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EMDR Therapy has been acclaimed by practitioners, crisis intervention specialists, and academicians . . .


“It’s been a mere 25 years since Francine Shapiro’s momentous discovery of the most effective and practical approach to trauma healing yet found. In that time, EMDR has gone from a private insight to a scientifically validated and world-recognized therapy for PTSD and other trauma-based disorders. EMDR has already brought unnecessary inner suffering to an end in millions of trauma victims. It is my conviction that the EMDR therapy modality will in due course be hailed as one of the great health discoveries of our time—in its consequentiality on par with penicillin, the polio vaccine, and oral rehydration.”


—ROLF C. CARRIERE, former UNICEF Country Director in Asia, currently Senior Adviser to Nonviolent Peaceforce


“Thanks to EMDR we are now able to help people to an extent that I never dreamed of some years ago. Dr. Shapiro’s work has proven invaluable to clinicians around the world in helping people following trauma.”


—ATLE DYREGROV, PhD, Center for Crisis Psychology, Norway, and United Nations Consultant to UNICEF and UNHCR


“EMDR is a proven therapy. Traumatized individuals have used this method to heal fractured souls. Francine Shapiro has made an enduring contribution to the field of psychotherapy.”


—JEFFREY K. ZEIG, PhD, Director of the Milton H. Erickson Foundation


“EMDR has become a lifesaving process for battered women who are attempting to heal. Francine Shapiro has literally given new life to these valiant trauma survivors and everyone who has experienced the psychological pain from abuse or knows someone who has should know about EMDR!”


—LENORE WALKER, EdD, ABPP, Diplomate in Clinical Psychology, Executive Director, Domestic Violence Institute


“People often have ‘stuck issues’ such as phobias, or attitudes about themselves, or tendencies to ‘freeze’ on the verge of doing something they would really like to do. These stuck issues persist even with a clear understanding of their senselessness and quite often even after many years of otherwise productive psychotherapy. EMDR leads to the rapid resolution of chronic psychological problems like these and has helped my patients resolve issues which had previously seemed unrelenting.”


—SANDRA SHAPIRO, PhD, Board Member, National Institute for the Psychotherapies, Associate Professor of Psychology Emeritus, City University of New York


“EMDR is by far the most effective and efficient treatment we have ever used with dissociative episodes, intrusive memories, and nightmares with Vietnam combat veterans.”


—HOWARD LIPKE, PhD, former Director of the Stress Disorder Treatment Unit, North Chicago Veterans Administration Medical Center


“EMDR is the most powerful tool I’ve encountered for treating posttraumatic stress. In the hands of a competent and compassionate therapist, it gives people the means to heal themselves.”


—STEVEN SILVER, PhD, former Director of the PTSD unit, Veterans Administration Medical Center, Coatesville, Pennsylvania


“During the last 40 years, I have been working with emergency services personnel, who have been stressed by the traumatic events they handle in the workplace. For many, EMDR has been one of the most effective therapeutic interventions available.”


—JEFFREY T. MITCHELL, PhD, Clinical Professor of Emergency Health Services at the University of Maryland, Baltimore County, and Cofounder and President Emeritus, International Critical Incident Stress Foundation


“At least 50 percent of people using illegal drugs are using them to block some sort of trauma or abuse and they are not very responsive to traditional treatments, but EMDR is very effective.”


—ALAN HASSARD, Clinical Psychologist, Plymouth, England, quoted by Jerome Burne in Harper’s


“EMDR provides a proven approach to address the trauma that can interfere with healthy grief and mourning following the loss of a loved one.”


—THERESE A. RANDO, PhD, BCETS, BCBT, Founder and Executive Director, Institute for the Study and Treatment of Loss


“EMDR is a valuable addition to our therapeutic arsenal. It is not a panacea, but it has tremendous power in addressing the sequelae of trauma and a wide variety of psychological problems.”


—RICHARD P. KLUFT, MD, Clinical Professor of Psychiatry, Temple University School of Medicine


“EMDR quickly opens new windows on reality, allowing people to see solutions within themselves that they never knew were there. And it’s a therapy where the client is very much in charge, which can be particularly meaningful when people are recovering from having their power taken away by abuse and violation.”


—LAURA S. BROWN, PhD, ABPP, Clinical Professor of Psychology, University of Washington


“EMDR has bridged the mind-body connection and moved psychotherapy into the 21st century.”


—RONALD DOCTOR, PhD, Professor of Psychology, California State University at Northridge


“EMDR is one of the most powerful and integrative methods I have learned in my professional career.”


—JOHN C. NORCROSS, PhD, ABPP, Distinguished Professor of Psychology, University of Scranton


“Dr. Shapiro’s current book belongs in the library of all thoughtful, progressive therapists as well as in the hands of their patients.”


—CATHERINE G. FINE, PhD, Temple University, School of Medicine


“The history of psychology will one day acknowledge EMDR as one of the most important psychological innovations of the 20th century. This book is a must-read for the professional therapist who treats trauma victims and for the general public who are victims of trauma and the relatives and friends of victims. EMDR offers hope and light to the despair and darkness of traumatic injury.”


—CURTIS C. ROUANZOIN, PhD, former Chair of the Graduate Department of Psychology at Hope International University, and Clinical Psychologist specializing in PTSD


lauded in the news media . . .


“Where traditional therapies may take years, EMDR takes only a few sessions.”


—Stars and Stripes


“EMDR, which to newcomers sounds implausible and way too good to be true, may become the psychological wonder cure of the nineties, the non-pharmaceutical equivalent of Prozac.”


—New York Magazine


“One of the hottest trends in clinical psychology.”


—Newsweek


“EMDR . . . is at about the same place that gravity was before Newtonian physics: It’s here, and it works, whether we understand it or not.”


—Natural Health


“EMDR therapy has emerged as a procedure to be reckoned with in psychology. . . . Almost a million have been treated . . . research appears to support the remarkable claims made.”


—Washington Post


“EMDR provides a way for people to free themselves from destructive memories and it seems to work, even in cases where years of conventional therapy have failed.”


—20/20, ABC News


“A mainline therapy busily accumulating research on its efficacy, it is also a therapy that makes room for the soul.”


—Common Boundary


and celebrated by the patients themselves . . .


“The treatment made me look deep—very deep—into my own existence. I’m more attentive to my feelings. Now I treasure each and every moment of my life.”


—RICHARD WEBSTER, mine fire victim, quoted in Family Therapy Networker


“Now, when I talk about what happened to me, it’s definitely reality, but the fear’s not there anymore. . . . It’s astounding. I’ve been given a portion of my life back.”


—EMILY G., victim of abduction and brutal rape, quoted in American Health


“Within two or three of four sessions, we had resolved issues that I’d been discussing for four or five years with other people.”


—ERIC SMITH, Vietnam veteran suffering from PTSD, quoted on 20/20, ABC News


“In four, hour-long EMDR sessions I was able to get at issues that years with other therapists couldn’t touch.”


—SHERRY MORGAN, rape trauma survivor, quoted in Orange County Register
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Dedicated to the


EMDR FACILITATORS, CLINICIANS, AND CLIENTS


who had the vision and courage to attempt something new and to share their experiences of it


and to the memory of


RON MARTINEZ,


an inspiring human being with quadriplegia who died of cancer.


His life affirmed for us all that it’s not what happens to you that


matters, but how you deal with it.









AUTHOR AND PUBLISHER DISCLAIMER


This book is NOT a training manual. It does not contain complete information regarding the clinician’s use of EMDR therapy. It should be used as a basic overview of clinical applications of EMDR. Actual treatment should be provided by a well-chosen, licensed, and EMDR-trained clinician.


Although the therapy is called Eye Movement Desensitization and Reprocessing (EMDR therapy), directed eye movements are only one form of stimulation used as a part of its complex methodology. The protocols and procedures that comprise the overall EMDR methodology are necessary for comprehensive therapeutic effectiveness as well as client safety. There have been reports of harm caused by people who have attempted self-use of the eye movements, or by clinicians who have not received appropriate training and have used the stimulation without the procedures and protocols that comprise the entire EMDR therapy approach.


Laypeople should not attempt to use the eye movements on their own except as instructed by a licensed, EMDR-trained clinician. A client should make sure that his or her prospective clinician has taken an EMDR Regional Association–approved training course (see Appendix A). Numerous clinicians desiring to learn EMDR therapy have mistakenly taken training in various so-called eye-movement techniques or workshops given by people insufficiently schooled and experienced in the methodology. The therapeutic effects demonstrated in this book should not be expected to occur unless the entire EMDR approach is used, and used appropriately, by a licensed and experienced EMDR-trained clinician.


The first-person pronouns throughout the book refer to Francine Shapiro, PhD, the originator and developer of EMDR therapy.


Most of the names and some of the external circumstances of a number of the clients in this book have been changed to protect their confidentiality. Every effort has been made to present the symptoms and therapeutic efforts as they actually occurred.


In order to avoid sexism without the stylistic awkwardness of phrases such as “he or she,” the personal pronouns have been alternated throughout the book.
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Introduction


IN THE EIGHTEEN YEARS since this book was written, many things have changed, and Eye Movement Desensitization and Reprocessing, or EMDR, therapy is now widely accepted as a research-supported, effective treatment for trauma and other adverse life experiences. Yet the primary guiding principles of EMDR therapy have remained the same. It is worthwhile here to review those principles and to answer some questions.


       Trauma Comes in Many Forms
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Most of us are used to thinking of trauma only as those big events that appear in the newspapers. War veterans, survivors of natural catastrophes and terrorist attacks, these are the sufferers of trauma in the popular imagination. But, in fact, by dictionary definition, trauma is any event that has had a lasting negative effect. We all know people who have lost jobs, loved ones, even possessions and who have truly suffered as a result. When you lose your peace of mind, or if you never had it, there can be serious physical and psychological consequences no matter what the cause. Regardless of the “triggers,” the causes are generally found in earlier life experiences. We call these experiences traumas.


       Trauma Can Be Healed
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Anxiety, stress, guilt, rage, and fear, regardless of the cause, are extremely unhealthy if they are long-lasting. Fortunately, the body uses a process similar to digestion in order to resolve upsetting experiences. Just as the digestive system extracts nutrients from the food we eat, so the mind’s information processing system, when functioning properly, extracts useful information from our experiences. What we learn from this information allows us to move forward. When the memories of upsetting experiences are processed, the related emotions, beliefs, body responses, and thoughts are transformed, becoming healthy and adaptive. Sometimes, though, negative experiences remain in memory unresolved, leaving a residue of emotion to dominate our daily lives. The system becomes “stuck”—as if it was choking on trauma—and often requires assistance in order to get moving smoothly again. This is where EMDR therapy comes in.


       Therapy for the Body, Therapy for the Mind
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Most people think that therapy involves only talking about problems. However, one aspect of EMDR therapy is that you do not have to talk in detail about a trauma for it to be digested by your own information processing system. Basically this involves what some have called bottom-up instead of top-down processing.1 In other words, rather than trying to talk through the problem, the processing occurs on a physiological level and allows new associations, insights, and emotions to emerge spontaneously. EMDR therapy involves a very specific set of procedures to help this “digestive” function in the brain, which neurobiologists refer to as information processing.


EMDR therapy is guided by the Adaptive Information Processing model, which identifies negative life experiences stored in the brain as central to mental health problems.2 A number of neurobiologists and memory researchers point out that major traumas and other disturbing life experiences are stored in the wrong form of memory.3 Instead of being stored in memory where they can be remembered without pain, they are stored in memory where they hold the emotions and body sensations that were part of the initial event. Because these memories are not able to connect with other, more helpful information, they remain isolated from other life experiences in our memory networks. For example, even though we can look at things rationally where other people are concerned, and know they aren’t to blame for certain things, we can’t view ourselves in the same way. We may recognize that a victim of rape should not be blamed for the actions of the rapist, yet, placed in the same circumstance ourselves, feel somehow at fault. Basically, no matter how intelligent or spiritual or experienced or educated we are, the memories can simply be stored in the wrong form of memory. We didn’t cause it—we are suffering from it.


The memory system is in the brain, and the brain is part of the body. Most of us recognize that if our body is cut it will begin to heal unless there is a block, such as a splinter. We are willing to enter into surgery because we know our body will close and heal the wounds, just as it’s supposed to do. But for some reason, we don’t think of “mental problems” in the same way. Traumatic memories are located in the brain, and since the brain is part of the body, it can and should heal in the same way. Although we expect the physical bruises of crime victims to heal in a matter of weeks, we believe that healing psychological wounds may take years. This is not necessarily so. In reality, the brain can heal at the same rate as the rest of the body.


In many ways EMDR therapy is like having your arm set by a doctor. Both conditions are physical and both need assistance to prepare, align, and stimulate the body’s own healing mechanism. EMDR therapists are trained to work with the information processing system in order to access the troubling experiences. Once accessed, these experiences need to be addressed to bring the client to full health.


       Who Needs EMDR Therapy?


[image: ]


EMDR therapy has been used with combat veterans, firefighters, policemen, emergency service workers, and missionaries—all trained to help others and to “tough it out.” They came for help because they realized that they did not need to treat the mind differently from the body. We all need help sometimes, and sometimes it’s hard to find the right kind of help.


But there are many forms of therapy—so saying, “I tried therapy and it doesn’t work” is like saying, “I tasted a fruit and didn’t like it, so I’m not going to eat any fruit.” There are hundreds of thousands of licensed mental health clinicians in the United States alone. There are hundreds of techniques and many different types of therapies. Psychodynamic therapists alone may follow the principles and practices of many different, well-respected therapists, such as Freud, Jung, Horney, Adler, or a dozen others. Therapists who practice Cognitive Behavioral Therapy (CBT) may be more focused on behavior or cognition and may draw from a variety of techniques, depending on their own training and life experience. EMDR is a distinct form of therapy and has principles and practices that are different from these and other approaches. While EMDR integrates aspects of other therapies, it also gives the client a different experience. The purpose of this book is to provide examples of those experiences so that you and your loved ones can be sure you are receiving EMDR therapy, and not someone’s distorted version of it.


Unfortunately, what has changed in the years since EMDR was first published is that more people are affected by trauma than ever before. These may be both what we can call large “T” and small “t” events. Large “T” traumas are those experiences that are necessary to diagnose posttraumatic stress disorder (PTSD). Large “T” events are technically called Criterion A events and include natural disasters, combat, accidents, catastrophic illnesses, and the loss of a loved one. However, while these kinds of events are necessary to officially diagnose PTSD for many people, research now supports the Adaptive Information Processing model guiding EMDR therapy and indicates that general adverse life experiences can result in even more PTSD symptoms than major trauma can.4 Small “t” events are those more prevalent experiences that make us feel unsafe, unloved, or without control or hope. These can be humiliations, failures, or losses of any kind. For children, the events can include being bullied or excluded or even falling off their bicycle. Events that can seem unimportant to an adult can be devastating to children and can have lasting effects. In fact, a Kaiser Permanente study that evaluated 9, 508 participants reported that adverse childhood experiences were associated with a wide range of mental health disorders and several leading causes of death in adults.5 Given the current state of the world, pressures and uncertainties have compounded the daily problems that many adults face, and many more people are in need of help than ever before. Fortunately, help is available to a greater degree than ever before.


When this book was first published, there were 20,000 clinicians trained in EMDR and about one million people had been treated. EMDR was as well supported by research as any other treatment approach, but unknown in many circles, and suspect in others. Today, hundreds of thousands of clinicians have been trained worldwide, and millions of people have been successfully treated.


       Does EMDR Work?
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EMDR is recognized as an effective trauma therapy by numerous organizations worldwide. For instance, in 2009, the International Society for Traumatic Stress Studies6 declared that EMDR therapy’s effectiveness was supported by research. In 2002, the Israeli National Council of Mental Health designated EMDR as one of three preferred trauma treatments for terrorist victims.7 In 2010, the U.S. Department of Defense and Department of Veteran Affairs issued new guidelines putting EMDR into the category of therapies with the highest level of evidence and recommending it for treatment of PTSD.8 Most recently, in 2013, the World Health Organization reported that trauma-focused CBT and EMDR are the only psychotherapies recommended for children, adolescents, and adults with PTSD.9 The report also noted the differences between the two forms of treatment: “Like CBT with a trauma focus, EMDR aims to reduce subjective distress and strengthen adaptive cognitions related to the traumatic event. Unlike CBT with a trauma focus, EMDR does not involve (a) detailed descriptions of the event, (b) direct challenging of beliefs, (c) extended exposure, or (d) homework.” These differences will be evident in the cases described throughout this book.


The many organizations recommending EMDR therapy based their decisions on the large number of research studies that support it as an effective and long-lasting treatment. Research has shown that about five hours of EMDR treatment eliminates PTSD in 84 to 100 percent of civilians with a single trauma experience, including rape, accident, or disaster.10 When civilians experience multiple traumas, more treatment is needed. Research indicates that about eight to twelve hours of treatment can result in 77 to 80 percent elimination of multiple-trauma PTSD in civilians. A study funded by Kaiser Permanente reported that 80 percent of multiple-trauma victims and 100 percent of single-trauma victims had PTSD eliminated in an average of six fifty-minute sessions. However, it should not be assumed that all symptoms can be handled for everyone in that amount of time. Everyone is different in their biological, psychological, and environmental makeup. Nevertheless, these research studies offer clinicians and clients a guide as to what to expect in clinical practice. (A list of all the published EMDR studies mentioned in this introduction is included in Appendix B.)


Given the uncertainties of our time, with many men and women facing combat, we are thankful that EMDR is a treatment that works well with soldiers. A randomizedaa study that evaluated a full course of EMDR treatment with combat veterans reported that after twelve sessions, 78 percent of the Vietnam combat veterans in the study no longer had PTSD.11 The fact that there were zero dropouts, unlike studies of other treatments that generally have about a 30 percent dropout rate, can be attributed to several factors: (1) EMDR therapy results in a rapid decrease in emotional disturbance that occurs even in the first session, (2) there is no need to talk about the memory in detail, and (3) it eliminates fear, anger, guilt, and sleep problems.12 A 2007 study of sixty-three active-duty personnel with PTSD reported that after trauma treatment, the emotional disturbance was basically “eliminated and a new more positive perspective had developed.” The average treatment time was four EMDR sessions—eight sessions if they had been wounded in action.13 Positive research reports include a field study of a Veterans Administration (VA) program and several articles reporting positive treatment effects with veterans from World War II, the Korean War, and Desert Storm and current active military personnel (see Appendices B and C). Overall, these results mean that no matter how long their symptoms have lasted, veterans and their families can be healed of the ravages of pain. Chapter 3 describes a case in detail. These results also mean that those who serve in daily combat on our city streets such as the emergency service workers, firefighters, police, and others can also be healed.




Participants are assigned to treatment conditions in a random manner so as to minimize differences between the groups (e.g., treatment is not chosen because of time, location, or to suit the characteristics of the person).





Regardless of how tough a person might be, the bottom line is that the memories of disturbing experiences can be stored in the wrong form of memory. The intrusive thoughts, dreams, disturbing emotions, and sensations are all products of a physical problem that can be helped without resorting to drugs or alcohol to mask the pain. In fact, a National Institute of Mental Health (NIMH) study reported that EMDR was superior to Prozac in treating trauma.14 After people were taken off the medication, their symptoms returned, while those treated with EMDR therapy kept getting better. These findings emphasize why the World Health Organization did not recommend any drugs for the treatment of PTSD. They also underscore the Adaptive Information Processing model principle that targeting and reprocessing the trauma is preferable to merely treating the symptoms.


       What Is the Difference Between EMDR Therapy and Exposure Therapy?
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There are several cognitive behavioral therapies for PTSD that use exposure; however, the one most commonly recommended for PTSD is prolonged exposure (PE). The therapist asks the client to hold the disturbing experience in mind, identify and “feel the feelings” that arise, and describe it all to the clinician in detail for an hour to ninety minutes at a time, saying things like “I feel the pain; I see the blood.” The client is not allowed to let the mind move away from the experience, because that is considered “avoidance” and is thought to make people worse. The session is audio taped and the client is expected to listen to it each night until the next session. In addition, the client is also supposed to go to physical locations they find disturbing as a result of the trauma experience. This might be the area where the client was raped, or the location of the car accident. They are instructed to stay in the area for about one hour each day, until the disturbance goes away.


In contrast, EMDR therapists ask clients to concentrate on a disturbing part of the memory, and then let their minds move to “whatever comes up” during sets of eye movements or other forms of bilateral stimulation. The client may spend only a short period of time on the disturbing memory itself. While there may be a certain amount of distress, there is generally a decline at the end of the first session,15 and new insights and understandings tend to emerge. A Harvard researcher16 has proposed that the same neurobiological processes that occur during rapid eye movement (REM) or dream sleep cause this tendency. REM state is known for processing experiences, learning skills, and reducing emotional disturbance. It is easy to recognize the similarities between REM and EMDR, as EMDR therapy produces the same effects. In fact, one of the guiding principles of EMDR therapy involves stimulating the natural information processing tendencies of the brain, while also not restricting or dictating the client’s reactions. The EMDR clinician is trained to help guide the processing according to consistent procedures and protocols. All of these characteristics of EMDR therapy are explored in the chapters of this book.


       How Important Are the Eye Movements?
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EMDR is not simply “eye movement therapy.” It is a complex approach to psychotherapy that is listed in psychology encyclopedias17 along with psychodynamic therapy, cognitive therapy, family therapy, and so forth. It combines aspects and procedures that are found in the different therapies in order to address the whole person. That is, rather than concentrating on any one specific part of the clinical picture, EMDR therapy addresses the emotions, thoughts, physical sensations, attitudes, behaviors, and more. In doing so, people are then able to feel joy and love, to bond, connect, and feel good about themselves. All the procedures and protocols are combined to achieve comprehensive success as defined by a decrease in symptoms and an enhanced ability to function in life. Of course, I want to underscore that all forms of psychotherapy have their place. However, each form of therapy offers people a different experience, during which they may achieve different goals. Whether or not you have had previous therapy, reading this book will show you specifically what EMDR has to offer.


Unfortunately, in 1987 I included the words “eye movement” in the name of the therapy. However, in 1990, after EMDR had already achieved name recognition, I discovered that other forms of stimulation could also achieve success. When blind people came in for treatment and could not move their eyes, we found that hand taps and audio tones could work as well. Many neurobiologists have argued that the taps and tones work on the same principle as the eye movement, by causing an “orienting” or “interest” response in the brain that fosters the processing. Others say that the different stimuli affect the “visuo-spatial template of working memory.” Still others have supported the notion I discuss in Chapter 6 of this book, that EMDR links into the same processes that occur during REM or dream sleep.18 Basically, there are several research-supported theories for why EMDR therapy works,19 and there is a strong likelihood that all are correct and come into play at different times in the therapy process. However, there is not enough known in the area of brain physiology and neurobiology to know for sure. That is the case for any form of therapy. We know something works because we can observe the outcomes, but we don’t know why it works. No one can explain on a neurobiological level why, for example, family therapy works. We don’t even know exactly why most medications work.


For many years, the eye movement component was considered controversial because of research that was considered flawed in the 2000 International Society for the Study of Traumatic Stress Practice Guidelines.20 At this point, however, more than thirty randomized controlled studies have supported the effects of the eye movements, and a meta-analysis published in 2013 has confirmed the effects,21 such as decreases in negative emotions and imagery. The eye movements also promote the connection with new associations necessary for information processing to occur.22 Moreover, numerous randomized studies have demonstrated effects such as increased memory retrieval and recognition of true information.23


Again, though, EMDR is much more than eye movements. It is a combination of standardized procedures and protocols guided by certain principles. Anyone who uses only eye movements is not using EMDR.


       When Should EMDR Be Used?


[image: ]


EMDR practice is guided by the Adaptive Information Processing model. Just like psychodynamic and behavior therapies, EMDR’s principles are separate from particular neurobiological mechanisms. The purpose of any psychotherapy model is to explain clinical effects, predict successful outcomes with certain types of problems, and guide clinical practice. In accordance with its information processing model, EMDR therapy addresses the experiences that have contributed to the problems. While some problems may have a biological foundation, such as certain forms of depression, most others are based on or influenced by experiences. For instance, in Chapter 4, the impact of an extremely insensitive statement by an authority figure appeared to have had a lasting and devastating effect on a woman until she received therapy.


While most of the EMDR research has concentrated on PTSD, many other uses have been described in clinical journals. One published article reported that five of seven people who came into therapy believing there was something horribly wrong with their appearance discovered that it was based upon the emotional impact of an inappropriate insult.24 They were successfully treated with EMDR within three sessions. Our views of ourselves are based on our previous experiences. Anyone who feels unlovable, useless, a failure, or guilty can find out in a short time if they can be helped by EMDR therapy. Whether these kinds of problems involve you or a loved one, help may be just a few weeks away. (A list of problems that have been described in professional articles appears in Appendix C.)


It is important to remember that good therapy is an interaction between client, therapist, and method. If you don’t find the right therapist, you will not receive good therapy (see Appendix A). It is important for people to be informed, and for consumers to make sure that the therapist they choose has experience and special training in their particular complaint. For instance, if you are struggling with alcohol or drug problems, you should see an EMDR therapist specially trained in the field of substance abuse. Therapists will know when and how to use EMDR if they have appropriate experience and training. In other words, EMDR should always be integrated into the wisdom of field.


In addition to being qualified to address your particular problems, it is also important that you make sure that your therapist has been well trained in EMDR. Make sure that the therapist has finished a program certified by the EMDR International Association, the EMDR Europe Association, EMDR Iberoamérica, or EMDR Asiabb and, preferably, is a member so that he or she is keeping up with all the latest developments (see Appendix A). Also investigate whether your therapist is using EMDR as a “technique” or as an “approach.” In other words, some clinicians may be using EMDR only if they feel that something is “stuck,” instead of using it systematically to address the entire clinical picture.




http://www.emdria.org, emdr-europe.org, emdriberoamerica.org, emdrasia-assoc.org





To receive the most thorough EMDR therapy, your clinician should teach you a self-control technique, such as the “safe place” exercise, before beginning any direct processing with eye movements or other stimulation. This and other techniques will help you to deal with your feelings and emotions while therapy is taking place.25 The clinician should also take a thorough history in order to identify the (1) earlier events that set the foundation for the problem, (2) the present situations that cause the disturbance, and (3) the skills and behaviors necessary for the future. You may not know what the earlier events are, but a skilled clinician will help you identify them by using a variety of techniques she or he would have learned in the EMDR training and from my professional textbook. If your clinician has not taken a certified training and read the text,26 this person would not be a good choice as an EMDR clinician.


EMDR therapy is not a good choice for everyone. If you are not willing to be in touch with your feelings and don’t want to learn the techniques to help you do so, or if you have a problem that is purely biological, EMDR is not for you. Those problems that are purely caused by imbalances that only medications can address will not be changed by EMDR. However, some forms of depression are caused by experiences that have left the person feeling helpless and hopeless. An example of this is described in Chapter 12. Given how long it takes for medications to take effect, trying a few sessions of EMDR may indicate that the medication is unnecessary.27


The amount of EMDR therapy you will need depends upon many factors, including your readiness to deal with emotions and your personal history. Those people with long histories of childhood abuse will not be treated completely in only a few sessions. While the PTSD research indicates that three EMDR sessions will complete treatment on a single trauma, more traumas need more treatment. It may not be important to address each traumatic experience, especially since the positive treatment effects can generalize to similar events, but more therapy will be necessary. We also need to be aware of the difference between reducing the obvious suffering of a particular disorder and coming into full health. Comprehensive EMDR treatment involves addressing those experiences that contributed to both problems and achievement. At the end of therapy, success would be defined by a person who can love, bond, feel secure, and find joy in living. (Guidelines for choosing a clinician are in Appendix A.)


       Why I Wrote the Book
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The chapters in this book describe real people who wanted their stories told in order to help others find their way. In addition to chapters that cover the evolution and structure of EMDR therapy, each of the chapters describes a different type of problem and shows what caused it, and how it was treated. These are not the only types of problems that can be dealt with by EMDR treatment, but millions of people are struggling needlessly with these kinds of common symptoms. The goal is to give you a good understanding of who can be helped, where problems come from, and what EMDR treatment looks like. In addition, Chapter 12 of this book deals with the frontiers of EMDR therapy, and its “global reach.” This includes a description of the work done by the nonprofit Trauma Recovery/EMDR Humanitarian Assistance Programs (HAP)cc to help underserved populations in the U.S. and around the world. The basic belief that many of us hold is that violence begets violence, and trauma begets more suffering. We believe that unhealed traumas cascade into the next generation, whether from one family member to the next, or through the anger that fuels much of the ethnopolitical warfare throughout the globe.28 If, after receiving EMDR therapy, you believe it has helped you, please consider helping to make the treatment available to suffering people worldwide. (Information about HAP and its accomplishments can be found in Appendix A.)




http://www.emdrhap.org





My hope in writing this book is that people will recognize themselves or a loved one in its pages, and see that help is available. I also want this book to illustrate what good EMDR therapy looks like so that clients can be informed consumers and make sure their own treatment stays on track. Most clients should be ready for processing within a few sessions. It doesn’t take months or years to see if EMDR therapy is appropriate for you or a loved one. Maybe things you think can’t change, actually can. It may not take that long to find out.
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aParticipants are assigned to treatment conditions in a random manner so as to minimize differences between the groups (e.g., treatment is not chosen because of time, location, or to suit the characteristics of the person).


bhttp://www.emdria.org, emdr-europe.org, emdriberoamerica.org, emdrasia-assoc.org
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The Journey of Discovery


Freedom is what you do with what’s been done to you.


—JEAN-PAUL SARTRE


LINDA CRAMPTON TURNED and, deep in thought, headed slowly back toward her bedroom to finish dressing. At that moment, the blast from the two-and-a-half-ton car bomb at the Alfred P. Murrah Federal Building a block away picked Linda up, hurling her through her living room and dining room, and flung her against the far wall of her kitchen, where she landed, unconscious, on the tile floor. Then, with astounding force, the backdraft of the bomb sucked out the contents of her kitchen cupboards, yanked the microwave from the wall, and dropped them all on top of her. It was 9:02 a.m., April 19, 1995, in Oklahoma City.


When Linda came to a few minutes later, her apartment had been leveled. Twisted steel reached like crabbed fingers from the concrete walls. Splinters of glass from the large plate-glass windows jutted from every surface and were embedded in Linda’s skin. Though she was bleeding from hundreds of tiny cuts, Linda suffered no serious harm. Not physically, at least.


Linda climbed over the debris to what was left of her front door. She was determined to find her neighbor, Anna, an elderly woman who was like a mother to her. The hallway looked like a war zone. It was dark with the smoke of cars burning on the street below. People were screaming and moaning. Blood and broken glass were everywhere. Linda started banging on Anna’s door, pushing it, kicking it with her bare feet, pounding it with her fists. When she got the door open, her friend was standing there covered with glass, bits of it sticking out of her face.


Together they made their way to the stairwell and crept slowly down seventeen flights of stairs with the forty other shocked and bloody residents who had been home at the time of the blast: about a quarter of those who lived in the Regency Towers. One of them was Linda’s upstairs neighbor, Aren Almon, whose pixie-faced infant daughter, Baylee, was in day care at the Murrah building. Linda knew them well, had stroked Baylee’s hair the day before when they rode in the elevator together.


When they reached street level, no one could get the door to open, so they went down one more floor to the garage. The blast had bent and jammed the overhead garage door but left a narrow opening at the bottom. They lay down and rolled under it. Outside, it was even smokier, and there were hundreds of people, crying, running, wailing. Linda and Anna turned to their right (away from the Murrah building), stumbled along for about half a block, then sat down in the middle of the street. Someone had wrapped a towel around Linda to staunch her bleeding. She was shaking from head to foot and sobbing. Later, a doctor, seeing the saturated towel, came over to check her wounds. “You’re okay,” he told her. “You’re going to be okay. Just stay right here.”


Linda was not okay. This became increasingly obvious to her family, friends, and colleagues as the weeks went by. At first, Linda had been housed in a motel with other evacuees; then she was moved to the home of a close friend. She could not function independently. She couldn’t remember what day or week it was. She had to be reminded to eat, take a shower, brush her teeth, and go to bed. She started losing weight at the rate of four pounds a week. Every night she woke up screaming, crying, wet, and scared. She slept most of the day and ground her teeth until they were worn down to the gums; her grinding could be heard from two rooms away. Her dentist fitted her with teeth guards to prevent her from destroying her jawbone.


After a while, Linda went back to her job as a corporate sales representative, but she was on “automatic pilot,” and when she got to work, she sat at her desk and cried. She had forgotten how to work. Linda had no memory of the bombing or her frightening escape from the skyscraper with Anna. It was as if her mind had gotten stuck at 9:01 a.m., April 19. The last thing she remembered clearly was getting her taxes in at the last moment. By the end of eight weeks, she was down to eighty-five pounds.


On June 12, Linda was in her office talking to her boss and long-time friend, Bob Harraldsen. She couldn’t take in much of what he was saying, but she did catch the word bomb.


“What bomb?” Linda asked.


“Linda, I think the bomb has really affected you,” Bob said.


He’s lying to me, Linda thought. Why is he lying to me? There was no bomb! She started screaming and throwing things, destroying her office in the process.


Linda’s boss and coworkers had known from the first time they saw her after the bombing that something was seriously wrong, but Linda had kept refuting their impressions. “I’m fine, I’m fine,” she would say. “It’s no big deal.”


When Linda finally calmed down, her boss took her aside. “I think you need some help,” he said.


“No,” Linda replied. “I just need to go home for a while and rest. That’s all.”


“Linda,” Bob said, “You haven’t been in your apartment for two months, since this happened.”


With Linda sobbing, Bob drove her to Project Heartland, an organization set up to help bombing victims. On the way, Linda made him promise that he would not let anyone put her into a hospital. She had grown up in an orphanage and wanted nothing more to do with institutions of any type.


The people at Project Heartland felt Linda’s case was too serious for them to handle. They referred her to a mental health clinic in the suburbs, where Bob took her that day. The psychiatrist there examined Linda, an anorexic-looking woman who was now in hysterics and shaking uncontrollably. She listened to Bob’s story and assessed the situation. “We need to put you in the hospital,” the doctor finally said. “We need to get you on some medication. It’s that serious.” Linda cringed back wailing “noooo” long and loud. Protectively, Bob took her by the arm and drew her toward the door. The psychiatrist took one quick step to intervene but stopped when she saw Bob’s face. As a last-ditch effort, she told them to go to a place called the EMDR Free Clinic.
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Linda Crampton came under the care of an out-of-state psychotherapist, one member of a team of thirty-six Eye Movement Desensitization and Reprocessing (EMDR) psychotherapists who had flown to Oklahoma City at their own expense to help the bombing victims. Although EMDR was a comparatively new form of therapy at that time, it had already proved itself effective in treating trauma victims quickly and thoroughly.


“Please don’t hospitalize me,” Linda begged her EMDR therapist. “Just help me.”


A year later, Linda described her first EMDR treatment as “the weirdest thing I had ever experienced, with the exception of the bomb.” As a prelude to the first session, Linda received the standard screening and preparation for EMDR. Then she was asked to bring a specific aspect of the bombing to mind while following with her eyes the back-and-forth rhythm of the therapist’s hand as it moved across her field of vision (a component of EMDR treatment).


“I remember crying a lot,” she said, “and thinking I was watching something happen. It was like someone had sat me in a room and showed a video of everything that happened to me that day. I started remembering everything. I remembered the actual bomb. And I realized it was now June.”


EMDR had jump-started Linda’s own healing process. Each person’s response is unique; Linda’s “video” played for ninety minutes and covered every moment of the bombing and her escape. When she left the session, Bob was waiting for her. “My God,” he said. “You’re back.” Then they both started crying.


That evening, Linda called her daughter and told her what had happened.


“Mother, oh my God!” her daughter said. “You sound like my mother again.”


After her first EMDR treatment, Linda’s nightmares about the bombing stopped, and she was able to go back to work. After her second treatment, she stopped grinding her teeth. After her third, she felt fully back to normal.
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Amazing as this case may sound, it is typical of the reports from the thousands of psychotherapists currently trained in EMDR and the millions of people who have been helped by it. EMDR is a complex and powerful psychotherapy that integrates many of the most successful elements of a wide range of therapeutic approaches. In addition, it uses eye movements or other forms of rhythmical stimulation, such as hand taps or tones, in a way that seems to assist the brain’s information-processing system to proceed at a rapid rate.


It is a measure of how radical EMDR’s results are that it became the subject of a lively and sometimes bitter controversy played out in the popular press, in professional journals, and on the Internet. The phrase heard most often from skeptics was, “It’s too good to be true.” Of course, controversy is to be expected with most dramatic innovations. As a matter of fact, one interlocutor1 on a Veterans Affairs Medical Center Internet forum described the similarities between the rise of EMDR and the acceptance of para-aminosalicylic acid (PAS) as an effective treatment of tuberculosis. Initially, PAS was considered suspect because the drug was a derivative of the lowly aspirin. Controversy reigned for years. A chronicler of that resistance explained that “perhaps the majority of doctors and patients remained skeptical of the cure until they had seen it happen with their own eyes. The awe of tuberculosis, the ageless leviathan of terror, was so great and the prevailing despair so ingrained, it would take a decade of convincing before [the treatment was] generally accepted into medical practice.”2 Likewise, skeptics of EMDR therapy questioned how the eye-movement component or, for that matter, any single method could possibly have such a powerful effect. Yet if we substitute the term posttraumatic stress disorder for tuberculosis in the preceding quote, we have the story of EMDR. Fortunately, the decade of proof of EMDR’s effectiveness was marked by the initial publication of this book.


One of the benefits of having a chorus of concerned skeptics is that it drives proponents to produce an extraordinary amount of evidence to back up their claims. As a result, there are now more than thirty randomized controlled studies supporting the effectiveness of EMDR.3 Multiple studies4 indicate that 84 to 90 percent of the people using EMDR—victims of rape, natural disaster, the loss of a child, catastrophic illness, or other traumas—have recovered from posttraumatic stress in only five hours of treatment. Before EMDR, that success rate was unheard-of. Other psychological methods for healing trauma generally use many more sessions or assign homework or do both.5 Nonetheless, extraordinary claims demanded extraordinary proof. The ongoing research supports EMDR’s efficacy; however, as in any psychological approach, further studies are needed to expand on these findings. Meanwhile, people’s stories keep coming in.


Many of EMDR’s successes have already been chronicled by reporters throughout the world. The method has received media attention in many newspapers and magazines, including the Washington Post, the Los Angeles Times, New York magazine, and Newsweek, and there has been local TV coverage around the globe. As gratifying as the extensive media coverage has been, however, some reports have been more accurate than others.6 Consequently, many people have mistakenly come to think of EMDR as a therapy that uses only eye movements. That is far from true.


In its unique combination of elements, EMDR focuses not just on a person’s troubling feelings, but on the thoughts, physical sensations, and behaviors related to those feelings as well. For example, suppose a child’s dog was killed when it nosed open the screen door, dashed into the street, and was hit by a car. The result may be that the boy feels sad and angry at the loss of his dog. He may also think the accident was his fault (“I should have fastened the latch”). He may have a physical sensation of tightness in his chest, and he may start obsessively checking the latches on all the doors in the house day and night.


With EMDR, we expect all those aspects of the boy’s grief to heal and to heal relatively rapidly. His feelings would evolve from sorrow to acceptance; his guilty thoughts would change to “I am not to blame” or the realization that nobody is perfect; the tightness around his heart would disappear; and his obsessive behavior would stop. No longer does someone in pain have to wait months to see if therapy is working. Most people are able to see some change occur after every session. This way, the therapist is accountable to the client.


Many people who use EMDR find that it reactivates some aspect of their traumatic memory as the first step in its resolution. Individual EMDR sessions can be hard work, therefore, but once they are over, health can emerge; the person no longer has to fight off feelings of despair, guilt, or anger or to guard constantly against destructive urges. Much of what we consider to be mental disorder is the result of the way information is stored in the brain. Healing begins when we unlock this information and allow it to emerge. I regard this healing process as an activation of the person’s innate ability to heal psychologically, just as his body heals itself when he is physically wounded. A self-healing system like this makes sense: We are all biologically and emotionally geared for survival and mental equilibrium.


EMDR therapy seems to have a direct biological effect on the nervous system, and because we all share the same nervous system, the results of certain experiences are fairly predictable. What Linda went through in Oklahoma City could have happened to any of us. Although each of us has unique characteristics, any of us could have developed the devastating symptoms she did. Fortunately, in most cases the effects of trauma are reversible. Through competent treatment with EMDR, even suffering that has gone on for decades can be relieved. Just as Linda was able to find relief after the bombing, World War II combat veterans and adult survivors of child abuse have used EMDR therapy and found peace.


One of the most exciting aspects of EMDR is seeing how many people are helped and what a high success rate is achieved. EMDR’s success is not limited to people who have experienced a diagnosable trauma. The human mind is miraculously complex, and sometimes what seems to be the most innocuous event can leave an indelible mark on a person’s psyche and behavior. Almost every kind of suffering that we define and label a disorder—almost every type of psychological complaint—can be traced to earlier life experiences, which can also be healed. EMDR accesses the memories of these experiences but does not dwell on them and does not, as traditional therapy can, last for years. It is a focused, present-oriented therapy that makes use of some of the most recent research in the areas of neurophysiology. Its other advantage over some other forms of therapy is that it does not rely on pills to effect rapid psychological change. That means that when used appropriately, there are no long-lasting debilitating side effects and relapses are not expected, as can often occur when medication is stopped.


Because EMDR is so powerful, it should never be used except with a licensed, EMDR-trained therapist. One important reason for this book is to discourage the small cottage industry of “eye-movement therapies” that has sprung up owing to the media attention: Therapies that do not use the principles, protocols, and procedures we use in EMDR. Often the therapists have not been trained in the methodology, and in fact, they may not even be licensed clinicians. It is important that prospective clients make sure that they are being treated responsibly with EMDR and that they know what to expect from the therapy. For example, it is vital for people to understand that EMDR may be surprisingly rapid but that it is not simple.


One of my goals in writing this book is to describe EMDR in action so that readers can see for themselves how—and how well—it works when used properly. The stories contained herein are of men, women, and children who have used EMDR to recover from, among other things, the horrors of war, medical trauma, abandonment, panic and phobias, the death of a child, rape, and drug addiction. All of them have given permission for their stories to be told so that others can be helped. All of the cases in this book are true; none is a composite. The therapists you will read about have been trained in EMDR and are using it properly. By reading these stories, you will get enough of an understanding to help you pick the right person to work with and to make sure your own therapy stays on track. There is information at the back of this book about how to find an EMDR-trained therapist.7


[image: ]


That EMDR appears to so powerfully and successfully combine the physiological with the psychological has made many people stop and examine their views about health, healing, and the interaction of the body and the mind. For me, the need to do this came in 1979, when I was diagnosed with cancer.


Having cancer—especially in the late 1970s, when it was more frequently fatal—changes one’s life on many different levels. After surgery and radiation, the doctors told me, “Well, it appears to be gone, but some patients get it back. We don’t know who and we don’t know how. Good luck.” I was shocked. Here I was, living in one of the most technologically advanced cultures on earth, but we were still in the Dark Ages about our own bodies. I knew there must be something I could do to improve my odds.


I started reading everything I could find about illness and discovered that people were beginning to talk about stress as the instigator of or a contributor to disease, especially cancer. But other than Norman Cousins’s prescription for laughter,8 Getting Well Again by Simonton and Creighton,9 and some unpublished treatises on nutrition, nothing I read offered any practical advice on what a person could do. I felt there had to be helpful information out there. Why wasn’t it available? When I learned that the type of colitis my younger sister had died from at age nine was now considered stress-related, my shock turned to determination. I dedicated myself to finding whatever information was available on body-mind interaction and healing and getting it out to the public, where it belonged.


This was the start of my nearly twenty-year journey to what has now become known as EMDR therapy. In the beginning, I was not focused on finding an answer in psychology. I was looking for anything, from any discipline that could help people heal from serious illness. This included ways to use the mind or the body to cope with stress so we wouldn’t damage our health in the first place. My search took me cross-country and into dozens of workshops, seminars, and training programs. As the journey unfolded, it brought me into contact with myriad forms of psychotherapy. Ultimately, I ended up with a doctorate in clinical psychology, working as a Senior Research Fellow at the Mental Research Institute in Palo Alto, California, one of the birthplaces of family therapy and brief therapy. But that came later.


The seed of EMDR sprouted one sunny afternoon in 1987, when I took a break to ramble around a small lake. It was spring. Ducks were paddling by, and bright blankets full of mothers and babies were laid out on wide green lawns. As I walked along, an odd thing happened. I had been thinking about something disturbing; I don’t even remember what it was, just one of those nagging negative thoughts that the mind keeps chewing over (without digesting) until we forcibly stop it. The odd thing was that my nagging thought had disappeared. On its own. When I brought it back to mind, I found that its negative emotional charge was gone. I must confess that one of my college heroes was Mr. Spock on Star Trek. Like him, I had always considered emotions a challenge, but I had never noticed such a quick shift of thoughts and feelings before. Because I had been using myself as a laboratory for mind-body investigation for eight years, this change definitely captured my interest.


I started to pay careful attention as I walked along. I noticed that when a disturbing thought entered my mind, my eyes spontaneously started moving back and forth. They were making rapid repetitive movements on a diagonal from lower left to upper right. At the same time, I noticed that my disturbing thought had shifted from consciousness, and when I brought it back to mind, it no longer bothered me as much. I was intrigued. I tried doing it deliberately. I thought about something else that was causing me mild anxiety, and this time I did the rapid eye movements intentionally. That thought went away, too. And when I brought it back, its negative emotional charge was gone.


In the days that followed, the process continued to work for me, so I asked others to try it: friends, acquaintances, interested students. Although these people were not in need of psychotherapy, they could each identify some disturbing thought to experiment on. The process seemed to work for them, too, although most needed help in getting their eyes to move consistently. I started holding my index finger in a casual upward-pointing gesture and asked them to follow its quick diagonal movement while thinking about whatever was making them anxious.


At that point, although I joked about “flicking” the anxiety out, I was thinking of this technique as a form of desensitization, a procedure used in behavioral therapy to reduce a person’s anxiety about something specific. As I tried my new method with more and more people, I noticed that although the eye movements did indeed cause a desensitization effect, most people did not get rid of their anxiety completely. The diagonal eye movements alone were not enough to ensure success. I learned that I had to ask the person to change the focus of his attention (to a different aspect of the thing he was anxious about) or lead his eyes in a different way, perhaps horizontally, or faster, or slower. The more I experimented, the more I found the need to come up with alternatives to jump-start the positive effect when it became stalled.


In other words, as I worked with the first seventy people, I discovered that I had to develop a procedure around the effect of the eye movements to resolve the anxiety consistently. Over time, the method came to include important elements of all the major schools of psychotherapy: psychodynamic (based on Freud’s work), behavioral, cognitive, systems, and body-oriented. Every person I worked with gave me new insight into the clinical application and helped me refine it further. I simply kept altering the procedures through trial and error to improve the results. Because the changes in a person’s images, thoughts, and feelings came about—or didn’t—so rapidly (usually within one session), it was relatively straightforward to fine-tune it into a comprehensive approach.


For instance, in its simplest form, the client and I would identify something that was mildly disturbing, such as a fight with a neighbor. I would ask the person to concentrate on the fight, have her think of the most upsetting part of it, then start leading the eye movements. I would hold two fingers about twelve inches from the person’s face, then move my hand rhythmically back and forth across her field of vision. Without moving her head, the person would track this movement with her eyes. This would continue without stopping for a certain amount of time (say, one minute), which I called a set; then we would stop and talk about what was happening. If her anxiety about the fight hadn’t changed much, I would ask the person to concentrate on a different aspect of it, such as what the person said, and we would do another set. When it worked, the result was a rapid change from set to set. I quickly learned what worked best and what not to do.


With gratifying regularity, people reported that their thoughts had changed for the better or their disturbing mental images had disappeared completely, along with the anxiety that had accompanied them. It was often an intensely emotional experience, and I noticed repeatedly how important it was to do the appropriate preparation with a person and use it with good clinical skills in a proper setting. Unexpected memories frequently came up as the procedures quickly got people to look at the root of the problem, not just its leaves and branches.


For example, during that time one woman asked me to use the procedures to treat her phobia about leaving the country. She started with a mental image of herself arriving at the airport of a foreign country and wandering around, feeling desolate and abandoned. As we did the procedures, a new mental image came to mind: herself at age six, waving goodbye to her parents at a train station. The memory was quite upsetting to her. If I had worked with her earlier, before I had fine-tuned the procedures, she might have ended up in more distress than she had started with. But using some of the variations I had refined, we kept at it until her anxiety about this memory was completely defused and her thoughts about traveling abroad had shifted from “I can’t do it” to “I can travel comfortably.” When I followed up with this woman a month later, she was busy planning a trip to Greece.


More traditional psychotherapies certainly could have helped this woman. However, psychoanalysis might have taken years to unearth that pivotal childhood memory with no effect on her behavior; cognitive therapy might have changed her negative belief about herself but had no effect on her emotions; and behavioral therapy might have lessened her level of emotional distress but not enhanced her self-respect. The rapid change in her emotions (no more anxiety) and her behavior (traveling abroad), along with the recognition of the reasons for her distress and a radical change in how she viewed herself and her abilities, are results typical of EMDR.


The stories in this book will show you that even the most tenacious emotional problems can change. In these pages, you may see yourself, a neighbor, a family member, or a friend. We all feel fear, pain, despair, guilt, or unrelenting anger when certain experiences and pressures converge. The message here is that we do not need to be trapped by these feelings.


Most people come into therapy because they know something is wrong. There is an “I” that feels locked up and knows that there is a better way. But over the years I have come to see clearly that this “I” is intrinsically healthy. EMDR therapy can remove the block that is preventing the natural movement toward health. It can release you into the present you always wanted for yourself, a present where you can feel free and in control. EMDR has taken thousands of people further than they’ve dreamed possible. Even some Olympic athletes have used it—to achieve peak performance.


There are so many people who have tried psychotherapy and are still suffering, and so many others who never have bothered to try because they feel their problems are hopeless. Now there is a reason to hope. EMDR is not a panacea, but it may be able to unlock your innate, physiological healing system and allow you to change at a rate and in a way you never thought possible.


This book makes the inside stories of EMDR therapy available to everyone. Ironically, although my bout with cancer led me to search for mind-body methods of healing to bring to the general public, I ended up creating one. This book is a culmination of that journey.
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Laying the Foundation


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


—HENRY DAVID THOREAU


WHAT DO WE MEAN by the word trauma? Is it traumatic to be in a near-fatal car accident? To see a person robbed and beaten? To be locked out of your car in a storm? To find out you need surgery? When psychotherapists talk about trauma, they are generally referring to events that would be upsetting to nearly everyone and that involve a reaction of fear, helplessness, or terror. Unfortunately, many people (and some psychotherapists!) mistakenly believe that events are somehow unimportant if they do not meet this standard. But many events can be disturbing because of their personal significance, such as overhearing a passing remark that you are unattractive, getting a failing grade in school, or having a pet run away. Although in some types of conventional psychotherapy, there may be a struggle to distinguish between the two types of trauma, this separation is irrelevant in EMDR. Because EMDR therapy focuses on personal experience, it downplays what the therapist thinks of the event and, instead, deals directly with how the experience has affected the client.


Experiences of all sorts play an important role in our inner life. But for now, let’s clarify and distinguish what we can call big “T” trauma—which the psychology community recognizes as a cause of posttraumatic stress disorder (PTSD)—and what in EMDR we refer to as small “t” trauma. Big “T” trauma includes events that a person perceives as life-threatening: combat; crimes such as rape, kidnapping, and assault; and natural disasters such as earthquakes, tornadoes, fires, and floods. These events are so stressful they can overwhelm our ordinary capacity to cope.1 They result in intense fear, extreme feelings of helplessness, and a crushing loss of control.


The symptoms of PTSD span two classes of simultaneous, and diametrically opposed, behaviors. In one type, the traumatized person cannot get away from his trauma: He is forced to relive the original event through intrusive symptoms such as flashbacks, nightmares, panic attacks, and obsessive thoughts. In the other, he can’t get near it: He is compelled to insulate himself from reminders of the trauma through avoidance symptoms such as social isolation, emotional numbing, and substance abuse. Trauma victims also have physiological reactions, such as insomnia, hypervigilance, and the tendency to be easily startled by any reminder of the event, such as a particular sound or touch.


Small “t” trauma, on the other hand, occurs in the innocuous but upsetting adverse experiences that daily life sends our way. It can result in some of the same feelings as big “T” trauma and have far-reaching consequences. This fact was brought home to me in the early days of EMDR by Paul, a man who had been diagnosed with AIDS and wanted to pursue some alternative methods of healing but found his efforts sabotaged by his belief, “I can’t go after and get what I want.” Paul had no memory to explain why he felt that way, but he remembered always believing it and felt it had held him back his whole life. He came in for help when he recognized this belief might prevent him from living his last days to the fullest.


Because Paul had no memory of where this negative belief came from, I asked him to hold the belief in mind during the procedure. After one set of eye movements, he said he felt a strange sensation running down his arm. I asked him to pay attention both to the belief and to the physical sensation. After a few more sets, Paul said that it was as if a veil was peeled back and he saw an image of himself at age four. He was playing with a ball at the top of the stairs. His mother called out to him not to go down the stairs. But the ball fell, and Paul chased after it, then tripped and fell on his arm. His mother came running after him and, grabbing him by the arm, started spanking him for—in Paul’s mind—going after what he wanted. The processing experience liberated Paul, and as he explored alternatives for healing, he also expanded in his personal and professional relationships. Before he died, he called to tell me that he had embraced life with more freedom in his final years than he had in all the time previously. He had stopped holding back.


Clearly, Paul’s mother was not guilty of abuse. This is the type of experience that children have hundreds of times while growing up. But these types of experiences, just like big “T” trauma, can take up residence in the mind and govern our behavior for decades. Although less dramatic experiences like these do not meet the clinical definition of trauma, they certainly meet the dictionary definition: “an emotional shock that creates substantial and lasting psychological damage; something that severely jars the mind or emotions.”


This undercurrent was exactly what I had seen consistently in the seventy volunteers with whom I first used EMDR. Many had started with a current negative feeling and associated their way back to its historical source. So I knew EMDR worked with small “t” trauma. Would it work with big “T” trauma? This was the question that spurred me to do a formal, randomized controlled study of EMDR. I selected as the participants people who were the predominant victims of PTSD in today’s world: combat veterans and rape or molestation survivors. Before starting the study, however, I needed to do a test run of EMDR with someone suffering from a major traumatic event to make sure it could work. In search of a willing subject, I went to a number of counselors looking for volunteers. One of them was willing to try it himself.


Doug was a well-adjusted and successful forty-three-year-old who said he had one particular memory from his days as an infantryman in Vietnam that still really distressed him. The memory was this: One day Doug and another soldier were unloading litter after litter of American corpses from a helicopter flown in from the front lines. As the men were laying out the dead and mutilated bodies side by side on the ground, Doug noticed that rigor mortis had set in for the one they were holding. Using the black humor that so often arises in desperate situations, he joked, “We can use this one as a coffee table.” The other soldier turned to Doug and said, “Hey, that’s his son sitting over there.” As he spoke, Doug saw that one of the wounded men was looking at him in horror, his face wracked with pain. Suddenly, Doug felt that for all his bravado, he was the most insensitive, unfeeling person on the planet. It was a watershed experience that shook him to the core, and it continued to haunt him for the next twenty years. No matter how many clients Doug helped as a counselor, whenever that memory came up (and it came up often), he was flooded with feelings that he said made him near catatonic with shame and grief.


In the course of the procedure, I asked Doug to hold the scene in mind and follow my finger with his eyes. As Doug’s eyes tracked the rapid sweeps of my hand, the anguish on his face intensified, then relaxed. At the end of the second set of eye movements, he said, “I can still see the scene, but when the guy talks, there’s no sound coming out of his mouth.” We continued the sets. Then Doug reported that the scene had shrunk to the size of “a paint chip,” and somehow it looked as if it was underwater, “blurry and silent.” Then he added, almost as if to himself, “The war is over. I can tell everybody to go home now.”


This type of metamorphosis of the traumatic scene—the softening of the painful images and sensory details—became something I would hear about frequently from clients using EMDR. Later, when I asked Doug to think of Vietnam so I could see whether the upsetting scene would reappear, what came to his mind was a memory of the first time he had flown over the country. With eyes closed and a slight smile, he told me, “It looked like a garden paradise.” This was the first time in twenty years that Doug had recalled anything but the horrors of Vietnam.


In November 1987, I set to work designing a controlled study, in which one group of randomly selected trauma subjects would receive EMDR treatment, and the other, the control group, would receive a treatment not expected to have as significant an effect. I decided to talk to the members of the control group as if we were doing traditional “talk” therapy. These people would concentrate on the traumatic event and tell me about it in detail. Then I would interrupt them with the same questions (such as “How are you feeling now?”) asked the same number of times as in the EMDR sets of eye movements. Unfortunately, talk therapy has been shown to have about as much success in treating PTSD as a sugar pill, so using it as a comparison in a controlled study seemed an appropriate way to test whether EMDR could systematically, consistently, and quickly relieve the subjects’ specific symptoms.


Measurement is at the heart of all scientific research. If you aren’t measuring the right thing or if you’re using the wrong yardstick, your results will be useless. To see whether EMDR relieved the symptoms of PTSD, I knew I would have to measure three aspects of the disorder. The first was how disturbing the traumatic memory felt to the subject before, during, and immediately after EMDR treatment, with follow-ups one month and three months later. Without long-term positive results, no treatment for trauma can be considered successful. Any positive results immediately after treatment could simply be a placebo effect, in which the client’s belief in the effectiveness of the treatment produces mild and temporary relief from his symptoms.


Deciding to measure something as intangible as a person’s disturbing feelings is one thing; figuring out how to do it is another, and it is something researchers argue about. For my part, I decided to use a scale called Subjective Units of Disturbance (SUD), a widely accepted tool developed in the late 1960s by Joseph Wolpe, a psychiatrist and renowned figure in behavioral therapy.2 To use the SUD, the subject thinks of a memory and rates how disturbing it feels on a scale from 0 to 10, in which 0 is neutral, or no disturbance, and 10 is the greatest disturbance imaginable. For example, in my study, I might ask a combat veteran to remember a time he was ambushed by a Viet Cong soldier. Even though the incident happened twenty years ago, it could still be upsetting, and the subject might rate it at 8, 9, or 10. After EMDR treatment, the subject’s SUD level should go down to 0 or 1, meaning that he could bring the ambush to mind and it no longer upset him.3


The second element I needed to measure in my study was whether the negative “lessons” my subjects had learned about themselves from their trauma still held sway over them. My reading of the psychiatric literature showed that negative self-beliefs were a big problem for PTSD victims. Rape victims, for example, often had thoughts like “I’m worthless,” “I should have done something,” or “I’m damaged goods.” If EMDR worked, I postulated, that negative lesson would change to a positive one, such as “I’m fine,” “I did the best I could,” or “I’m a good person.” It was the strength of this positive lesson that I chose to measure.


The scale I developed, and continue to use today, called for my subjects to rate how true their positive belief felt to them on a scale from 1 to 7, in which 1 means completely false and 7 means completely true. I also asked them to give me their gut-level response rather than tell me the way they thought they should feel. I called this measurement the Validity of Cognition (VOC) Scale. In general, people start EMDR treatment with a VOC of 4 or less. After doing EMDR, clients should report an increase in how true their positive cognition (belief) feels; unless the VOC is at 6 or 7, the disturbing memory is not fully resolved.


We all learn lessons from our past experiences. The question is, did we learn the right lessons? For instance, almost everyone has been humiliated sometime in grade school. Did we learn that we were inept and useless, or did we learn that we were spunky and tenacious? If we are stuck in the past, negative self-beliefs rule our life in the present and continue to cause us incalculable harm. The VOC Scale, which rates the person’s preferred, positive belief, tells how well the right, or healthy, lessons have been learned, both before and after treatment.


The third and final measurement I decided to take in my study was the frequency with which the person’s posttraumatic symptoms occurred, such as the number of nightmares or intrusive thoughts the person had per week. As I did with the SUD and VOC ratings, I recorded this information before EMDR treatment and at the one-month and three-month follow-up sessions. To prevent inaccurate reporting by the subjects—in other words, to make sure they didn’t tell me what they thought I wanted to hear—I sought confirmation of any changes by talking with the subject’s therapist, spouse, or other family members.


My twenty-two subjects ranged in age from eleven to fifty-three, with the youngest being a sixth-grader who was still terrified of her molester, even though she knew he was in prison. Their occupations were varied: There were blue- and white-collar workers, artists, therapists, and an unemployed Vietnam War veteran living in the woods. The most recent trauma any of these people had suffered had occurred one year earlier; the most distant, forty-seven years previously. The amount of psychotherapy they had had for their traumas ranged from very little (two months) to a very nearly unconscionable amount (twenty-five years); the average time was six years. The subjects’ symptoms included flashbacks (up to six a week), intrusive thoughts (averaging six a week, but one subject reported as many as six a day), sleep disturbances (four times a week on average), and intimacy problems.


When the results were in, they were invigorating. Almost without exception, those treated with EMDR successfully resolved their traumatic memory in one session; the thought of it no longer disturbed them. In addition, they made huge leaps in the way they felt about themselves. My subjects shed their deep-rooted denial, fear, guilt, shame, and anger literally before my eyes and replaced these emotions with self-esteem, confidence, forgiveness, and acceptance. Measured by the frequent SUD ratings I took and the subjects’ comments, the changes took place so rapidly, I could see them. It was like watching free association at turbo speed.


Of course there were glitches, but even these turned out to be useful because they told me more about how EMDR worked. For example, an eleven-year-old girl who had been molested over a long period of time had been having frequent flashbacks, especially during school hours, when she said she would see her teacher’s face “turn into someone who would hurt me.” The same thing would happen to the faces of people she passed on the street. She would freeze, seeing “some weird guy who wants to kidnap a kid.” She was too frightened, however, to conjure up the face of the man who had molested her to focus on during the treatment. I asked her to picture the man’s shirt and pants the way they had been at his trial and just imagine or pretend to see his face. In this way I was able to get around her fear, and the treatment worked. This case taught me that it was not necessary for the client to have an exact image of the traumatic event to achieve positive results with EMDR.


One combat veteran, Tony, worked on the memory of his wife having him committed to a mental institution after he returned from Vietnam. His negative cognition was “I’m not in control.” He started with an SUD level of distress of 8 (out of a possible 10) and worked through the memory in successive sets of eye movements until he reached an SUD of 0, meaning he no longer felt any distress when he thought of the event.


This result was excellent, of course, but Tony still did not believe in his positive cognition, “I can be comfortably in control.” When I asked him what prevented the statement from being a 7 on the VOC Scale (completely true), he replied, “I’m not worthy to be comfortably in control.” When I asked him where this new negative belief came from, he told me about a failed sexual experience he had with someone he cared deeply about. We repeated the procedure on this new memory, which in turn led to another memory of having failed to get a batch of plasma back to his medical unit in Vietnam in time to save two men. Using the procedure on that memory got Tony in touch with the problems he had with authority, which stemmed from never being able to please his father. After we finished using EMDR on this feeling of being “a failure,” Tony was able to go back to the first memory and reach a VOC of 7 on the statement, “I can be comfortably in control.”


Tony’s experience proved fairly typical. Many subjects reported that their picture of the initial trauma had switched to a different upsetting event. It became clear that a number of factors and intertwined events could underlie the obvious problem. My session with Tony lasted ninety minutes, the longest of any during the study. Most of the sessions lasted less than fifty minutes. Nothing in the literature on treating posttraumatic stress (which uniformly described it as long-lasting and difficult to cure) could have prepared me for the swiftness or the magnitude of the healing I saw taking place. Not only was it touching to watch these changes, it was like looking through a window into the workings of the mind.


A transcript from part of an EMDR session best illustrates this process. Jonas was a Vietnam War veteran whom I had already treated for a number of combat-related traumatic experiences. The problem he wanted to focus on in this session was his relationship with an incompetent coworker. Although incompetence in a coworker is bound to be annoying to anyone, Jonas reacted with so much anger and anxiety it became impossible for him to work.


During the part of the session that follows, I ask Jonas to visualize the target (in this case, the incompetent coworker’s face) and to hold it in mind while he gets in touch with the distressing feelings he has about the man. At this point, we begin the eye movements. Note that with each set of eye movements, new information emerges, and the client’s perspective evolves to a healthier state. At the end of each set, I ask Jonas, “What do you get now?” He replies by telling me his dominant thought, feeling, or mental image, which gives me a reading on the new information. You will also see how I use the 0–10 SUD Scale to help Jonas identify the intensity of his distressing feelings.


In later chapters, I present EMDR sessions in detail, but at its simplest, a session works like this:





FS: Let’s start with seeing this guy you consider to be incompetent at work. When you think of him, what words describe the negative belief you have about yourself?


JONAS: I’m helpless.


FS: What would you rather believe?


JONAS: I am in control.


FS: How true do those words feel, from 1 (completely false) to 7 (completely true)?


JONAS: 3.5


FS: When you hold the words “I’m helpless” and the picture of him together in your mind, what emotion do you feel?


JONAS: Anxiety, anger.


FS: From 0 to 10, where 0 is neutral and 10 is the worst feeling you can think of, how does it feel, now?


JONAS: 7.


FS: Where do you feel it in your body?


JONAS: In my stomach.


FS: Just think the words “I’m helpless,” look at him and see his face, and feel how incompetent he is. Concentrate on the feeling and follow my fingers with your eyes.


At this point we start a set of eye movements. During the set, Jonas says nothing, but I can see from his face that he is beginning to work through the situation with his coworker.





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


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


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


JONAS: Probably a 5.


FS: Hold that. [We start another set of eye movements.] Good.


Next, Jonas follows a chain of association around what he calls “acceptance.”





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


FS: Think of all of that. [Another set of eye movements.] Good.


JONAS: Slowly but surely, I’m starting to have periods where I realize I don’t need other people’s acceptance. I have a lot of people’s acceptance, and those are probably the ones that are important. It’s difficult right now ’cause my boss is one of them that I probably don’t have, but that’s his problem, not mine. [Jonas laughs.]


Notice that Jonas is coming to his own realizations rapidly, without my directing him.





FS: Okay. Think of that. [Another set.] Good.


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


FS: Okay. Think of that. [Another set.] Good.


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


FS: Okay. Hold that one. [Another set.] Good.


JONAS: About the same.


At this point I bring Jonas back to the original target.





FS: Okay. Now what happens when you go back to the guy’s face that you feel is incompetent? What do you get now?


JONAS: It bothers me. I know I’m going to be frustrated by him in the future, but I think I’m going to be less likely to lose sight of what’s going on.


Note that Jonas’s level of anxiety has dropped but is still bothersome. During the next set, the eye movements stimulate other memories associated with “incompetence.” Here we discover the impact of Jonas’s Vietnam combat experience: In Vietnam, if someone was incompetent, it meant people might die.





FS: Just see him again and feel the incompetence. [Another set.] Good.


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


FS: Really. Hold that one. [Another set.] Good.


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


FS: So if you bring up this picture again, what do you get?


JONAS: Um, it’s sort of comical!


FS: Yes.


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


FS: Okay. Think of that. [Another set.] Good.


JONAS: About the same.


FS: Great.


JONAS: Yeah, it feels good. It’s nice to not be lost in the frustration and anger, and that’s where I was last week. I was losing it, and I felt like there was nothing I could do about it. I tried to sort of detach myself, but I couldn’t.





This part of the session, including the nine short sets of eye movements, took only five minutes, yet it had a significant impact. Jonas not only changed the way he felt and thought about his coworker; he changed his behavior toward him, too. When I saw Jonas five years later and asked him about it, he was matter-of-fact. “It was good to realize it wasn’t Vietnam,” he told me.


The problem many trauma victims face is that the upsetting experience from their past (including the feelings, beliefs, physical sensations, and behaviors) is “stuck” in their nervous system. Like a puppet master, this old experience governs the person’s reactions to present-day situations. In Jonas’s case, the intensity of his anger at his coworker came from the experiences he had had in Vietnam. EMDR sessions such as this one showed me clearly that earlier traumatic experiences somehow were linked to the present, an observation that helped me refine the EMDR protocols we will explore in later chapters.


[image: ]


In the winter and spring of 1988, I conducted one-month and three-month follow-up sessions with each of the twenty-two subjects I had treated with EMDR. It was at this critical juncture that I would see whether the positive effects of EMDR had lasted and whether my subjects would report any changes in their symptoms.


The first subject I interviewed was a Vietnam War veteran who had endured twenty-one years of flashbacks and recurrent nightmares. He now reported only one nightmare since his treatment. Although the dream was about a knife-wielding intruder creeping into his bunker, he told me it had “no power to it.” He also told me he had recognized his own face on the assailant and realized that “the person cutting my throat was me.” He never had the dream again.


Another subject, a therapist who was abused as a child, had a lifelong history of one or two violent dreams a week; we had targeted one of the dreams during the treatment session. He told me that on the night following EMDR, he had one of his usual nightmares in which he was being chased by samurai enemies trying to kill him. This time, however, he suddenly stopped running, turned to his pursuers without fear, and “ritually bowed” to them. They returned his bow, and then they all “joined forces” and went off together. The therapist’s wife confirmed that he no longer thrashed around at night and was more relaxed in general. I learned through experiences like this what a powerful target dream imagery can be. Since then, whenever a client reports a disturbing recurrent nightmare, it becomes one of the first things we address.


Tony, the Vietnam veteran who had three different traumatic experiences come up during his EMDR session, reported that his daily panic attacks were gone. He’d had only one attack during the first month after treatment. He said he no longer had flashbacks or dove for cover when planes flew overhead and, he added with a grin, he had been able to gain and maintain an erection for the first time in three years.


The mother of the girl who had been molested told me that her daughter no longer woke up screaming in the middle of the night and was doing well at school. (Several years later, I heard that her molester had been released from prison and the girl, now a teenager, had unexpectedly run into him in the grocery store. “Who let you out?” she huffed.) Another subject reported that his daily headaches had ceased.


It was during these follow-up interviews that I learned that EMDR could bring about some sort of generalization effect. One of the subjects had worked on a specific memory of having been molested by her father. During the follow-up, when I asked her to bring the memory to mind, her fear and anxiety were gone, but she felt some anger and indignation toward him. Then I asked her to bring to mind another time he had molested her. Although we had not targeted this specific memory with EMDR, she reported very little fear and anxiety about it; instead, she experienced a similar admixture of anger and indignation. This generalization effect meant that every frightening memory did not have to be targeted separately: The positive effects of EMDR would extend to similar events. It was something I would see again and again with EMDR.


For the most part, these follow-up interviews showed spectacular results. The subjects’ anxiety about their trauma had remained low, and their positive sense of self stayed high. Also, the symptoms they cited when they entered the study had been relieved, a fact that I was able to confirm with a therapist or family member in all but four cases. (In those four cases, I was unable to contact an outside person to verify the change.)


There was one notable exception. Marie, a rape victim, showed a sharp increase in her anxiety level: Her SUDs (which had started at 8 out of 10) jumped from a score of 0 immediately after EMDR to 4 at the one-month follow-up. When I asked her to tell me about it, Marie said she had recently heard through friends that the rapist was still in the area, and she was scared that he would rape her again, as he had threatened to. She no longer had intrusive thoughts about him and felt more detached and in control, but she said she considered her current level of anxiety “very realistic” given the situation. This was one of the first indications I had that EMDR would not desensitize a person’s negative feelings if they were appropriate to the situation. This is important: There are times when it makes perfect sense—and is completely adaptive—to feel afraid or angry. Marie’s remaining level of anxiety about her rapist ensured that she would pay attention to locking her doors and would not walk alone at night.


These kinds of rapid and adaptive responses seemed to mean that in some way EMDR was tapping into the person’s physiological system so that innate wisdom and health could spring forth. Not only were the negative emotions defused; something more was going on. My subjects seemed to see their past suffering in the context of their whole lives, recognizing that their painful memory was a small (though perhaps sad) part of the whole. The meaning had changed, for example, from “this happened because I’m a loser” to “I did the best I could. I was just a kid.” They were not just at peace with their trauma; they were at peace with themselves.


This healing process came from within. I was a guide, a facilitator, and a witness, but I hadn’t caused my subjects to change. I hadn’t talked them through their fears or analyzed their dreams. I hadn’t repeatedly questioned their persistent, irrational, and negative beliefs. I hadn’t suggested the insights they had come up with. In fact, my subjects’ insights had followed their own logical (and emotionally healthy) train of thought, moving, for example, from “I was to blame,” to “I was very young,” through “I did the best I could,” and finally to “it wasn’t my fault. I am fine as I am.”


What was happening was clear: People were healing themselves with the help of EMDR. The results of my study were published in 1989 in both the Journal of Traumatic Stress and the Journal of Behavior Therapy and Experimental Psychiatry.4 Now, years later, more than thirty objective, independent, randomized controlled studies of hundreds of subjects have been completed, confirming my original findings.5


Why does EMDR work so rapidly? There is no doubt that it is a complex therapy and that many factors contribute to the effect. What exactly do the eye movements do? The truth is, we still don’t know for sure. Despite more than thirty randomized controlled studies demonstrating the positive effects of the eye movements (see Appendix B), scientists do not yet know enough about the complexity of brain processes to definitely confirm any theories.


My earliest theory was based on the work of Ivan Pavlov.6 In 1927 Pavlov conjectured that there was an excitatory-inhibitory balance in the brain that maintained normal functioning. If something caused an imbalance to occur (as when something caused overexcitation), a neural pathology—a kink in the wiring, so to speak—resulted. According to Pavlov, the way to return to normal functioning and cure a “neurosis” was to restore the balance between excitation and inhibition. Although few people speak of neuroses anymore—that is outdated language in the field of psychology—I considered whether Pavlov’s theory might apply to EMDR. Perhaps trauma causes an overexcitation to the nervous system, and perhaps the eye movements cause an inhibitory (or relaxation) effect that counterbalances it.


This theory might account for what happens in rapid eye movement (REM) sleep, also. Rapid eye movements occur during dream states, and there is some evidence that dreams are a way of working through life experiences.7 Perhaps when upsetting memories come up in dreams, rapid eye movements bring about a relaxation effect to allow processing of the experiences. Going a step further, perhaps the effect is due to what Joseph Wolpe called “reciprocal inhibition,” the factor responsible for the anxiety-relieving results of his systematic desensitization treatment.8 Systematic desensitization consists of conditioning a client out of his fear (fear of flying, for example) by teaching him to do deep muscle relaxation first in the presence of a mild version of his object of fear (such as a drawing of an airplane), then progressively moving to more potent versions (imagining going to the airport), and arriving eventually at a full-strength version (imagining being on a plane). The theory is that deep muscle relaxation inhibits low-level anxiety, and as low levels are treated, the whole hierarchy of fears drops down in intensity. After enough treatment is given, imagining being on a plane is also viewed with low anxiety so that it can be desensitized as well.


I theorized at the time that perhaps the eye movements in dreaming reciprocally inhibited the distress. If the person’s disturbance was mild enough (as in the everyday worries of life), perhaps the eye movements of sleep would offset them. That might be one explanation for the experience of going to sleep upset about something but feeling better about it or understanding it more clearly in the morning. If the disturbance is too severe, however, perhaps it offsets the effect of the eye movements. Maybe this was the reason that combat veterans woke up in the middle of nightmares instead of completing them.


There were a lot of “maybes” to my original REM theory, but I continued to develop it. Unfortunately, researchers at the time had decided that the eye movements in sleep merely represented the dreamer scanning the dream environment.9 It wasn’t until 1994 that other studies declared that the amount of REM was connected to the intensity of the negative emotion in the person’s dream.10
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