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Adverse Childhood Experiences and Health and Well-Being Over the Lifespan


This chart shows the sequence of events that unaddressed childhood abuse and other early traumatic experiences set in motion. Without intervention, adverse childhood events (ACES) can result in long-term disease, disability, chronic social problems and early death. 90% of public mental health clients have been exposed to multiple physical or sexual abuse traumas. Importantly, intergenerational transmission that perpetuates ACES may continue without implementation of interventions to interrupt the cycle.

		Adverse Childhood Experiences

(Birth to 18)

		Impact of Trauma and Adoption of Health Risk Behaviors to Ease Pain of Trauma

		Long-Term Consequences of Unaddressed Trauma



		 Abuse of Child


· Emotional abuse 11% *

· Physical abuse 28% *

· Contact sexual abuse 22%

Trauma in Child’s Household Environment 


· Alcohol or drug user by household member 27%

· Chronically depressed, emotionally disturbed or suicidal household member 17%

· Mother treated violently 13%

· Imprisoned household Member 6%

· Not raised by both biological parents 23% (Loss of parent by separation or divorce, natural death, suicide, abandonment)

 Neglect of Child


· Physical neglect 19%

· Emotional neglect 15%

*Above types of ACEs are the “heavy end” of abuse. Eg., Emotional: recurrent threats, humiliation, chronic criticism; Physical: beating vs spanking; Neglect: Lack of basic needs for attachment, survival/growth

One ACE category 


= score of 1.

List is limited to ACE study types. Other trauma may include: combat, poverty, street violence, historical, racism, stigma, natural events, persecution etc.

		Neurobiologic Effects of Trauma


· Disrupted neuro-development

· Difficulty controlling 


· Anger – Rage 


· Hallucinations


· Depression (and numerous other mental health problems – see below)


· Panic reactions


· Anxiety


· Multiple (6+) somatic problems


· Sleep problems


· Impaired memory


· Flashbacks


· Dissociation


Health Risk Behaviors


· Smoking


· Severe obesity


· Physical inactivity


· Suicide attempts


· Alcoholism


· Drug abuse


· 50+ sex partners


· Repetition of original trauma


· Self-injury


· Eating disorders


· Perpetrate interpersonal violence (aggression, bullying, etc.).

		Disease and Disability


· Ischemic heart disease


· Cancer


· Chronic lung disease


· Chronic  emphysema


· Asthma


· Liver disease


· Skeletal fractures


· Poor self rated  health


· Sexually transmitted disease


· HIV/AIDS


Social Problems


· Homelessness


· Prostitution


· Delinquency,  violence and  criminal behavior


· Inability to sustain employment


· Re-victimization: by rape; DV, bullying, etc 


· Compromised ability to parent


· Negative alterations in self-perception and relationships with others


· Alterations in Systems of Meaning


· Intergenerational transmission of abuse


· Long-term use of multi human service systems

At Annual Cost of: 


$103,754,017,492.00





Multiple studies reveal the origin of many mental health disorders may be found in childhood trauma, including Borderline Personality Disorder BPD, Anti-Social Personality Disorder, PTSD, Schizophrenia, Bipolar Disorder, Dissociative Identity Disorder DID, Anxiety Disorders, Eating Disorders including severe obesity, Attention Deficit Hyperactivity Disorder ADHD, Oppositional Defiant Disorder ODD and others.

Sources: Adverse Childhood Experiences Study (CDC and Kaiser Permanente, see http:// www.ACEstudy.org) The Damaging Consequences of Violence and Trauma (see http://www.NASMHPD.org) and Trauma and Recovery (J Herman). Cost data: 2007 Economic Impact Study (PCAA). Chart created by Ann Jennings, PhD. http://www.TheAnnaInstitute.org Revision: April 6, 2010

Finding Your ACE Score
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While you were growing up, during your first 18 years of life:


1.
Did a parent or other adult in the household often or very often…


Swear at you, insult you, put you down, or humiliate you?


or


Act in a way that made you afraid that you might be physically hurt?


Yes
No 
If yes enter 1


2.
Did a parent or other adult in the household often or very often…


Push, grab, slap, or throw something at you?


or


Ever hit you so hard that you had marks or were injured?


Yes
No 
If yes enter 1


3.
Did an adult or person at least 5 years older than you ever…


Touch or fondle you or have you touch their body in a sexual way?


or


Attempt or actually have oral, anal, or vaginal intercourse with you?


Yes
No 
If yes enter 1


4.
Did you often or very often feel that…

No one in your family loved you or thought you were important or special?


or


Your family didn’t look out for each other, feel close to each other, or support each other?


Yes
No 
If yes enter 1


5.
Did you often or very often feel that…

You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?


or


Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?


Yes
No 
If yes enter 1


6.
Were your parents ever separated or divorced?


Yes
No 
If yes enter 1


7.
Was your mother or stepmother:


Often or very often pushed, grabbed, slapped, or had something thrown at her?


or


Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard?


or


Ever repeatedly hit at least a few minutes or threatened with a gun or knife?


Yes
No 
If yes enter 1


8.
Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?


Yes
No 
If yes enter 1


9.
Was a household member depressed or mentally ill, or did a household member attempt suicide?


Yes
No 
If yes enter 1


10.
Did a household member go to prison?


Yes
No 
If yes enter 1


Now add up your “Yes” answers: 
This is your ACE Score. 


Finding Your ACE Score

While you were growing up, during your first 18 years of life:

1. Did a parent or other adult in the household often or very often...
Swear at you, insult you, put you down, or humiliate you?

or
Act in a way that made you afraid that you might be physically hurt?
Yes No If yes enter 1

2. Did a parent or other adult in the household often or very often...
Push, grab, slap, or throw something at you?
or
Ever hit you so hard that you had marks or were injured?
Yes No If yes enter 1

3. Did an adult or person at least 5 years older than you ever...
Touch or fondle you or have you touch their body in a sexual way?

or
Attempt or actually have oral, anal, or vaginal intercourse with you?
Yes No If yes enter 1

4. Did you often or very often feel that ...
No one in your family loved you or thought you were important or special?

or
Your family didn’t look out for each other, feel close to each other, or support each other?
Yes No If yes enter 1

5. Did you often or very often feel that ...
You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?

or
Your parents were too drunk or high to take care of you or take you to the doctor if you needed
it?

Yes No If yes enter 1

6. Were your parents ever separated or divorced?
Yes No If yes enter 1

7. Was your mother or stepmother:
Often or very often pushed, grabbed, slapped, or had something thrown at her?
or
Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard?
or
Ever repeatedly hit at least a few minutes or threatened with a gun or knife?
Yes No If yes enter 1

(0]

. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?
Yes No If yes enter 1

9. Was a household member depressed or mentally ill, or did a household member attempt suicide?

Yes No If yes enter 1
10. Did a household member go to prison?
Yes No If yes enter 1
Now add up your “Yes” answers: This is your ACE Score.
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Adult PTSD and Its Treatment With EMDR: A Review
of Controversies, Evidence, and Theoretical Knowledge

Sarah Schubert
Christopher W. Lee
Murdoch University, Western Australia

This article provides an overview of selective issues relating to adult posttraumatic stress disorder (PTSD)
and its treatment with eye movement desensitization and reprocessing (EMDR). The article begins by
providing a historical overview of PTSD, and debates about the etiology and definition of PTSD are dis-
cussed. The most predominant theories of PTSD are summarized by highlighting how they have evolved
from traditional behavioral accounts based on the assumption that PTSD is an anxiety disorder to theo-
ries that now incorporate information-processing models. This article then examines the development of
EMDR and the corresponding body of research that clearly demonstrates its efficacy for the treatment for
adult PTSD. The underlying mechanisms of EMDR are discussed, with a focus on the importance of the
eye movement component and how the therapeutic processes in EMDR differ from those of traditional
exposure therapy. Finally, the adaptive information-processing (AIP) model that underlies EMDR is out-
lined, and evidence for the model is summarized. The article concludes by suggesting future research
based on questions raised about PTSD and its treatment with EMDR when the AIP model is compared to

other information-based theories of PTSD.

Keywords: EMDR; PTSD; review; theory; mechanisms of action

being human; history is written in blood”

(van der Kolk & McFarlane, 1996, p. 3). As
humans, however, we do have an extraordinary
ability to adapt to trauma, and resilience is our
most common response (Bonanno, 2005). Nonethe-
less, traumatic experiences can alter one’s social,
psychological, and biological equilibrium, and for
years memories of the event can taint experiences
in the present. Despite advances in our knowledge
of posttraumatic stress disorder (PTSD) and the de-
velopment of psychosocial treatments, almost half
of those who engage in treatment for PTSD fail to
fully recover (Bradley, Greene, Russ, Dutra, & Wes-
ten, 2005). Furthermore, no theory as yet provides
an adequate account of all the complex phenomena
and processes involved in PTSD, and our under-
standing of the mechanisms that underlie effective
treatment, such as eye movement desensitization
and reprocessing (EMDR) and exposure therapy re-
mains unclear.

“E xperiencing trauma is an essential part of

Historical Overview of PTSD

The psychological effects of trauma have been re-
ported for centuries. The earliest evidence of exposure
to a traumatic event leading to trauma reactions was
recorded on a cuneiform tablet that described people’s
reactions to an event involving the death of King Ur-
namma (2111-2094 B.c.) in battle (Ben-Ezra, 2001). In
the 19th century, Hermann Oppenheim (1858-1919)
coined the term “traumatic neurosis,” and debates
began as to what constitutes the main etiological
factor of trauma reactions. Neurologist Jean Martin
Charcot (1825-1893) argued against Oppenheim’s idea
that psychic neurosis was caused by organic processes
and proposed that the etiology of trauma symptoms
were in fact the response of predisposed individu-
als to a terrifying event. Alternatively, Pierre Janet
(1859-1947), who studied under Charcot, suggested
that subconscious fixed ideas, or cognitive schemas
established earlier in life, were responsible for neu-
rotic trauma symptoms. Janet argued that the event
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itself was not the “cause of the consequent illness, but
it was necessary to assign a role to the memories left
by the accident” (Janet, 1924, p. 39). He believed that
the encoding and retrieval of memories were central
organizing factors of the mind. Joseph Breuer and
Sigmund Freud (1893) also argued that the event was
not the crucial etiological factor but proposed that the
main casual factor was the “susceptibility of the per-
son affected” (p. 56).

To some extent, the debate still exists today over
what constitutes the core element underlying trauma
reactions and whether it is the actual event, the un-
integrated memories, the associated meaning, or
personal vulnerability. The debate is reflected in the
differing core assumptions of theories of PTSD and
the focus of therapies used to treat PTSD, and it is also
evident across the changing PTSD diagnostic criteria.
The Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-I; 1st ed.; American Psychiatric Associa-
tion, 1952) called what is now known as PTSD “stress
response syndrome,” and the main causal factor was
stressful environmental events, such as natural disas-
ters or war. The DSM-IT (APA, 1968) referred to PTSD-
like symptoms as “transient situational disturbance”
(p. 48), and the etiology involved the individual, not
the event, as it was believed that “if the patient has
good adaptive capacity his symptoms usually recede
as the stress diminishes.” The DSM-III (APA, 1980) de-
fined PTSD as a syndrome that erupted in response
to a “stressor that would evoke significant symptoms
of distress in almost everyone” (p. 238), thus imply-
ing that the etiological factor was no longer individual
weakness but rather the event.

Defining PTSD: Controversies
Over Criterion A

PTSD was and remains a unique diagnosis because
the diagnostic criteria have always implied the as-
sumption of specific etiology. In contrast to all other
DSM psychiatric diagnoses (i.e., depression, schizo-
phrenia, generalized anxiety disorder), there must be
a known etiological component, an external event
(criterion A: the stressor criterion) that directly relates
to the trauma symptoms. However, what constitutes
a traumatic stressor has changed across DSM revi-
sions. The DSM-IV-TR (APA, 2000) currently defines
the criterion A(1) stressor as when a “person experi-
enced, witnessed, or was confronted with an event
or events that involved actual or threatened death or
serious injury, or a threat to the physical integrity of
self or others” (p. 467). In addition, the stressor must
also meet criterion A(2), which states that the stressor

must be accompanied by fear, helplessness, or hor-
ror. Using such a definition, the lifetime prevalence of
exposure to traumatic events may be as high as 89%
(Breslau, 2001). Epidemiological research has consis-
tently revealed that experiencing trauma is relatively
common, but many people go on with their lives
without becoming haunted by memories of what
happened, and only a minority of trauma victims, be-
tween 5% and 10%, develop PTSD (van der Kolk &
McFarlane, 1996). Such findings stimulated research
in to the question of why some people develop PTSD
and require treatment while others do not.
Epidemiological research and meta-analyses of
PTSD risk factor research have found that more vari-
ance is accounted for by peritraumatic processes,
previous trauma and psychological history, and post-
trauma factors than the nature of the traumatic event
itself (Brewin, Andrews, & Valentine, 2000; Ozer,
Best, Lipsey, & Weiss, 2003, 2008). A growing body
of literature clearly demonstrates that the PTSD syn-
drome can result from “small t” events that do not
meet criterion A(1) (i.e., Avina & O’Donohue, 2002;
Dattilio, 2004). These findings justify recent proposals
to remove criterion A from the forthcoming DSM-V
(Rosen, Spitzer, & McHugh, 2008) and is further jus-
tified by research that has verified that stressful life
events (chronic illness, marital discord) can be as
traumatic as criterion A events and generate just as
many PTSD symptoms (Mol et al., 2005). In addition,
Bodkin, Pope, Detke, and Hudson (2008) recently
demonstrated that the prevalence of the PTSD syn-
drome was equivalent (78%) among patients who
had experienced DSM-IV trauma and those who had
not. The authors concluded that PTSD may therefore
“harbour an uncertain theory of aetiology within its
name” (Bodkin et al., 2007, p. 181), and the definition
may exclude people who would benefit from PTSD
treatment but fail to meet current diagnostic criteria.
Evidence highlights that criterion A is not sufficient
or necessary to bring about the PTSD syndrome.
Therefore, it is possible that in DSM-V, criterion A be
removed from the diagnostic criteria of PTSD and
the stressor be treated as a risk factor rather than a
causative event. However, removing criterion A from
the PTSD diagnostic criteria so that it becomes like all
other psychiatric diagnoses whereby presumed caus-
ative factors, such as precipitating events, are assessed
as a risk factor (Rosen & Lilienfeld, 2008; Rosen et al.,
2008) raises the question whether removing it keeps
PTSD a unique and separate distinct clinical entity
(Rosen et al., 2008). Research highlights that comor-
bidity is the rule rather than the exception for PTSD,
and many of the symptom criteria that define PTSD
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also define the very disorders with which PTSD most
frequently co-occurs (i.e., major depression, specific
phobia, generalized anxiety disorder, and panic disor-
der) (Rosen et al., 2008). Several studies suggest that
PTSD and depression arise from similar predictive
variables and a shared vulnerability such that the dis-
orders should not be viewed as separate distinct enti-
ties (i.e., Breslau, Davis, Peterson, & Schultz, 2000).
However, other systematic research indicates that re-
living experiences or flashbacks are a unique feature
of PTSD. For example, Reynolds and Brewin (1998)
interviewed matched patients with either PTSD or
major depression and a sample of nonclinical controls
about their most prominent intrusive cognition, cop-
ing strategies, and emotional responses. Their find-
ings support the claim that flashbacks are distinctive
to PTSD, as flashbacks were reported as the most fre-
quent intrusive cognition by 43% of the PTSD group,
only 9% of those with depression, and none of the
nonclinical controls.

In addition to the controversy surrounding crite-
rion A(1) for PTSD, debate also exists regarding the
validity of criterion A(2), which requires emotional
responses to the stressor that involve “intense fear,
helplessness, or horror” (APA, 2000, p. 467). Research
that has examined retrospective reports of peritrau-
matic fear has found that fear is generally positively
correlated with the presence and severity of PTSD
symptoms (i.e., Brewin, Andrews, & Rose, 2000), and
since some fear is generally present with PTSD, it is
often assumed that it is the predominant emotion
that maintains PTSD symptoms. Most theoretical ac-
counts of PT'SD have emphasized that experiencing in-
tensive fear is important in the development of PTSD
(i.e., Foa & Kozak, 1986; Keane, Fairbank, Caddell,
Zimering, & Bender, 1985). However, the evidence is
mixed with regard to the role of other criterion A(2)
emotions: horror and helplessness. Although some
authors have found significant correlations between
PTSD symptoms and peritramuatic helplessness and
horror (i.e., Brewin, Andrews, & Rose, 2000), Ro-
emer, Orsillo, Borkovec, and Litz (1998) found no
significant correlation between PTSD and reports of
horror, and Palmer, Kagee, Coyne, and DeMichele
(2004) found no effects of either horror or helpless-
ness. It has also been noted that PTSD can develop
without experiencing any criterion A(2) emotions
during the trauma (Brewin, Andrews, & Rose, 2000)
and that nonfear emotions, such as shame, anger,
and guilt, are often predominant emotions experi-
enced and involved in maintaining PTSD (Andrews,
Brewin, Rose, & Kirk, 2000; Lee, Scragg, & Turner,
2001; Resick, 2004). Resick (2004) has proposed that

the DSM-V PTSD criteria be expanded so that emo-
tions beyond fear (i.e., shame, anger, and guilt) are
included.

Controversies of PTSD: An Anxiety-Based
or Information-Processing Disorder

Resick (2004) also proposed that for the forthcoming
DSM-V PTSD be moved out of the supraheading of
“Anxiety Disorders” and into a new classification of
“Stress-Related Disorders” that would include the ad-
justment disorders, acute stress disorder, traumatic
grief, and dissociative disorders. This reclassification
would return PTSD, or the study of trauma reactions,
back to the broad field of stress research from where it
originated. The assumption currently implied by the
DSM-IV that PTSD is an anxiety disorder does, how-
ever, fit with early behavioral theories of PTSD (i.e.,
Keane et al., 1985) that developed from conditioning
and learning principles and were based on Mowrer’s
(1960) two-factor model of anxiety. These behav-
ioral theories lead to the development of treatments
for PT'SD such as exposure, flooding, and implosion
where the main aim is to alleviate fear by preventing
avoidance of the feared stimuli so that habituation and
extinction take place. While exposure treatments are
effective in reducing fear and anxiety, there is no com-
pelling evidence that nonfear emotions (i.e., shame,
guilt, and anger) habituate to exposure alone when
they are predominant (Grunert, Weis, Smucker, &
Christianson, 2007). In fact, Grunert et al. (2007) dem-
onstrated that when nonfear emotions are associated
predominantly with PTSD, treatment based on ha-
bituation (i.e., prolonged exposure) fails to lead to im-
provement and recovery from PTSD symptoms.
Alternatively, theorists have argued that the core
issue in the development and maintenance of PTSD
is not anxiety or fear reactions that stem from experi-
encing a criterion A(1) event. Rather, it is argued that
PTSD is an information-processing disorder whereby
it is the way that memories of the traumatic event are
processed, integrated, and represented that is the cen-
tral mechanism that creates anxiety states and drives
the PTSD syndrome (van der Kolk, 1994; van der
Kolk & McFarlane, 1996). Theorists also propose that
processing the memory of the event in a way that res-
olution of meaning takes place is central to the thera-
peutic recovery process from PTSD (Horowitz, 1976;
Janoff-Bulman, 1992). Recent theories of PTSD sup-
port the idea that PTSD is an information-processing
disorder. It is beyond the scope of this article to dis-
cuss all the psychological theories relating to PTSD
(for an overview of PTSD theories, refer to Brewin &
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Holmes, 2003); however, at present, the most pre-
dominant psychological theories of PTSD are emo-
tional processing theory (Foa & Rothbaum, 1998),
Ehlers and Clark’s (2000) cognitive model of PTSD,
and dual-representation theory (Brewin, Dalgleish, &
Joseph, 1996). All theories can be referred to as infor-
mation-processing theories of PTSD, as they initially
draw on classic cognitive network models of memory
and provide accounts of how trauma-related informa-
tion is represented in “fear networks” (Foa & Kozak,
1986) within the cognitive system and is integrated
with existing semantic memory networks. A predom-
inant theory that has also aided in our understanding
of PTSD is the adaptive information-processing (AIP)
model (Shapiro, 2001). This theory is based on the as-
sumption that PTSD is an information-processing dis-
order, and it is the theory on which EMDR is based.
The AIP model has guided EMDR clinical practice
for the treatment of PTSD whereby the processing
of traumatic memories is seen as the key element in
treatment.

Information-processing theories of PTSD have
facilitated our understanding of EMDR and the pro-
cesses involved in recovering from PTSD. Emotional
processing theory (Foa & Rothbaum, 1998) aids in
our understanding of EMDR, as it expands on Foa
and Kozak’s (1986) information-processing, “fear net-
work” theory to account for beliefs and appraisals that
exist prior to or that occur during and after trauma
and how they can reinforce schemas and maintain
PTSD. Ehlers and Clark’s (2000) cognitive model pro-
vides what is currently considered one of the most
detailed accounts of the maintenance and treatment
of PTSD. They suggest that PTSD develops and per-
sists when individuals process the trauma in a way
that leads to a sense of threat. Treatment involves the
elaboration of the trauma memory to increase asso-
ciations and facilitate adaptive processing (i.e., pro-
cessing the meaning of the event) and integrating it
into one’s autobiographical memory base. Dual rep-
resentation theory raises questions about how EMDR
may work, as, unlike other theories of PTSD, it pro-
poses that there are two memory systems: conscious
verbally accessible memories (VAMs), which are
autobiographical memories that can be deliberately
retrieved, and unconscious situationally accessible
memories (SAMs), which are triggered by reminders
of the trauma. PTSD results when VAM representa-
tions of the trauma event fail to form, and only SAMs
of the trauma are experienced as intrusive images
that are triggered by cues and are accompanied by
emotional and/or physiological arousal experienced
during the traumatic event. Treatment involves the

construction or transfer of detailed consciously acces-
sible memories (VAM) that previously existed only in
an unintegrated form in the SAM system. All three
psychological theories of PTSD propose that PTSD
develops when memories of the traumatic event are
poorly elaborated, are often difficult to verbalize, and
are unintegrated with preexisting memory networks.

In summary, over the past 30 years, theories of
PTSD have evolved from traditional behavioral ac-
counts of PTSD that were based on conditioning and
learning principles and models of anxiety to current
theories of PT'SD that have incorporated information-
processing models. These information-processing
theories of PTSD emphasize the idea that unprocessed
trauma memories leads to the development and main-
tenance of PTSD (Brewin & Holmes, 2003). Current
theories also provide more comprehensive explana-
tions of a wide range of complex processes involved
in the development, maintenance, and recovery from
PTSD. For example, they account for a range of emo-
tions associated with PTSD beyond fear and consider
cognitive elements, such as incorporating the meaning
of the event into preexisting schema networks. Cur-
rently, meta-analyses that have examined the efficacy
of treatments for PTSD indicate that trauma-focused
exposure therapies, based on the idea that PTSD is an
anxiety disorder, are effective (Bisson et al., 2007; van
Etten & Taylor, 1998). However, as traditional theories
of PTSD and exposure treatments have developed, si-
multaneously EMDR has evolved, and meta-analyses
reveal it to be equally effective as exposure-based thera-
pies for the treatment of PTSD. Although EMDR treat-
ment of PTSD is based on the assumption that PTSD
is an information-processing disorder, EMDR has
evolved from AIP theory (Shapiro, 2001), which is an
information-processing theory that is separate yet com-
parative with those incorporated into current theories
of PTSD. The remainder of this article examines the
development of EMDR and corresponding research.
The AIP model is then discussed and evidence for the
model summarized. The article concludes by high-
lighting questions raised about PTSD and its treatment
when the AIP model is compared to other information
based theories of PTSD.

EMDR Treatment of Adult PTSD:
History of Research and Current Status

EMD wasinitially developed by Shapiro (1989)toresolve
trauma symptoms by desensitizing traumatic memo-
ries. EMD evolved to become EMDR (Shapiro, 1991,
1995, 2001), which is an integrative, comprehensive
treatment approach that contains many elements of
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effective psychodynamic, cognitive-behavioral, ex-
periential, interpersonal, and physiological therapies.
Marquis and Marquis (in press) present a historical
account of EMDR, but what is interesting to note is
that the challenges EMDR has faced since its concep-
tion have, in many ways, been similar to those that
arose with the inception of PTSD. EMDR received
divergent reactions from scientists and profession-
als; it challenged existing ideas about how trauma
was being treated, it was not initially accepted, and
it was criticized because of the impression that it was
being proposed as a one-session cure for PTSD rather
than a structured eight-phase treatment approach that
aims to access and process past, present, and future
aspects of dysfunctionally stored memories that form
the basis of current pathology. EMDR created a vocal
group of concerned skeptics who influenced the pro-
gression of the field as it drove proponents to produce
exceptional amounts of evidence to justify claims. Just
as PTSD has been the most researched anxiety disor-
der in the past 20 years (Boschen, 2008), EMDR is one
of its most extensively researched treatments.

First and Second Phases of Research

The history of research into EMDR for the treatment
of adult PTSD can be divided into three main phases:

(a) demonstrating EMDR’s effectiveness in treat-
ing PTSD, (b) demonstrating EMDR’s effectiveness
against other trauma-focused treatments for PTSD,
and (c) focusing on understanding the underlying
mechanisms of EMDR. In the early phase of EMDR
research (1989-1998), strong evidence arose demon-
strating that EMDR was consistently superior to wait-
list or delayed treatment controls. As seen in Table 1,
average effect sizes' for EMDR and control conditions
pre- to posttreatment are 1.19 and 0.07, respectively.
Effect size is a measure of the change in mean scores
between conditions after controlling for the variance
in each condition. The effect size of 0.07 for control
conditions is below what is considered a small effect,
which is generally between 0.2 and 0.3. Around 0.5 is
referred to as a medium effect, and the effect size of
1.19 for EMDR is considered a large effect, which is
generally anything above 0.8.

In the second phase of EMDR research, beginning
a decade after Shapiro’s (1989) seminal publication,
four randomized controlled trials examined the effec-
tiveness of EMDR compared to nonspecific therapies
for PTSD, and again EMDR was consistently more ef-
fective in treating adult PTSD than other nonspecific
treatments. As shown in Table 2, average effect sizes
for EMDR compared to nonspecific treatments are
1.61 and 0.88, respectively. In this phase of research,

TABLE 1. RCTs of EMDR Versus Wait-List Control for the Treatment of Adult PTSD
Effect Size
% Pretreatmentto Pretreatment
Study Conditions Population Type N No. of Sessions Dropout  Posttreatment  to Follow-Up
Boudewyns and EMDR Combat veterans 21 5-7° b 0.67 —
Hyer (1996)  Standard care with PTSD 22 8 group 0.38 —
Devilly et al. EMDR Combat veterans 13 2 32 0.37 0.11
(1998) Psychiatric with PTSD 6 — 63 -0.01 0.12
support
Hogebergetal. EMDR Occupation-based 12 5 8 0.93 —
(2007) WL control PTSD 9 — 18 0.35 —
Jensen (1994) EMDR Combat veterans 13 3 in 10 days — -0.50 —
WL control with PTSD 12 — — -1.01 —
Rothbaum EMDR Female rape 10 3 9 2.43 3.19
(1997) WL control victims with 8 3 20 0.51 —
PTSD
Wilson et al. EMDR Trauma memory, 37 3 8 1.61 1.63
(1995, 1997) WL control 46% with PTSD 37 — 8 — —

Note. Effect sizes pre- to posttreatment and pretreatment to follow-up were calculated for the PTSD measures used in each study using
Cohen’s d statistic and were based on completer rather than end-point or intent-to-treat analyses. N = number of participants who com-

pleted therapy at posttreatment.

*This condition also received eight sessions of the standard group treatment program offered. "Four participants chose not to complete

the study; however, which condition they were in was not specified.
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TABLE 2. RCTs of EMDR Versus Other Nonspecific Treatments Used to Treat Adult PTSD

Effect Size
No. % Pretreatment to Pretreatment to
Study Conditions Population Type N ofSessions Dropout Posttreatment Follow-Up
Carlson et al. EMDR Combat veterans 10 12 0 1.44 2.31
(1998) Relaxation with PTSD 13 12 7 0.60 0.75
Routine care/ 12 6 0 0.63 —
WL
Edmond and EMDR Trauma memory 20 6 0 1.52 2.41
Rubin (2004); Routine care of sexual abuse 20 6 0 1.60 0.60
Edmond (1999) WL control 19 0 0.50 0.31
Marcus (1997); EMDR Civilians with 33 Unlimited 0 2.03 2.69
Marcus et al. Standard care PTSD 33 Unlimited 3 0.57 1.16
(2004)
Scheck et al. EMDR Trauma memory, 60 22 30 1.45 N/A
(1998) Active 77% with PTSD 1.02
listening

nine randomized controlled trials also compared the
effectiveness of EMDR to other trauma-focused ther-
apies, such as cognitive-behavioral therapy (Devilly
& Spence, 1999), exposure (Ironson, Freund, Strauss,
& Williams, 2002; Rogers et al., 1999; Rothbaum,
Astin, & Marsteller, 2005; Taylor et al., 2003), and
exposure with cognitive restructuring (Power et al.,
2002) or stress inoculation (Lee, Gavriel, Drummond,
Richards, & Greenwald, 2002). Average effect sizes for
EMDR and other trauma-focused treatments are simi-
lar with the change from pre- to posttreatment being
1.74 and 1.52, respectively (see Table 3). With the ex-
ception of Devilly and Spence (1999) and Taylor et al.
(2003), EMDR has been found to be roughly equal in
its effectiveness with exposure-based therapies. How-
ever, others have found a slight trend toward greater
efficiency for EMDR over exposure therapy (Ironson
et al,, 2002; Lee et al., 2002; Power et al., 2002). Com-
pared to exposure therapy, EMDR was found to result
in a more rapid reduction of symptoms (Ironson et al.,
2002; Rogers et al., 1999), was reported to require
fewer treatment sessions (van Etten & Taylor, 1998),
and resulted in fewer dropouts (Ironson et al., 2002;
Rothbaum et al., 2005; Taylor et al., 2003). The first
meta-analysis to examine the comparative effective-
ness of EMDR to exposure-based therapies found that
randomized controlled trials did not reveal any signifi-
cant difference in effect (van Etten & Taylor, 1998),
yet the authors did note that EMDR required fewer
sessions. Subsequent meta-analyses over the past
10 years have also found equivalent effect sizes for
EMDR and exposure therapy for adult PTSD (Bisson

et al.,, 2007; Bradley et al., 2005; Davidson & Parker,
2001). However, Rothbaum et al. (2005) has noted
that EMDR achieved its results without the use of the
30 to 60 hours of homework often used in exposure
therapies. As yet, only one randomized controlled
trial (Ironson et al., 2002) has compared the effective-
ness of EMDR and exposure therapy and controlled
for treatment time and the amount of homework be-
tween sessions. Although homework is not part of the
EMDR protocol, all participants were required to do
in vivo exposure homework. The authors found that
EMDR led to a more rapid reduction in symptoms, as
7 out of 10 EMDR participants had a 70% reduction in
PTSD symptoms after 3 sessions, compared to only 2
out of 12 in the prolonged exposure group. However,
further studies comparing EMDR to exposure ther-
apy that control for treatment time and homework
are required.

EMDR Research: Variability in
Methodological Strengths and
Limitations in Knowledge

Although effect sizes are equivalent between tradi-
tional exposure-based treatments and EMDR for the
treatment of PTSD, it is worth noting that there are
varying degrees of methodological strengths between
the nine randomized controlled trails that have ex-
amined their comparative effectiveness (see Table 3).
For example Devilly, Spence, and Rapee (1998) did
not meet basic requirements for randomization, the
majority of participants were treated by the same
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therapist, and the trained assessor was not blind or
independent. Lee et al. (2002) also used a nonblind
assessor who was not independent, and Taylor et al.
(2003) failed to discuss intent to treat analysis. This
being especially significant because of the high drop-
out rate in the traditional exposure condition (32%)
compared to the EMDR condition (21%). However,
a number of randomized controlled trials that have
examined the effectiveness of EMDR have very few
or no major limitations, for example, Carlson, Chem-
tob, Rusnak, Hedlund, and Muraoka (1998), Roth-
baum et al. (2005), and van der Kolk et al. (2007), all
of whom found statistically significant improvement
in treatment groups with large effect sizes for EMDR.
The average effect size for these three studies are 1.89
(pre- to posttreatment), and 2.10 (pretreatment to fol-
low-up). Maxfield and Hyer (2002) have examined the

relationship between effect size and methodology. In-
terestingly, they found that a significant relationship
exists between effect size and treatment fidelity, and
the more rigorous the methodology, the greater the
effect size for EMDR.

It is also important to note that although EMDR
has demonstrated its efficacy for the treatment of adult
PTSD, the majority of randomized controlled trials
to date have utilized civilian, single-trauma patient
groups, and complex trauma cases are often excluded.
A number of studies have, however, focused on com-
bat (i.e., Carlson et al., 1998) and sexual abuse (i.e.,
Rothbaum et al., 2005) trauma that has led to PTSD.
Although more studies are needed to establish the ef-
fectiveness of EMDR with these populations, what
appears to be evident is that that approximately three
sessions of EMDR are necessary for comprehensive

TABLE 3. RCTs of EMDR Versus Trauma-Focused Therapies for the Treatment of Adult PTSD

Effect Size
No. % Pretreatment to  Pretreatment
Study Conditions Population Type =~ N  of Sessions Dropout  Posttreatment  to Follow-Up
Devilly and EMDR Mixed PTSD 11 Upto8 35 1.56 0.32
Spence CBT variant civilians 12 8 20 2.36 1.26
(1999) (TTP)
Ironson et al. EMDR Civilians with 10 1-3 0 1.53 1.43
(2002) PE PTSD 9 1-3 25 2.18 3.03
Lee et al. EMDR Civilians with 12 7 8 1.87 2.17
(2002) SIT + PE PTSD 12 7 8 1.45 1.46
WL control 29 — 0 0.5 —
Power et al. EMDR Mixed PTSD 27 10 31 2.76 —
(2002) Exposure + CR civilians 21 10 43 1.84 —
Wait list 24 — 17 —
Rogers et al. EMDR Combat veterans 6 1 0 0.85 —
(1999) Exposure with PTSD 6 1 0 0.2 —
Rothbaum EMDR Rape victims 20 9 13 1.91 1.46
etal. (2005) PE with PTSD 20 9 20 2.02 2.30
WL control 20 17 0.38 —
Taylor et al. EMDR Mixed PTSD 15 8 21 N/A 1.96
(2003) Exposure therapy civilians 15 8 32 2.42
Relaxation 15 8 21 1.89
training
Vaughan etal. EMDR Mixed PTSD 12 5 0 1.35 1.34
(1994) Imaginal civilians, 78% 13 5 0 0.65 0.72
Exposure with PTSD 11 -5 0 0.57 1.00
Muscle Relaxation 0.23 —
WL control
van der Kolk EMDR Mixed PTSD 24 8 17 2.32 2.54
etal. (2007) Fluoxetine civilians 26 8 13 1.95 1.93
Pill placebo 26 8 10 1.84 —
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treatment of single-trauma PTSD (i.e., Ironson et al.,
2002; Marcus, 1997; Marcus, Marquis, & Sakai, 2004;
Rothbaum, 1997; Wilson, Becker, & Tinker, 1995,
1997); however, complex, multiple trauma popula-
tions require many more sessions for the treatment
to be complete and robust (i.e., Carlson et al., 1998;
Marcus, 1997; Marcus et al., 2004). Further research
is needed to systematically examine the effect that the
number and type of traumatic memories the individ-
ual has on treatment outcome.

Further research is also required to examine the
effect the variable of time since the traumatic event
has on the effectiveness of EMDR for treating PTSD.
Recently, van der Kolk et al. (2007) conducted a ran-
domized control trial that included both adult PTSD
participants with child abuse trauma and adult-onset
trauma. What was found was that eight sessions of
EMDR was insufficient for those with childhood
abuse as their response was less robust than those with
adult-onset trauma. Although at 6-month follow-up
89% of the child-onset trauma group lost their PTSD
diagnosis, only 33% were asymptomatic, compared
to 75% of those with adult-onset trauma. Similarly,
in a study by Edmond, Rubin, and Wambach (1999)
where adult survivors of childhood sexual abuse
showed significant reductions in trauma symptoms
after six sessions of EMDR, the authors concluded
that although this number of sessions helped allevi-
ate symptoms, longer-term treatment was likely to be
needed to adequately address all the issues confronting
participants. Research is needed to better determine
if lengthier EMDR is a requirement for childhood
trauma survivors and whether these patients would
also benefit from an extended preparation phase or
a combination of treatments (i.e., EMDR combined
with pharmacotherapy). Only one randomized trial
to date has examined the efficacy of EMDR compared
to pharmacological treatment for PTSD (van der Kolk
et al., 2007). EMDR was found to be more success-
ful than pharmacotherapy in achieving sustained re-
ductions in PTSD symptoms, but this was primarily
for adult-onset trauma survivors. It may be possible
that childhood trauma responds to a combination of
EMDR and pharmacotherapy, which is common in
clinical practice, but the efficacy of this is yet to be
examined.

The efficacy of EMDR in the treatment of disorders
other than PTSD is less established. Clinicians often
use EMDR to treat a variety of presenting problems,
such as those that stem from criterion A events that
frequently do not meet criterion A for PTSD, such as
extramarital affairs (Dattilio, 2004), sexual harassment
(Avina & O’Donohue, 2002), and complicated grief

(Sprang, 2001). A recent randomized control trial by
Cvetek (2008) demonstrated that EMDR is effective
for treating participants who experience distress as a
result of “small t” incidents that fail to meet criterion A
for PTSD. Significant reductions in trauma symptoms
were found for EMDR over an active listening control.
Cvetek’s finding supports those of Wilson et al. (1995,
1997), who found that EMDR was equally effective in
decreasing symptoms associated with trauma memo-
ries for those who met PTSD diagnostic criteria and
those who did not and were instead referred to as “par-
tial PTSD participants.” Keeping in mind the potential
removal of criterion A in DSM-V and the knowledge
that the PTSD syndrome can develop without expo-
sure to a criterion A event, the expansion of research
into the effectiveness of EMDR for treating “small t”
traumas is encouraged.

Given the research described previously, it is not
surprising that several independent bodies have rated
EMDR in the highest category of effectiveness for
the treatment of PTSD. For example, in the Inter-
national Society of Stress Studies practice guidelines
(Foa, Keane, Friedman, & Cohen, 2009), EMDR has
recently been ranked as an evidence-based level A
treatment for PTSD in adults. EMDR is rated in the
highest category of research and support in the clini-
cal practice guidelines of the American Psychiatric As-
sociation (2004) and the U.S. Department of Veterans
Affairs and Department of Defense (2004). EMDR is
also acknowledged as an evidence-based treatment
for PTSD by the U.K. National Institute for Clinical
Excellence (2005) and the Australian Centre for Post-
traumatic Mental Health (2007). In addition, a grow-
ing number of international guidelines (i.e., Bleich,
Kotler, Kutz, & Shalev, 2002; CREST, 2003; INSERM,
2004) also recommend EMDR for the treatment of
adult PTSD.

Third Phase of Research

The third and current phase of research into EMDR
is now heavily focused on understanding the underly-
ing mechanisms of effective treatment. At present, as
discussed in the next section, what is known is that
the eye movements in EMDR do contribute to the
therapeutic process, that the processes involved are
not the same as those in traditional exposure, and, to
date, that the most promising theoretical account of
EMDR is the AIP model (Shapiro, 2001).

The Role of Eye Movements in EMDR

Although the clinical efficacy of EMDR has been
demonstrated, the role of the eye movements (EMs)
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in EMDR continues to be controversial, with crit-
ics arguing that they are superfluous to the method
(i.e., Nevid, Rathus, & Greene, 2008). Although find-
ings regarding the role of EMs are inconsistent, it is
important to note that much of the research in this
area is filled with methodological problems, such as
analogue studies with small, nonclinical samples and
insufficient use of EMs. To date, no randomized con-
trolled trial has been conducted to compare EMDR
with EMs to EMDR without EMs on a large sample
of adults with PTSD. Thus, ruling out the need for
EMs in EMDR is premature. Furthermore, Perkins
and Rouanzoin (2002) highlight that

EMDR has received empirical validation as a
treatment for PTSD, and the tested procedure
includes the eye movement (or alternative dual-
attention) component. Therefore, the removal
of these stimuli from the validated procedure
requires prior component analyses adequate to
rule them out as a significant treatment element.
In the absence of such studies, their removal is
without empirical justification. (p. 86)

Although the exact role of the EMs in EMDR remains
unknown, numerous laboratory studies have exam-
ined the effects of EMs on memory and cognitive
processes for participants not experiencing PTSD.
Research suggests that EMs may contribute to the ef-
fectiveness of EMDR through a number of different
processes, as they have been found to decrease the
vividness and/or emotionality of autobiographical
memories (Andrade, Kavanagh, & Baddeley, 1997;
Barrowcliff, Gray, Freeman, & MacCulloch, 2004;
Kavanagh, Freese, Andrade, & May, 2001; Maxfield,
Melnyk, & Hayman, 2008; Sharpley, Montgomery,
& Scalzo, 1996; van den Hout, Muris, Salemink, &
Kindt, 2001), enhance the retrieval of episodic memo-
ries (Christman, Garvey, Propper, & Phaneuf, 2003),
and increase cognitive flexibility (Kuiken, Bears,
Miall, & Smith, 2001-2002) and may change inter-
hemispheric coherence in frontal areas of the brain
(Propper, Pierce, Geisler, Christman, & Bellorado,
2007). Research has also demonstrated that EMs pro-
duce psychophysiological dearousal when accessing
distressing memories (i.e., Barrowcliff et al., 2004).
Additional treatment studies that have demonstrated
a dearousal effect measured physiological changes
during EMDR and indicate that the EMs are associ-
ated with physiological responses that are characteris-
tic of an orienting response (Sack, Lempa, Steinmetz,
Lamprecht, & Hofmann, 2008) but may also resem-
ble physiological characteristics of REM sleep (Elof-
sson, von Sche’ele, Theorell, & Sondergaard, 2008).

At present, more research is required to examine the
precise causal role of the EMs in EMDR. For example,
do EMs enhance the processing of memories, leading
to physiological dearousal, or do the physiological ef-
fects of the EMs facilitate the processing of memo-
ries? For a more thorough review of the role of EMs
in EMDR, see Propper and Christman (2008) and
Gunter and Bodner (this issue).

The Effects of EMDR Are Different
to Exposure

Although some reviewers have suggested that the
main effect in EMDR is that akin to traditional expo-
sure (i.e., Benish, Imel, & Wampold, 2008), there are
three major differences between the therapeutic pro-
cesses that distinguish EMDR from traditional expo-
sure. According to a strict exposure definition, these
differences should result in EMDR being ineffective
for treating PTSD as the procedures should sensitize
rather than desensitize its recipients (Perkins & Rouan-
zoin, 2002). First, EMDR is not based on habituation,
as it uses short 20- to 50-second, interrupted exposures
rather than continuous 20- to 100-minute exposures,
traditionally recommended for prolonged exposure
(Rogers & Silver, 2002). Second, EMDR is nondirec-
tive, allowing for free association. The client often
moves quickly through scenes or skips scenes by spon-
taneously changing to other memories that arise. In
EMDR, this is not seen as avoidance but is instead
viewed as effective memory processing (Lee & Drum-
mond, 2008; Lee, Taylor, & Drummond, 2006). Third,
in EMDR, reliving the traumatic memory in the pres-
ent tense is not a requirement of therapy. Taking a
third-party perspective on the trauma is also not seen
as avoidance, and, unlike traditional exposure, reliving
is not associated with improvement in EMDR (Lee &
Drummond, 2008). According to the assumptions of
emotional processing theory (Foa & Rothbaum, 1998),
which underlie exposure therapy for PTSD, the type
of exposure that occurs in EMDR should result in min-
imal decreased fear if exposure is the proposed mecha-
nism of change. Yet EMDR is effective in treating adult
PTSD and associated symptoms.

Theories Regarding the Underlying
Mechanisms of EMDR

Common factors across psychotherapies contribute to
their individual efficacy. However, it does not follow
that all improvement is due mainly to those factors.
EMDR involves many therapeutic elements. There-
fore, a number of agents of change may be involved
beyond the effects of exposure and the EMs. Yet, like
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any therapy, the exact mechanisms of change under-
lying EMDR are currently unknown, but a number
of theories exist. EMDR is currently guided by the
AIP model, which is consistent with Foa and Kozak’s
(1986) information-processing theory. There are, how-
ever, four other main hypotheses regarding the theo-
retical mechanisms of EMDR that have, in the current
third wave of research, begun to accumulate a sound
empirical base and offer support for the AIP model:
orienting response activation, REM-like mechanisms,
the theory of increased hemispheric communication,
and working memory accounts.

AIP Model

The AIP model offers an explanation for the basis and
recovery of trauma symptoms, it guides clinical case
conceptualization, and directs treatment. The AIP
model, which is consistent with other learning-based
theories of PTSD, proposes that new experiences are
processed by assimilating them with existing memory
networks and that adaptive learning takes place (Sha-
piro, 1995, 2001). Shapiro (2001) states that adaptive
learning occurs when information from new experi-
ences are perceived and “the connections to appropri-
ate associations are made and that the experience is
used constructively by the individual and is integrated
into a positive emotional and cognitive schema”
(p- 30). According to the AIP model, pathology arises
when memories of an experience are not adequately
processed. Rather, the memory is dysfunctionally
stored in its own neural network, which, like a fear
network (Foa & Kozak, 1986), contains thoughts, im-
ages, emotions, and sensations associated with the
event that, when triggered, influence perceptions,
attitudes, and behavior in the present. Whether the
memories are of an event that meets criterion A(1)
for PTSD or are memories of “small t” traumas or
whether the predominant emotions are criterion A(2)
emotions or other emotions such as shame or guilt is
irrelevant to the model. The main etiological factor
of trauma symptoms is that the memories are uninte-
grated and dysfunctionally stored.

The AIP model suggests that it is the activation
of the information-processing system that leads to
the resolution of dysfunctionally stored traumatic
memories. However, Shapiro (2001) proposes that in-
formation processing is facilitated primarily by three
mechanisms in EMDR: (a) deconditioning that pro-
ceeds through a relaxation response, (b) neurologi-
cal changes in the brain that activate and strengthen
weak associations, and (c) factors that are involved
with the client’s dual focus of attention on both the

memory and a concurrent task, such as EMs. Evidence
for these proposed mechanisms of action have come
out of various research paradigms that have examined
how EMDR may work.

Research Examining the AIP Model

Research into the activation of an orienting response
(MacCulloch & Feldman, 1996) in EMDR provides
support that a relaxation response occurs when the
EMs begin that may facilitate treatment by reducing
stress to a tolerable level so that processing of memo-
ries can occur (Barrowcliff et al., 2004; Elofsson et al.,
2008; Sack et al., 2008). Research that has investigated
physiological responses created by the EMs in EMDR
has also noted that changes characteristic of a REM-
like state occur (Elofsson et al., 2008). Stickgold (2002)
has proposed a REM hypothesis of EMDR that states
that the EMs in EMDR, through repeated orienting
responses, may “push-start” memory processing in
the brain by inducing a physiological and neurological
state that is akin to REM sleep that aids in the trans-
fer and integration of memories. Overall, the EMs in
EMDR have an effect on physiology by creating either
an orienting response or a REM-like state, but further
research is required to clarify the effect and refine re-
lated theories.

Research into the theory of increased hemispheric
communication provides empirical support for Sha-
piro’s (2001) second hypothesized mechanism that
information processing in the treatment of traumatic
memories is facilitated by neurological changes in the
brain that activate and strengthen weak associations.
The theory of increased hemispheric communication
proposed that horizontal EMs increase communica-
tion between both hemispheres of the brain, thus en-
hancing one’s ability to remember the traumatic event
while not becoming aroused (Christman et al., 2003).
However, at present, mixed findings characterize the
evidence for the increased hemispheric communica-
tion account of how EMDR works. For example, re-
cent research by Propper et al. (2007) reported that
engaging in bilateral EMs decreased rather than in-
creased interhemispheric coherence. Also contrary to
the account, Gunter and Bodner (2008) demonstrated
that vertical EMs, which in theory do not increase
hemispheric communication, were equally effective
as horizontal EMs at reducing ratings vividness, emo-
tionality, and completeness of unpleasant autobio-
graphical memories.

Research has also begun to accumulate to support
Shapiro’s (2001) third hypothesis, that the client’s dual
focus of attention on both the trauma memory and a
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concurrent task is a mechanism that facilitates informa-
tion processing in EMDR. What is gaining empirical
support are working memory models that can account
for the discrepant findings within research that have
examined the increased hemispheric communication
account. For example, Gunter and Bodner (2008) ex-
plained the equivalent benefits for vertical and hori-
zontal EMs by proposing that their finding supported
a working memory account, as both tasks taxed the
visual spatial sketch pad component of working mem-
ory to a similar degree. A working memory account
of EMDR proposes that the dual-attention stimuli in
EMDR, whether it be EMs or some other task such
as tapping or tones, leads clients to attend to both the
external stimulus and internally to the trauma-related
memories (Maxfield et al., 2008). Baddeley’s (1986)
model of working memory suggests that each compo-
nent of working memory has limited memory resource
capacity, so when two tasks make demands on the at-
tentional capacity of a component, performance on the
primary task deteriorates. That is, in EMDR, when in-
dividuals engage in EMs while simultaneously focusing
on a memory image, the quality of the image deterio-
rates, presumably because it gets pushed out of work-
ing memory and integrated into long-term memory,
where the memory then becomes less vivid and less
emotional. Space does not permit an extended discus-
sion on the research that has examined working mem-
ory effects; for this and for more in-depth discussions
of the orienting response, REM-like mechanisms, and
the increased hemispheric communication account of
EMDR, refer to Gunter and Bodner (this issue).
Consistent with other information-processing the-
ories of PT'SD, AIP theory assumes the existence of an
information-processing system that, when working
appropriately, incorporates new experiences into pre-
existing memory networks, which are the basis of per-
ception, attitudes, and behavior. At the heart of AIP
and other information-processing models of PTSD,
such as emotional processing theory (Foa & Roth-
baum, 1998) and dual-representation theory (Brewin
et al., 1996), is that recovery of PTSD is all about the
elaboration or processing of memory. The AIP model
is consistent with emotional processing theory, as it is
assumed that the fear memory of the traumatic event
needs to be activated and that corrective information
must be provided that is incompatible with the fear
structure. Associations are made with existing mem-
ory networks, resulting in learning, relief of emotional
distress, and material becoming available for future
use. All information-processing models assume that
dysfunctional trauma reactions result when informa-
tion relating to a traumatic event is not adequately

processed. There are, however, some distinct differ-
ences between AIP and current information-based
theories of PTSD, and these differences have impor-
tant implications for theory and treatment of PTSD.

AIP Contrasted With Other
Psychological Models of PTSD

Unlike AIP, dual-representation theory (Brewin et al.,
1996) assumes that the concept of a single memory
system is inadequate to account for the full range of
complex phenomena associated with PTSD. Thus,
as previously mentioned, two memory systems
are proposed to exist: conscious VAMs and uncon-
scious SAMs, which are unintegrated and triggered
by reminders of the trauma and, when triggered,
are accompanied by emotional and/or physiologi-
cal arousal experienced during the trauma. Although
dual-representation theory is not linked to any spe-
cific treatment protocol, like AIP is linked to EMDR,
it is proposed that treatment needs to focus on two
pathological processes. One involves resolving con-
scious negative beliefs and associated emotions, and
the other involves managing intrusive, unintegrated
memories in the SAM system (Brewin & Holmes,
2003). It is hypothesized that following effective
exposure and/or cognitive therapy, the old SAMs
remain intact but are no longer triggered and expe-
rienced because newly created VAMs become more
distinctive and rehearsed and thus have a retrieval
advantage when the memory is triggered. In contrast
to the assumptions in AIP, it is also proposed that be-
cause the old SAMs remain unchanged and are not
integrated in memory in any way, they retain their
potential to be retrieved by the right combination of
triggers (Brewin & Holmes, 2003). Also in contrast to
AIP, where it is assumed that processing new infor-
mation in the therapeutic process aids in the assimi-
lation of the trauma memory into existing memory
networks, it is assumed in dual-representation theory
that the new information creates new memories that
compete with the old trauma memories. This sug-
gests an extinction mechanism over assimilation or
reconsolidation of trauma memories.

The precise mechanism by which memories are
processed in the treatment of PTSD remains to be
empirically clarified. The AIP model proposes that
the mechanism of action in EMDR is “the assimila-
tion of adaptive information found in other mem-
ory networks linking into the network holding the
previously isolated disturbing event” (Solomon &
Shapiro, 2008, p. 316). Thus, EMDR transmutes the
dysfunctionally stored memory by integrating it with
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preexisting memory networks. Other psychologi-
cal theories propose that treatment of memories in
PTSD is based on extinction, whereby the process is
believed to be that new memories are created that
compete for and attain retrieval advantage over old
trauma memories (Suzuki et al., 2004). Thus, origi-
nal trauma memories are able to be retrieved in their
original form if triggered by the right combination of
cues in the future (Brewin & Holmes, 2003). Solomon
and Shapiro (2008) suggest that research comparing
recall of original memories and rates and kinds of re-
trieval patterns can shed light on whether the primary
mechanism of action is based on extinction or on as-
sociation, assimilation, and reconsolidation. They
also suggest that EMDR, because of the process of
assimilation, may aid in lowered relapse rates when
clients experience a similar trauma in the future.
Future research needs to compare extinction and
reconsolidation models. Solomon and Shapiro sug-
gest that this could be done by following individuals
treated with EMDR and exposure-based treatments
to investigate if there is a difference in participants’
reactions to similar traumas posttreatment.

Future research could also investigate other differ-
ences between AIP and emotional processing models
of PTSD. For example, the AIP model assumes that
trauma symptoms resolve as a result of processing sa-
lient or associated memories related to the traumatic
event. Alternatively, emotional processing theory
(Foa & Rothbaum, 1998) assumes that it is necessary
to focus on and relive the traumatic event, to maintain
a level of arousal until habituation occurs. Research
supporting the AIP model demonstrates that informa-
tion processing through association leads to changes
such as reductions in vividness and emotionality and
in appraisals related to the memory. Targeting as-
sociated memories in non-EMDR treatment studies
has also been found to reduce the vividness, distress,
and negative beliefs associated with target memories
(Wild, Hackman, & Clark, 2008). EMDR may there-
fore be particularly well suited for individuals who are
either avoidant of therapy for fear of having to relive
the trauma or cannot tolerate repeated imaginal re-
living of the traumatic event. Future research could
focus on clarifying if it is possible to reduce trauma
symptoms by targeting memories associated to the
trauma memory rather than the specific memory of
the event.

Summary and Conclusion

Although trauma reactions have been reported for
centuries, controversy remains over how to define

PTSD, and the validity of the diagnostic criteria con-
tinues to be challenged. Despite this and the theo-
retical advances that have occurred as our knowledge
about PTSD has improved, procedures for the two
most effective treatments for PTSD have changed
minimally across time. Exposure procedures have
changed very little over the years, and the EMDR
protocol has remained unchanged since 1991 (Sha-
piro, 1991). Since Shapiro’s (1989) seminal publication
that demonstrated the effectiveness of EMDR, what
is now known after 20 years of research is that EMDR
is an efficacious treatment for adult PTSD. What is
also known is that the EMs in EMDR appear to pro-
duce various effects that facilitate memory processing
and that the processes involved in EMDR are differ-
ent from those of traditional exposure. However,
although evidence is accumulating in support of the
AIP model on which EMDR is based, there is still no
empirically supported model that is capable of ex-
plaining the precise underlying mechanism of EMDR.
One must be reminded, though, that even after years
of research, we are still struggling to determine the
mechanisms through which many psychotherapeutic
treatments operate and create change. In addition,
the specific mechanisms through which PTSD devel-
ops and resolves are not entirely understood, and, as
yet, no theory adequately accounts for and explains
all the phenomena involved in PTSD. The success of
EMDR has challenged existing contemporary theo-
ries of PTSD and has advanced our understanding of
the therapeutic processes in PTSD. In turn, current
theories of PTSD may facilitate our understanding of
how EMDR works to resolve PTSD. Comparing and
contrasting EMDR and non-EMDR theories of PTSD
has more potential to advance our knowledge of ef-
fective treatments.

Note

1. Effect sizes pretreatment to posttreatment and pre-
treatment to follow-up were calculated for the PTSD mea-
sures used in each study using Cohen’s d statistic. Cohen’s
d is calculated by determining the difference in mean scores
for each condition divided by the pooled variance (i.e., SD-
pooled = \/[(SDZ pre + SD? post)/2]).
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Advanced Tac/AudioScan”

TACTILE AND ANY AUDIO SOURCE YOU WANT ALL IN ONE PACKAGE

[ T \.ll.l.l.nlﬂr:sr: '

Unlimited audio choices synchronized with tactile stimulation:

NeuroTek, manufacturer of the EyeScan™ 2000S, proudly introduces
the Advanced Tac/AudioScan™ the new auditory plus tactile EMDR
instrument. This innovative EMDR product allows the clinician to
administer EMDR by alternating any desired audio source to each ear
via light-weight stereo headphones. Simultaneously, bilateral tactile
stimulution may be utilized via very small vibrating pulsers. The compact
design and highly integrated functions make the Advanced Tac/
AudioScan™ the most versitle, extremely portable and easiest to use
EMDR product available anywhere.

New auditory modes give you the choices you need:

The integrated auditory functions include 4 selectable alternating
sounds; tones, click, double click, and arcade modes (try the arcade
mode with kids). Additionally, you can connect the Advanced Tac/AudioScan™
to any audio source including CD players, cassette tape players or even a
radio and enjoy your favorite selections alternated at your choice of speeds.
Best of all, your audio selection is synchronized with the alternating
tactile stimulation for added benefit.

Now you can administer EMDR using your client’s favorite songs,
mood and inspirational music, self help recordings or even make your
own self-help tapes directed specifically to the needs of each client.
Easy to control and use:

The speed, pulser intensity, volume adjustments, on/off and auditory
mode controls for the Advanced Tac/AudioScan™ are on the front of the
unit allowing easy access. The headphones, tactile pulsers and external
audio source connect on the top. Since the auditory and tactile stimula-
tions are synchronized, the speed adjustment controls both tactile and
audio rates. The pulser strength is infinitely adjustable from no intensity
(completely off) to full, maximum strength. All adjustments have cali-
brated dials allowing the clinician to record each clients’ preferred
settings. The oval shaped tactile pulsers are very small, only 1" wide by
only 1.5" long and less than 1/2" thick. These small pulsers may be easily
and comfortably held in the hands, placed in gloves or any other conve-
nient place. Additionally, the pulsers may be attached to wrists, arms or
legs using velcro straps or exercise bands.

Versatility:

Both the headphones and the tactile pulsers connect to the Advanced
Tac/AudioScan™ controller via 6 foot cords and small 3.5mm connec-
tors. This allows you the choice of using both auditory and tactile
together for maximum benefit or you may use the audio and tactile
functions separately. For additional distances from the controller, both
the headphones and the tactile pulsers may be connected using optional
extender cables. Two green lights provide a visual indication of the
selected speed. An AC adapter is included for operation from a perma-
nent power source or use on battery power for total portability.

Order yours today:

The Advanced Tac/AudioScan™ comes complete with headphones,
tactile pulsers, audio source interface cable, AC adapter, carrying case
and 9 volt battery. With hands-free administration of EMDR, the clinician
is better able to closely observe the client's behavior and take notes. The
Advanced Tac/AudioScan™ is an effective therapeutic tool and is only
available from NeuroTek.
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SMALL, EASY TO ERS ANy 1.5" x 1" x 1/2"

Advanced Tac/AudioScan™

Choose integrated tones, click, double click, and arcade
auditory modes or supply your own audio source.
No longer limited to the few EMDR audio tape selections
that are available. Use any tape or CD selection you wish.
Easily connects to any audio source including CD and
cassette tape players.
Dual Modality - Use auditory or tactile stimulation
independently or together for maximum benefit.
Adjustments for volume, speed (rate) and tactile intensity.
All adjustments have calibrated dials for recording
individual client preferences.
Indicator lights provide visual speed information.
Headphone and tactile pulser cable lengths may be
extended with optional extender cables.
Soothing alternative to eye movements.
Prevents clinician fatigue.
Allows note-taking during EMDR administration.
Lowers distractions for client.
Use with visually-impaired clients or clients with a history
of seizures.
Works great with children.
Comes complete with headphones, tactile pulsers, audio
cable, carrying case, ac adapter and 9 volt battery.
Full one year warranty.

Cassette tape /CD player not included.

www.neurotekcorp.com






Adverse Childhood Experiences (ACE) Study

What is the ACE Study and Why Is It Important to Me?

The ACE Study is one of the largest scientific research studies of its kind, with over 17,000 mostly middle income Americans participating.  The focus was to analyze the relationship between childhood trauma and the risk for physical and mental illness in adulthood.

Over the course of a decade, the results demonstrated a strong, graded relationship between the level of traumatic stress in childhood and poor physical, mental and behavioral outcomes later in life.

The ACE Study is an ongoing collaboration between the Centers for Disease Control and Prevention and Kaiser Permanente.

Co-principal Investigators : Robert F. Anda, MD, MS, Centers for Disease Control and Prevention;

                 Vincent J. Felitti, MD, Kaiser Permanente, San Diego.

[image: http://www.americasangel.org/wp-content/uploads/ACE-Study-Pyramid.jpg]

What is an Adverse Childhood Experience / ACE?

Growing up experiencing any of the following conditions in the household prior to age 18:

1.         Recurrent physical abuse

2.         Recurrent emotional abuse

3.         Contact sexual abuse

4.         An alcohol and/or drug abuser in the household

5.         An incarcerated household member

6.         Family member who is chronically depressed, mentally ill, institutionalized, or suicidal

7.         Mother is treated violently

8.         One or no parents

9.         Physical neglect

10.       Emotional neglect 

The ACE Score

The ACE Study used a simple scoring method to determine the extent of each study participant’s exposure to childhood trauma.  Exposure to one category (not incident) of ACE, qualifies as one point.

When the points are added up, the ACE Score is determined.

An ACE Score of 0 (zero) would mean that the person reported no exposure to any of the categories of trauma listed as ACEs above.

An ACE Score of 10 would mean that the person reported exposure to all of the categories of trauma listed above.

The ACE Score is referred to throughout all of the peer-reviewed publications about the ACE Study findings.

What’s YOUR ACE Score?

Help me calculate my ACE Score: http://www.acestudy.org/files/ACE_Score_Calculator.pdf

The ACE Study is based upon data collected from over 17,000 adult participants, and no new study participants are being accepted.  However, you might like to know your own ACE Score, so that the information you read about the Study is more meaningful to you.

Please visit the Centers for Disease Control and Prevention website to learn how your score may affect you and your health: http://www.cdc.gov/ace/index.htm

How does fear impact childhood?

The key concept underlying the ACE Study is that stressful or traumatic childhood experiences can result in social, emotional, and cognitive impairments.  Examples: Increased risk of unhealthy behaviors, risk of violence or re-victimization, disease, disability and “early death.”

Breakthroughs in neurobiology demonstrate that fear-based childhoods disrupt neurodevelopment, and can actually alter normal brain structure and function.

Fear during infancy and early childhood has a cumulative impact on childhood development.  Results of the ACE Study link the exploding rates in America’s physical, mental, and social pathologies with our national failure to strengthen our families and protect our children.

 

What increased health risks are associated with an ACE?

The young brain is especially vulnerable to stress. When prolonged stress occurs during infancy and childhood, the stress hormone cortisol is released throughout the young brain and body.  These stress hormones compromise normal brain development and the immature immune and nervous systems.  The ACE Study demonstrates that early stress is a strong factor for developing the following national health problems.

· Cardiovascular disease

· Cancer

· Heart attacks

· High blood pressure

· Stroke

· Diabetes

· Weight gain(especially abdominal fat)

· Exhaustion

· Reduced Growth Hormone Levels

· Compromised immune function

· Bone loss

A decade of rigorous research demonstrates that sustained stress in childhood results in overproduction of cortisols, with profound, lifelong impacts on the brain and body.

How does the ACE score affect social well being?

Within the 17,000 middle-class, ethnically diverse American adults tested, it was found that the compulsive use of nicotine, alcohol, and injected street drugs increased proportionally, in a strong, graded, dose-response manner with the level of adverse life experiences reported during childhood.

The ACE Study results are disturbing to some because they imply that the basic causes of addictions are to be found in our personal histories, not in drug dealers or dangerous chemicals.  

This finding is at odds with current concepts, including those of biological psychiatry, drug-treatment programs, and drug-eradication programs. The results of the ACE Study strongly suggest that billions of dollars are spent everywhere except on  the solution.

The prevalence of adverse childhood experiences and their long-term effects are clearly a major determinant of the health and social well-being of the nation. This is true whether looked at from the standpoint of social costs, the economics of health care, the quality of human existence, the focus of medical treatment, or the effects of public policy.

The ACE Study demonstrates dramatically that if we engage America in the protection and nurturing of its children, these serious and prevalent health and social problems will be significantly reduced.

Where can I find more information on the ACE Study?

http://www.acestudy.org/http://acestoohigh.com/about/ 

http://www.annafoundation.org/ACE%20STUDY%20FINDINGS.html
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Serenity Programme™ - www .serene.me.uk - Dissociative Experiences Scales (DES)

Dissociative Experiences Scales (DES)

Identifier Date

This questionnaire consists of twenty-eight questions about experiences that you may have in your daily
life. We are interested in how often you have these experiences. It is important, however, that your
answers show how often these experiences happen to you when you are not under the influence of
alcohol or drugs. To answer the questions, please determine to what degree the experience described in
the question applies to you and select the number to show what percentage of the time you have the
experience. 100% means ‘always’, 0% means ‘never’ with 10% increments in between. This assessment
is not intended to be a diagnosis. If you are concerned about your results in any way, please speak with
a qualified health professional.

Never 0% | 10% | 20% | 30% | 40% | 50% | 60% | 70% | 80% | 90% | 100% Always

Some people have the experience of driving a car and suddenly realizing that they
1 don't remember what has happened during all or part of the trip. Select a number |0%

to show what percentage of the time this happens to you

Some people find that sometimes they are listening to someone talk and they
2 suddenly realize that they did not hear all or part of what was said. Select a 0%
number to show what percentage of the time this happens to you

Some people have the experience of finding themselves in a place and having no
3 idea how they got there. Select a number to show what percentage of the time 0%
this happens to you

Some people have the experience of finding themselves dressed in clothes that

4  they don't remember putting on. Select a number to show what percentage of 0%
the time this happens to you

Some people have the experience of finding new things among their belongings

5 that they do not remember buying. Select a number to show what percentage of |0%
the time this happens to you

Some people sometimes find that they are approached by people that they do
6 not know who call them by another name or insist that they have met them 0%

before. Select a number to show what percentage of the time this happens to you
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Some people sometimes have the experience of feeling as though they are

; standing next to themselves or watching themselves do something as if they were -
looking at another person. Select a number to show what percentage of the time °

this happens to you

Some people are told that they sometimes do not recognize friends or family

8 members. Select a number to show what percentage of the time this happensto |0%

you

Some people find that they have no memory for some important events in their

9 lives (for example, a wedding or graduation). Select a number to show what 0%

percentage of the time this happens to you

Some people have the experience of being accused of lying when they do not
10 think that they have lied. Select a number to show what percentage of the time 0%

this happens to you

Some people have the experience of looking in a mirror and not recognizing

11 themselves. Select a number to show what percentage of the time this happens (0%

to you

Some people sometimes have the experience of feeling that other people,

12 objects, and the world around them are not real. Select a number to show what (0%

percentage of the time this happens to you

Some people sometimes have the experience of feeling that their body does not
13 belong to them. Select a number to show what percentage of the time this 0%

happens to you

Some people have the experience of sometimes remembering a past event so

14 vividly that they feel as if they were reliving that event. Select a number to show (0%

what percentage of the time this happens to you

Some people have the experience of not being sure whether things that they

15 remember happening really did happen or whether they just dreamed them. 0%

Select a number to show what percentage of the time this happens to you

Some people have the experience of being in a familiar place but finding it
16 strange and unfamiliar. Select a number to show what percentage of the time this (0%

happens to you

Some people find that when they are watching television or a movie they become

17 so absorbed in the story that they are unaware of other events happening around |0%

them. Select a number to show what percentage of the time this happens to you
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Some people sometimes find that they become so involved in a fantasy or

18 daydream that it feels as though it were really happening to them. Select a 0%

number to show what percentage of the time this happens to you

0 Some people find that they are sometimes able to ignore pain. Select a number to -
show what percentage of the time this happens to you °

Some people find that they sometimes sit staring off into space, thinking of

20 nothing, and are not aware of the passage of time. Select a number to show what (0%

percentage of the time this happens to you

Some people sometimes find that when they are alone they talk out loud to

21 themselves. Select a number to show what percentage of the time this happens  |0%

to you

Some people find that in one situation they may act so differently compared with

22 another situation that they feel almost as if they were different people. Select a 0%

number to show what percentage of the time this happens to you

Some people sometimes find that in certain situations they are able to do things

o with amazing ease and spontaneity that would usually be difficult for them (for 0%
0
example, sports, work, social situations, etc.). Select a number to show what

percentage of the time this happens to you

Some people sometimes find that they cannot remember whether they have
done something or have just thought about doing that thing (for example, not

24 knowing whether they have just mailed a letter or have just thought about 0%

mailing it). Select a number to show what percentage of the time this happens to
you

Some people find evidence that they have done things that they do not

25 remember doing. Select a number to show what percentage of the time this 0%

happens to you

Some people sometimes find writings, drawings, or notes among their belongings

26 that they must have done but cannot remember doing. Select a number to show |0%

what percentage of the time this happens to you

Some people find that they sometimes hear voices inside their head that tell

27 them to do things or comment on things that they are doing. Select a numberto |0%

show what percentage of the time this happens to you

Some people sometimes feel as if they are looking at the world through a fog so

28 that people or objects appear far away or unclear. Select a number to show what (0%

percentage of the time this happens to you
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The Dissociative Experiences Scale (DES) is a simple questionnaire widely used to screen for dissociative
symptoms. Tests such as the DES provide a quick screening method so that the more time-consuming
structured clinical interview (SCID-D) can be used for those people with high DES scores.

The higher the DES score, the more likely it is that the person has a dissociative disorder. The DES is not
a diagnostic instrument; it is designed for screening only. High scores on the DES do not show that a
person has a dissociative disorder; they only suggest that clinical assessment for dissociation may be
warranted. Different studies suggest different cut-off scores for the DES, but a score of more than 45
suggests a high likelihood of a dissociative disorder alongside a reduced likelihood of a ‘false positive’.

Privacy - please note - this form does not transmit any information about you or your assessment scores.
If you wish to keep your results, either print this document or save this file locally to your computer. If
you click ‘save’ before closing, your results will be saved in this document. These results are intended as
a guide to your health and are presented for educational purposes only. They are not intended to be a
clinical diagnosis. If you are concerned in any way about your health, please consult with a qualified
health professional.

Bernstein EM, Putnam FW (1986). "Development, reliability, and validity of a dissociation scale". J.
Nerv. Ment. Dis. 174 (12): 727-35.

Frischholz, E.J. et al The dissociative experiences scale: further replication and validation.
Dissociation, Vol. lll, September 1990.
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EMDR Trauma Protocol: Worksheet and Progress Notes



Client Name________________________________________________ Date ___________

[bookmark: _GoBack]

Assessment:

Picture: What picture or image represents the worst part of the incident (or memory or issue)?

Negative Cognition: When you bring up that picture, what do you believe about yourself now?

NC:

Positive Cognition: When you think of that picture (or incident), what would you like to believe about yourself now?

PC:



VoC (Validity of Cognition): When you think of the picture (or incident), how true does (repeat the

positive cognition) feel to you now on a scale of 1 to 7, where one feels completely false and 7

feels completely true?

Completely false 1….2….3….4….5….6….7 Completely true



Emotions/Feelings: When you bring up the picture (or incident) and those words (repeat above

negative cognition), what emotions 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 you

can imagine, how disturbing does the incident feel to you now?

0…..1…..2…..3…..4…..5…..6…..7…..8…..9…..10

Neutral Highest Disturbance



Body Location: Where do you feel the disturbance in your body? Or Do you have a feeling sense of this?



Desensitization

Say: “I’d like you to bring up that picture, the negative belief about yourself (repeat the negative cognition), and

notice where you feel it in your body – let me know when you have it all and we will start BLS.



After Set: “Take a deep breath. What do you notice now? or What do you get now?”



Processing and checking for new channels: Continue processing with several sets of BLS until

there is no new disturbing material coming up.



To go back to Target ask:

“When you go back to the original experience, what do you get now?” If there is no new,

disturbing material, check the SUDs. (SUDs should be 0 before moving to Installation.)



To Check SUDs: “When you bring up the experience, on a scale of 0 to 10, where 0 is no disturbance

and 10 is the highest disturbance you can imagine, how disturbing does it feel to you

now?” (If SUDs is 1 or greater, continue processing. If SUDs is 0, do one more set to

check for any more channels, and then move on to Installation.)



Installation Linking the desired positive cognition with the original memory/incident or picture:



Ask: “Do the words (repeat the PC) still fit, or is there another positive statement you feel would be more suitable?”



Ask: “Think about the original incident and those words (repeat the selected PC). From 1, completely

false, to 7, completely true, how true do they feel to you now?”



Ask: “Think of the original incident and the words (PC).” Do BLS. Ask, “What do you get?”

Continue installation as long as the material is becoming more adaptive. If client reports a 7, do BLS again to strengthen and continue until it no longer strengthens. Go on to Body Scan.

If client reports a 6 or less, check appropriateness of PC and, if necessary, address blocking belief with additional reprocessing.



Body Scan

“Close your eyes. Bring up the incident and the positive statement (repeat PC), and mentally scan your entire body. Tell me where you feel anything.” If any sensation is reported, do BLS. If a positive/comfortable sensation, do BLS to strengthen the positive feeling. If a sensation of discomfort is reported – reprocess until discomfort subsides.



Notes for Future Sessions


EMDR and the Adaptive Information Processing Model

Potential Mechanisms of Change
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Eye movement desensitization and reprocessing (EMDR) is a therapeutic approach guided by the adap-
tive information processing (AIP) model. This article provides a brief overview of some of the major
precepts of AIP. The basis of clinical pathology is hypothesized to be dysfunctionally stored memories,
with therapeutic change resulting from the processing of these memories within larger adaptive networks.
Unlike extinction-based exposure therapies, memories targeted in EMDR are posited to transmute during
processing and are then again stored by a process of reconsolidation. Therefore, a comparison and con-
trast to extinction-based information processing models and treatment is provided, including implications
for clinical practice. Throughout the article a variety of mechanisms of action are discussed, including
those inferred by tenets of the AIP model, and the EMDR procedures themselves, including the bilateral
stimulation. Research suggestions are offered in order to investigate various hypotheses.
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psychotherapy

ye movement desensitization and reprocessing

(EMDR) is a therapeutic approach that empha-

sizes the brain’s intrinsic information process-
ing system and how memories are stored. Current
symptoms are viewed as resulting from disturbing
experiences that have not been adequately processed
and have been encoded in state-specific, dysfunc-
tional form (Shapiro, 1995, 2001, 2007a). The heart of
EMDR involves the transmutation of these dysfunc-
tionally stored experiences into an adaptive resolution
that promotes psychological health. For EMDR to be
applied effectively, the clinician needs a framework
that identifies appropriate target memories and order
of processing to obtain optimal treatment effects. The
adaptive information processing (AIP) model, which
informs EMDR treatment, contains a variety of te-
nets and predictions that implicate various potential
agents of change. A comprehensive examination of all
the AIP principles is beyond the scope of this article
(see Shapiro 2001, 2006). However, because EMDR
is a complex approach with many elements, the pur-
pose of this article is to highlight a range of possible

agents of change in addition to the eye movement
and other bilateral stimulation that have garnered the
most attention.

The article begins with a brief overview of the AIP
model and the proposed basis of clinical pathology.
The observed transmutation of processed memories
is discussed, along with conjectures regarding recent
research on the reconsolidation of memory, which
is a neurobiological process hypothesized to under-
lie EMDR’s effects. As reconsolidation is believed
to be different from extinction in terms of the neu-
robiological processes involved, the similarities and
differences between the AIP model and those offered
for extinction-based exposure therapies are explored
along with implications for clinical practice. Research
investigations are proposed to test both the tenets
and potential mechanisms of actions. Then the po-
tential mechanisms of action attendant to the EMDR
procedures, including the bilateral stimulation, are
considered. It should be noted that, although theo-
ries abound, the precise mechanisms of change are
unknown in any form of therapy, and randomized

Journal of EMDR Practice and Research, Volume 2, Number 4, 2008

© 2008 Springer Publishing Company ~ DOI: 10.1891/1933-3196.2.4.315

315





studies are necessary for full exploration and delinea-
tion. Therefore, suggestions for further research are
offered for various hypotheses.

AIP Model

The AIP model explains the basis of pathology, pre-
dicts successful clinical outcomes, and guides case con-
ceptualization and treatment procedures. Consistent
with other learning theories, the AIP model posits the
existence of an information processing system that as-
similates new experiences into already existing mem-
ory networks. These memory networks are the basis
of perception, attitudes, and behavior. Perceptions of
current situations are automatically linked with as-
sociated memory networks (Buchanon, 2007). For
example, the reader can make sense of this sentence
because of previous experiences with written English.
Similarly, burning one’s hand on a stove goes into
memory networks having to do with stoves and the
potential danger of hot objects. A conflict with a play-
mate (“me first”) and its resolution (“we can share”)
is accommodated and assimilated into memory net-
works having to do with relationships and adds to
the available knowledge base regarding interpersonal
relations and conflict resolution. When working ap-
propriately, the innate information processing system
“metabolizes” or “digests” new experiences. Incoming
sensory perceptions are integrated and connected to
related information that is already stored in memory
networks, allowing us to make sense of our experi-
ence. What is useful is learned, stored in memory net-
works with appropriate emotions, and made available
to guide the person in the future (Shapiro, 2001).

Pathology According to the AIP Model

Problems arise when an experience is inadequately
processed. Shapiro’s AIP model (1995, 2001, 2006) pos-
its that a particularly distressing incident may become
stored in state-specific form, meaning frozen in time in
its own neural network, unable to connect with other
memory networks that hold adaptive information.
She hypothesizes that when a memory is encoded in
excitatory, distressing, state-specific form, the original
perceptions can continue to be triggered by a variety
of internal and external stimuli, resulting in inappro-
priate emotional, cognitive, and behavioral reactions,
as well as overt symptoms (e.g., high anxiety, night-
mares, intrusive thoughts). Dysfunctionally stored
memories are understood to lay the foundation for
future maladaptive responses, because perceptions of
current situations are automatically linked with associ-
ated memory networks. Childhood events also may be

encoded with survival mechanisms and include feel-
ings of danger that are inappropriate for adults. How-
ever, these past events retain their power because they
have not been appropriately assimilated over time into
adaptive networks.

The AIP model views negative behaviors and
personality characteristics as the result of dysfunc-
tionally held information (Shapiro, 2001). From this
perspective, a negative self-belief (e.g., “I am not good
enough”) is not seen as the cause of present dysfunc-
tion; it is understood to be a symptom of the unpro-
cessed earlier life experiences that contain that affect
and perspective. Attitudes, emotions, and sensations
are not considered simple reactions to a past event;
they are seen as manifestations of the physiologically
stored perceptions stored in memory and the reac-
tions to them. This view of present symptoms as the
result of the activation of memories that have been in-
adequately processed and stored is integral to EMDR
treatment. As such, directed belief restructuring and
behavioral manipulation are not seen, within the AIP
model, to be agents of change because they are consid-
ered in other treatments. Research that evaluates the
mechanisms for the progressive changes in belief and
self-efficacy attendant to EMDR processing compared
to other treatments can help shed light on this issue.

Transmutation of Memory

With pathology viewed as the result of unprocessed
experiences, processed experiences are seen by the AIP
model (Shapiro, 1995, 2001, 2006) to be the basis of
mental health. The EMDR protocol involves accessing
the dysfunctionally stored information, stimulating
the innate processing system through the standardized
protocols and procedures (including the bilateral stim-
ulation), and facilitating dynamic linkages to adaptive
memory networks, thereby allowing the characteris-
tics of the memory to change as it transmutes to an
adaptive resolution. Session transcripts (Shapiro, 2001,
2002; Shapiro & Forrest, 1997) indicate that process-
ing generally occurs through a rapid progression of
intrapsychic connections in the session as emotions,
insights, sensations, and memories surface and change
with each new set of bilateral stimulation. The pro-
posed mechanisms of action include the assimilation
of adaptive information found in other memory net-
works linking into the network holding the previously
isolated disturbing event. After successful treatment, it
is posited that the memory is no longer isolated, be-
cause it appears to be appropriately integrated within
the larger memory network. Hence, processing is un-
derstood to involve the forging of new associations
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and connections enabling learning to take place with
the memory then stored in a new adaptive form.

As noted by Shapiro (2007a), the AIP hypothesis ap-
pears consistent with recent neurobiological theories
of reconsolidation of memory (Cahill & McGaugh,
1998; Suzuki et al., 2004), which propose that an ac-
cessed memory can become labile and restored in an
altered form. As indicated by Suzuki and colleagues
(2004), it appears that reconsolidation and extinction
have distinctly different neurobiological mechanisms.
While reconsolidation is thought to alter the original
memory, extinction processes appear to create a new
memory that competes with the old one. This has
particular implications for extinction-based exposure
models and therapies (e.g., Brewin, 2006; cf. McCleery
& Harvey, 2004). The neurological basis of extinction
has been related to activity in a particular receptor in
the amygdala, and research was conducted using a cer-
tain compound known to activate that receptor and to
enhance extinction in order to test the mechanism of
extinction in exposure-based therapies for acrophobia
and social anxiety (Hofmann et al., 2006; Ressler et al.,
2004). Unfortunately, it appears as if the compounds
are also known to enhance reconsolidation (Lee, Mil-
ton, & Everitt, 2006). However, research has also in-
dicated that “pharmacological antagonism of either
cannabinoid receptor 1 or L-type voltage-gated calcium
channels blocks extinction but not reconsolidation”
(Suzuki et al., 2004, p. 4787). This form of research
using such compounds (e.g., Rimonabant) would more
definitively determine whether reconsolidation is the
primary mechanism underlying EMDR’s effects.

Other suggested research involves controlled stud-
ies comparing extinction-based therapies and EMDR
to investigate (1) the kinds of associations available to
the client before and after treatment; (2) differences
between the ability to access precise visual recollec-
tions of the original memory; and (3) the differences
in relapse rates, which may be able to shed more
light on these possibilities. In particular, the effects of
extinction would not be expected to generalize to a
new posttreatment event having great similarity to
the original critical incident. However, recent case
reports indicate that EMDR treatment does general-
ize to future events (e.g., Shapiro, Kaslow & Maxfield,
2007), suggesting a reconsolidation, rather than ex-
tinction, mechanism. EMDR may help to foster resil-
ience and lack of relapse when clients are confronted
by a similar trauma (Rost, Hoffman, & Wheeler, in
press; Zaghout-Hodali, Alissa, & Dodgson, 2008). Re-
search is needed to systematically follow individuals
treated with both EMDR and prolonged exposure
treatments to determine whether there is a difference

in participants’ responses to posttreatment traumas.
This would be a simple way to test and compare the
predictions and outcomes of the extinction and recon-
solidation models.

Similarities and Differences From Other
Information Processing Models

The AIP model is in some ways consistent with the
emotional processing model that underlies the most
widely used exposure-based treatments. In brief, Foa
and Kozak (1986) suggest that, for fear reduction to
take place, two conditions must be met. First, there has
to be activation of the fear memory. Second, corrective
information with elements incompatible with the fear
structure must be provided so that a new memory can
be formed. The incorporation of the new informa-
tion results in a reduction in fear responses (through
in-session and between-session habituation), enabling
changes in the meaning of the experience. The AIP
model is consistent to the extent that procedures
and protocols facilitate the accessing of emotional
networks and the incorporation of new information
(Rogers & Silver, 2002). The corrective information in
exposure-based therapies such as prolonged exposure
(e.g., Foa, Rothbaum, Riggs, & Murdock, 1991; Roth-
baum, Astin, & Marsteller, 2005) is viewed as coming
from the therapeutic situation and the effect of ha-
bituation (Foa & Kozak, 1986; Rothbaum et al., 2005).
However, the shifts that take place in EMDR suggest
that clients incorporate information not only from the
therapeutic context but also from memories of previ-
ous life experiences (Shapiro, 1995, 2001, 2007b). The
linking in of information within and between mem-
ories appears to be spontaneous, without therapist
prompt, and not the result of repeated and maintained
exposure to the memory. Rogers and Silver (2002) con-
cluded that EMDR appears to be consistent with the
process of assimilation and accommodation and in-
formation processing, rather than habituation. These
observations, though speculative, are consistent with
the target memory becoming adaptively stored due to
reconsolidation, rather than changes taking place be-
cause of the formation of a new memory. Once again,
research comparing recall of original memories and
rates and kinds of retrieval patterns can shed light on
whether the primary mechanisms of action in EMDR
are based on extinction or are primarily mechanisms in-
volving association, assimilation, and reconsolidation.
In addition, process analyses such as those conducted
by Lee, Taylor, and Drummond (2006), Rogers et al.
(1999), and McCullough (2002) can help shed light on
specific mechanisms.
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Models and Clinical Practice

Although other information processing models are
also based on concepts of memory networks, each
model emphasizes different aspects and consider-
ations. The various models guide the practices of their
proposed treatments and consider different elements
to be the agents of change. For instance, as previously
noted, the AIP model concurs with the notion that
processing involves the incorporation of “corrective
information” (Foa & Kozak, 1986). However, it does
not view the change in cognitive appraisal as the key
determinant. Instead, the AIP model views process-
ing as an integration of the dysfunctionally stored
memory within already existing networks containing
adaptive information. Hence, it emphasizes the need
for the existence of positive memory networks in
order for processing to occur. Therefore, history tak-
ing involves assessing whether the positive networks
exist and deliberately incorporating them if they do
not. This tenet also guides EMDR clinical practice if
processing stalls during a treatment session. In that
case, the clinician mimics spontaneous processing
by deliberately accessing the next positive network
already available in the client’s history or infuses the
information needed to form a positive network that
can be linked in.

The two models also differ in the view of current
symptomology. The AIP model does not view the
primary source of the client’s dysfunction to be condi-
tioned responses, current emotional reaction to past
event, nor a cognitive appraisal of past event. Rather,
the AIP model views the problem as caused by the
physiologically stored perceptions (images, thoughts,
beliefs, emotions, sensations, smells, etc.) of the past
event. Therefore, unlike other models, a prediction
based on AIP tenets would be that processing salient
memories eliminates the dysfunctional perceptions
from storage. For instance, the AIP model predicts
that many of the sensations that compose phantom
limb pain are actually stored in memory and can be
eliminated by processing the salient memories (e.g.,
Russell, 2007; Schneider, Hoffman, Rost, & Shapiro,
2007, 2008; Shapiro, 2001; Wilensky, 2006). The pri-
mary agent of change is not thought to be prolonged
exposure, extended focused attention to the event,
nor changes in cognitive appraisal. Instead, the change
is viewed as a by-product of the processing, which is
caused by the internal association process.

This is not to imply that conditioning does not
exist, nor that cognitive appraisals are not signifi-
cant. For instance, current disturbance is addressed
in EMDR therapy through first processing the earlier
trauma. Indeed, clinical reports indicate that, subse-

quent to processing the past event, the initially identi-
fied trigger is often no longer disturbing (Shapiro et
al., 2007). However, the second prong of EMDR treat-
ment involves processing the trigger directly, because
new stimuli can become autonomously disturbing
through second-order conditioning. However, it is
assumed that these conditioning events have them-
selves been stored in memory and can be adequately
treated through processing. It should not be assumed
that each therapeutic approach will have completely
different mechanisms of change, nor only one. The
complexity of any treatment increases the potential
number of mechanisms of change interacting to cause
positive treatment effects. However, research that in-
vestigates the predictions of the various models can
not only verify the tenets, but may be able to provide
information about possible mechanisms of change.

Treatment Evaluations

Determining the mechanisms of action of any ther-
apy is a complex process, because it involves multiple
levels of observation and analysis. Hypotheses may
range from constructs such as mind states (see section
on “Mindfulness”), specific characteristics of informa-
tion processing in general (e.g., conjectures regard-
ing the configuration of memory networks and their
interaction); the specific kinds of procedures used
to evoke change (e.g., prolonged exposure, bilateral
stimulation); the underlying processes that have been
posited (e.g., extinction, transmarginal inhibition, ori-
enting response, disruption of working memory); the
specific physiological concomitants (e.g., decreases in
specific neurotransmitters); or the interaction of vari-
ous brain structures. Research evaluations of a variety
of AIP’s tenets provide a fruitful springboard for these
investigations. Although preliminary research has of-
fered support for various hypotheses, controlled re-
search is needed.

As previously noted, a primary premise of the AIP
model is that the source of pathology and health are
the physiologically stored memory networks. Pathol-
ogy is viewed as unprocessed memories, and it is
predicted by the AIP model that processing will re-
sult in a decrease or elimination of symptomology.
Although this has been widely accepted in the treat-
ment of PT'SD by addressing the critical (Criterion A)
event, the AIP model posits that most forms of pa-
thology are also based on unprocessed memories
and can be resolved by allowing the memories caus-
ing the complaint to come to an adaptive resolution.
This prediction has been supported by a wide range
of case studies indicating that problems as diverse as
body dysmorphic disorder (Brown, McGoldrick, &
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Buchanan, 1997), phantom limb pain (Russell, 2007;
Schneider et al., 2007, 2008; Wilensky, 2006), olfac-
tory response syndrome (McGoldrick, Begum, &
Brown, 2008), and deviant sexual arousal (Ricci &
Clayton, 2008) have been resolved through the pro-
cessing of core memories. However, controlled re-
search is needed to address these issues by comparing
treatment of presenting issues with treatment of core
memories.

Mechanisms Suggested by EMDR
Procedural Elements During
Assessment Phase

As noted by Shapiro (2001), all complex forms of psy-
chotherapy have a range of procedures, and their in-
teractions are responsible for the overall treatment
outcome. Hence, as previously noted, it would be too
simplistic to assume that any one mechanism of action
is responsible for EMDR effects. For instance, there
are procedural elements that are consistent with the
AIP model that occur during all phases of EMDR that
deserve research attention in component analyses to
ascertain their relative contribution and measure the
potential contributing mechanism of action (see Shap-
iro, 2001, for a more comprehensive discussion).

Selection of Treatment Targets

Research by Mol and colleagues (2005) compared a
range of experiences and reported that events that
do not meet the criterion for the designation of Cri-
terion A for PTSD were the cause of trauma symp-
toms, similar to those in PT'SD. This finding provides
further evidence of the AIP prediction that the more
ubiquitous disturbing events of life (“small t trauma”™)
are dysfunctionally stored and the basis of pathology.
Hence, on one level of observation, the core mecha-
nism of action inherent in EMDR is posited to be the
adaptive processing of the memory. Functionally,
this processing is achieved by accessing the stored
memory, stimulating the information processing sys-
tem in a way that permits other memory networks to
link into the dysfunctional network, thus transform-
ing the targeted memory, plus targeting memories
in a sequence that maximizes therapeutic effect and
psychological health. In other words: (a) structured
memory access with sequential targeting, (b) stimula-
tion of the information processing system through the
procedural elements, and (c) fostering the dynamic in-
tegration of other relevant information.

To maximize adaptive information processing,
the dysfunctionally stored memories that appear to
underlie the presenting symptoms must be identi-
fied. These include both large and small t traumas

and present triggers. In addition, the clinician ensures
that there are related relevant memory networks con-
taining positive and/or adaptive information. These
are posited to be essential for appropriate linkages
to be made during processing. A structured protocol
is utilized that prepares the client, comprehensively
activates the distressing memory, and elicits relevant
aspects of the dysfunctionally stored information.

Mindfulness

The instruction to clients to “let whatever happens,
happen” and to “just notice” what is coming up (Sha-
piro, 1989, 1995, 2001) is consistent with principles of
what has come to be known as mindfulness (e.g., Sie-
gel, 2007). Such instructions not only reduce demand
characteristics, but may assist clients in noticing what
they are feeling and thinking, without judging. Re-
search has shown the therapeutic efficacy of adapting
a cognitive set in which negative thoughts and feel-
ings are seen as passing mental events rather than as
aspects of self (e.g., Teasdale, 1997; Teasdale et al.,
2002). Teasdale (1997) noted the importance of the
process of “decentering” or “disidentification,” dur-
ing which the client can move from identifying with
the emotion to viewing the thoughts and emotions
as passing thoughts and feelings that may or may not
be true. This cognitive separation may enable clients
to relate to negative experiences with a wider field of
awareness, which can increase coping ability (Beck,
Rush, Shaw, & Emery, 1979) and enhance the client’s
sense of efficacy and mastery (Shapiro, 1995, 2001).
From an AIP perspective, the increased coping ability
and self-efficacy become encoded in the client’s mem-
ory network. This can enhance the client’s ability to
stay present with difficult material during processing
and provide positive, adaptive information that is
available to link into memory networks holding dys-
functionally stored information. Further, the EMDR
procedures, including the neurobiological concomi-
tants of the eye movements that result in dearousal
(Barrowdliff, Gray, Freeman, & MacCulloch, 2004;
Barrowcliff, Gray, MacCulloch, Freeman, & Mac-
Culloch, 2003; Elofsson, von Scheele, Theorell, &
Sondergaard, 2008) may produce the state of mind
referenced by Teasdale. Controlled research is needed
to evaluate these questions.

Alignment of Memory Fragments

Experience that has been insufficiently processed has
been posited to be stored in memory fragments (van
der Kolk & Fisler, 1995). Therefore, the alignment of
memory components appears to be a procedural ele-
ment that facilitates processing. The EMDR protocol
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involves eliciting the image, currently held negative
belief, desired positive belief, current emotion, and
physical sensation. This procedure, potentially tap-
ping into different parts of the brain, enables activa-
tion of different aspects of the dysfunctionally stored
information, which have been posited to be encoded
in different memory networks, each having different
associations and linkages (Buckner & Wheeler, 2001;
Gottfried, Smith, Rugg, & Dolan, 2004; Shapiro, 1995,
2001). The assessment phase aligns these primary
aspects of the negative memory, which is consis-
tent with the BASK (behavior, affect, sensation, and
knowledge) model of dissociation (Braun, 1988). This
procedural reconnection of the disturbing material
may help the client make sense of the experience and
facilitate storage in narrative memory.

Somatic Awareness

Directing the client to attend to the physical sensa-
tions after identifying the representative or worst
image, the negative cognition, and emotions, may
also be a procedural element particularly relevant to
positive outcomes. This may help clients identify and
separate physical sensations from their negative in-
terpretations that reflect overidentification with their
emotions/sensations. Attending to physical sensation
and emotion as separate from negative interpreta-
tions may help the client recognize the changeability
of sensation. For example, the client can shift from
identifying with the emotion (e.g., “I am afraid”) to
recognizing that the experience of sensations in the
stomach and chest is associated with fear. This can in-
crease the client’s self-efficacy and sense of mastery
(Shapiro, 1995, 2001), which, from an AIP perspec-
tive, increases the positive information encoded in the
brain available to link into memory networks holding
dysfunctionally stored information.

Cognitive Restructuring

Cognitive restructuring is a procedural element evi-
dent in the assessment phase contributing another
possible mechanism of action, with the client identify-
ing both negative and positive cognitions. Identifying
the irrational self-belief and restructuring and refram-
ing the belief into an adaptive self-belief can facilitate
the therapeutic process (Beck et al., 1979). However,
in the EMDR assessment phase, there are no specific
attempts to change or reframe the client’s currently
held belief. It is assumed that the belief will sponta-
neously shift during the course of the subsequent
processing. Nevertheless, from an AIP perspective,
forging a preliminary association between the nega-

tive cognition with more adaptive information that
contradicts the negative experience is believed to facil-
itate the subsequent processing by activating relevant
adaptive networks. Process analyses of spontaneous
changes in cognitive content during EMDR treatment
can help to evaluate the contribution of the cognitive
element to treatment outcome.

Mechanisms Suggested by EMDR
Procedural Elements During
Desensitization and Installation
Phases

Perceived Mastery

Perceived mastery may be another important proce-
dural element. During EMDR, clients may increase a
sense of mastery for their ability to mentally circum-
scribe and manipulate the disturbing material through
the ongoing sequences of imagery accessing, atten-
tion, and interruption. This can increase coping effi-
cacy, which can enhance the client’s ability to manage
stress, anxiety, and depression in threatening situations
(Bandura, 2004). From an AIP perspective, the client’s
experience of mastery becomes encoded in the brain
as adaptive information available to link into memory
networks holding dysfunctionally stored information.
It would be interesting for research to compare the
effectiveness and efficiency of conditions that utilize
the bilateral stimulation, while comparing continuous
attention to the traumatic material with interrupted
attention, as is done in standard EMDR practice. As
evident in this section, it remains an open question re-
garding whether a sense of mastery increases because
of the sequencing, or it is merely the interrupted atten-
tion along with the bilateral stimulation, or a combi-
nation of both that are primary contributing elements
and significant mechanisms of change.

Potential Effects of Eye Movements

Structured procedures are utilized to stimulate the
relevant memory networks and engage the associa-
tive processing of the brain during the desensitization
and installation phases. In accordance with the AIP
model, the dysfunctional information is accessed as it
is currently stored, and bilateral stimulation is applied
to assist in stimulating the brain’s intrinsic processing
system, allowing information from other neural net-
works to link in. It is hypothesized that the creation
of associations is one of the mechanisms that trans-
mutes the memory. There are a variety of theories
regarding how the eye movements contribute to this
process.
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The AIP model views eye movements and other
forms of bilateral stimulation as one of the elements
that serve to facilitate the information processing.
Unfortunately, existing randomized controlled com-
ponent analyses using clinical populations and treat-
ment outcome measures were flawed (see Chemtob,
Tolin, van der Kolk, & Pitman, 2000; Shapiro, 2001)
and need to be conducted under more rigorous condi-
tions. However, there is an expanding body of research
that has evaluated the eye movements in isolation
with nondiagnosed populations (Gunter & Bodner,
2008). A number of such studies indicate that eye
movements produce a desensitization effect during
the accessing of disturbing memories. For instance, in
a laboratory study, Barrowcliff et al. (2004) reported
that eye movements lowered physiological arousal on
skin conductance electrodermal measures.

Several PTSD treatment studies (Elofsson et al.,
2008; Sack, Hofmann, Wizelman, & Lempa, this issue;
Sack, Lempa, & Lemprecht, 2007; Sack, Lempa, Stein-
metz, Lamprecht, & Hofmann, 2008; Wilson et al,
1996), examined the specific physiological effects of
eye movements during EMDR treatment sessions.
The results suggested that eye movements resulted in
an increase in parasympathetic activity and a decrease
in psychophysiological arousal. Similar physiological
results were found following one session of EMDR,
evidenced by lowered heart rate and skin conductance
(Aubert-Khalfa, Roques, & Blin, 2008).

In other studies, the eye movements have been found
to decrease vividness and emotionality of negative and
positive memories (Barrowcliff et al, 2004; Gunter &
Bodner, 2008; Kavanagh, Freese, Andrade, & May, 2001;
Maxfield, this issue; Sharpley, Montgomery, & Scalzo,
1996; van den Hout, Muris, Salemink, & Kindt, 2001).
At this time, it is unknown whether the change in viv-
idness precedes or follows the physiological dearousal
and whether these occur together or are separate ele-
ments. Nevertheless, a variety of hypotheses have been
advanced regarding the mechanism of action related
to the bilateral stimulation. These include the orient-
ing response (MacCulloch & Feldman, 1996), rapid eye
movement sleep (Stickgold, 2002, this issue), and work-
ing memory (Andrad, Kavanagh, & Baddeley, 1997).
The apparent desensitization effects reported in various
studies are predicted by all these hypotheses. Additional
research is needed to identify actual mechanism of ac-
tions and to determine whether there is an interaction
of various mechanisms. Further, studies are needed to
evaluate the relationship between the reported changes
and treatment outcome. In other words, we do not yet
know the sequential order of these effects and cannot
assume causality. Does heart rate decrease because the

memory is becoming less distressing due to processing,
or does the decreased arousal facilitate processing of the
memory so that it becomes less distressing? Only ran-
domized controlled research under the appropriate con-
ditions can settle these questions (see Shapiro, 2001).

With the lowering of arousal and decrease in vivid-
ness and emotionality of negative memories, informa-
tion from other memory networks may be able to link
into the network holding the dysfunctionally stored
information (see Shapiro, 1995, 2001). Stickgold (2002)
proposes that the eye movements utilized in EMDR
produce a repetitive redirecting of attention that in-
duces a neurobiological state similar to REM sleep,
which increases access to less dominant associations
and could result in a cortical integration of disturb-
ing memories into semantic networks, reducing the
strength of the distressing memories. The transmuta-
tion of the memory appears to include a shift of the
sensory information from implicit to episodic and then
semantic memory (Siegel, 2002; Stickgold, 2002).

Preliminary support for changes in memory re-
trieval comes from Christman, Garvey, Propper, and
Phaneuf (2003) and Propper and Christman (this
issue) showing that eye movements enhanced re-
trieval of episodic memories in laboratory studies
with right-handed nonclinical participants. Propper,
Pierce, Geisler, Christman, and Bellorado (2007) pos-
ited that eye movements may change interhemispheric
coherence in frontal areas. A study by Kuiken, Bears,
Miall, and Smith (2001-2002) found that eye move-
ments were related to increased attentional flexibility.
Research is needed to replicate these studies in clinical
settings with diagnosed left- and right-handed partici-
pants. Additional research should evaluate the premise
that the quality of the targeted memory is correlated
with an increased number of associative nontrau-
matic memories. This would provide an opportunity
to test the hypothesis generated from the Suzuki et al
(2004) animal research. They suggested that, when a
memory is activated, it appears to become more la-
bile, so that the memory can reconsolidate in an al-
tered form. Hence, it is possible that reconsolidation
provides the capacity, as Przybyslawski, Roullet, and
Sara (1999, p. ) pointed out, to permit “reorganization
of the existing memory as a function of new informa-
tion in the retrieval environment.”

Summary and Conclusion

The AIP model (Shapiro, 1995, 2001) specified that
the dysfunctionally stored memory was changed
through the linking up of networks containing adap-
tive information. This memory was then posited to
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be restored in adaptive form. The implication from an
AIP perspective is that new associations link into the
previously isolated network, causing a transmutation
of the memory itself. This, in turn, supports the use of
procedures that encourage an internal associative pro-
cess. Although the field of neurobiology is currently
unable to specify the mechanism by which this would
be achieved, the theory of reconsolidation and the re-
cent research supporting it seems to suggest such a
mechanism.

When viewing EMDR effects through the lenses
of other dominant information processing models
(e.g., Foa & McNally, 1996), the elicitation of asso-
ciations as conducted in EMDR would be considered
antithetical to positive treatment effects because it
would foster avoidance and simply reinforce nega-
tive behavioral and cognitive outcomes. While Foa’s
information processing model specifically states the
need to access the dysfunctional memory network
and the need to incorporate corrective information,
the emphasis is on an alteration of the cognitive ap-
praisal of the experience through the exposure to the
disturbance in a safe therapeutic environment. As
previously noted, AIP considers the change of mal-
adaptive beliefs to be a by-product of the processing,
not the agent of change. The mechanism of change is
considered to be incorporation of adaptive informa-
tion through the internal associations to information
already stored in the brain. However, as previously
noted, many theorists (e.g., Foa & Kozak, 1986; Foa &
McNally, 1996; Marks, Lovell, Noshirvani, Livanou,
& Thrasher, 1998; Rothbaum & Foa, 1996) presume
that extinction is the underlying mechanism of pro-
longed exposure therapy. And, as indicated by Suzuki
et al. (2004), the process of extinction is believed to
produce another competing memory, not alter the
original one. Hence, studies that compare EMDR and
exposure therapies based on extinction can shed light
on the underlying process and determine whether
EMDR is indeed based on memory reconsolidation
effects. In addition to studies that evaluated effects
in conditions that would be hypothesized to cause
relapse in extinction-based treatments (see Suzuki et
al., 2004), it would be useful to see whether there are
differential effects in studies of deviant arousal and
phantom limb pain, which have been previously con-
sidered to be intractable conditions but which appear
to be positively impacted by EMDR (e.g., Schneider
etal., 2007, 2008).

The AIP model posits that the simultaneous access-
ing of the traumatic memory network combined with
the reduction in distress caused by eye movements
and the procedures used to guide the client’s attention

leads to a comprehensive memory shift, with new as-
sociations being able to link into the disturbing mem-
ory. The structured procedural elements as well as the
bilateral stimulation are viewed as having additive ef-
fects in the adaptive processing. As noted by Smyth,
Rogers, and Maxfield (2004), results from unpublished
studies suggest that eye movement appears to add to
treatment effects that are produced by the remainder of
the procedures alone. For that reason, large samples of
suitable diagnosed populations are necessary to ascer-
tain the relative contribution of the various elements
(see Shapiro, 2001, for a more comprehensive discus-
sion). Previous component analyses using treatment
outcomes have been flawed because of the choice of
population, treatment dose, and outcome measures
(Chemtob etal., 2000). While studies of eye movement
in isolation have shown pronounced and significant ef-
fects, these studies need to be replicated with clinical
participants. Determining the value and neurobiologi-
cal concomitants of the bilateral stimulation in relation
to treatment outcome is a necessary next step. Further,
as previously mentioned, it is presently undetermined
by research whether the decrease in memory image
vividness is related to direct changes caused by the ef-
fect of eye movements on working memory (Andrade
et al.,, 1997) or whether the image changes because
of the eye movements’ direct effect on physiological
arousal (Elofsson et al., 2008; Sack et al., 2007, 2008;
Wilson et al., 1996).

During the past twenty years, EMDR has evolved
from a desensitization technique to an integrative
psychotherapeutic approach. The AIP model is the
theoretical foundation that integrates the many pro-
cedural elements that contribute to EMDR effects.
Present-day problems, unless physically or chemically
based, are due to past experiences that have not been
adequately processed and are dysfunctionally stored.
Although the AIP model is not tied to a specific neu-
robiological mechanism, it provides an understand-
ing of therapeutic change as achieved through the
processing of dysfunctional memories and their in-
tegration within larger adaptive networks. Function-
ally, this is achieved by accessing the dysfunctionally
stored memory and stimulating the information pro-
cessing system in a way that permits other memory
networks to link into the dysfunctional network,
which transforms the targeted memory. Although the
precise mechanisms of change are unknown, studies
show that the eye movements utilized in EMDR are
correlated with a desensitization effect, an increase
in parasympathetic activity, and a decrease in psy-
chophysiological arousal. Consistent with research
showing increased attentional flexibility and memory
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retrieval, the lowering of arousal may enable infor-
mation from other memory networks to link into the
network holding the dysfunctionally stored informa-
tion. However, further research is needed to deter-
mine the causality of such effects and the biological
concomitants of eye movements and other types of
stimulation utilized in EMDR.

Ultimately, the mechanisms of action are viewed as
facilitating reorganizations of memory networks, with
the AIP model guiding the EMDR procedures needed
to orchestrate the clinical attitudes, client awareness,
and neurobiological connections of encoded memo-
ries needed to achieve these ends. For this reason, it
is suggested that component analyses be conducted
with diagnosed populations and treatment conditions
and doses consistent with the clinical complaint (see
Shapiro, 2001, for a comprehensive discussion of re-
search parameters). Testing the predictions of AIP is
a useful step in determining the appropriate clinical
conditions for comparing the mechanisms of change
in various psychotherapy approaches.
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Using both sides of the brain

Seeing: Patients track scrolling lights or a moving object

Hearing: Patients are exposed to sounds alternating from ear to ear

Touching: Patients tap or drum on a surface using both hands

How EMDR seems to work

Releasing “frozen” events

When a person is very upset, his or her brain cannot process information as it does ordinarily. One moment may become “frozen in time,” and remembering a trauma may feel as bad as going through it the first time because the images, sounds, smells and feelings haven’t changed. These memories cause lasting pain that interferes with the way one sees the world and relates to others.

Back to normal processing

Eye Movement Desensitization and Reprocessing seems to have a direct effect on the way that the brain processes information. Normal information processing is resumed, so following a successful EMDR session, a person no longer relives the images, sounds and feelings when the event is brought to mind. You still remember what happened, but it is less upsetting.

It can work like a dream

EMDR appears to be similar to what occurs naturally during dreaming or REM (rapid eye movement) sleep. Therefore, EMDR can be thought of as a physiologically based therapy that helps a person see disturbing material in a new and less distressing way.

Source: EMDR International Association

Posted: Thursday, July 31, 2014 2:00 am 

A different way for patients to look at traumatic memories By Bob Glissmann / World-Herald staff writer Live Well Nebraska 

A horrible accident, the brutality of war or childhood abuse can disrupt someone’s life years after the trauma.

Mental health providers can help people try to cope with trauma’s lingering effects, but counseling doesn’t always help people put events behind them.

Therapists at Lutheran Family Services of Nebraska and elsewhere are finding that a treatment regimen called EMDR, or Eye Movement Desensitization and Reprocessing, can help people move past the effects of trauma when other methods have failed. The method uses lights, tapping or alternating sounds with the idea of engaging both sides of the brain while the patient thinks about a traumatic event.

Therapists with the Department of Veterans Affairs use EMDR to help servicemen and -women who have post-traumatic stress disorder, and treatment guidelines of the American Psychiatric Association designate the treatment as effective on post-traumatic stress.

Cyndi Muhlbauer and Ben Czyz, two Lutheran Family Services therapists in Omaha, have submitted a paper that they hope to have published in an EMDR journal, outlining their successes in using the method as a supplemental therapy.

A few years ago, Muhlbauer and Czyz started noticing that when they used EMDR with their patients — many of whom are homeless, and some who haven’t been able to hold jobs — clients “got not just better, they got lots better, and they stayed better,” Muhlbauer said.

During the treatment sessions, clients and counselors talk about issues that may be causing the person nightmares, flashbacks or anxiety, Czyz said.

“We start taking a look at some of those events in their life that may have caused high distress or disturbance, to help get rid of present-day issues,” he said. “There is, a lot of times, a negative thought attached to those events, like ‘I’m worthless,’ ‘I’m stupid’ or ‘I’m useless.’ ”

The treatment involves many phases, including assessing troubling memories, reviewing current situations that cause emotional distress and working on coping strategies.

In a phase that involves eye movement, clients are asked to think about — not talk about — a traumatic event and associated negative thoughts while their eyes follow scrolling lights on a light bar, or while they’re tapping both hands or drumsticks, or hearing tones in alternating ears.

They’re instructed to pay attention to the emotions they experience and where they feel tension in their bodies.

The bilateral stimulation is thought to help the person begin to process the memory — and the disturbing feelings — because both hemispheres of the brain are being engaged.

“The theory behind this is that information that’s associated with strong, negative or frightening emotions doesn’t get stored in the memory the way normal emotions do,” Muhlbauer said. “It gets stored in a place that isn’t easily accessed and processed during (rapid eye movement) sleep the way normal memories are.”

EMDR, Czyz said, “helps kick those memories, and store them, into the correct places in our brain.”

It doesn’t work for everyone, he said, but in a lot of cases, it does.

The process is intense, said Omahan Clare Marsh, who underwent the treatment after her adult daughter’s suicide. “It’s like being there again,” she said.

Marsh remembers screaming when she found her daughter’s body. “I didn’t experience any of that” during the treatment, she said. “I just felt it. ... You get really, really emotional because you’re seeing the same thing again.”

Before those sessions, Marsh said, Czyz helped her to develop coping skills to deal with the anticipated flood of feelings.

Marsh, who is 61, said that before the treatment, she felt guilty and blamed herself for her daughter’s death. Forty to 50 times a day, she said, she would flash back to when she found her daughter’s body. “I had gotten to where I had a hard time walking into a dark room,” she said. “I couldn’t go down in the basement.”

After her treatments, she said, “I realized the guilt was pretty much gone. It did not change the sadness, (but) I don’t have the guilt. It was her choice to end her life. I had nothing to do with it.”

Dr. Robert Langenfeld, a psychiatrist at the VA Medical Center in Omaha, said that when he first heard about EMDR in 2001, it sounded like voodoo to him. “I couldn’t believe it,” he said. “I was a healthy skeptic.”

But the more he read, he said, he found “it’s an accepted practice, it’s got good empirical evidence behind it. It’s a matter of finding the right fit for the patient.”

According to the EMDR International Association, about 20 controlled studies have investigated the treatment’s effects. The studies consistently have found that EMDR effectively decreases or eliminates the symptoms of post-traumatic stress for the majority of clients, the group says.

Langenfeld said he sees a significant reduction in symptoms in well over half the people who undergo EMDR.

It’s important to determine where the patient’s problem comes from, said Karen Bermel, a mental health practitioner with Alegent Creighton Clinic. Therapists “look for the negative cognition or the negative thought that is really hanging that person up. Once you look for that negative thought, you look for the event in that person’s life that may be attached to that thought, as well as the physical and emotional feelings attached to that situation.”

Sometimes, she said, people will say, ‘I can really feel it in my gut’ or ‘My neck is getting tense.’ So there can be a physical feeling attached to that memory.”

Therapists, Bermel said, try to replace the negative thought with a positive one.

A person who survives a tornado, Langenfeld said, may recall being trapped under debris. The thought he or she associates with that memory might be, “The world is not a safe place.”

Langenfeld asks the person what she would rather believe, and she might offer a positive statement along the lines of “It was a 1 in a million event, and the world is a safer place than I believe it is.”

Through the therapy, he said, he tries to move the person toward the positive idea and away from the negative. If successful, he said, “the memory is still there, but the memory in terms of how it affects that person changes. It no longer interferes with their day.”

The process is cathartic, Langenfeld said. “You’ll see some of these great, big burly guys crying at times during the session. ... Afterward, they say they really feel a positive benefit.”

After Muhlbauer and Czyz showed their results to Lutheran Family Services management, officials decided that EMDR could be a useful intervention for clients. The two have trained 12 other agency therapists from across Nebraska to use EMDR.

Muhlbauer, who also serves as an administrator, sees fewer clients than Czyz. Of the 11 clients referred to her so far this year for EMDR, two dropped out and one went back to a regular therapist because the person wasn’t yet ready for the treatment.

Of the eight people who completed EMDR, she said, all reported lower scores on a PTSD index after treatment than they had scored before the treatment. Seven reported needing lower dosages of anti-anxiety and antidepressant medication to maintain mental health stability. And of those, five also reported going from weekly therapy sessions to biweekly or monthly sessions.

The treatment is covered under mental health benefits, said a spokeswoman for Blue Cross Blue Shield of Nebraska. But Muhlbauer said it can be expensive. The training of therapists is costly, she said, and the treatment usually is provided by private caregivers, not agencies such as Lutheran Family. In order to undergo EMDR, she said, the person must be stable, which can take months of therapy.

“If you don’t have insurance, you can’t get in therapy long enough, usually, to get stable enough to have EMDR,” she said. “What we’re trying to do is make this affordable and easily doable for the agencies that do serve that population.”

Marsh, who was referred to Czyz by her regular therapist, said she was left with a strange — and welcome — side effect from her EMDR treatment. “I used to have a really, really bad, horrible snake phobia,” she said. “Now I wouldn’t say I like them — I still don’t like to be around them. But I’m not phobic anymore.”

Contact the writer: bob.glissmann@owh.com, 402-444-1109, twitter.com/bobglissmann
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Grounding Tools to Help in Hard Times

Develop a reliable place, real or imaginary, where you feel calm and peaceful that you can pull into your
mind when needed. It may be a beach, mountain desert, or forest scene or may be floating on a pink
cloud, soaring, hang gliding. Practice it until you can pull it up at will and access that feeling.

Visual:

Keep your eyes open, look around the room. Name things you see. Name details you see.

Develop a “split screen” technique. Imagine one half on the screen is filled with your image of calmness or
peace with the memory or flashback on the other half.

Physical:

Breathe! Take 3 slow, deep breaths.

Chew a piece of ice or eat some ice cream or drink cold water.

Put a cold cloth on your face.

Hold something cold such as a soda can.

Stamp your feet, clap your hands.

Stand up.

Take your shoes off and rub your feet on the floor.

Move around: stretch, walk, do yoga.

Pet your cat or dog if you have one.

Hold or cuddle a stuffed animal.

Take a shower, feel the warmth and imagine your stress washing away.

Take a bath with bubbles and make shapes with the bubbles.

Dig in the garden or container pot.

Walk through the home turning on the lights, then reverse your path and turn them off.
Ride a bike, go to the gym, swim at the pool or lake.

Hug a tree, feel the solidity, the bark, notice the shapes and colors of the leaves.

Olfactory:

Keep a small bag of lavender or other fragrance that is pleasant for you.
Peel an orange or lemon, notice the smell of the oils.

Spray yourself with your favorite fragrance.

Auditory:
Listen to music that helps you soothe and feel secure.
Speak out loud, recite your favorite poem.

Verbal:

Call a friend and talk about the last time you spent together.
Speak out loud.

Remind yourself, “That was then, this is now.”

Name 5 things you can see. Name another 5 things you can see.

Complex:

Touch things around you and name them as you do.

Develop an ability to take your thought and store it in a secure place such as a lockbox, bank vault, safe,
submarine under water, until you are with a safe person to assess it again.

List your affirmations and post them on the fridge for easy access when you want them.

Color or paint or do your favorite art medium or craft.

Buy cheap cups and saucers at a garage sale or thrift shot and break them into your garbage can or an oll
drum.

Develop a list of 6 people who have agreed to be on your list that you can call. Tell them how they can
help.

Journal

List and practice the skills that most fit you until you can use them anytime.

Compiled by Sandra Kremer, MSW, LCSW, AHPC-SW






ADDITIONAL EXAMPLES OF COGNITIONS

NEGATIVE COGNITIONS
Responsibility: Defective

{ don't deserve love

{ am a bad person

! am terrible

{ am worthless (inadequate)

| am shameful

! am not lovable

| am not good enough

! deserve only bad things

| am permanently damaged

I am ugly (my body is hateful)

! do not deserve.....

| am stupid (not smart enough)
| am insignificant (unimportant)
| am a disappointment

| deserve to die

! deserve to be miserable

{ am different (don’t belong)

RESPONSIBILITY: Action

| should have done something*

| did something wrong*

! should have known better*

*What does this say about you? (e.g., does
it make you feel: | am shameful/l am
stupid/l am a bad person).

SAFETY/VULNERABILITY

{ cannot trust anyone

! cannot protect myself

| am in danger

{ am not safe

it's not OK (safe) to feel (show) my
emotions

CONTROL/CHOICES

{ am not in control

| am powerless (helpless)

| am weak

! cannot get what | want

! cannot stand up for myself

I cannot let it out

! cannot be trusted

I cannot trust myself

| cannot trust my judgment

| am a failure (will fail)

| cannot succeed

I have to be perfect (please everyone)!
cannot stand it/l am inadequate/l cannot
trust anyone

POSITIVE COGNITIONS

! deserve love; | can have love
| am a good (loving) person
fam fine as | am

! am worthy; | am worthwhile
| am honorable

| am lovable

| am deserving (fine/OK)

! deserve good things

| am (can be) healthy

| am fine (attractive/lovable)

! can have (deserve)

! am intelligent (able to learn)
! am significant (important)

! am OK just the way | am

! deserve to live

| deserve to be happy

lam OK as | am

| did the best | could
| learned (can learn) from it
| do the best I can (I can learn)

{ can choose whom to trust

| can (learn to) take care of myself
{t's over; | am safe now

{ am safe now

I can safely feel (show) my emotions

{ am now in control

I now have choices

{ am strong

{ can get what | want

{ can make my needs known

{ can choose to let it out

{ can be trusted

I can (learn to) trust myself

{ can trust my judgment

I can succeed

{ can succeed

| can be myself (make mistakes)
I can handle it

{ am capable | can choose whom to trust










DYNAMICS OF PTSD (POST TRAUMATIC STRESS DISORDER)


OR PTSD-LIKE STYMPTOMS
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Group therapy is often an ideal therapeutic setting because trauma survivors are able to share traumatic material within the safety, cohesion, and empathy of other survivors. In such a setting, the PTSD patient can discuss traumatic memories, PTSD symptoms, and functional deficits with others who have had similar experiences. As group members achieve greater understanding and resolution of their individual traumas, they often feel more confident and able to trust. As they discuss and share how they cope with trauma-related shame, guilt, rage, fear, doubt, and self-condemnation, they prepare themselves to focus on the present rather than the past. Telling one's story (the "trauma narrative") and directly facing the grief, anxiety, and guilt related to trauma enables many survivors to cope with their symptoms, memories, and other aspects of their lives. � HYPERLINK "http://www.ncptsd.va.gov/facts/treatment/fs_seeking_help.html" ��http://www.ncptsd.va.gov/facts/treatment/fs_seeking_help.html�



Many of the emotions experienced with PTSD are similar to those experienced in stages of grief.  A person may report feeling a sense of loss, the loss of safety, the loss of normalcy, the loss of peace, or a sense of well-being.  Encouraging  a survivor to be patient with ones self as they work through the stages of grief/loss in their own personal way and time-frame offers helpful support.












The Butterfly Hug.

Lucina Artigas & Ignacio Jarero

The Butterfly Hug was originated and developed by Lucina Artigas during her work
performed with the survivors of Hurricane Pauline in Acapulco, Mexico, 1998 (Artigas et al, 2000;
Boel, 1999; Artigas, Jarero, Mauer, Lopez Cano, & Alcald, 2000; Jarero, Artigas, & Montero,

2008).

For the origination and development of this method, Lucina Artigas was honored in 2000
with the Creative Innovation Award by the EMDR International Association. In Francine Shapiro’s
2001 EMDR text, she wrote that “The Butterfly Hug has been successfully used to treat groups of
traumatized children in Mexico, Nicaragua and Kosovar refugee camps” (Shapiro, 2001, p. 284).
The Butterfly Hug had become standard practice for clinicians in the field while working with

survivors of man-made and natural catastrophes.





The Butterfly Hug Script.

The “Butterfly Hug” (BH) provides a way to self-administer Dual Attention Stimulation

(DAS) for an individual or for group work.

The Butterfly Hug.

Say, “Please watch me and do what | am doing. Cross your arms over your chest, so that the tip of
the middle finger from each hand is placed below the clavicle or the collarbone and the other
fingers and hands cover the area that is located under then connection between the collarbone and
the shoulder and the collarbone and sternum or breastbone. Hands and fingers must be as vertical

as possible so that the fingers point toward the neck and not toward the arms.

Now interlock your thumbs to form the Butterfly’s body and the extension of your other fingers

outward will form the Butterfly’s wings.

Your eyes can be closed, or partially closed, looking toward the tip of your nose. Next, you
alternate the movement of your hands, like the flapping wings of a butterfly. Let your hands move
freely. You can breathe slowly and deéply (abdominal breathing), while you observe what is going
through your mind and body such as thoughts, images, sounds, odors, feelings, and physical
sensation without changing, pushing your thoughts away, or judging. You can pretend as though

what you are observing is like clouds passing by.”

For reprocessing purposes this exercise can be done from 1 to 3 minutes. Watch to make
sure that the participants are following along with you. If not, check to find out what is going on

and then return to teaching The Butterfly Hug.





Uses for This Method.

To install the Safe/Calm Place:

Say, “Now, please close your eyes and use your imagination to go to a place where you feel

safe or calm. What images, colors, Sounds, and so forth do you see in your safe place?”

After the answer, say, “Please do the Butterfly Hug 6-8 times while you concentrate on your

safe or calm place.”

When working with the EMDR-Integrative Group Treatment Protocol (EMDR-IGTP), the
Emotional Protection Team (EPT) members are spaced around the group so that they are able to
hear the participants’ answers. Sometimes, participants will say their answers out loud, giving the
members of the team the chance to respond to each individual as needed. It is important to observe
the participants to make sure that they are able to follow the directions of the EPT and to imagine
the safe or calm place. Members of the EPT can be alert and quietly go up to a participant to help

as needed.

The following is optional.

Say, “Now, please take out your paper and draw the Safe/Calm Place that you imagined.
When you are finished, please do the Butterfly Hug 6 to 8 times while looking at your
drawing.”

Say, “You are welcome to take your picture home and you can use it with the Butterfly Hug

whenever you need to feel better.”





Make sure to notice the participant’s responses. There is no talking during this time so that
the participants are not taken out of their process. As with any other Bilateral Stimulation (eye
movement, tapping, sounds), sometimes the mind associates to negative material, therefore, it is

important to monitor the effects.

Once the patients or clients (children or adults) have learned the Butterfly Hug, they can be
instructed to take this method with them to use between sessions, whether to modulate any highly
disturbing affect that arises when the self-soothing techniques are not effective, to reground with

their safe or calm place or simply to help them get to sleep more easily.

Note: Field observations and client reports show that if an internal trigger (e.g. flashback,
nightmare, etc.) or external trigger (e.g. aftershocks, sudden confrontation with the aggressor, etc.)
elicit a high level of distress (SUD=6-10 out of 10), self-soothing techniques do not work fast
enough or do not work at all for certain clients (Jarero and Artigas, clinical observations and client

reports over a decade).

Say, “Now that you have learned the Butterfly Hug you can use it anytime that you are
having disturbing feelings and your soothing techniques do not seem to be éeffective, or you
want to go back to your Safe Place. You can also use it to get to sleep more easily. Do you

have any questions before we stop for today?”





There are many other uses for the Butterfly Hug such as the following:

To anchor positive affect, cognitions, and physical sensations associated with resources
from any of the Resource Development Protocol/s or “guided images” produced by the

technique of “guided imagination” and BLS are appropriate. Do the BH 6 to 8 times.

During the EMDR Standard Protocol, some clinicians have also used it with adults and
children to facilitate primary processing of a fundamental traumatic memory or memories.
Instead of the clinicians being in charge of the bilateral stimulation, the client is asked to do
the Butterfly Hug for 1 to 3 minutes during the Reprocessing Phases 4, 5, and 6. It is
thought that the control obtained by the patient or client over his or her contralateral
stimulation may be an empowering factor that aids his or her retention of sense of safety

while processing traumatic memories.

During in vivo exposure, use the Butterfly Hug to process the experience. For example, in
the Quiche’s region of Guatemala, the persons that are witnessing the burial of their

relatives use the Butterfly Hug to be self-comforted and to cope with the experience.

In the EMDR Integrative Group Treatment Protocol (EMDR-IGTP) used to work with
children and adults who have survived traumatic events, to process primary traumatic
memory or memories including the death of family members. During this process, the
children and adults are under the close supervision of mental health professionals who form
the Emotional Protection Team (Aduriz et al., 2009; Jarero et al., 1999; Jarero et al., 2006;

Jarero et al., 2008; Jarero & Artigas, 2009; Jarero & Artigas, 2010).





With Palestinian children from a refugee camp city in Bethlehem, the EMDR Integrative
Group Therapy Protocol with the Butterfly Hug appeared to foster resilience for eight

children exposed to ongoing war trauma (Zaghrout-Hodali, Alissa, & Dodgson, 2008).

Use of the Butterfly Hug in session with the therapist can be a self-soothing experience for

many trauma-therapy clients. For instance, the therapist might say, “Would you like to use

the Butterfly Hug while you are telling me what happened?”

Some professionals use the Butterfly Hug simultaneously with their client as an aid to
prevent secondary traumatization. It is thought that the Adaptive Information Processing
system stimulation could facilitate the adaptive processing of the information the

professionals are receiving.

Other professionals have used this method as a substitute for touching clients and they

might say, “Please give yourself a Butterfly Hug for me.”

Professionals report that they have used the Butterfly Hug with clients with debilitated egos

because it produces less abreaction than other bilateral stimulation techniques.

Teachers in a Guatemalan school for child victims of parental violence tell the children that

they can feel Father God’s love through the Butterfly Hug.

During the Pasta de Conchos mine tragedy in Mexico in 2006, a paramedic stabilized and

saved the life of a mine engineer who was having a heart attack using the Butterfly Hug.

For Laub and Bar-Sade (2009), the Butterfly Hug “becomes an attachment cue as it is

connected to the soft touch of mommy or daaddy or a good loving hug (p. 292).”





J Roy Kiessling (personal communication, 2009) mentioned:
On occasion, when a child wants a hug from a parent, I introduce the Butterfly Hug to the
parent in the following way: “AS you are holding your child sitting in your lap, cross your
arms in front or behind, depending upon whether your child is facing or his/her back is
towards you, then, hug and tap.”

o With very young children, Kiessling has the parent do the following: “Hold your baby
with his/her head against your chest or looking over your shoulder. Using your thumb and

little finger of the hand resting on your child’s shoulder, tap alternately on his/her shoulders.
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		[bookmark: _GoBack]Eye Movement Desensitization and Reprocessing (EMDR) is an integrative psychotherapy approach that has been extensively researched and proven effective for the treatment of trauma. EMDR is a set of standardized protocols that incorporates elements from many different treatment approaches. To date, EMDR therapy has helped millions of people of all ages relieve many types of psychological stress. Below is a Brief Description of EMDR Therapy.

8 Phases of Treatment

The amount of time the complete treatment will take depends upon the history of the client. Complete treatment of the targets involves a three pronged protocol (1-past memories, 2-present disturbance, 3-future actions), and are needed to alleviate the symptoms and address the complete clinical picture. The goal of EMDR therapy is to process completely the experiences that are causing problems, and to include new ones that are needed for full health. "Processing" does not mean talking about it. "Processing" means setting up a learning state that will allow experiences that are causing problems to be "digested" and stored appropriately in your brain. That means that what is useful to you from an experience will be learned, and stored with appropriate emotions in your brain, and be able to guide you in positive ways in the future. The inappropriate emotions, beliefs, and body sensations will be discarded. Negative emotions, feelings and behaviors are generally caused by unresolved earlier experiences that are pushing you in the wrong directions. The goal of EMDR therapy is to leave you with the emotions, understanding, and perspectives that will lead to healthy and useful behaviors and interactions.

Phase 1: History and Treatment Planning

Generally takes 1-2 sessions at the beginning of therapy, and can continue throughout the therapy, especially if new problems are revealed. In the first phase of EMDR treatment, the therapist takes a thorough history of the client and develops a treatment plan. This phase will include a discussion of the specific problem that has brought him into therapy, his behaviors stemming from that problem, and his symptoms. With this information, the therapist will develop a treatment plan that defines the specific targets on which to use EMDR. These targets include the event(s) from the past that created the problem, the present situations that cause distress, and the key skills or behaviors the client needs to learn for his future well-being. One of the unusual features of EMDR is that the person seeking treatment does not have to discuss any of his disturbing memories in detail. So while some individuals are comfortable, and even prefer, giving specifics, other people may present more of a general picture or outline. When the therapist asks, for example, "What event do you remember that made you feel worthless and useless?" the person may say, "It was something my brother did to me." That is all the information the therapist needs to identify and target the event with EMDR.

Phase 2: Preparation

For most clients this will take only 1-4 sessions. For others, with a very traumatized background, or with certain diagnoses, a longer time may be necessary. Basically, your clinician will teach you some specific techniques so you can rapidly deal with any emotional disturbance that may arise. If you can do that, you are generally able to proceed to the next phase. One of the primary goals of the preparation phase is to establish a relationship of trust between the client and the therapist. While the person does not have to go into great detail about his disturbing memories, if the EMDR client does not trust his clinician, he may not accurately report what he feels and what changes he is (or isn't) experiencing during the eye movements. If he just wants to please the clinician and says he feels better when he doesn't, no therapy in the world will resolve his trauma. In any form of therapy it is best to look at the clinician as a facilitator, or guide, who needs to hear of any hurt, need, or disappointments in order to help achieve the common goal. EMDR is a great deal more than just eye movements, and the clinician needs to know when to employ any of the needed procedures to keep the processing going. During the Preparation Phase, the clinician will explain the theory of EMDR, how it is done, and what the person can expect during and after treatment. Finally, the clinician will teach the client a variety of relaxation techniques for calming himself in the face of any emotional disturbance that may arise during or after a session. Learning these tools is an important aid for anyone. The happiest people on the planet have ways of relaxing themselves and decompressing from life's inevitable, and often unsuspected, stress. One goal of EMDR therapy is to make sure that the client can take care of himself.

Phase 3: Assessment

Used to access each target in a controlled and standardized way so it can be effectively processed. Processing does not mean talking about it. See the Reprocessing sections below. The clinician identifies the aspects of the target to be processed. The first step is for the person to select a specific picture or scene from the target event (which was identified during Phase One) that best represents the memory. Then he chooses a statement that expresses a negative self-belief associated with the event. Even if he intellectually knows that the statement is false, it is important that he focus on it. These negative beliefs are actually verbalizations of the disturbing emotions that still exist. Common negative cognitions include statements such as "I am helpless," " I am worthless," " I am unlovable," " I am dirty," " I am bad," etc. The client then picks a positive self-statement that he would rather believe. This statement should incorporate an internal sense of control such as "I am worthwhile/ lovable/ a good person/ in control" or "I can succeed." Sometimes, when the primary emotion is fear, such as in the aftermath of a natural disaster, the negative cognition can be, "I am in danger" and the positive cognition can be, "I am safe now." "I am in danger" can be considered a negative cognition, because the fear is inappropriate -- it is locked in the nervous system, but the danger is actually past. The positive cognition should reflect what is actually appropriate in the present. At this point, the therapist will ask the person to estimate how true he feels his positive belief is using the 1-to-7 Validity of Cognition (VOC) scale. "1" equals "completely false," and " 7" equals "completely true." It is important to give a score that reflects how the person "feels," not " thinks." We may logically " know" that something is wrong, but we are most driven by how it " feels." Also, during the Assessment Phase, the person identifies the negative emotions (fear, anger) and physical sensations (tightness in the stomach, cold hands) he associates with the target. The client also rates the disturbance using the 0 (no disturbance)-to-10 (the worst feeling you? ve ever had) Subjective Units of Disturbance (SUD) scale. Reprocessing For a single trauma reprocessing is generally accomplished within 3 sessions. If it takes longer, you should see some improvement within that amount of time. Phases One through Three lay the groundwork for the comprehensive treatment and reprocessing of the specific targeted events. Although the eye movements (or taps, or tones) are used during the following three phases, they are only one component of a complex therapy. The use of the step-by-step eight-phase approach allows the experienced, trained EMDR clinician to maximize the treatment effects for the client in a logical and standardized fashion. It also allows both the client and the clinician to monitor the progress during every treatment session.

Phase 4: Desensitization

This phase focuses on the client's disturbing emotions and sensations as they are measured by the SUDs rating. This phase deals with all of the person's responses (including other memories, insights and associations that may arise) as the targeted event changes and its disturbing elements are resolved. This phase gives the opportunity to identify and resolve similar events that may have occurred and are associated with the target. That way, a client can actually surpass her initial goals and heal beyond her expectations. During desensitization, the therapist leads the person in sets of eye movement (or other forms of stimulation) with appropriate shifts and changes of focus until his SUD-scale levels are reduced to zero (or 1 or 2 if this is more appropriate). Starting with the main target, the different associations to the memory are followed. For instance, a person may start with a horrific event and soon have other associations to it. The clinician will guide the client to a complete resolution of the target. Examples of sessions and a three-session transcript of a complete treatment can be found in F. Shapiro & M.S. Forrest (2004) EMDR. New York: BasicBooks. http://www.perseusbooksgroup.com/perseus-cgi-bin/display/0-465-04301-1

Phase 5: Installation

The goal is to concentrate on and increase the strength of the positive belief that the person has identified to replace his original negative belief. For example, the client might begin with a mental image of being beaten up by his father and a negative belief of "I am powerless." During the Desensitization Phase he will have reprocessed the terror of that childhood event and fully realized that as an adult he now has strength and choices he didn't have when he was young. During this fifth phase of treatment, his positive cognition, "I am now in control," will be strengthened and installed. How deeply the person believes his positive cognition is then measured using the Validity of Cognition (VOC) scale. The goal is for the person to accept the full truth of his positive self-statement at a level of 7 (completely true). Fortunately, just as EMDR cannot make anyone shed appropriate negative feelings, it cannot make the person believe anything positive that is not appropriate either. So if the person is aware that he actually needs to learn some new skill, such as self-defense training, in order to be truly in control of the situation, the validity of his positive belief will rise only to the corresponding level, such as a 5 or 6 on the VOC scale.

Phase 6: Body scan

After the positive cognition has been strengthened and installed, the therapist will ask the person to bring the original target event to mind and see if he notices any residual tension in his body. If so, these physical sensations are then targeted for reprocessing. Evaluations of thousands of EMDR sessions indicate that there is a physical response to unresolved thoughts. This finding has been supported by independent studies of memory indicating that when a person is negatively affected by trauma, information about the traumatic event is stored in motoric (or body systems) memory, rather than narrative memory, and retains the negative emotions and physical sensations of the original event. When that information is processed, however, it can then move to narrative (or verbalizable) memory and the body sensations and negative feelings associated with it disappear. Therefore, an EMDR session is not considered successful until the client can bring up the original target without feeling any body tension. Positive self-beliefs are important, but they have to be believed on more than just an intellectual level.

Phase 7: Closure

Ends every treatment session The Closure ensures that the person leaves at the end of each session feeling better than at the beginning. If the processing of the traumatic target event is not complete in a single session, the therapist will assist the person in using a variety of self-calming techniques in order to regain a sense of equilibrium. Throughout the EMDR session, the client has been in control (for instance, he is instructed that it is okay to raise his hand in the "stop" gesture at anytime) and it is important that the client continue to feel in control outside the therapist's office. He is also briefed on what to expect between sessions (some processing may continue, some new material may arise), how to use a journal to record these experiences, and which techniques he might use on his own to help him feel more calm.

Phase 8: Reevaluation

Opens every new session At the beginning of subsequent sessions, the therapist checks to make sure that the positive results (low SUDs, high VOC, no body tension) have been maintained, identifies any new areas that need treatment, and continues reprocessing the additional targets. The Reevaluation Phase guides the clinician through the treatment plans that are needed in order to deal with the client's problems. As with any form of good therapy, the Reevaluation Phase is vital in order to determine the success of the treatment over time. Although clients may feel relief almost immediately with EMDR, it is as important to complete the eight phases of treatment, as it is to complete an entire course of treatment with antibiotics.

Past, Present and Future

Although EMDR may produce results more rapidly than previous forms of therapy, speed is not the issue and it is important to remember that every client has different needs. For instance, one client may take weeks to establish sufficient feelings of trust (Phase Two), while another may proceed quickly through the first six phases of treatment only to reveal, then, something even more important that needs treatment. Also, treatment is not complete until EMDR therapy has focused on the past memories that are contributing to the problem, the present situations that are disturbing, and what skills the client may need for the future. Excerpts from: F. Shapiro & M.S. Forrest (2004) EMDR: The Breakthrough Therapy for Anxiety, Stress and Trauma. New York: BasicBooks. http://www.perseusbooksgroup.com/perseus-cgi-bin/display/0-465-04301-1

 







