condition, not to
hand tapping or staring at a spot on the wall. Obviously, the orienting
response theory would be relevant to the mechanisms employed in ei-
ther of these two conditions. It should be noted that investigations of
the orienting response theory require that speed of stimulation also be
assessed, particularly because research conducted by Becker and col-
leagues found this to be a key factor in the effectiveness of stimulation
(Becker, Todd-Overmann, Stoothoff, & Lawson, 1998). If the hypothe-
sis regarding hemispheric bias and the nature of the dual stimulation is
to be examined, then eye movements can be compared to bilateral stim-
ulation and unilateral conditions. In this case, a nontask condition as
delineated earlier (e.g., eyes closed) would also be necessary to establish
a baseline as a placebo condition. Other examples of appropriate con-
trol conditions are discussed in the following sections.

5. Comprehensive psychometrics. A wide range of psychometrics
should be used to test the comprehensive treatment effects discerned
by practicing clinicians. Aspects of all the major psychological orienta-
tions have been integrated into EMDR in order to foster change along
cognitive, emotional, somatic, and behavioral dimensions. As noted
throughout this text, the clinical goal is to address dimensions of per-
sonal growth and development along with the elimination of overt suf-
fering. Clearly, then, different components will differentially affect
these various dimensions. For instance, one study (e.g., Cusack &
Spates, 1999) eliminated the use of the positive cognition as compared
to standard EMDR procedures. The results showed no detriment to
achieving positive effects on PTSD symptoms. However, no assessment

� Theory, Research, and Clinical Implications � 367



was made of the degree to which the sense of self-efficacy and future
coping ability might be insufficiently enhanced, as compared with the
effects of standard EMDR treatment. Only by using psychometrics that
evaluate these various domains can a definitive assessment be made.
Similarly, although some components may not effect the alleviation of
overt symptoms, they may contribute to client compliance and/or effi-
ciency. Studies should therefore include a wide range of measures that
assess for the multiple therapeutic parameters of direct relevance to the
practicing clinician.

6. Scientific standards. Certainly, the evaluation of any therapeutic
procedure should adhere to the highest standards of controlled clinical
research as outlined in the previous section ( see also Foa & Meadows,
1997; Maxfield & Hyer, in press). Although this statement may appear
self-evident and unnecessary, an examination of research to date (e.g.,
Devilly et al., 1998; Sanderson & Carpenter, 1992; D. Wilson et al.,
1996) indicates that few EMDR component analyses have met even half
of these standards.

A Review of Extant Clinical Component Analyses

Numerous EMDR component analyses have been conducted and cited
in the review literature (Lohr et al., 1998; Lohr, Kleinknecht, Tolin, &
Barrett, 1995; Lohr, Lilienfeld, Tolin, & Herbert, 1999), but the lack of
adherence to the aforementioned standards has resulted in ongoing
confusion and inconclusive results (see Chemtob et al., 2000; Feske,
1998; Perkins & Rouanzoin, in press). The confusion has been in-
creased by the misreporting of some data (for comprehensive review
see Lipke, 1999; Perkins & Rouanzoin, in press). In one example, the
Lohr et al. (1998) review mistakenly states that early single-subject de-
signs were not supportive of the eye movement component, whereas
the contrary is actually the case. For instance, in one of the few compo-
nent analysis studies of diagnosed noncombat PTSD subjects, Mont-
gomery and Ayllon (1994) found that the eye movement component
was necessary for positive treatment effects: “The data indicate that
with PTSD subjects the use of short duration repeated exposure and
cognitive restructuring alone were insufficient for positive treatment
gain” (Montgomery & Ayllon, 1994, p 228). They went on to say that for
five out of six subjects the addition of the eye movement component
“resulted in the significant decreases in self-reports of distress previ-
ously addressed. These findings are reflected by decreases in psycho-
physiological arousal” (Montgomery & Ayllon, 1994, p. 228). Despite
these results, it can be hypothesized that because the version of EMDR
now most commonly used in clinical practice entails many refinements
not found in the relatively oversimplified description of the EMD tech-
nique (Shapiro, 1989a) employed by Montgomery and Ayllon (1994),
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the current procedure will demonstrate some effectiveness even with-
out the eye movements (or other forms of alternating stimulation).
Therefore, more rigorous evaluation incorporating the guidelines enu-
merated earlier is strongly suggested.

Evidence that the eye movement component is an effective ingredi-
ent of the procedure has been reported for both controlled studies
(e.g., Feske & Goldstein, 1997; D. Wilson et al., 1996; also see Lipke,
2000) and those involving single-subject designs (e.g., Cerone, 2000;
Lohr, Tolin, et al., 1995, 1996; Montgomery & Ayllon, 1994). In fact, all
EMDR component analysis studies of diagnosed populations, other
than multiply traumatized combat veterans, have indicated some posi-
tive effects. More research is needed, however, because, unfortunately,
many of these studies suffer from a variety of methodological problems
(see Feske, 1998; Shapiro, 1995; 1996). Other component studies that
have failed to find differences between conditions (e.g., Acierno et al.,
1994; Dunn, Schwartz, Hatfield, & Wiegele, 1996; Carrigan & Levis,
1999; Sanderson & Carpenter, 1992) are hampered by their use of
subclinical populations or truncated or omitted standard EMDR proto-
cols (see De Jongh et al., 1999; Fensterheim, 1996b; Shapiro, 1995,
1998). In addition, these studies have, for the most part, failed to meet
many of the basic criteria for good outcome research (Feske, 1998;
Shapiro 1995, 1998). Compounding this unfortunate state of affairs is
that in some component studies (e.g., Bauman & Melnyk, 1994; Pitman
et al., 1996a) the control condition that was assumed to be a placebo
treatment was in fact actually exposed to alternating stimuli that had al-
ready been successfully used by EMDR practitioners as clinically effec-
tive alternatives to eye movements (Shapiro, 1991c, 1994b, 1995). Obvi-
ously, in these experiments the absence of a difference between the eye
movement and control conditions does not exclude the possibility that
some sort of dual stimulation plays a role in EMDR. What it does sug-
gest, perhaps, is that many forms of stimulation can be used.

It is clear from the preceding findings that EMDR component anal-
yses reported thus far have insufficiently investigated the role of eye
movements, dual stimulation in general, or any of the other aspects of
the method. Given the resources necessary to conduct controlled re-
search, it is strongly urged that future component analyses conform to
the standards advocated here and in previous commentaries (Shapiro,
1994b, c; 1995, 1999) in order to contribute to both theoretical under-
standing and clinical practice. Given the variety of theories proposed
regarding neurobiological concomitants of EMDR treatment (e.g.
Andrade et al., 1997; Bergmann, 1998, 2000; Lipke, 2000; MacCulloch
& Feldman, 1996; Servan-Schreiber, 2000; Siegel, in press; Stickgold, in
press; van der Kolk, in press), it is particularly important that investiga-
tors carefully consider the nature of the control condition.

As mentioned earlier, some studies used control conditions already
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demonstrated in clinical practice to be efficacious (Shapiro, 1991c,
1994b, 1995a) and which therefore are insufficiently separate and theo-
retically distinct. For example, Pitman et al. (1996a) used a single con-
trol condition that included (1) rhythmic tapping, (2) forced fixation of
a dot on the wall, and (3) the therapist’s hand as it moved back and forth
across the subject’s line of vision. The unfortunate complexity of the
single control condition prevents adequate theoretical interpretation.
Because the dual attention, orienting, and bilateral hypotheses are
equally represented in both experimental and control conditions, this
study primarily indicates that the movement of the eyes, per se, is not
necessary for clinical effect. It does not shed light on the utility of some
form of stimulation component.

The inappropriateness of the control condition inadvertently used
by Pitman et al. (1996a) appears to have been corroborated by the re-
cent neurobiological research of Corbetta et al. (1998), who, like
Pitman et al. (1996a), compared (1) bilateral eye movements with
(2) fixation with orienting bilateral peripheral attention and obtained
an 80% overlap of functional brain activity. According to the authors,
“Regional networks in parietal, frontal, and temporal lobes were active
in both tasks. This anatomical overlap is consistent with the hypothesis
that attentional and oculomotor processes are tightly integrated at the
neural level” (p. 761). Because the two conditions examined by
Corbetta et al. were characterized by essentially the same neurological
activation, it is probable that the same was true for the two conditions
used by Pitman et al. and may thus have been the underlying basis for
their failure to observe a difference in their effects. Further confound-
ing their results, the subjects examined in the Pitman study were multi-
ply traumatized combat veterans, which, as mentioned previously, rep-
resent a very problematic population with which to attain discernable
differences on global measures when only one memory is targeted.

The Utility of Single-Subject Design

Given the difficulties in conducting suitable controlled research, it is
suggested that component analyses also include single-subject designs
to more fully explore types of differential treatment effects by alternat-
ing conditions within the same subject. This comparison of individual ef-
fects can help discern significant differences without the noise often
generated by the subject variability of between-group designs and has a
firm foundation in the behavioral research literature (e.g., Hersen &
Barlow, 1976; Kazdin, 1992; Barlow, Hayes, & Nelson, 1984), with its
roots extending back to the work of Wolpe (1958) and Jones (1924). A
composite of all the diagnosed single-subject designed studies reported
to date appears to shed light on the utility of the eye movement compo-
nent. Specifically, Montgomery and Ayllon (1994) found eye move-
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ments to be necessary for EMDR treatment effects in most (i.e., five out
of six) of their civilian PTSD patients. Comparable results on single-
memory measures have been reported by Cerone (2000) in all of seven
PTSD subjects. In this counterbalanced single-subject design it was de-
termined that the eye movement condition was necessary for the suc-
cessful treatment of the targeted memory, regardless of whether it was
administered first or subsequent to the non-eye-movement analogue.
Further, the non-eye-movement analogue added no discernable positive
effectswhenadministered subsequent to theeyemovement condition.

The reported results of the two studies with diagnosed PTSD sub-
jects are especially pertinent to the single-subject design findings of
Lohr, Tolin, et al. (1995, 1996), who reported that the eye movements
were necessary for the reduction of subjective distress in phobia-
related etiological memories, but not in secondary related memories.
Because the PTSD targets used by Cerone (2000) and Montgomery
and Ayllon (1994) were clearly etiological in nature, the cumulative
findings are extremely suggestive. Specifically, in all four single-sub-
ject design studies (Cerone, 2000; Lohr, Tolin, et al., 1995, 1996;
Montgomery & Ayllon, 1994) the addition of the eye movements was
necessary to treat the etiological memories in all but one subject, who
remained resistant to treatment. The non-eye-movement condition
alone had little effect on etiological memories, but according to Lohr,
Tolin, et al. (1995, 1996) appeared effective with ancillary, or second-
ary memories. Therefore, the high success rate (i.e., a total of 16 out
of 17 subjects) reported in these four single-subject designed compo-
nent analyses underscores that possible differential outcomes may be
correlated with the memories that are chosen to be treated and as-
sessed.

Discerning Testable Hypotheses

Researchers interested in the specific contributions of the various
EMDR components may find guidance in the definition of their experi-
ments (and hypotheses) from an examination of research in which a sin-
gle component has been examined in isolation from the rest of the
EMDR procedures. For example, because the eye movement compo-
nent of EMDR is its most distinctive characteristic, an examination of
the research on oculomotor control and its potential relationship to
memory or cognition in general may prove useful to investigators. As a
case in point, Christman and Garvey (2000) successfully tested the hy-
pothesis that the eye movements used in EMDR enhance retrieval of ep-
isodic memory. This lends credence to theories proposed by Stickgold
(in press) that the orienting response elicited during EMDR induces
REM-like neurobiological mechanisms; he proposes that these facilitate
the activation of episodic memories and their integration into cortical
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semantic memory. Stickgold (in press) has further suggested the kinds
of experiments necessary to examine the hypothesis.

Another case in point involves experiments done regarding a
different neurobiological substrate involved in working memory.
Andrade et al. (1997) suggested and successfully tested the hypothesis
that the eye movement component of EMDR would be found to “re-
duce the vividness of distressing images by disrupting the function of
the visuospatial sketchpad (VSSP) of working memory, and that by do-
ing so [the eye movements] reduce the intensity of the emotion associ-
ated with the image [and that other] visuospatial tasks may also be of
therapeutic value” (p. 209). Their research also demonstrated that the
eye movement condition was superior to two other dual attention tasks
in reducing image vividness (e.g., articulation and simple tapping).
They modified their initial hypothesis based on their finding that the
predicted effect of eye movements in reducing negative emotion was
specific to events in autobiographical memory, not those artificially in-
duced in the laboratory (Andrade et al., 1997).

Appearing to corroborate this latter conclusion are the previously
mentioned results of a clinical component analysis study of two diag-
nosed phobic victims by Lohr et al. (1996). These investigators re-
ported: “Both subjects’ verbal reports of fear changed substantially
when eye movements were added to the general protocol. It was con-
cluded that the addition of eye movement was necessary to reduce the
aversiveness of some phobic imagery” (p. 73). Most important to the
present discussion is the fact that it was autobiographical imagery that
proved immune to the effects of the control condition, EMDR without
eye movement.

These authors further stated, “The EMDR analogue procedure ap-
peared to have a substantial influence on two contemporary images,
but not on the etiological image. Only when the eye movement was
added was there a substantial reduction of SUD rating” (p. 84). The
results of Lohr et al. (1996) lend credence to conjectures about the dif-
ference between traumatic memory and conditioned responses as dif-
ferentially stored and therefore differentially responsive to various
therapeutic procedures (De Jongh et al., 1999). With respect to the
study of EMDR, they indicate that if the targeted memories are other
than autobiographical and etiological in nature, few if any differences
between EMDR with eye movement and the analogue procedures are
likely to be found. The fact that etiological autobiographical memories
are especially relevant to the diagnosis of PTSD makes this discovery
even more important. Because EMDR is a clinical procedure that was
initially designed (and now so deemed) to be an effective treatment for
PTSD, the importance of complying with these specifications in EMDR
component analyses should be obvious. The various points made in this
section can be thus summarized: To improve the chances of detecting
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differential effects of the conditions in an experiment, a sufficient num-
ber of autobiographical etiological memories in PTSD single-trauma
victims should be addressed in a sufficiently large number of diagnosed
subjects.

Testing a Variety of Existing Hypotheses

An abundance of testable hypotheses have been reviewed throughout
this chapter. I delineate a few of them in the following sections, particu-
larly those that appear to pertain directly to the administration of com-
ponent analyses in general. Regardless of the specific hypothesis being
tested by an individual researcher, the EMDR targets and control condi-
tions should be selected with the following parameters in mind so as to
prevent potential confounds. I highlight these implications in each sec-
tion. An additional reason for this listing is to identify areas of research
requiring future testing. Obviously, because a number of hypotheses
are contradictory, they will not all bear up under the weight of rigorous
scrutiny.

Hypothesis Regarding the Autobiographical Nature
of the Targeted Disturbance

Hypothesis: That there is a superiority for the eye movement compo-
nent with autobiographical memories as compared with laboratory-
invoked disturbances.

Results to date: There are preliminary indications, based on primary
research conducted with the eye movement component (Andrade et
al., 1997), that the eye movement condition is superior to controls in de-
creasing the emotional intensity associated with autobiographical im-
ages. There appears to be no difference between conditions with emo-
tional disturbances induced by laboratory procedures (e.g., looking at a
violent picture; Andrade et al., 1997; Tallis & Smith, 1994). Therefore,
it appears that the type of images and/or memories chosen for study
may determine the nature of observed treatment effects.

On the basis of this primary research, it appears that only autobio-
graphical memories should be used when testing the eye movement (or
other stimulation) in isolation. Disturbances induced by laboratory pro-
cedures (e.g., looking at a violent picture) apparently are not appropri-
ate.

Hypothesis Regarding the Etiological Nature of Memories

Hypothesis: That EMDR research should find a superiority for the
eye movement component with autobiographical etiological memories
as compared with secondary events.
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Results to date: Based on single-subject designs (Cerone, 2000; Mont-
gomery & Ayllon, 1994; Lohr, Tolin, et al., 1995, 1996), etiological
memories are primarily responsive to eye movement conditions. The
rest of the procedures appear to have a positive effect on secondary
events, perhaps due to storage under nontraumatic circumstances (i.e.,
conditioning or generalization effects; de Jongh et al., 1999). It appears
as though only etiological autobiographical memories should be the
subject of examination when the stimulation is tested within the rest of
the EMDR procedures.

Hypothesis Regarding Orienting Response Mechanism

Hypothesis: That EMDR research should find a superiority for the
dual stimulation components when compared with nontask conditions.

Results to date: No direct testing under appropriate conditions. By
far the most widespread hypothesis among theorists involves the orient-
ing response (Armstrong & Vaughan, 1996; Lipke, 2000; MacCulloch &
Feldman, 1996; Stickgold, in press) This must be tested by a task and
nontask condition. Any dual stimulation would be conceptualized as
eliciting an orienting response.

Hypothesis Regarding Bilateral Stimulation Mechanism

Hypothesis: That EMDR research should find a superiority for the bi-
lateral stimulation components when compared with unilateral condi-
tions.

Results to date: No direct testing. It has been theorized that a bilat-
eral stimulation condition might achieve positive effects because of a se-
quential activation of both hemispheres (Bergmann, 1998; Nicosia,
1995; Servan-Schreiber, 2000) due to a differential processing bias
(Drake, 1987). However, the bilateral stimulation may also effectively
function because of an orienting response (see Stickgold, in press) or a
variety of other factors, including rhythmical stimulation. It may be that
a bilateral condition is more “efficient” (Renfrey & Spates, 1994, p. 238)
because it offers an elicitation of this response less subject to habitua-
tion. Any test of the bilateral stimulation should choose treatment con-
ditions in light of these hypotheses (see the following).

Hypothesis Regarding the Distractive Level of Stimuli

Hypothesis: That there is an optimal level of attention required to
elicit an orienting response beyond which the stimulus becomes a
distracter and disrupts processing.

Results to date: This theory, successfully tested by Becker and col-
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leagues (1998, 2000), stipulates that the degree of tasking sets an optimal
cognitive load for treatment effects to occur. If the task is too great, it
may therefore turn into a distractor. As articulated by Smyth and Poole
(in press) this may explain the inconsistent reports on the treatment ef-
fectiveness of tasks designated as “distracters” in independent behavior
research (e.g., Craske, 1999). The findings of Andrade et al. (1997) who
successfully tested their hypothesis that simultaneous tasks would differ-
entially cause a disruption of the visuospatial template, also may be inter-
preted in the light of this hypothesis. Therefore, tasks of various com-
plexities and degrees should be compared with a nontask control.

Hypothesis Regarding Free Association

Hypothesis: That EMDR with free association will be superior to
EMDR where clients focus on only one specific memory.

Results to date: No direct testing. EMDR was originally proposed as a
desensitization procedure with a consistent return to the targeted mem-
ory. The conceptualization and subsequent practices have emphasized
the free association component, which appears to produce more com-
prehensive treatment effects. The free association element has also
been reported to have a variety of advantages in consistent treatment ef-
fects (see Rogers & Silver, in press). Studies that have eliminated this
component (e.g., Acierno et al., 1994; Sanderson & Carpenter, 1992)
appear to have achieved only limited results, but their reports are con-
founded by the truncation of most of the EMDR procedural steps. An
examination of this hypothesis calls for the EMDR procedures to be var-
ied in this one element alone, as compared with standard practices. As
previously noted, potential effects must be judged on a wide range of
clinical parameters, including generalization effects, self-efficacy, time
in treatment, and so forth. All the components of the EMDR proce-
dures should be evaluated in this manner.

Summary of Recommendations
for Component Research

1. The use of analogue populations is suitable only in basic compo-
nent action research that examines individual components in isolation
from the rest of the clinical procedures. In clinical component trials,
only clinical populations should be used. The rest of the EMDR proce-
dures are predicted to have a positive effect, making the fine discrimina-
tions needed for component analyses extremely difficult to achieve.
Attention to this caveat regarding the need for clinically diagnosed pop-
ulations is urged for the testing of all clinical methods (Wolpe, 1990).
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2. Experimental results can only be evaluated in light of the hy-
potheses and measures being examined. For example, Andrade et al.
(1997) found evidence for the differential effects of the stimulation
component on vividness of imagery. However, if they had not done so,
such null results would not mean that eye movements are superfluous
to clinical outcomes since there are many other clinical measures that
were not obtained in this experiment.

3. To determine the relative contribution and underlying mecha-
nisms of alternating stimulation used with EMDR, it will be useful to
perform a series of clinical outcome studies comparing EMDR with eye
movement and EMDR with alternate external stimulus. The choice of
the control condition (e.g., forced eye focus, closed eye, unilateral and
bilateral and/or rhythmic stimulation such as sounds and hand taps,
and other tasks) would vary according to the hypothesis being tested.
Also pertinent would be a nontask (e.g., eyes closed) control.

4. Measures should include standard tests of therapeutic results
(including behavioral measures) in a wide range of clinical domains and
should use treatment time as one of the independent variables.

5. Clinical studies should utilize the complete EMDR methodology
and include checks of treatment fidelity. As delineated throughout this
volume, the complete EMDR methodology can afford powerful treat-
ment effects without the use of eye movements or other external stimuli
(particularly with selected clinical populations). However, it is pro-
posed that the addition of such dual attention stimuli increases the
overall speed and efficacy of treatment to a measurable degree, with the
various stimuli being differentially effective.

6. Many of the procedures integrated into EMDR (in addition to
the stimulation component) should be individually examined.

7. Regardless of the component being evaluated, appropriate clini-
cal component analyses should alter only one aspect of the procedure
in any one of the cells and test it against the standard administration of
EMDR. Altering more than one procedure in any of the control condi-
tions results in a confounded examination of the agent of change.

8. It is urged that experimental tests of procedures use diagnosed
populations with a sufficient number of participants to achieve the sta-
tistical power needed to make fine discriminations. Whether using sin-
gle-subject or control-group designs, the amount of treatment time
used should be commensurate with the clinical diagnosis, especially if
global measures are used.

9. Subjects for experiments in which the entire EMDR method is
being tested should be limited to those suffering from PTSD, because,
today, this is the only clinical population for which the procedure has
been adequately tested. The advisability of using diagnosed (single-
trauma) PTSD subjects for component analyses in order to maximize
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treatment effects has been supported by independent reviewers. The
ISTSS Practice Guidelines offer the following summary:

The finding that a procedure employing multiple, brief, interrupted expo-
sures to traumatic material can be efficacious, calls for a reexamination of
traditional theoretical notions that prolonged, continuous exposure is re-
quired (Eysenck, 1979). Further investigations of such issues promises to
deepen our understanding of trauma treatment mechanisms. Additional
properly designed dismantling studies also need to be conducted in order
to identify what components of EMDR are beneficial. Ideally, such studies
should be conducted with patients who are likely to be responsive to treat-
ment (e.g., single trauma, more acute), because it is difficult to compare
differences in induced changes in minimally responsive patients. (Chemtob
et al., 2000, pp. 151–152)

10. Matching effects should also be examined before concluding
that a given component is unnecessary, because it is not unlikely that a
particular component may be necessary in some situations yet not in
others. For example, the negative cognition may be necessary only
when the other components have not succeeded in adequately access-
ing the state-dependent memory network (as indicated, for example, by
a low SUDs rating). The randomization process can obscure treatment
matching effects, so unless these effects are explicitly tested, they will be
undetected. Clearly, this area of investigation will require that hypothe-
ses be proposed and tested, and this is, as of yet, uncharted territory for
EMDR, as well many other therapeutic methods. However, it has been
observed that the failure to adequately investigate client–treatment
matching issues leads practitioners to discard treatment outcome re-
search as irrelevant (Barlow et al., 1984, p. 39); if components research
is going to change practitioner behavior, then matching effects will
have to be investigated.

BROADER CLINICAL
AND PROFESSIONAL CONCERNS

Inadequate Standards of Research and Review

The previously detailed methodological problems in the extant EMDR
research are not unique to EMDR. I hope that this discussion will be
useful to clinical researchers in general. Although millions of people
suffer from the effects of trauma and millions of dollars are spent yearly
on mental health research in general, there are still too few rigorous
controlled clinical outcome studies of PTSD.

Further, there is no generally accepted standard of quality for clini-
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cal outcome research, nor any universally accepted definitive editorial
guidelines for the publication of research on therapeutic procedures.
These drawbacks vastly decrease the value of published research for cli-
nicians, because the findings of any individual study may not accurately
represent the effects of the procedure as they are actually practiced by
the experienced therapist (Beutler, 2000; Stricker, 1997). For instance,
Maxfield and Hyer (in press) conducted a meta-analysis of the con-
trolled EMDR studies that evaluated its efficacy in PTSD treatment.
They found a high variability among the published studies and deter-
mined that better methodology was more likely to reveal clinical effects.
The findings suggested that meticulous attention to detail can result in
more clearly defined outcomes. The elimination of noise and a de-
crease in error measurement appeared to result in a more precise evalu-
ation of treatment outcome. Methodological standards, as measured
on the Gold Standard Scale (adapted from Foa & Meadows, 1997), were
highly correlated with effect sizes (see Table 1). They also found a signif-
icant relationship between effect size and ratings of treatment fidelity.

The unfortunate gap between science and practice appears to re-
sult not only from deficits in scientific methodology, but also from a fail-
ure to adhere to clinically appropriate parameters (e.g., amount of ther-
apy needed for adequate treatment) that are well known to practicing
therapists. Therefore, it would greatly advance the field of psychothera-
peutic practice if both clinical and research representatives of profes-
sional organizations and the most respected journals jointly issued a po-
sition paper aimed at upgrading and standardizing the caliber of
clinical research articles. In addition, yearly updates of suggested psy-
chometrics for the major DSM categories would help to standardize the
efforts of new researchers in the field.

An upgrade in the level of clinical research is becoming extremely
important for the practicing clinician. No single study causes a method
to be accepted or discarded, but the principles underlying the selection
and publication of acceptable research studies have far-reaching ramifi-
cations for clinicians. Psychologists have long voiced the desire to be
guided by the scientific principles of research, but the question remains
as to whether scientific principles are actually guiding the researchers
themselves. For instance, if the purpose of research is to objectify sub-
jective experience, then clearly there must be some external validation
of the researcher’s subjective utilization of the clinical method.

The dearth of acceptable clinical norms evinced in many published
studies points up the lack of reliability and validity in clinical research to
which therapists have grown accustomed. On the other hand, the publi-
cation of such studies suggests a presumption by some journal editors
and researchers of a prevalent and seemingly acceptable laxness of clini-
cal standards on the part of therapists. This juxtaposition serves neither
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clients nor science. Now is not the first time that such questions have
been raised, and it is vital that we continue to address them throughout
the mental health community (Fensterheim, 1994a; Goldfried, 1993;
Hill, 1994; Orlinsky & Russell, 1994; Persons, 1994; Raw, 1993, 1995; D.
A. Shapiro et al., 1994; Wolfe, 1994).

Also of great concern is the manner in which controlled studies are
evaluated in research reviews. The confusion evident in the EMDR liter-
ature appears to be based on consistent misreadings of the original data
(see Perkins & Rouanzoin, in press). For instance, the observation that a
pronounced desensitization effect was often observable within a single
session led some to claim that EMDR was being advanced as a “one-
session cure” (e.g., Herbert et al., 2000; Rosen, 1999), despite the caveat
included in Shapiro’s (1989a) initial report: “It must be emphasized that
the EMD procedure, as presented here, serves to desensitize the anxiety
related to traumatic memories, not to eliminate all PTSD-related symptom-
ology, and complications, nor to provide coping strategies to victims” (p. 221,
italics added). The failure to note this important qualifying statement
and a variety of similar errors on the part of the reviewers seem to have
laid the groundwork for an unfortunate amount of controversy, a not
uncommon occurrence with emerging psychotherapies (e.g., Fisch,
1965; Perkins & Rouanzoin, in press).

Although, as previously described, EMDR has been scrupulously
evaluated by numerous researchers and independent task forces as ef-
fective for PTSD, a small group of vocal dissenters has published more
than 20 articles questioning various aspects of EMDR procedures and
EMDR research and its dissemination (e.g., Herbert et al., 2000; Lohr et
al., 1999; Rosen et al., 1998). However, the arguments of these crit-
ics often entail a variety of misunderstandings and, at times, even misre-
porting of both recent research and historical data (see Fensterheim,
1993; Greenwald, 1997b; Lipke, 1999; Perkins & Rouanzoin, in press;
Poole, De Jongh, & Spector, 1999; Shapiro, 1996, 1997, 1999; Spates,
Waller, & Koch, 2000). EMDR has been inaccurately referred to as the
equivalent of “systematic desensitization” even though it uses neither a
hierarchy, nor relaxation, nor a repeated return to a low-level target.
Likewise, EMDR has been described as a simple exposure technique
(Herbert et al., 2000; Lohr et al., 1998; Rosen et al., 1998) when it uses
interrupted attention to the target, free association, and a distracter,
even though as previously noted, all of these components are demon-
strably antithetical to the principles of standard exposure procedures
(Boudewyns & Hyer, 1996; Chemtob et al., 2000; Rogers & Silver, in
press). Some reviewers (Lohr, Kleinknecht, et al., 1995) have desig-
nated researchers as having adequate fidelity and being “faithful to pro-
cedures” when in actuality they have been untrained or received nega-
tive fidelity checks (Lipke, 1999; Shapiro, 1996). Fidelity has been
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discounted as an important factor (Rosen, 1999) because of purported
changes in procedures, when the fact is that standardized procedures
and basic protocols have been unaltered since 1990 before any replica-
tion studies were done (Greenwald, 1999b; Shapiro, 1991a, 1991b,
1991c, 1991d). Specific component analyses have been designated as
“not supporting eye movements” (Lohr et al., 1998) when those specifi-
cally cited have been supportive in their results (see Lipke, 1999;
Perkins & Rouanzoin, in press). The list could continue, but the pri-
mary point is that there appears to be a decided dearth of adequate peer
evaluation by experts knowledgeable in the methods, subject popula-
tions, historical data, or even the extant, relevant literature (see Perkins
& Rouanzoin, in press).

It is therefore suggested that when review articles in the area of
emerging psychotherapies are submitted to journals, the peer review-
ers selected to evaluate them include those familiar with the therapy’s
primary literature. For instance, much of the confusion described here
could have been caught at the editorial stage by those familiar with the
data and procedural descriptions in the already published studies. The
antithesis of the free and unfettered dialogue that is at the heart of sci-
ence is the persistent dissemination of misinformation. Given the un-
avoidable lapse in time between the submission and publication of
manuscripts, errors tend to persist and multiply before any adequate re-
sponse can be made to rectify them.

The question of how well clinical treatment outcome studies are
conducted and reviewed is no longer primarily an academic issue, but
one that directly relates to the practicing clinician, now that managed
care companies are being guided by research results. If clinicians are to
be directed toward or away from using any specific treatment methods
for their clients, such guidance should come from the results of pub-
lished experimental tests of these methods, used in a way that is consis-
tent with clinical practice, by means of appropriate subjects, evaluated
according to the appropriate psychometrics, and receiving educated
and balanced peer reviews.

Clinical Responsibility

In addition to questions of research validity and judicious review, there
are also issues of personal responsibility and treatment fidelity (Shapiro,
1995b). Any positive treatment effect is the result of an interaction
among clinician, method, and client. Clearly, the clinician must evalu-
ate a prospective client to assess readiness and appropriateness for a
given intervention. A treatment may fail if the client is inappropriately
assessed, and the clinician must make consideration of this possibility a
part of any treatment evaluation process.
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Of course, a particular therapeutic method may simply be ineffec-
tive. In the case of EMDR, however, not only has the preponderance of
controlled research revealed positive treatment effects, but reports of
the successful application of EMDR in single and group case studies
with standardized evaluations abound (see Chapter 1). Therefore, if the
clinician using EMDR is failing to achieve positive effects with a high
percentage of clients, he should not automatically assume that it is the
method that is at fault but should at least consider the possibility that
the problem lies in the way it is being used.

Multiple controlled studies have reported substantial clinical effects
with trauma victims in three to five treatment sessions. The purpose of
this research is to guide the practicing clinician. Clinicians who fail to
achieve positive treatment effects with EMDR may simply be those who
cannot incorporate it into their therapeutic styles. Even though survey
reports indicate that it is less distressing than the application of imaginal
exposure (Lipke, 1994, 1995), EMDR entails highly focused, interactive
clinical work that can bring up a great deal of disturbing affect.

Any of its procedural factors may be disturbing to some clinicians.
For example, some therapists may find it difficult to follow the injunc-
tion “Stay out of the way of the client during successful processing,”
whereas others may find the cognitive interweave too directive. Thus,
some otherwise excellent clinicians may never become skilled in EMDR
simply because they are uncomfortable with it. This is one of the haz-
ards of attempting to learn any new method midway or late in one’s clin-
ical career. We can hope that this problem will be alleviated when more
EMDR courses become generally available as part of the standard grad-
uate school curriculum.

Clinicians who find EMDR principles and practices appealing will
still find EMDR a challenging modality and will need to work to up-
grade their skill levels. In my formal EMDR training sessions it is contin-
ually stressed that EMDR is not a “cookie cutter” approach but must be
tailored to each client. It is also emphasized that EMDR training does
not ensure EMDR competency; it is merely the beginning of an ongoing
learning experience. This book can assist the learning and retention
process by serving as a training guide and clinical handbook. However,
each clinician (and researcher) will have specific weaknesses that can be
addressed only with supervision and consultation with other trained cli-
nicians.

Clinical observation suggests that therapists trained formally or
through supervision by experienced EMDR clinicians can expect a
high success rate for appropriately selected clients. If this level of suc-
cess is not being achieved, the clinician should take responsibility for
becoming more skilled in the method. Assessment and application
are equally important: Education in the appropriate use of a method
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includes not only how but when (and on whom) to use it. A valid op-
portunity for informed consent cannot be given to clients contemplat-
ing therapy unless the clinician is sufficiently educated and practiced
in the method.

At the time of this writing, there are approximately 40,000 clini-
cians worldwide who have been trained in EMDR. Some are more
skilled and experienced than others. Among the most highly skilled are
those certified by the EMDR International Association (EMDRIA), a
nonprofit professional organization dedicated to ongoing education
and development of therapist resources. Membership in the EMDRIA
is open to clinicians, researchers, and students who have been formally
educated through approved trainings and university courses. Inter-
ested readers should review the information in Appendix C. An inde-
pendent EMDR Professional Issues Committee was previously estab-
lished to oversee training policies and professional activities. Although
this function is now part of the EMDR International Association, the
original set of recommended guidelines regarding formal training is re-
tained, along with the more recent EMDRIA guidelines, in Appendix B.

The skill level of each clinician has a profound effect on individual
clients and on those with whom these clients come in contact. The suc-
cessful treatment of one client can inspire others to seek assistance, and
a failure can discourage many others. The joy of good clinical work is
the ability to participate in a client’s personal healing. Successful ther-
apy causes a ripple effect through the population and through succeed-
ing generations. But along with the potential for great impact comes a
tremendous responsibility. If we do not take sufficient care to learn our
methods well, we fail in our responsibility as therapists. The first rule is
“Do no harm,” yet we harm when we do not prepare enough to do our
best. Our clients place their lives and their psyches (from the Greek
word for “soul”) in our care. Only our highest integrity, our most edu-
cated level of skill, and our most profound compassion should answer
their need.

Global Responsibility

As indicated previously, excluding research on the efficacy of pharma-
ceuticals and EMDR, less than two dozen randomized controlled stud-
ies of clinical methods exist in the entire field of chronic PTSD. This
dearth is quite extraordinary when one considers the wide range of suf-
fering currently experienced worldwide. With this sobering thought in
mind, it is advocated here that the field of scientific clinical psychology
make a greater effort to test therapeutic methods that can be imple-
mented in those parts of the world that are in greatest need. The occur-
rence of profound psychological disturbance as the outcome of high
stress (e.g., rape, combat, natural disaster) is well documented (e.g.,
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Green, 1994). Such disturbance, in turn, can lead to a cascade of delete-
rious effects. For example, it is generally recognized that people who
have been exposed to high-stress events are likely to exhibit a variety of
physical symptoms (e.g., unexplained illnesses), which may require
extended hospital stays, resulting in increased medical costs and work
absences (Boscarino, 1997; Cummings, 1996; Hoffman, & Sasaki, 1997;
Katon, 1996; Kimerling & Calhoun, 1994; Miranda, Perez-Stable,
Munoz, Hargreaves, & Henke, 1991; Padgett, Patrick, Schlesinger, &
Burns, 1993; Rainer, 1996; Rees, Richards, & Smith, 1998; Sansone,
Sansone, & Wiederman, 1997; Solomon & Davidson, 1997; World
Health Organization, 1990).

Sometimes the root of the problem is not a specific and dramatic
traumatic event, but the accumulation of stressors such as those generally
experienced, directly or indirectly, in the inner cities, developing na-
tions, and/or war-torn countries (van der Kolk, McFarlane, & Weisaeth,
1996). Stressors,whether specificoraccumulated, canalso impair the in-
dividual’s sense of well-being, and his level of job performance (Barrett,
Green, Morris, Giles, & Croft, 1996; Bremner et al., 1993; Everley, 1995;
Jenkins, Langlais, Delis, & Cohen, 1998). Also of serious concern are the
findings that, if left untreated, trauma and associated stress conditions
can impair the physical and mental development of children and con-
tribute to the cycle of violence and psychological disturbance (Allen,
Hauser, & Borman-Spurrell, 1996; Bremner et al., 1995; Classen,
Koopman, Hales, & Spiegel, 1998; Ellason, Ross, Sainton, & Lawrence,
1996; Jenkinsetal., 1998;Kozaric-Kovacic,Folnegovic-Smalc,Skrinjaric,
Szajnberg, & Marusic, 1995; Koss, Woodruff, & Koss, 1990; Main, 1996;
Mueser et al., 1998; Newman, Morrissey, McMackin, & Erwin, 1997;
Pennebaker, Kiecolt-Glaser, & Glaser,1998; Perry, 1997; Perry, Pollard,
Blakley, Baker, & Vigilante, 1995).

There can be no doubt that many citizens of developing countries
are seriously handicapped by the psychological and physical problems
directly associated with stress reactions. Although the most obvious
effects of exposure to traumatic events include the intrusive thoughts
and exaggerated startle responses that characterize PTSD, there are
other consequences not so easily recognized, including mood volatility
(e.g., hostile, passive, or depressed reactions), which, if left untreated,
can lead to substance abuse and somatic illnesses (van der Kolk &
McFarlane, 1996), as well as memory and concentration problems that
can seriously disrupt job performance.

Whether individuals are suffering from traumata engendered in
developing countries or within the inner cities of developed nations,
there is evidence that violence begets violence and that some of our
most prevalent social problems are correlated with trauma histories
(Folette, Polusny, Bechtle, & Naugle, 1996; Green, 1994; Hodgins &
Cote, 1990; Jordan, Schlenger, Fairbank, & Caddell, 1996; Martin,
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Butzin, Saum, & Inciardi, 1999; Teplin, Abram, & McClelland, 1996).
Specific research is needed to explore the degree to which successful
treatment of trauma decreases the amount of high-risk and/or perpe-
trator behavior (e.g., Greenwald, 1999; Scheck et al., 1999) and deters
further victimization. Specific research is also needed to explore the
degree to which neurobiological changes correlated with traumati-
zation, cognitive deficits, affect dysregulation, and perpetrator behav-
ior (Perry, 1997; Perry et al., 1995; Schore, 1994, 1997, 2000, 20001a,
2001b, 2001c; Siegel, 1999, in press) can be reversed with the judi-
cious application of EMDR, or any other treatment, within a multi-
modal treatment plan (Schore, Siegel, Shapiro, & van der Kolk, 1998).
It seems self-evident that the ideal way to address pressing societal
needs, on both local and global levels, is by the integration of science
and practice.

Given the documented rapidity of its effects on a wide variety of
trauma populations (e.g., Ironson et al., in press; Marcus et al., 1997;
Rothbaum, 1997; Scheck et al., 1998; S. Wilson et al., 1995, 1997),
EMDR appears to be a procedure that may be fruitfully applied in other
parts of the world suffering from such calamities as warfare, AIDS, fam-
ine, and population displacement. Furthermore, there are positive re-
ports of the successful application of the standard protocols worldwide,
suggesting that its effectiveness is culture blind (e.g., Jarero, Artigas,
Mauer, Alcala, & Lupez, 1999; Bergh Johannesson, 2000; Cohen &
Lahad, 2000; Hofmann, 1999; Ichii & Kumano, 1996; Inagawa, 1999;
Lamprecht, 2000; Tanaka & Inoue, 1999). The nonprofit EMDR Hu-
manitarian Assistance Programs (see Appendix C) offers trainings
worldwide to teach local clinicians how to administer EMDR to those in
need. Participating clinicians throughout the world have extended
their help, regardless of boundaries and borders, in order to assist in
the alleviation of suffering worldwide. It is hoped that through such
elimination of suffering we can also help to eliminate the cycle of vio-
lence worldwide.

As a helping profession, we must take help to where it is most
needed. As a global network of committed clinicians and researchers,
we must integrate our therapeutic practices and our scientific rigor in
the service of humanity. To this end, the knowledge and practices of
all the therapeutic disciplines are needed. I hope that the message of
this book has been clear throughout: Clinicians must utilize every-
thing they have ever learned to best serve their clients. EMDR is of-
fered as a tool in that integration process. Likewise, an integration of
both science and practice is needed to best guide us. The standards of
scrutiny should be high and rigorous and appropriate to the real-
world concerns of clinicians. The clinicians are those that directly
help to alleviate the world’s suffering. The alleviation of that suffering
is the duty of our profession.
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SUMMARY AND CONCLUSIONS

The clinical effects of EMDR have been demonstrated in numerous
case reports and controlled studies. However, the mechanisms that un-
derlie this information processing are unknown and will probably re-
main so for years to come, owing to lack of neuropsychological knowl-
edge and appropriate measuring devices. Even descriptions such as
“interhemispheric synchrony” speak to observed effects rather than
causes.

However, a number of theories have been proposed to explain
EMDR’s therapeutic effects. The theories involve the method’s proce-
dural elements, and specific hypotheses address the dual attention com-
ponent. The latter attribute the therapeutic effect of the eye move-
ments to the disruption of stereotypic responses, distraction, REM
sleep concomitants, a compelled relaxation response, or activation of
cortical functions that induces integrative processing.

Much more scientific investigation must be done on all our psycho-
therapeutic approaches, and issues such as treatment fidelity, the use of
appropriate standardized psychometrics and treatment comparisons,
and the identification of suitable populations must be directly ad-
dressed in order to test methods sufficiently and inform research re-
views so as to adequately guide the practicing clinician. Rigorous evalu-
ation must assess both new applications and proposed alterations to the
published protocols and procedures (see also Appendix D).

This book has been written to supplement supervised practice con-
ducted by trained, experienced EMDR instructors. Whether EMDR ed-
ucation takes place in formal, dedicated training sessions, within men-
tal health agencies, or as part of graduate school curriculums, it is only
the beginning of the learning process. Once formal training is com-
plete, it becomes the responsibility of all therapists and researchers us-
ing EMDR, or any other treatment method, to continue to upgrade
their skills through ongoing practice, supervision, and consultation
with more experienced practitioners.

EMDR has already helped to relieve suffering for thousands of cli-
ents and has affected many thousands more through those clients’ asso-
ciations with friends and family. However, the method is only as good as
the clinicians who are trained to use it. EMDR’s therapeutic potential is
enormous—and so is each clinician’s personal responsibility to use it ju-
diciously and well.

We cannot live only for ourselves. A thousand fibers
connect us with our fellow men; and among those
fibers, as sympathetic threads, our actions run as
causes, and they come back to us as effects.

Herman Melville
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APPENDIX A
� � �

Clinical Aids

The following sample checklist format may be helpful to record pertinent data
and dates of important communications to the client. Additional spaces or
sheets will be necessary for actual use.

EMDR SCREENING AND DATA CHECKLIST

Name: Date:
Type and amount of previous counseling:

Present medications:

� Results of objective tests

� Mental status exam plus dissociative disorder screening

� Sufficient rapport (feeling of safety, degree of truth telling)

� Ability to use self-control techniques tested positive with

� Personal and environmental stability: Factors needing attention are:

� Life supports:

� Physical health (areas of concern include neurological impairment;
pregnancy; cardiac, respiratory, and geriatric issues; seizures, and eye
problems):

� Inpatient treatment (medical needs; nature of the traumatic memory; is
client a danger to self or others?):
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� Medication needs:

� Drug or alcohol abuse (supports; program; was briefing given of
potential exacerbation?):

� Legal restraints (processing effects/forensic issues):

� Systems control:

� Secondary gains (action planned):

� Timing considerations:

� Reporting requirements:

� Terms in which theory was explained: nervous system, blocked learning,
REM, hemispheres, or other?

� Informed consent: Mention fact that  distressing, unresolved memories
may surface; that unanticipated reactions may include disturbing
emotions or sensations; and that between-session disturbance, such as
nightmares or other memories, may occur.

� Test eye movement (client’s preferences? which movements to avoid?
alternative stimuli to be used?):

� Metaphors (train, tiger, tunnel, other?):

� Safe place (specify place and word):

� Stop signal:

� Other:

EMDR TREATMENT PLANNING CHECKLIST

Name: Date:

� Symptoms:

� Intrusive images:

� Negative cognitions:

� Duration:

� Initial cause(s):

� Additional occurrences (or top 10 memories):

� Additional complaints:

� Present constraints:

� Significant people:

� Desired state:

� Skills/adjunctive groups needed:
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RECOMMENDED FORMAT FOR WEEKLY LOG REPORT

Client compliance with homework assignments asking for log reports can be
assisted by supplying some version of the following. It offers the client a spe-
cific format that limits the amount of work necessary. The client writes only a
short description in each column when an experience comes up that needs to
be reported. The first column designates the date. The rest of the columns ask
for a few words regarding the experience: (1) the triggering event, (2) the im-
age that arose, (3) the cognition/belief that emerged, (4) the emotion, (5) the
sensations and SUD/disturbance level. Placing the description in this order is a
duplication of what is needed to target the event in a subsequent session. It re-
minds the client to break the disturbance into the attendant parts. It also notes
just the information necessary to remember what happened and convey it to
the clinician. Once the description is filled in, the client uses a self-control tech-
nique to dissipate the disturbance.

Date Trigger Image Cognition Emotion
Sensation
and SUD

SELECTING NEGATIVE AND POSITIVE COGNITIONS

Clinicians may find it useful to offer clients the list of sample negative and posi-
tive cognitions on the following page. Generally, clients can make an appropri-
ate selection or use the examples as a starting point to construct choices more
suitable to their particular problems. The grouping into Responsibility, Safety,
and Choices may be helpful for the initial selection. However, there are nu-
ances to many of the cognitions, whereby they overlap or are a combination of
two or more categories. The selection should be one that resonates most for
the individual, one that articulates the dysfunctional affect that pervades the
person when he or she thinks of the event.
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ADDITIONAL EXAMPLES
OF COGNITIONS

Negative cognitions Positive cognitions
RESPONSIBILITY (I am defective)
I don’t deserve love. I deserve love; I can have love.
I am a bad person. I am a good (loving) person.
I am terrible. I am fine as I am.
I am worthless (inadequate). I am worthy; I am worthwhile.
I am shameful. I am honorable.
I am not lovable. I am lovable.
I am not good enough. I am deserving (fine/okay).
I deserve only bad things. I deserve good things.
I am permanently damaged. I am (can be) healthy.
I am ugly (my body is hateful). I am fine (attractive/lovable).
I do not deserve . . . I can have (deserve) . . .
I am stupid (not smart enough). I am intelligent (able to learn).
I am insignificant (unimportant). I am significant (important).
I am a disappointment. I am okay just the way I am.
I deserve to die. I deserve to live.
I deserve to be miserable. I deserve to be happy.
I am different (don’t belong). I am okay as I am.

RESPONSIBILITY (I did something wrong)
I should have done something.* I did the best I could.
I did something wrong.* I learned (can learn) from it.
I should have known better.* I do the best I can (I can learn).

SAFETY/VULNERABILITY
I cannot be trusted. I can be trusted.
I cannot trust myself. I can (learn to) trust myself.
I cannot trust my judgment. I can trust my judgment.
I cannot trust anyone. I can choose whom to trust.
I cannot protect myself. I can (learn to) take care of myself.
I am in danger. It’s over; I am safe now.
It’s not okay to feel (show) my emotions. I can safely feel (show) my emotions.
I cannot stand up for myself. I can make my needs known.
I cannot let it out. I can choose to let it out.

CONTROL/CHOICES
I am not in control. I am now in control.
I am powerless (helpless). I now have choices.
I am weak. I am strong.
I cannot get what I want. I can get what I want.
I am a failure (will fail). I can succeed.
I cannot succeed. I can succeed.
I have to be perfect (please everyone). I can be myself (make mistakes).
I cannot stand it. I can handle it.
I am inadequate. I am capable.
I cannot trust anyone. I can choose whom to trust.

*What does this say about you? (e.g., does it make you feel: I am shameful/I am stupid/I am a bad
person?)
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EMDR PROCEDURAL OUTLINE

Explanation of EMDR: (Wording of the explanation of the EMDR method de-
pends on the age, background, experience, and sophistication of the client.)

“When a trauma occurs it seems to get locked in the nervous system with
the original picture, sounds, thoughts, and feelings. The eye movements we
use in EMDR seem to unlock the nervous system and allow the brain to process
the experience. That may be what is happening in REM or dream sleep—the
eye movements may help to process the unconscious material. It is important
to remember that it is your own brain that will be doing the healing and that
you are the one in control.”

Specific instructions: “What we will be doing often is a simple check on
what you are experiencing. I need to know from you exactly what is going on,
with feedback that is as clear as possible. Sometimes things will change and
sometimes they won’t. I’ll ask you how you feel from 0 to 10; sometimes it will
change and sometimes it won’t. I may ask if something else comes up; some-
times it will and sometimes it won’t. There are no ‘supposed to’s’ in this pro-
cess. So just give feedback as accurately as you can as to what is happening,
without judging whether it should be happening or not. Let whatever happens,
happen. We’ll do the eye movements for a while, and then we’ll talk about it.”

Stop signal: “If at any time you feel you have to stop, raise your hand.”
Establishing appropriate distance: “Is this a comfortable distance and speed?”

Presenting issue: “What incident would you like to work on today?”
Image: “What picture represents the worst part of the incident?”
Negative cognition (NC): “What words best go with the picture and express

your belief about yourself now?” (Have client make the statement in the form
of an “I” statement in the present tense. This must be a presently held negative
self-referencing belief.)

Positive cognition (PC): “When you bring up that picture/incident, what
would you like to believe about yourself now?” (This must be a present desired
self-referencing belief.)

VOC (for PC only): “When you think of that picture/incident, how true
does that [positive cognition] feel to you now on a scale of 1 to 7, where 1 is un-
true and 7 is totally true?”

Emotions/feelings: “When you bring up that incident and those words
[negative cognition], what emotion(s) do you feel now?”

SUDs: “On a scale of 0 to 10, where 0 is no disturbance or neutral and 10 is
the highest disturbance imaginable, how disturbing does it feel to you now?”

Location of body sensation: “Where do you feel it [the disturbance] in your
body?”

Desensitization: “(I’d like you to) bring up that picture, those negative
words [repeat the negative cognition], notice where you are feeling it in your
body, and follow my fingers.”
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1. Begin the eye movements slowly. Increase the speed as long as the cli-
ent can comfortably tolerate the movement.

2. Approximately every 12 movements, or when there is an apparent
change, comment to the client, “That’s it. Good. That’s it.”

3. It is helpful to make the following comment to the client (especially if
the client is abreacting): “That’s it. It’s old stuff. Just notice it.” (Also use
the speeding train metaphor.)

4. After a set of eye movements, instruct the client to “Blank it out”
and/or “Let it go and take a deep breath.”

5. Ask: “What do you get now?” or “What are you noticing now?”
6. If the client reports movement, say, “Stay with that” (without repeating

the client’s words). The client should be reporting a 0 or 1 on the SUD
scale before doing the installation.

Installation of positive cognition (linking the desired positive cognition
with the original memory or image):

1. “Do the words [repeat the positive cognition] still fit, or is there another
positive statement you feel would be more suitable?”

2. “Think about the original incident and those words [selected positive
cognition]. From 1, completely false, to 7, completely true, how true to
they feel?”

3. “Hold them together.” Lead the client in an eye movement set. “On a
scale of 1 to 7, how true does that [positive statement] feel to you now
when you think of the original incident?”

4. VOC: Measure the VOC after each set. Even if the client reports a 6 or a
7, do eye movement again to strengthen, and continue until validity no
longer strengthens. Go on to the body scan.

5. If the client reports a 6 or less, check appropriateness and address
blocking belief (if necessary) with additional reprocessing.

Body scan: “Close your eyes; concentrate on the incident and the PC, and
mentally scan your body. Tell me where you feel anything.” If any sensation is
reported, do EM. If a positive/comfortable sensation, do EM to strengthen the
positive feeling. If a sensation of discomfort is reported, reprocess until dis-
comfort subsides.

Closure (debriefing the experience): “The processing we have done today
may continue after the session. You may or may not notice new insights,
thoughts, memories, or dreams. If you do, just notice what you are experienc-
ing. Take a snapshot of it (what you are seeing, feeling, thinking, and the trig-
ger), and keep a log. We can work on this new material next time. If you feel it is
necessary, call me.”
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FORM FOR IDENTIFYING THE EMDR TARGET

Presenting memory: “Let’s work on the memory of today.”
Picture: “What picture represents the worst part of that incident?”
Negative cognition (NC): “What negative words go best with that picture

that express your belief about yourself now?”
Positive cognition (PC): “When you bring up that picture/incident, what

would you like to believe about yourself now?”
Validity of cognition (VOC): “As you bring up that picture/incident of

, how true does that statement [Positive cognition written above] feel
to you now on a scale of 1 to 7, where 1 feels completely false and 7 feels com-
pletely true?”

1 2 3 4 5 6 7
(completely false) (completely true)

Emotions/feelings: “When you bring up that memory/incident and those
words [repeat the negative cognition], what emotion(s) do you feel
now?

Subjective units of disturbance (SUDs): “On a scale of 0 to 10, where 0 is no
disturbance or neutral and 10 is the highest disturbance you can imagine, how
disturbing does the incident/memory feel to you now?”

1 2 3 4 5 6 7 8 9 10
(no disturbance/neutral) (highest disturbance)

Location of body sensation(s): “Where in your body do you feel it?”

FORM AND SEQUENCE FOR FLOATBACK TECHNIQUE
TO IDENTIFY PAST EVENT

Earlier memories setting the groundwork for dysfunction should be processed
before current events. This procedure may be used when the client is unable to
identify easily an earlier target for processing.

Prepared by William Zangwill (Young, Zangwill, & Behery, in press) for
training purposes, the EMDR procedures augment the “affect bridge” and the
‘somatic bridge’ discussed by Watkins and Watkins (1997) by combining multi-
ple pathways of information retrieval—sensory impressions, cognitions, affect
and physical sensations—in one procedure.

“Now, please bring up that picture of , and those negative words
, (repeat client’s disturbing image and negative cognition), notice

what feelings are coming up for you, where you are feeling them in your body,
and just let your mind float back to an earlier time in your life—don’t search
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for anything—just let your mind float back and tell me the first scene that
comes to mind where you had similar:

Thoughts of [repeat negative cognition],
Feelings of [repeat emotions above],
In your [repeat places in body where client reported feelings].

Write client’s response here:

GUIDELINES AND PROCEDURES FOR EMDR
RESOURCE DEVELOPMENT AND INSTALLATION

As articulated by Leeds (1998; Leeds & Shapiro, 2000), many EMDR clinicians
have given special attention to the stabilization phase and the use of EMDR to
develop positive introjects and increased affect regulation. The following
guidelines and procedures were adapted by Leeds for training purposes and
provide a ready resource for the practicing clinician.

When developing a treatment plan, clinicians must not only be able to
recognize the specific effects of trauma but to consider symptoms reflecting
limited capacities for emotional self regulation. The purpose of Resource De-
velopment and Installation (RDI; Leeds, 1998; Korn & Leeds, 2002; Leeds &
Shapiro, 2000) is to increase clients’ abilities to change (affective and behav-
ioral) state adaptively by enhancing their access to functional memory net-
works.

Indications of a Need to Extend Client Preparation
and Stabilization Phase

• Client history includes early neglect, abandonment or inadequate at-
tachment with caregiver(s).

• Client is alexithymic (cannot name and describe feelings).
• Client reports or is observed flooded with feelings and is not able to

identify the eliciting stimuli.
• At times of emotional distress, client is unable to speak and cannot artic-

ulate thoughts.
• Standard self-care methods (such as structured relaxation) do not allevi-

ate distress.
• Client cannot give coherent narrative accounts of recent stressful

events (vague, self-critical).
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• Client shows poor impulse control, approach–avoidance behavior over
important goals or relationships, is accident prone, easily manipulated,
avoids conflict and intimacy.

• Client does not trust perceptions or feelings as sources of information
for deciding how to set limits, assert needs, or cope with others.

• Client lacks adult perspective and culturally relevant models of human
rights, needs, behavior.

• Client lacks learning and working skills for access to adequate social and
economic support.

Characteristics and Types of Resources Appropriate
for Resource Development and Installation

Resources appropriate for RDI are associated with positive affect (interest, ex-
citement, enjoyment, pride) and adaptive responses (speaking the truth, pro-
tecting oneself from danger, containing impulses). Appropriate resources are
not ambiguous in content or theme and are not associated with child ego states
holding memories of dysphoric affect (fear, distress, anger, helplessness, dis-
gust, shame).

Clinicians may find it helpful to explore client resources within three
broad domains of experience:

1. Mastery resources include the following:
• The client’s own memories of recent or past coping responses and expe-

riences of effective self-care and self-soothing.
• A physical stance or movement that evokes a functional affective state

or capacity to respond.

2. Relational resources include the following:
• Memories of positive role models—for example, people the client has

known or now knows personally, or figures from books, stories, car-
toons, movies, or TV—who have demonstrated capacities the client
would like to incorporate such as courage, persistence, boundary set-
ting, or truth telling.

• Memories of supportive others—for example, caregivers, relatives, teach-
ers, positive authority figures, peers, or pets—who have provided sooth-
ing, care, affection, or protection.

3. Symbolic resources include memories of objects from the natural world,
such as the ocean, a rock, or a tree, as well as religious, archetypal, to-
temic, and transpersonal symbols and experiences:

• Figures or symbols from dreams or daydreams that express the client’s
capacity for adaptive functioning.
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• Symbols or images developed during guided imagery exercises, such as
the image of an integrated, whole person, an animal that represents
strength, or the ocean, which persists.

• Memories, images, icons, or totemic figures from cultural, religious, or
spiritual sources.

• Images from artworks or other creative endeavors.
• Metaphors or stories offered by the clinician that illustrate new ideas or

perspectives for accessing and utilizing positive resources.
• Music (which can be played in the session) that evokes a positive affec-

tive state.
• An image of a positive goal state or future self.

Prolonged Resource Development May Need to Precede
EMDR-RDI Procedures

Resources are normally developed through appropriate modeling by care-
givers and authority figures, instruction in practical and moral precepts, sto-
ries and metaphors. Clinicians will find that some clients lack needed re-
sources in a form that can be installed with bilateral stimulation. In these cases,
clinicians will need to use more basic resource development interventions over
a series of sessions until they are sufficiently well developed to be installed with
bilateral stimulation. Such resource development strategies are found in many
types of psychotherapy. They can be focused and prescriptive, such as in asser-
tiveness training, or general and permissive. The therapeutic alliance can serve
as a resource.

Precautions in Considering Resource Development
and Installation

1. Shorter sequences of six to twelve bilateral movements are generally
used in RDI to allow associations to only the most strongly associated positive
memories. In RDI, each sequence of bilateral stimulation is stopped before as-
sociations arise to more weakly associated, traumatic memory networks.

2. Clinicians are cautioned to screen clients for a dissociative disorder be-
fore EMDR trauma-focused reprocessing (see Chapter 4 and Appendix B);
such screening is also essential before offering RDI. For clients with a
dissociative disorder, the use of RDI with unprepared alters (ego states) or with
conflicts between alters (ego states) can put clients at risk for unplanned
abreactive responses or prolonged postsession distress through inappropriate
resource selection or interventions, which pose a threat to other parts of a cli-
ent’s self-system. With clients who meet criteria for a dissociative disorder, RDI
should be considered only in accordance with criteria described in Appendix
B.
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3. Clinicians also need to consider that clients with histories of profound
early neglect may be unable to tolerate and modulate positive affects. Attempts
to implement RDI procedures with such clients may result in no change or in
negative responses, such as confusion or increasing anxiety, due to limited pos-
itive affect tolerance or the rapid affect state changes commonly produced in
RDI.

The Basic EMDR Resource Development
and Installation Protocol

RDI is a creative and flexible procedure that must be adapted to the unique
needs of each client. The following is a general script, adapted with permission
from Korn and Leeds (2002). Clinicians will have to select, from the phrases
listed in each step, those appropriate for each client.

Identifying Needed Resources for a Current Challenge

“I’d like you to think about a particularly challenging situation in your current
life. Perhaps you want to think about therapy and the challenge of facing a trau-
matic memory. Perhaps you’re struggling with a particular person in your life.
When you think about this situation, what qualities, resources, or strengths do
you need? What would you like to believe about yourself in this situation? How
would you like to feel? What would you rather be able to do?”

Possible answers: “I’d like to feel stronger, safer, more connected, more
grounded, more confident, more courageous, more self-trusting, more hope-
ful, more determined, more flexible. I need to strengthen my commitment to
the process of healing. I want to believe in myself. I want to be able to soothe
myself. I want to be able to tolerate and manage my feelings. I want to have
better boundaries. I want to feel lovable. I want to be able to say what I need.”

Resource Development—Exploring Types of Resources

Mastery Experiences and Images. “Think of a time when you felt
[e.g., strong, safe, confident, soothed, able to tolerate your feelings]. Think of a
time when your were able to behave with more [e.g., courage,
self-trust, or flexibility]. What experiences capture that desired quality or feel-
ing? Remember ways of being you have experienced at certain times that
would be helpful to you now [e.g., your wise self, professional self, warrior self].
Can you allow yourself to see an image of yourself in the future, possessing the
qualities or resources that you desire?”

Relational Resources (Models and Supportive Figures). “Think of people
in your life, now or in the past, who possess or embody this quality? Think of
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who you would want in your corner, cheering you on, coaching you, helping
you to feel [e.g., stronger, supported, more confident, etc.]. Think
about friends, relatives, teachers, caregivers, therapists. Think of any people
out there in the world who embody this quality, who serve or could serve as a
role model for you [e.g., public figures, characters in books, TV shows, movies,
or cartoons]. Think about your mentors, people who have made a difference in
your life. Do you have a spiritual guide, someone or something that gives you
hope or strength along the way? Are there any animals or pets that you associ-
ate with these positive feelings or qualities?”

Metaphors and Symbolic Resources. “Think of any other images, sym-
bols, or metaphors that would help you to feel [e.g., soothed, loved,
connected, protected, contained, peaceful, etc.]. Think of any positive images
or symbols that have come up in your artwork, dreams or daydreams, or
guided imagery exercises [e.g., a strong, yet flexible, tree].”

Resource Development—Accessing More Information

[Working with one resource image or association at a time] “When you think
about that [e.g., experience, person, symbol, etc.], what do you see?
What do you hear? What do you smell? What sensations do you experience in
your body? What emotions do you notice as you focus on this image or mem-
ory?” [Make verbatim notes of these descriptions to use in the following sec-
tions.]

Checking the Resource

“When you focus on [repeat description of image] and notice the
[repeat description of sounds, smells, sensations, feelings, etc.], how

do you feel now? [Then verify that the selected resource would help the client
cope with the challenging (target) situation by asking:] When focusing on

[the target situation] how true or helpful does [repeat de-
scriptions of the image and feelings] feel to you now, ranging from 1, com-
pletely false or not helpful, to 7, completely true or helpful?”

VOC: 1 2 3 4 5 6 7

Reflecting the Resource

“Continue to let yourself be aware of [repeat description of image]
and notice the [repeat description of feelings, sensations, smells,
sounds, etc.].” [Repeat the client’s verbatim descriptions of the image, sounds,
sensation, feelings with variations in the sequence of phrases. Check whether
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the client can attend to and tolerate a connection to the resource without nega-
tive associations or affects. Do not continue with this resource if the client re-
ports negative associations or affect. Consider starting over with another re-
source.]

Resource Installation

“Now, as you continue to focus on [repeat the client’s verbatim de-
scription of the image and associated emotions and sensations], follow my fin-
gers [or tones, lights, taps, etc.].” [Then provide several short sets of bilateral
stimulation (SEM) with 6 to 12 complete movements in each set. After each set
of bilateral stimulation, make a general inquiry:] “What are you feeling or no-
ticing now?” [The bilateral stimulation is not continued if the client reports
negative associations or affect. The negative material is either contained
imaginally—e.g., in a box, vault, etc.—before proceeding, or the process is
started over with an alternate resource.]

SEM
SEM
SEM
SEM

Strengthening the Resource—Linking with Verbal or Sensory Cues

“Imagine going a step further in connecting with this resource. As you remem-
ber that experience [i.e., for mastery experiences], what are the most positive
words you can say about yourself now? Imagine that person [i.e., for models or
supportive figures] standing near you and offering you what you need. Imag-
ine that he or she knows exactly what to say to you, exactly what you need to
hear. Imagine merging with this person or stepping right into his or her body.
Imagine holding this resource [i.e., for a metaphoric or symbolic resource] in
your hands. Imagine being surrounded by this image or feeling. Breathe this
feeling in. Notice where you feel the positive quality in your body.” [Continue
with sets of bilateral stimulation as long as processing appears helpful.]

SEM
SEM

Establishing a Future Template

“Think about possessing this resource in the future as you face [de-
scribe the challenging situation identified earlier]. Imagine possessing the

[e.g., courage, strength, boundaries] you need to cope effectively.
Imagine feeling [e.g., confident, peaceful, grounded] in the scene.
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Imagine feeling connected with [i.e., name the supportive person or
relational resource] as you face this challenging situation. Notice what that
would be like for you. Hear your resource person saying exactly what you need
to hear. Feel your resource [i.e., for metaphoric or symbolic resources] in just
the way you need to feel it. Be aware of your resource in just the way you need
to experience it.” [Continue with short sets of bilateral stimulation as long as
processing appears helpful.]

[Assess whether the installation and future template with the selected re-
source helps the client imagine being able to cope with the target situation.
Ask:] “When focusing on [the target situation], how true or helpful does [re-
peat descriptions of the image and feelings] feel to you now, ranging from 1,
completely false or not helpful, to 7, completely true or helpful?”

VOC: 1 2 3 4 5 6 7

This process may be repeated for each of the qualities the client wants to
strengthen.

Use of Resource Development and Installation

In future sessions, clinicians should reevaluate resources that have been in-
stalled as well as the client’s written log for feedback on the effects of RDI on
client stability. When clients are ready for stage 2, trauma-focused work, clini-
cians can begin sessions by first asking clients to select and strengthen (with bi-
lateral stimulation) previously installed (or new) resources needed to address
the traumatic material. To assist with closure for an incompletely resolved trau-
matic memory, clinicians can bring clients to a state of calm and mastery with
the safe place or with another resource experience.
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APPENDIX B
� � �

Client Safety

Although now considered a standard form of therapy, EMDR was introduced
as an experimental procedure during trainings that began in 1990. To dissemi-
nate this new psychotherapeutic approach responsibly, the training practices
and client safety factors were overseen by independent committees of experi-
enced senior clinicians. Their recommendations form the core of the guide-
lines provided here, so that readers can review the primary areas of concern re-
garding client safety. The first section of this appendix consists of the EMDR
Dissociative Disorders Task Force recommended guidelines, which contain a
general guide to the use of EMDR with the dissociative disorders and a sug-
gested reading list. Although first published in 1995, these guidelines are still
relevant today.

The second section provides the recommendations of the EMDR Profes-
sional Issues Committee (EPIC) that previously guided EMDR training poli-
cies. The generic recommendations remain relevant to the practicing clinician.

The third section includes the training policies of the EMDR International
Association, which now provides guidelines for EMDR training and clinical
practices. The goal is to find a way to protect client safety, maintain the integrity
of the EMDR methodology, and prevent diluted versions from proliferating in
the hands of unlicensed lay practitioners. A complete review of the history of
EMDR training practices and recommendations for dissemination of emerging
psychotherapies appears in Shapiro, F. (1998). Eye movement desensitization
and reprocessing (EMDR): Historical context, recent research, and future di-
rections. In L. Vandercreek & T. Jackson (Eds.) Innovations in Clinical Practice: A
Source Book (Vol. 16). Sarasota, FL: Professional Resource Press.

Section I
EMDR DISSOCIATIVE DISORDERS TASK FORCE

RECOMMENDED GUIDELINES: A GENERAL GUIDE
TO EMDR’S USE IN THE DISSOCIATIVE DISORDERS

Purpose: This section of this appendix offers general guidelines in the ap-
plication of EMDR to the dissociative disorders, with paramount concern for
client safety. The intended audience is the established clinician who is new to the
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diagnosis and treatment of dissociative disorders. This guide is not intended to
define standards of care or specific training requirements or certification
guidelines. Further, it is not intended to supersede expert clinical judgment or
training in dissociative disorders or hypnosis.

Assumptions: The following are some assumptions underlying this guide:
(1) EMDR treatment of those with a dissociative disorder is best imbedded
within a total psychotherapeutic approach and does not stand alone as a treat-
ment; (2) there is a high prevalence of undiagnosed dissociative disorder in
clinical populations; (3) there is a high cost to patient, therapist, and the thera-
peutic alliance in failing to adequately consider the possibility of dissociative
disorders before first using EMDR in a patient’s treatment; (4) as our under-
standing continues to develop, these guidelines may need revision. The follow-
ing paragraphs are guidelines for therapists to use in evaluating patients for
EMDR and determining whether and at what point EMDR may be safely intro-
duced in a patient’s treatment.

Screening: The therapist should screen every patient for the presence of
an underlying dissociative disorder regardless of the presenting complaint.
Screening approaches include the Dissociative Experience Scale (DES; Bern-
stein & Putnam, 1986) and the Mental Status Examination for Dissociative Dis-
orders (Loewenstein, 1991). The therapist has not conducted sufficient screen-
ing if that screening is limited to in-session monitoring for evidence of
“switching.” If the index of suspicion for a dissociative disorder is low after
screening, the therapist may proceed with the EMDR protocol, including pre-
paratory steps that are appropriate for the presenting problem.

Clarifying the diagnosis: If the index of suspicion for a dissociative disor-
der is high after screening, the therapist should conduct further diagnostic
clarification, using, for example, the Dissociative Disorders Interview Schedule
(DDIS; Ross, 1989) or the lengthier Structured Clinical Interview for DSM-IV
Dissociative Disorders (SCID-D; Steinberg, 1993) or should obtain appropriate
consultation.

When a dissociative disorder is present: If the assessment reveals that a dis-
sociative disorder is present, the decision to proceed with EMDR is best guided
by considering both therapist and patient factors, as follows:

1. Therapist factors:
a. It should be determined whether the therapist is sufficiently trained

in the dissociative disorders, as evidenced by the therapist’s (1) hav-
ing taken formal courses in the area and (2) having been supervised
in the psychotherapy of dissociative patients.

b. It should be determined whether the therapist is sufficiently skilled
in the treatment of dissociative disorders, as evidenced by such abili-
ties as (1) troubleshooting with hostile alters, child alters, and perpe-
trator alters; (2) anticipating and accommodating transferences; (3)
recognizing and working with hypnotic and dissociative phenom-
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ena; (4) managing crises; and (5) determining the need for medical
and/or inpatient backup.

c. The therapist should have considerable experience using EMDR on
patients without dissociative disorders before attempting it on
highly dissociative patients. The therapist needs skill in the “cogni-
tive interweave” interventions and other active interventions de-
scribed in the EMDR Institute’s Level II training.

d. Unless the aforementioned skills are present, the therapist should
either refer the patient or seek additional training in the fields of dis-
sociative disorders and hypnosis before using EMDR with a dissocia-
tive patient (see section on Additional Training).

e. If the requisite skills and training are present, the therapist may im-
plement EMDR within the context of a thorough treatment plan
only if positive patient factors are present (see next section).

2. Patient factors: Patient factors are important in planning the treatment
of dissociative patients, whether EMDR is used or not. Because of the potential
of EMDR for rapid destabilizing, however, patient factors directly affect the
risks associated with the procedure.

a. Assess patient suitability for EMDR treatment by ascertaining
whether the patient has (1) good affect tolerance; (2) a stable life
environment; (3) willingness to undergo temporary discomfort for
long-term relief; (4) good ego strength; (5) adequate social support
and other resources; (6) a history of treatment compliance. The fol-
lowing assessment is a necessary element of the evaluation of any dis-
sociative patient for any treatment. With EMDR, however, the risks
associated with failing to assess adequately are more serious because
of the power of the procedure.

b. Determine whether the patient exhibits the following signs, which
tend to argue against the use of EMDR: (1) ongoing self-mutilation;
(2) active suicidal or homicidal intent; (3) uncontrolled flashbacks;
(4) rapid switching; (5) extreme age or physical frailty; (6) terminal
illness; (7) need for concurrent adjustment of medication; (8) ongo-
ing abusive relationships; (9) alter personalities that are strongly op-
posed to abreaction; (10) extreme character pathology, especially a
severe narcissistic, sociopathic, or borderline disorder; (11) serious
dual diagnoses such as schizophrenia or active substance abuse.

Note: The presence of these signs may not constitute absolute
contraindications. However, the risks and complexities that accrue
if the therapist proceeds with EMDR in the presence of these signs
are considerable. The potential benefits must outweigh these risks,
and safety precautions must be in place. Only therapists who are
highly experienced with managing those complications are pre-
pared to proceed with EMDR for patients evidencing these signs.
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Embedding EMDR in the treatment plan: If the aforementioned therapist
and patient factors described above are appropriate, EMDR may be one com-
ponent in a progressive course of treatment. The total treatment plan is best
guided by the accumulated knowledge of the field of dissociation and may in-
clude hypnosis, EMDR, behavior therapy, cognitive therapy, and other meth-
ods.

Preparing for EMDR: The therapist should prepare the patient for EMDR
with the intention of minimizing the likelihood and impact of any problems oc-
curring in the middle of EMDR sessions. At the same time, the therapist needs
to “expect the unexpected,” to use Kluft’s phrase. At a minimum, the therapist
should carefully explain the procedure with the intent of achieving sufficient
informed consent of the entire system, recognizing that this is not a fully attain-
able goal. To the degree that the system consents, EMDR is likely to proceed
smoothly. Suggestions for the entire system to observe, even if parts are reluc-
tant, can prevent surprised alters from aborting the EMDR. The therapist’s
preparation of the patient for EMDR may be affected by such factors as the fol-
lowing: (1) system complexity; (2) informed consent of the relevant portions of
the system; (3) cooperation between parts; (4) permeability of dissociative bar-
riers; and (5) overall system motivation for change. A straightforward, cooper-
ative, and coconscious system is easier to prepare for EMDR than one that is
hostile, complex, and impermeable. Preparation for EMDR may proceed in
tandem with other therapeutic activities, including the establishment of rap-
port and the teaching of affect containment and other skills.

Early treatment phases: Early in the treatment of a dissociative disorder,
therapists should refrain from the use of EMDR. Exceptions may exist under
extraordinary circumstances, to be defined in consultation.

Caution: The use of eye movements too early in treatment risks premature
penetration of dissociative barriers. This could produce such results as flooding
of the system, uncontrolled destabilization, and increased suicidal or homicidal
risk. For crisis intervention, the therapist should attempt eye movements only if
the risks of failing to intervene are as high without as with the intervention.

Middle treatment phases: Throughout the integration phase of treatment,
the therapist may find various uses for EMDR, including, for example, (1)
EMDR’s prototypic application, the neutralization of trauma through abreac-
tion; (2) facilitation of internal dialogue using ego state therapy (Watkins,
1992) during EMDR; (3) restructuring of cognitive distortions used as EMDR
targets; (4) building of alternative coping behaviors using EMDR installations;
(5) ego strengthening through installations; and (6) fusion.

Final treatment phases: In the postintegration and termination stages of
treatment, EMDR may have continued application, including (1) additional
coping skills development; (2) generalization into new situations; (3) facilitat-
ing the patient in making meaning of life’s trauma, pain, and healing; (4) re-
solving remaining obstacles to the achievement of life goals.
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Task force members: The following, in alphabetical order, are the EMDR
Dissociative Disorder Task Force members: Catherine Fine, PhD, Sandra
Paulsen, PhD, Curt Rouanzoin, PhD, Marilyn Luber, PhD, Gerald Puk, PhD,
and Walter Young, MD.

Additional Training

Clinicians who seek additional training in the diagnosis and treatment of disso-
ciative disorders should contact the International Society for the Study of Dis-
sociation (ISSD), phone (847) 480-0899, www.issd.org, 60 Revere Drive Ste. 500,
Northbrook, IL 60062.

Suggested Reading

The following are a few of the resources available for the study of dissociation:

Bernstein, C., & Putnam, F. (1986). Development, reliability, and validity of a dissocia-
tion scale. Journal of Nervous and Mental Disease, 174, 727–735.

Braun, B. G. (1988). The BASK model of dissociation. Dissociation, 1(1), 4–23.
Braun, B. G. (1986). Treatment of multiple personality disorder. Washington, DC: Ameri-

can Psychiatric Press.
Fine, C. G. (1991). Treatment stabilization and crisis prevention: Pacing the therapy of

the multiple personality disorder patient. Psychiatric Clinics of North America, 14(3),
661–676.

Goodwin, J. (1982). Sexual abuse: Incest victims and their families. Boston: Wright/PSG.
Kluft, R. P. (1985a). Childhood antecedents of multiple personality disorder. Washington,

DC: American Psychiatric Press.
Kluft, R. P. (1985b). The treatment of multiple personality disorder (MPD): Current

concepts. In F. F. Flach (Ed.), Directions in psychiatry. New York: Hatherleigh.
Kluft, R. P. (1988). Making the diagnosis of multiple personality disorder. In F. F. Flach

(Ed.), Diagnostics and psychopathology. New York: Norton.
Kluft, R. P., & Fine, C. G. (1993). Clinical perspectives on multiple personality disorder.

Washington, DC: American Psychiatric Press.
Loewenstein, R. J. (1991). An office mental status examination for complex chronic dis-

sociative symptoms and multiple personality disorder. Psychiatric Clinics of North
America, 14(3), 567–604.

Putnam, F. W. (1989). Diagnosis and treatment of multiple personality disorder. New York:
Guilford Press.

Ross, C. A., Heber, S., Norton, G. R., Anderson, D., Anderson, G., & Barchet, P. (1989).
The Dissociative Disorders Interview Schedule: A structured interview. Dissocia-
tion, 2(3), 169–189.

Ross, C. A. (1989). Multiple personality disorder: Diagnosis, clinical features and treatment.
New York: Wiley.

Spiegel, D. (Ed.). (1993). Dissociative disorders: A clinical review. Lutherville, MD: Sidran
Press.

Steinberg, J. (1993). Structured clinical interview for DSM-IV dissociative disorders. Wash-
ington, DC: American Psychiatric Press.

Watkins, J. (1992). Hypnoanalytic techniques. New York: Irvington.
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Section II
EMDR PROFESSIONAL ISSUES COMMITTEE

RECOMMENDED GUIDELINES

In 1987 a clinical procedure called Eye Movement Desensitization (EMD) was
developed by Francine Shapiro, PhD. In her initial study (1989), EMD was used
to treat survivors of sexual assault and veterans of the Vietnam War. In 1990
the name was changed to Eye Movement Desensitization and Reprocessing
(EMDR) to take into account the cognitive and emotional restructuring aspects
of the method. Since it first appeared in the literature, EMDR has undergone a
number of modifications, rendering the original articles obsolete. Over the
course of the development of EMDR, a group of clinicians formed a committee
whose primary function was to address professional and ethical issues related
to the practice of EMDR. This group, called the EMDR Professional Issues
Committee (EPIC), has identified two primary areas of concern—client welfare
and training—which are inexorably linked.

Client Welfare

Fundamental to the professional practice of any psychotherapy is the primary
concern for client welfare. For psychologists, this concern underlies the Ameri-
can Psychological Association’s (APA) Ethical Principles, guidelines to be con-
sidered before initiating any type of therapy. (Other professionals who prac-
tice psychotherapy have their own, similar, codes of conduct.) The issue of
client welfare is pertinent in a variety of ways. For example, prior to beginning
treatment clients should be informed about any procedure that is to be used.
Of course, this raises the issue of informed consent, which, with respect to
EMDR, includes, among other things, preparing the client for the process it-
self. This facet of informed consent is particularly important since EMDR has
the potential to evoke very powerful emotional reactions from the client. Be-
cause of the intensity of emotional arousal, special care should be given to such
conditions as cardiac problems, pregnancy, ocular problems, and dissociative
disorders. The presence of any one of these conditions requires careful consid-
eration and consultation with appropriate professionals (e.g., physicians, oph-
thalmologists) before initiating EMDR treatment. It is important to note that
EMDR is not a “quick fix.” It should not be applied arbitrarily to all clients. To
protect client welfare, a thorough history taking about the presenting problem
and a careful screening are both necessary components of EMDR treatment.
As clinicians and researchers continue to study and apply EMDR to specific cli-
ent populations and problems, new protocols are being developed and others
refined in order to better address specific issues and client needs. One of the
most important concerns that arises with respect to EMDR and client welfare
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concerns the fact that highly emotional states (abreactions) may occur during
the process. Thus, if EMDR is not used appropriately, the client may be
retraumatized and may become immobilized in the process (i.e., may experi-
ence disturbing affect or physical sensations without any reduction in inten-
sity). Consequently, it is critical that clinicians possess more than sound clinical
judgment and an intuitive sense of what to do; they must know how to handle
the situation appropriately and effectively under the methodological guide-
lines set forth in the EMDR trainings.

Training

Therapists, like most professionals, require training, whether it is to acquire
new skills or knowledge, enhance existing skills, or brush up on infrequently
used techniques. Competence to provide particular services is of such signifi-
cance that at least two of the APA Ethical Principles have been formulated for
psychologists: Principle A (Competence) and Ethical Standard 1.04 (Bound-
aries of Competence). Similar concerns are expressed in the applicable ethics
codes for other practicing psychotherapists. In particular, when new methods
such as EMDR are introduced to the mental health community, psychologists
must “take reasonable steps to ensure the competence of their work and to
protect patients, clients, students, research participants, and others from
harm” (American Psychological Association, 1992, p. 1600). Related to compe-
tency is the issue of training in new methods, which is also covered by the afore-
mentioned sections of the Ethical Principles. Thus, there is an ethical mandate
for psychologists to first avail themselves of “appropriate study, training, su-
pervision, and/or consultation from persons who are competent in those ar-
eas or techniques” (American Psychological Association, 1992, p. 1600). With
respect to the latter, the EMDR Institute has authorized certain individuals to
conduct EMDR training. These EMDR-trained clinicians have been using the
method for at least 2 years and have also worked as facilitators who supervise
the practicum for trainings led by Dr. Shapiro. Only these individuals are con-
sidered qualified and competent to teach the EMDR training seminars.
Although EMDR may appear, deceptively, simple to some, its use—not only
from an ethical viewpoint but also from the practical perspective of trained
and experienced clinicians—demands that training be obtained from EMDR-
authorized instructors and training seminars. As stated previously, EMDR has
demonstrated that it can elicit very powerful reactions from clients, and it is
therefore of utmost importance that clinicians know how to manage these oc-
currences safely and effectively. It is only through the trainings, which include
close supervision from experienced clinicians, that these and other skills can
be adequately taught.

Training is divided into two levels, both of which include a didactic com-
ponent as well as a supervised practicum that incorporates the utilization skills.
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In the first level, the fundamental aspects of EMDR regarding trauma applica-
tions are covered, as are issues and guidelines concerning client safety. Effec-
tive application requires that attention be paid to a variety of areas (affect, im-
ages, cognition, physical sensations) in a manner that conveys to the client
encouragement, support, and a safe environment. It is also stressed in the first
level of training that EMDR is a client-focused approach, which means that the
clinician must learn to be nonintrusive. Clinicians are trained to “follow the cli-
ent’s process,” and for many this means learning not to intervene in ways that
have been derived from traditional models. Without benefit of the Level 1
training, clinicians will lack guidance regarding proper timing and application
and may inadvertently get in the client’s way (via delayed or too rapid re-
sponses, reflecting, interpreting, reframing, etc.), which may adversely affect
the client’s experience and progress. The second level of training focuses on
the application of more specific EMDR protocols for particular diagnoses and
presenting problems. In addition, a more active version of EMDR is taught, a
version that is necessary when working with more highly disturbed clients of
any diagnosis. (It should be noted that the second level of training is best uti-
lized after clinicians have had some time to use EMDR with their own clients).
Also presented in both levels of training is the most recently derived informa-
tion needed to provide clients with the opportunity for informed consent.
Without participation in authorized trainings, the clinician cannot be fully in-
formed and experientially guided in how to use EMDR, when to use it, with
whom to use it, how to identify its potential benefits and risks, and how to ad-
dress and minimize those risks. If the clinician is not fully informed, then the
client cannot be fully informed, thus violating another tenent of the Ethical
Principles—Ethical Standard 4.02 (Informed Consent). If the client is not ade-
quately prepared for the experience of EMDR, she may be retraumatized. In
sum, it is the position of EPIC that the safe, effective, and ethical practice of
EMDR cannot be achieved unless the clinician has participated in trainings led
by authorized instructors. Therapists who have not participated in these
trainings are not familiar with, among other things, the experiential utilization
of the standard EMDR protocol, the latest treatment implications, research re-
sults, most lately revealed contraindications for treatment, and management
issues. Current knowledge in these areas contributes to increasing the safety
and efficacy of EMDR. It is EPIC’s hope that these guidelines have conveyed
the importance of receiving training from authorized EMDR instructors in or-
der to protect the welfare of clients. Given the fact that EMDR is a new and
evolving method, it seems prudent and appropriate that clinicians avail them-
selves of the opportunity to learn from those who are deemed competent to
teach (by the EMDR Institute) and to benefit from training and supervision
that is appropriate. EPIC Members: Lois Allen-Byrd, PhD, MRI Research
Associate; Virginia Lewis, PhD, MRI Senior Research Fellow; Marquerite
MoCorkle, PhD, MRI Senior Research Fellow.
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Section III
PROFESSIONAL STANDARDS

AND TRAINING COMMITTEE OF THE EMDR
INTERNATIONAL ASSOCIATION

The EMDR International Association (EMDRIA) , which came into existence
in 1995, is an independent, nonprofit, professional organization. One of the
first committees developed by the board of directors that year was the Profes-
sional Standards and Training Committee. The mission of the committee is to
develop, establish, and monitor the standards and criteria for training and edu-
cation in EMDR. EMDR is a powerful therapeutic approach that requires the
clinician to have an adequate background in the treatment of trauma and
trauma-related conditions. The committee developed and established criteria
for those who teach EMDR in university/internship/agency settings or as in-
dependent/commercial instructors. It also established that only those individ-
uals who are licensed/certified in their respective mental health disciplines, or
are in such a graduate program or process that leads to a mental health
license/certification, have the qualifications to be trained in the use and appli-
cation of EMDR to clinical populations.

In 1999, the Professional Standards and Training Committee, with the full
approval of EMDRIA’s board of directors, developed and established the stan-
dards and criteria for Certification in EMDR and Approved Consultant in
EMDR designations. To become Certified in EMDR, the applicant must meet
the following criteria: 1) have completed an EMDRIA-approved basic training
program in EMDR (18 hours didactic and 13 hours of practicum experience);
(2) hold a license, certification, or registration as a mental health professional
independently providing services; (3) provide documentation of at least 2
years’ experience in the mental health field; (4) document the providing of a
minimum of 50 EMDR sessions to at least 25 clients; (5) provide documenta-
tion that s/he has received 20 hours of EMDR consultation from an Approved
Consultant in EMDR; (6) provide a letter or letters addressing the quality of the
applicant’s use of EMDR from each Approved Consultant in EMDR whom the
applicant utilized for consultation; (7) provide two letters of recommendation
regarding the ethics in practice and professional character of the applicant;
and, (8) provide documentation of having completed at least 12 hours of
EMDRIA credits (continuing education in EMDR) within the past 2 years.

To become an Approved Consultant in EMDR, the applicant must meet
the following criteria: (1) have completed an EMDRIA-approved basic training
program in EMDR (18 hours of didactic and 13 hours of practicum experi-
ence); (2) hold a license, certification, or registration as a mental health profes-
sional independently providing services; (3) be certified in EMDR; (4) docu-
ment at least 3 years’ experience, after completing an EMDRIA-approved basic
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training program in EMDR, in providing a minimum of 300 EMDR sessions to
at least 75 clients; (5) provide documentation the s/he has received 20 hours
of EMDR ‘“consultation-of-consultation” with an Approved Consultant in
EMDR; (6) provide a letter or letters addressing the quality of the applicant’s
EMDR consultation with others from each Approved Consultant in EMDR
that the applicant utilized for consultation-of-consultation; (7) provide two let-
ters of recommendation regarding the ethics in practice and professional char-
acter of the applicant; and (8) provide documentation of having completed at
least 12 hours of EMDRIA credits (continuing education in EMDR) within the
past 2 years.

The Professional Standards and Training Committee also oversees and
monitors the quality and current relevance of all workshops, seminars, and
conferences that provide EMDRIA credits for the participants. The committee
works cooperatively with other EMDRIA committees to provide educational
information to the members of the public and other professional organiza-
tions and entities as the need arises.

More information about the Professional Standards and Training Com-
mittee, or about EMDRIA, can be obtained by visiting the organization’s Web
site at www.emdria.org or by contacting the organization at EMDR International
Association, P.O. Box 141925, Austin, TX 78714-1925; Curtis C. Rouanzoin,
PhD, Chair, Professional Standards and Training Committee of the EMDR In-
ternational Association.
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EMDR Resources

THE EMDR INTERNATIONAL ASSOCIATION

The EMDR International Association (EMDRIA) is a 501(C)(6), nonprofit,
professional membership organization. The Association’s mission is to “estab-
lish, maintain and promote the highest standards of excellence and integrity in
. . . EMDR . . . practice, research, and education.” The purpose of the organiza-
tion is to foster ongoing education, research, and development regarding
EMDR, as well as to offer continued professional and educational support of
EMDR practitioners. Members are mental health professionals who have par-
ticipated in formal training in EMDR and are involved in using it clinically or
for research purposes. The organization offers its members opportunities to
learn of new applications, concerns, and research through meetings, articles,
audiotapes of EMDR conference presentations, a research discussion list, a list-
ing of all approved programs, and newsletters. Client brochures and informa-
tion packets are available to members. The quarterly newsletters and annual
conferences disseminate clinical results, new protocols, innovations, relevant
theories, and information on opportunities for international collaboration re-
garding clinical and research interests. At this time there are affiliated organi-
zations throughout the world.

EMDRIA is the ongoing support system for EMDR-trained practitioners
and provides the mechanism for the continued development of EMDR in a
professional manner. Through EMDRIA, practitioners have access to the latest
clinical information and research data on EMDR. To contact EMDRIA:

EMDR International Association
P.O. Box 141925
Austin, TX 78714-1925
USA
Telephone: (512) 451-5200
Fax: (512) 451-5256
Web site: www.emdria.org
E-mail: emdria@aol.com
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EMDR HUMANITARIAN ASSISTANCE PROGRAMS

EMDR Humanitarian Assistance Programs (HAP) is an international volun-
teer network of therapists committed to providing an opportunity for deep
healing to people suffering from trauma worldwide. Funded by private dona-
tions, HAP therapists travel to inner-city agencies, war-torn regions, disaster
sites, and developing nations, offering free and low-cost training to local men-
tal health professionals. Newly trained therapists receive ongoing professional
guidance from EMDR-HAP volunteers as they start using EMDR with trauma
victims in their own communities.

EMDR-HAP has provided services and training for therapists in Zagreb
and Sarajevo, Northern Ireland, Kenya, the Ukraine, Colombia, El Salvador,
India, Serbia, Hungary, Turkey, the Middle East, and Bangladesh. Efforts with-
in the United States include training therapists in inner cities, treating survi-
vors and witnesses of urban violence, and exploring how EMDR can break the
cycle of violence by working within the prison system. EMDR-HAP volunteers
provide free direct services to survivors of natural and man-made disasters. In
the Oklahoma City bombing, HAP volunteers provided 700 hours of free treat-
ment to 250 people in severe emotional pain.

EMDR-HAP volunteers increase awareness about posttraumatic stress dis-
order (PTSD) through the speakers’ bureau. EMDR-HAP representatives
speak at conferences and before healthcare provider groups and community
service organizations, spreading the word about EMDR’s effectiveness in treat-
ing PTSD, a disorder than can persist for decades when it goes untreated.

EMDR-HAP is a 501(C)(3) nonprofit organization. All volunteers are
trained in the EMDR methodology and are licensed in the mental health field.
Each therapist donates at least 1 week of therapy or training time per year to
make healing available to those who can least afford to pay for treatment. HAP
coordinates efforts and provides modest accommodations and travel expenses
to treatment locations.

To contact the EMDR-HAP:

EMDR Humanitarian Assistance Programs
136 South Main Street, Suite 1
New Hope, PA 18938

or

P.O. Box 52164
Pacific Grove, CA 93950
Telephone: (215) 862-4310
Fax: (215) 862-4312
Web site: http://www.emdrhap.org
E-mail: HAPnewhope@aol.com

452 � Appendix C �



TRAINING AVAILABILITY

An unfortunate side effect of the widespread media attention surrounding
EMDR has been that a number of untrained clinicians and laypersons are using
their versions of the method with clients. In addition, various workshops in
“eye movement therapy” have been springing up all over the country. In all
instances that have been reported, the eye movements are being used without
the procedures, protocols, or safeguards that represent EMDR. It is essential
that clients be protected from the potential dangers inherent in the misuse of
this therapy. The EMDR International Association acts as a clearinghouse for
pertinent information and maintains a directory of all programs approved to
educate clinicians in the EMDR approach (as described in this volume). An
EMDRIA committee currently evaluates both university courses and responsi-
ble training programs. Graduates of university courses and training centers
that meet the applicable standards are eligible for membership in EMDRIA.
To obtain information regarding professional guidelines, eligibility require-
ments, and alternative training programs, contact EMDRIA.

The EMDR Institute

The EMDR Institute is one of the many training programs approved by
EMDRIA. The EMDR Institute has trained more than 20,000 clinicians in the
use of EMDR. Affiliated training organizations exist throughout the United
States, Europe, South America, Asia, the Middle East, Africa, and Australia.
These organizations use the presently authorized workshop format under the
guidance of instructors and facilitators who have been trained for this educa-
tional purpose over the past 10 years. Trainings entail the presentation of di-
dactic material, the use of treatment tapes, and—most importantly—supervised
small-group practice. The use of the logo shown below is restricted to EMDR
Institute-authorized trainings and affiliates. In addition to basic training, the
EMDR Institute offers (1) specialty trainings presented by experts who have
employed EMDR successfully with a number of diverse clinical populations,
(2) all-day supervised practice sessions, (3) case consultants, and (4) an Internet
discussion list. For information regarding trainings, affiliates, consultants, and
eligibility requirements:

EMDR Institute
P.O. Box 51010
Pacific Grove, CA 93950
Telephone: (831) 372-3900
Fax: (831) 647-9881
Web site: www.EMDR.com
E-mail: inst@EMDR.com
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Diverse Clinical Application
and Evaluation

Much confusion can be avoided in reading the research literature on EMDR
(or any other form of psychotherapy) by noting whether the investigators were
concerned with (1) mechanism of action, (2) component analysis, (3) utility of
the model, or (4) clinical outcome of the method. Suggestions for research
have been presented in Chapter 12. This appendix suggests additional evalu-
ative procedures and areas of investigation for both method and model. Since
the EMDR methodology can be applied in accordance with various models,
these investigations are distinct and worthy of separate attention. Specifically,
does the method produce substantial treatment effects, and does the model
successfully guide clinical practice to appropriate therapeutic applications?

SECTION I—ADDITIONAL PROTOCOLS
AND MANUALIZED RESOURCES

According to a comprehensive review (Chambless et al., 1998), only a few of
the major psychotherapy applications have been evaluated adequately by con-
trolled efficacy research. Furthermore, of the empirically supported methods,
most still require research to determine whether they actually produce sub-
stantial effects for clients when used by a practicing therapist. The dearth of
both efficacy and effectiveness research places responsibility squarely on the
shoulders of the therapist to ascertain the extent to which clients can be signifi-
cantly helped by existing methods. The use of single-subject design studies can
assist the evaluation process by both clinicians and researchers, provided they
integrate rigorous scientific practices and the appropriate clinical parameters,
as described in Chapter 12 of this text.

With respect to EMDR, it is only for PTSD that there exists substantial em-
pirical support of effectiveness. Nevertheless, clinical observations support a
number of other applications to treat a wide range of experientially based dis-
orders. For example, it has been reported that depressive symptoms often de-
crease as the result of processing memories that include the affects and/or
cognitions of helplessness and hopelessness (e.g., “I’m not good enough,” “I’m
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not in control”). While it is unlikely that EMDR will remediate those depres-
sions that result from purely organic factors (e.g., a hormonal imbalance), it is
important to note that experientially based depressions have been alleviated
through the standard three-pronged protocol described in this text. The stan-
dardized protocol and procedures have been likewise successfully used to treat
a wide range of dysfunctional client characteristics and symptoms. In addition,
many new protocols have been developed for the application of EMDR to a va-
riety of clinical complaints including panic disorder, obsessive compulsive dis-
order, chemical dependency, problems of childhood, sexual dysfunction,
health problems, and others (see below).

Clinicians need to be aware, however, that as with most psychotherapeutic
applications in other orientations, there is as yet little hard clinical outcome re-
search evaluating other applications of EMDR. However, the practicing clini-
cian can systematically evaluate the outcomes of the proposed protocols by
carefully assessing the client’s responses. A manual formulated to assist this
process is Empirically evaluating EMDR with single-case designs: A step-by-step guide
for EMDR therapists (Rubin, A., 1999, New Hope, PA: EMDR Humanitarian As-
sistance Programs). This assessment process is vital to augment controlled re-
search, as is the appropriate dissemination of information through publication
and professional presentations.

The general EMDR protocol involves (1) processing past events and their
manifestations (e.g., nightmares, physical sensations), (2) processing the pres-
ent circumstances that trigger and/or exacerbate the condition, and (3) creat-
ing and processing templates for appropriate future action. This protocol is
integrated within the standard eight-phase approach. When reporting on the
EMDR treatment of various disorders, the sequence of targets and the protocol
being used should be precisely delineated to assist replications by other clini-
cians and researchers. Further, when assessing applications that entail the addi-
tion of components or the deletion of portions of the standardized EMDR pro-
cedures, certain questions should be considered: What results do the standard
EMDRproceduresoffer?Whatadditiveeffects toanymeasurablepsychological
domain (including increased client comfort and compliance) are achieved by
the use of given alterations and under which circumstances? Single-subject de-
sign research can help address these issues by careful evaluation within a clinical
context. An important caveat is that while there is potentially much to gain from
the careful integration and synthesis of ideas and techniques of various disci-
plines, there is also the danger that the creation of such blends in the absence of
critical investigation using standardized and objective measures will weaken,
rather than enhance, treatment outcomes. Needless to say, then, it is essential
that our work be guided by a combination of clinical wisdom and scientific eval-
uation.

Information about various applications is available through previously
cited articles and texts, in taped presentations given at the EMDR International
Association annual conferences, and at specialty trainings sponsored by the
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EMDR Institute. The following clinical application manuals are also available
through the EMDR Humanitarian Assistance Programs (Appendix C).

Grant, M. (1999). Pain control with EMDR. New Hope, PA: EMDR Humanitarian Assis-
tance Programs.

Lipke, H. (1992). EMDR in the treatment of combat-related PTSD. Pacific Grove, CA:
EMDR Institute.

Vogelmann-Sine, S., Sine, L. F., Smyth, N. J., & Popky, A. J. (1998). EMDR chemical depend-
ency treatment manual. New Hope, PA: EMDR Humanitarian Assistance Programs.

Clinicians are urged to remain informed of the latest clinical applications and
research developments through the EMDR International Association publica-
tions and conferences (see Appendix C). In addition, the Research Committee
of the EMDR International Association can offer guidance in the evaluation
and dissemination process.

SECTION II—THE ADAPTIVE INFORMATION
PROCESSING MODEL

As noted in the text the Adaptive Information Processing (AIP) model was for-
mulated in order to explain the clinical phenomena observed during EMDR
treatment sessions, and to guide practicing clinicians in effective applications.
One tenet of the model is that a major source of present pathology is insuffi-
ciently processed etiological experiences stored with the affects and physical
sensations attendant to the event. Clinical observation indicates that the pro-
cessing of the experience eliminates these elements as the memory is trans-
muted to adaptive form (see also Chapters 1 and 2). Clinicians are therefore
guided to identify these dysfunctionally stored experiences and attend to them
within the standard three-pronged approach.

Of interest is the fact that the AIP model successfully predicted the treat-
ment of phantom limb pain through the processing of the etiological memory.
This provides a useful illustration of the differentiation of the AIP model from
standard conditioning models, in that the somatic elements of the trauma-
tizing experience involving the missing limb itself appear to be physically
stored. The successful treatment of phantom limb pain also underscores the
separation of the AIP paradigm from the model of ego-states (Watkins &
Watkins, 1997), since there are no attendant personality characteristics in the
stored somatic memory, and from the traditional concepts of repression and
dissociation, since the pivotal experiences can be either conscious or uncon-
scious. Consequently, the further predictive value of AIP for the application of
EMDR to other complaints, including a variety of health issues, should be ex-
plored. Such evaluations should also investigate the clinical failures in order to
delineate boundaries of EMDR applications and, hopefully, ways in which the
AIP model should be refined to increase its explanatory and predictive value.

Research topics that investigate the utility of the AIP model can also be ex-
plored through single subject design and process analysis. Of interest is the
manner in which the cognitive/emotional/somatic elements interact during
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processing. Clinical observations indicate that all elements shift simultaneously
as the processing occurs. However, careful process investigations are needed to
determine the ordering of effects and the specific patterns of emotional healing
foravarietyofmemorycategories (seeChapters3and10). It is also important to
evaluate (1) how symptoms and personality characteristics shift attendant to the
processing of the etiological events, and (2) the degree to which this increases
the efficacy and/or efficiency of both subsequent defusing of triggers and the
education processes, and (3) the degree to which behavioral and interpersonal
improvement accrue during the various phases of treatment.

The successful application of EMDR to a variety of obviously exper-
ientially based disorders suggests that it might also be helpful in decreasing or
eliminating the contribution of distressing life experiences in the onset or ex-
acerbation of various clinical complaints. For example, it has long been consid-
ered that many diagnoses such as schizophrenia, bipolar disorder, and many
dysfunctional personality traits may evolve from an interplay of genetics and
experience. A careful evaluation could reveal the degree to which processing
of pivotal experiences, or categories of experiences, are able to eliminate overt
symptoms. The AIP model predicts that while the genetic predisposition to de-
velop a particular disorder may remain, experiential processing may allow the
person to respond more adaptively to psychosocial stressors, thus decreasing
overt symptoms, and potentially increasing future resiliency. Naturally, when
evaluating these possibilities, EMDR should be used only by clinicians with ex-
pertise in these diagnoses to provide (1) an adequate baseline of experience
and (2) the integration of EMDR protocols with the traditional knowledge and
safeguards of the field.

Process analysis may also help to identify whether different disorders re-
spond specifically to the processing of different types of early events. For in-
stance, while attention deficit disorder (ADD) is believed to be caused by an or-
ganic deficit unamenable to treatment by EMDR, the AIP model predicts that
some remediation of symptoms will accrue from processing the failure experi-
ences that have accumulated attendant to this disorder. It has also been re-
ported that some cases of ADD are misdiagnosed, with the symptoms related
to untreated traumata. In such cases, it has been observed that the symptoms
are eliminated completely subsequent to processing. EMDR may therefore as-
sist in the careful evaluation needed to designate clinical markers that allow ap-
propriate differentiation between organic and experiential conditions.

Further, the AIP model hypothesizes that EMDR can catalyze learning to
build the intrapsychic structures and help incorporate the social education re-
quired by those with developmental deficits. Examination of such develop-
ment of personality features and resiliency is needed, and could be measured
by interpersonal and behavioral changes. As noted in Chapter 12, the degree
to which neurobiological and/or developmental deficits consequent to early
traumatization can be remediated has important potential benefits for vio-
lence prevention. Preliminary reports testing this hypothesis indicate promis-
ing and durable effects.
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