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These results reflect an advantage for EMDR in terms of treatment effec-
tiveness and extent of stress for clients (and, to a lesser extent, extent of stress
for the therapist). This finding is notable in light of the fact that the subjects are
likely to have had more experience with exposure procedures than with EMDR.
The experience of subjects who did not often use EMDR and who did not find
it generally more effective and less distressing than f looding and implosion may
have been due to one or more of the following factors: therapist discomfort with
a new procedure, the likelihood of repressed material emerging in EMDR
sessions, muscle fatigue from the arm movements, and the lack of relative
advantage of EMDR over flooding and implosion in the treatment of severe
OCD. Another hypothesis that must also be considered is that £ looding and
implosion may in fact be more effective than EMDR, or equally effective, but
that the subjects in this survey who found EMDR more effective were those who
had not been able to effectively implement the exposure procedures,

Subject reports on changes in their use of EMDR are shown in Table 10, where
subject use of EMDR appeared to be fairly stable in that a majority of the subjects
had not changed use in the past 3 months. Responses to the open-ended part of this
item suggest that the most common reason for decreasing the use of EMDR was a
change in client load or work situation. Other reasons, in approximate descending
order of frequency, were therapist preference of other procedures owing to their
success or EMDR's failure, need for more training to feel comfortable using EMDR,
client rejection of the procedure, and lack of supervision.

TABLE 10. Change in Clinical Use of EMDR by Subjects

Use of EMDR over past 3 months N

Increased 95
Decreased : 77
Stayed the same 207

Therapists’ Personal Experiences. During the practicum portion of EMDR
workshops trainees participate in both the therapist and client position. This
activity is not role-played: Target events are those that trainees find uncomfort-
able (and sometimes traumatic). The final measure in this study of EMDR’s
effectiveness was subjects’ report of the therapeutic benefit they themselves
received in the client role in the workshops.

The results in Table 11 strongly suggest positive effects of EMDR reported
by the clients themselves. The fact that the pool of subjects corresponding to
this item consists of psychotherapists limits any generalization from this
population to a clinical population. On the other hand, the fact that psycho-
therapists, who presumably have had the opportunity to resolve difficulties
from their past, could benefit so much from the EMDR practicum suggests
substantial effectiveness for the method.
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TABLE 11. Subjects’ Ratings of Personal Experience in the Client Role in Practice
Sessions of the EMDR Workshop (in %)

Ver
hx:rrn)f’ul helpf{ll
N -3 -2 -1 0 1 2 3
First mailing 365 1 2 4 /) 28 ' 26 32
Second mailing 30 0 0 0 7 30 27 37

Note. In percent of subjects selecting each position along harmful-helpful continuum.

Need for Training

Some of the controversy surrounding EMDR has related to training cri.ten‘”la.
Several clinicians (Baer et al., 1992) have criticized the insist‘ence_ tha.t training
could not be completed in a 3-hour workshop, as wfell as %hfa 1mphcat10x:1 that it
is inappropriate to practice EMDR without extensive training. A q!fe§t1.on was
included in the survey to obtain the opinions of EMDR—tramed.chmmanS. on
the need for extensive training (i.e., training that includes supervised practice)
in order to use this method with clients (see Table 12).

These results overwhelmingly indicate that clinician§ who have ha‘d
Shapiro’s EMDR training believe that supervised practice with the met_h'oc':i is
of significant value, a finding that disputes the Baer et al. (1992) criticism
concerning the viability of 3-hour training.

‘TABLE 12. Importance of Supervised Practice (in %)
“How important is it for EMDR

i Not
ini includ rvised Extremely Somewhat )
graz:lc]tl::fé?t’? e N important important important
First mailing 377 71 20 3
Second mailing 32 78 22
Note. In percent of subjects selecting each response.
GENERAL DISCUSSION

At the time Shipley and Boudewyns collected their data, f looding and ‘irrfplo—
sion were being taught at a number of sites, thus making it extremely difficult
to take a representative sample of clinician-subjects. They sent 1?)2 surveys and
received responses from 70 subjects, who reported using flooding and implo-
sion on 3,493 cases (with a range of 1 to 500). The present study togk advantage
of the fact that EMDR was initially developed by one person, Shap{ro, who had
at the time of this survey overseen all training in EMDR. Samplfn'g was not
necessary inasmuch as almost the whole population of tt:ained chnlcm.n? could
be surveyed. An advantage in interpreting this research 1s.that the training for
EMDR, unlike the training for flooding and implosion, is standardized. The
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for comments on any other matter related to EMDR. Items 23 to 26 asked
subjects how frequently they use exposure therapy and had them compare
exposure with EMDR on effectiveness, client distress, and therapist distress in
administration of the procedure.

RESULTS
Extent of Use

Tables 5, 6, and 7 summarize the extent to which subjects have used EMDR.

The strength of an extensive survey of clinicians is that information is made
available about a greater number of clients (in this case, over 10,000)—who
represent a greater variety of problems and who are treated in a more
naturalistic manner—than is possible with controlled studies.

A sufficient number of clients are reported on here to warrant the belief
that the conclusions reached by this survey on the possible negative effects of
EMDR on target populations are valid.

TABLE 5. Approximate Number of Clients Treated with EMDR

First mailing Second mailing
Total 10,756 633
Licensed doctoral psychologists 4,683

TABLE 6. Number of EMDR Clients Treated per Therapist
Number of EMDR clients

in total client load N

0 27
1-10 144
11-50 167
50+ 56

TABLE 7. Comfort Level of Therapists Using EMDR

Description of comfort level N
As comfortable as with any procedure 239
Somewhat uncomfortable 86
Very uncomfortable 17
Total 342
Effectiveness

Tables 8, 9, 10, and 11 summarize subject evaluation of the effects of EMDR
from various perspectives.
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some of these are temporarily uncomfortable experiences that are part of many
successful psychotherapies. The rarity of many of these responses with EDMR
is suggested by the fact that so many subjects invented the “not applicable”
category for many of the items.

Activity not uncommon to fragile psychotherapy clients—such as suicidal
ideation (with and without activity), violence, postsession dissociation, physical
illness, cancellation of the next session, and premature termination of treat-
ment—are reported considerably less often with EMDR than with other treat-
ments. The reports of eye damage were difficult to interpret (see problems
below). For two items—extreme agitation or panic and in-session dissociation—
EMDR was somewhat more likely to be associated with these responses than
were other treatments, and EMDR was so overwhelmingly more often associ-
ated with emergence of repressed material that this effect could be considered
a cardinal feature of the method. Perhaps the most parsimonious reading of
the overall pattern of findings is that during EMDR sessions repressed material
surfaces and is often accompanied by strong negative affect and/or dissocia-
tion. However, these negative effects are limited to the session itself (perhaps
because the material is successfully integrated), and therefore there is less
suicidal ideation and activity, physical illness, and violence associated with
EMDR than with other procedures.

TABLE 8. Subjects’ Comparison of EMDR to Other Procedures (in %)

“Compared to other treatment proce-

dures you have used, how often have More Less
EMDR sessionsled to ... " N often  As often often NA
Suicidal ideation” . 363 6 36 39 20
Suicidal ideation and activity 324 2 38 49 12
Extreme agitation or panic 341 31 31 34
Emergence of repressed material 357 86 10 3 2
In-session dissociation 353 29 41 20 10
Postsession dissociation 330 14 46 32 9
Eye damage 329 4 42 23 31
Physical illness 330 8 41 31 21
Violence 322 1 42 36 21
Cancellation of next appointment 326 12 43 33 12
Premature termination of treatment 326 10 49 33 8
General negative side effects

First mailing 326 8 39 46 7

Licensed psychologists 169 11 43 39 8

Second mailing 23 4 48 30 17
General beneficial therapeutic effects z

First mailing 354 76 20 4 1

Liscensed psychologists 178 76 21 3 1

~ na o ae
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homogeneity of trainings, however, does have a disadvantage in that these
results can only be generalized to similarly trained clinicians; similar results
may not be obtained by clinicians who learn EMDR by other means.

Shipley and Boudewyns (1980) used slightly different phrasing when they
asked subjects about negative side effects of treatment. Since they were chiefly
concerned with exploring the dangers of imaginal exposure, they asked
subjects to compare this procedure to others in current use. The present study
asked subjects to compare EMDR to procedures subjects had used. This
phrasing allowed for the possibility that EMDR treatment had supplanted other
forms of therapy for similar problems in a clinician’s practice.

To briefly summarize, the data in the present study indicate that a majority
of clinicians trained in EMDR consider the procedure to be of considerable
value for clients with PTSD and other psychological problems. Subjects re-
ported that negative effects were no more common with EMDR than with other
procedures. However, given the reported tendency for emergence of repressed
material and subjects’ endorsement of the need for practicum training, it may
be inferred that there is potential for countertherapeutic results if caution is
not displayed. Both the number of respondents to the first round of surveys
and the consistency between overall ratings by first round responders and
nonresponders who responded to the second mailing suggest that these results
are reasonably representative of the whole population.

This study’s findings are consistent with the call for continued aggressive
research into EMDR. In addition, they are seen as supportive of continued
clinical use and training in this method of psychotherapy.
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