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                                             The Preferred Emotion                                         


The attached paper has appeared in various forms for over five years. Earlier versions failed to find a home in professional journals. The current version is a hybrid of those earlier attempts but contains some informalities, since there is no longer any expectation of  such  publication. 
The Preferred Emotion and the Use of Assessment Questions in the History and Preparation Phases of Standard EMDR.

Howard Lipke                                              4.21.16 draft 

EMDR is usually offered as an eight phase method of treatment for a wide variety of clinical problems, as well as a method of enhancing positive performance not traditionally considered in the realm of treatment of psychopathology (Luber, 2009; Shapiro, 2002).  The eight phases, History, Preparation, Assessment, Desensitization, Installation, Body Scan, Closure, and Reevaluation, have been present in the EMDR protocol since near the beginning of Shapiro’s introduction of the method. Shortly  after that EMDR was conceptualized as being based on the Adaptive Information Processing model (AIP), which Shapiro presents as guiding EMDR treatment and development, and allowing EMDR to be considered a comprehensive approach to psychotherapy. The eight phases of EMDR overlap the activities of other methods of psychotherapy (e.g. establishing rapport, identifying problems, establishing therapeutic goals), though some of the terminology is not congruent with standard psychotherapy language. 

The intention of this paper is to suggest some minor, but clinically helpful modifications in the content of the eight phases. The first is to have the Assessment Phase (AP) questions, except for the identifying of an image, first introduced during history taking. This allows time for extended discussion, and makes answering them just before reprocessing move more quickly, so that time that might be needed is available in the first session of reprocessing. The second, and more novel, is to identify a “preferred emotion”, to accompany the identification of the current emotion, as it would now first asked about in the History Phase (HP). This broadening of the use of AP questions, into what is traditionally considered assessment in psychotherapy is offered as potentiating the value of what Hyer and Brandsma  (1997) called the “clean language” of EMDR, to get maximum benefit from the aspects of EMDR which overlap other methods of treatment.
Because the preferred emotion is the most novel proposal it will be discussed first.

The Preferred Emotion

Like other elements of the EMDR protocol this addition is founded in clinical practice (“EMDR did not emerge from a theoretical basis.” p. 419, Shapiro 1993). The clinical observations which influenced the development of the proposed idea were the emotion solutions some clients came to in therapy, not the “no disturbance” of the SUD scale, but rather more like that illustrated by the successful treatment of a combat veteran presented by Shapiro and Forest (1997): “ Today, when Eric talks about Vietnam, sometimes his eyes fill with tears. But, they are no longer tears of shame, fear and guilt. They are tears of compassion for the nineteen-year-old boy who spent twenty years lost in the violent jungles of Vietnam.” (p. 48) Notice compassion (with tears in this case) is not a positive cognition, but rather an emotion not explicit on the SUD scale.

 Shapiro’s client result, moving to a solution which is not just “no disturbance”, is common in work with veterans; but not exclusive to them and not universal.  It is most often found with clients for whom there is a strong guilt or grief component to their distress. The phrase “moral injury” (Litz et al. 2009) has recently been offered to describe guilt centered client problems. “Moral Injury”, while useful in calling attention to the variety of client non-fear trauma responses to those unfamiliar with these, is redundant and unnecessarily distracting in EMDR clinical practice. Shapiro’s work has always explored emotions other than fear, and taught that client distress can be related to beliefs about responsibility for a traumatic event.
As suggested some clients move to positive emotion beyond calm and/or no disturbance through just following the standard protocol, however blocked processing or refusal to continue processing is common enough to want to try to prevent it. Some of the difficulty some of my veteran clients have had in processing combat trauma appeared to be because they considered any relief of distress to be a betrayal of those who died in combat or a violation of their spiritual or philosophical values (see Lipke 1999). So, to give up the suffering would cost an essential aspect of their identity. For some of these clients the beginning of relief becomes a trigger for increased distress and stopping therapy (Lipke & Botkin, 1993), even though these clients had been able to contemplate a preferred way of thinking about the event before beginning reprocessing. 

With clients discussion of this blocking belief (that feeling better was not permitted), including consideration of alternative preferred emotions serving as something to consider (“cognitive interweave” in EMDR parlance) when processing is blocked in the Desensitization Phase (DP), would often lead to continued processing.  However, if this block to treatment can be prevented, rather than just work through, difficulties and even client refusal can be prevented.  The clinical, psycho-educational, value of establishing the preferred emotion will be discussed more comprehensively in a later section.

It might be noted that there already is an implied preferred emotion in the EMDR AP, namely “no disturbance/neutral”, which is generally the positive anchor point of the SUD scale.  This scale is clearly a remnant of Shapiro’s initial desensitization based conceptual understanding of EMDR, but as a recognized standardized measure of emotional disturbance it has considerable value. The recommendation here is not to replace it with a scale having an information processing based individually identified positive pole. It is only suggested that an alternative emotional outcome be made explicit. It is expected that clients can express the absence of distress without having to be explicit about the new substitute emotion. 1
Use of Assessment Phase Questions in the “History” Phase
As part of my standard history I ask for completion of a trauma history questionnaire (Lipke, 2015) which only calls for endorsement and brief distress ratings on categories of events, usually as part of a packet of questionnaires. If the client is not too fragile I ask that the questionnaire be completed at home.  With awareness of each client’s particular need to balance between revealing and not revealing specifics of trauma, the nature of each endorsed item is discussed when the questionnaire is completed. The client is asked to select the event he or she thinks would provide the most benefit if it became less destructive. The standard AP questions related to the event in general are asked without first inquiring about the worst moment, or getting any visual image, as is done with standard AP questioning, because of wanting to try to limit accessing the full trauma network at this stage of treatment,. As undoubtedly many clinicians have found, the standard EMDR phrasing of these questions is particularly effective in clarifying the role of cognition in establishing, maintaining and alleviating the distress related to an event, even before we get to the added benefit of the rest of the EMDR protocol.  In addition to the clarification from just asking the AP questions, is the opportunity for educational discussion, without impinging on the time for setting up the processing in the first DP session, when extra time can be clinically very valuable.      
The cognitions

EMDR is not primarily a cognitive therapy, but EMDR clients do benefit from aspects of cognitive therapy. If the discussion of cognitions can take place when there is time for it, the root and clarification of the negative beliefs can be explored, and more rational thinking in general can be promoted. For clients who need it this is time for a short course in something like Ellis’s (1995) REBT. In regard to the target trauma, it is expected that this brief cognitive psycho-education will primarily help with later processing, but sometimes it can also trigger important changes on its own. (Since EMDR is tapping into a naturally occurring process, we can expect change will sometimes, if less efficiently, be triggered by something other than eye movement.) Its value should not be ignored. What this suggestion of teaching the principles of cognitive therapy means to EMDR’s integrative nature, or it’s being “free standing” is beyond the scope of this paper.
The preferred, or positive cognition, is most salient for discussion in this paper. For combat veterans and others who commonly destructively condemn themselves for action, or inaction, “positive” can have a different meaning than for others. Often these clients have a personal moral belief system, which considers any attempt to decrease self -blame and criticism as “coping out”, as cowardice (Lipke 1999).  These are the clients who may grudgingly offer a preferred cognition, but it may be be rated as having no validity (VoC of 1). At this point as much conversation about rational consideration of blame, responsibility and forgiveness can be offered, so that a preferred cognition, which has the chance of opening up processing can be identified, even if only slightly endorsed. In addition, the client may learn to think more adaptively about life in general.

Only brief specifics can be offered here, but a common problem for a first time in combat, or after exhaustion has set in, is behavioral “freezing”.  A common cognition would be, as above, “I’m a coward.”  Sometimes no preferred cognition is permissible to the client, at least without further discussion, because what would be worse than calling your self a coward would to be to make an excuse, which is what the preferred cognition would seem. The clinical work in establishing a preferred cognition could take many far reaching directions, including education on physiological exhaustion, where it was learned that cowardice was the only explanation for the behavior, or a discussion of the limits of the value of global self –evaluation. (See Lipke 1999 for an extensive discussion.) From these discussions a viable preferred cognition can often be identified.

The Emotion

Establishing the present emotion can be quite simple, though it is sometimes necessary or helpful to provide education at this point. Sometimes the client needs to be taught that “numbness” is an emotion state. Also, commonly, clients will offer a cognition such as “betrayed” or “helpless” as emotions, and the therapist might be tempted to accept these because they are accepted as emotions in common parlance. While these offerings, though not technically emotions, will not necessarily impede later processing, it is can be helpful to teach clients to use emotion words. Betrayal is an event, or a belief about one, something one does to another or one’s professed values, which could cause an emotion, e.g., fear, sadness, guilt, or anger, or some combination. When betrayal is mistakenly considered an emotion instead of a belief it is less likely to be reconsidered, because emotions as private experiences, are not as likely to be considered as fair game for reconsideration as are beliefs. 

This brings us back to the title of this paper, and the preferred emotion. As it stands feeling/emotion (see Lipke, 2013 for a discussion of the relationship between feeling and emotion) is now evaluated on a scale ranging from “no disturbance” to extreme distress. The implication is that the result of therapy will be to rate the traumatic event with zero distress. When the client has not achieved this rating the EMDR therapist might ask: “What keeps the disturbance from being a zero?” Based on the kind of clinical experience noted Shapiro’s case described at the beginning of this paper comes the notion that it might be worthwhile to explore emotional outcomes other than “no disturbance or neutral” from the beginning, in the same way the preferred cognition is established. As indicated above, the question asked to the client might be, “When you think about this event what emotion would you prefer to feel?” When the issue is fear, “no disturbance” might be ideal, though pride in having gotten through something, or relief that it is over, or some positive sense of having known someone who has died might be even better.

The purpose of exploration of the preferred emotion is primarily to facilitate processing by preliminarily “activating” adaptive elements and prevent blocked processing down the line. The cognitive education required when a preferred cognition is not readily forthcoming, has this function. It is proposed here, based on clinical experience, that identifying a preferred emotion could add to the power of this effect. For some clients having a non-negative thought about the traumatic event seems impossible. Even more unlikely is having a non–painful emotion. The commonly heard phrase, “I’ll never get over this.” seems to refer to the emotion, rather than the intellectual understanding. 

Often the client will not easily name a preferred emotion.  The therapist may offer a specific alternative. For example with the “frozen” soldier above the therapist might ask, “Would you rather feel some pride in knowing that you overcame your fear?”  In even more difficult situations, such as when a friend has died the therapist might offer “gratitude that you knew him” or for clients with relevant spiritual beliefs, “happiness that he is beyond his pain, and is in Heaven.” A step further into the realm of difficulty means going to the events where the client has killed an innocent. For this situation there are emotions which can accompany a deep spiritual or philosophical understanding that maybe possible, and even the sadness that comes with a wise understanding of how the horrors of life can occur, can be preferable to the cycle of guilt and anger the client experiences. (see Lipke, 2013)  The specific solution proposed for each client comes from the knowledge gained in the clinical relationship. What works for one may be anathema for another, but the underlying idea is the same. The positive emotion realm is more directly engaged. (See Lipke 1999 for a more extensive clinical discussion, but not yet including the concept of preferred emotion.) At this point I think it is important to mention that I think that the wise therapist will have a very humble approach to these matters, reflecting the knowledge that though we cannot help but have thoughts and feelings about morality, no one can be sure his or hers are the truth.  
       Below are some possible preferred emotions/feelings. 

There have been many attempts to categorize emotion, but none appears to dominate thinking by experts. I have little expectation that this is better than the others, however, I think it is more useful in this context. Many of the emotions are combinations.  The offered category “Passive” does not seem to me associated with an action pattern or cognitive understanding of a situation. The “Active” sub-categories seem so associated, though they may either precede or follow that understanding. The first three “Active”  subcategories are partially based on my understanding of  specific affect  systems proposed by Jaak Panksepp, ( & Bevins, 2012). A fourth is a combination of categories related to feelings of power.
Passive 

Calm, Peacefulness, Tranquility, Serenity, Repose, Relief, Indifference

Active
Seek: Curiosity, Amazement, Hopeful, Anticipation

Care: Love, Affection, Compassion

Play: Joyful, Humor, Cheerful

Power related: Strong, Angry, Resolute, Pride (can be two edged given that it sometimes “coming before a fall”.)

The identification of the preferred emotion is only recommended in the psychotherapeutic assessment prior to the AP. To add a second preferred element immediately before attempting reprocessing in the DP might be too much of a distraction. Likewise, I am not recommending changing the SUD scale to include the newly identified preferred emotion (though I have do personally use “calm”, or “relaxed” instead of “no disturbance/neutral” because of the “numbing” issue, and have used scales of several different emotions at times). It is expected that the establishment of the preferred emotion earlier in the therapeutic process will be sufficient to provide a boost to the connection to adaptive associative material. Likewise, it is expected that the client will understand that the positive anchor point of the SUD scale refers to absence of negative emotion and the presence of positive emotion in general. 

Body Sensation

 While also fairly straightforward, asking about body sensations early in the therapy can help clients become aware of the importance of this dimension of experience, and give the therapist good clues about issues such as dissociation. In addition, accessing physical sensations is a useful beginning to teaching clients calming exercises, like establishing an imaginal safe place, or various mediation/relaxation exercises. This kind of activity falls in the EMDR Preparation Phase (PP). 

Theoretical Considerations

In the current standard understanding of EMDR Shapiro’s Adaptive Information Processing (AIP) model is expected to guide EMDR development. However, fitting the above modifications  into the AIP model is problematical. The following quote, describing the AIP perspective on cognitions suggests that proposed opportunity for extended discussion violates the AIP view of the role of the cognitions by encouraging cognitive restructuring. 

 “However, in the EMDR assessment phase, there are no specific attempts to change or reframe the client’s currently held belief. (emphasis mine) It is assumed that the belief will spontaneously shift during the course of the subsequent processing. Nevertheless from an AIP perspective, forging a preliminary association between the negative cognition with the more adaptive information that contradicts the negative experience is believed to facilitate the subsequent processing by activating relevant adaptive networks.” ( Solomon and Shapiro, 2008, p 320) 

While the above quote specifies that it is the “currently held belief” that should not be much tampered with, it does not seem possible that the work suggested with the preferred cognition found in other descriptions of the cognition identification process could not be seen as “reframing”. This idea of changing or reframing cognitions puts the AIP in conflict with Shapiro’s teachings (2001) on developing cognitions. 
When developing a positive cognition, instruct the client whenever possible to make an “I statement” that incorporates an internal locus of control. Clients often offer initial statements that are beyond their control, such as “He will love me” or “They will give me what I want.” Give clients appropriate examples to redirect them from such statements, and point to the impossibility of ensuring the truth of statements like “My children will never get hurt.” Appropriate positive cognitions- such as  “I can handle the situation”,  “I can trust myself”, or “I can act responsibly”- offer the client a redefinition of her own capacities. Clearly, there is more power in the statement, ‘I am loveable’ than to “He will love me.” The client has no real control over other people’s thoughts and actions.  (p. 61 – 62.)
If the herein proposed modifications, or even standard EMDR practice, do not fit into an AIP conceptualization, then are they it to be considered unconnected to any other theory? One possible model which would encompass standard EMDR practice is the Four Activity Model of Psychotherapy Integration (FAM, Lipke, 1999). While it is beyond the scope of this paper to describe this model in detail, briefly, in this model the bringing to awareness of dysfunctional associative network material, as well as adaptive elements could be accomplished in many ways, including through the standard EMDR AP questions. Perhaps the preferred emotion could be added, or eye movement could be initiated while the client is in not overwhelming in vivo contact with aspect of a feared situation. I have done the latter with clients afraid of heights. Which methods for accessing this material would be most effective in leading to adaptive processing becomes an empirical question. 

Additionally in this model, the cognitive restructuring Shapiro (2001) so adroitly describes in the above quote comfortably fits into the second activity of the FAM, the Introduction of New Information. To finish describing the model, the third activity, the Facilitation of Information Processing, through abstract activity, describes much of the eye movement, hand tapping etc. of the DP. The fourth activity, Inhibition of Accessing Information, refers chiefly to activities designed to decrease anxiety, such as guided imagery, practiced in the PP, and invoked as necessary by the client to manage potentially destructive emotion when necessary to maintain adaptive functioning in life.
Conclusion

The basic EMDR protocol has not changed notably from soon after its early development. This is a testimony to Shapiro’s initial insight. While this paper makes some suggestions for modifications in the standard protocol and activity during the eight phases of EMDR, these are relatively minor, but potentially useful. In further testimony to Shapiro’s early work they were produced by elaborating material Shapiro has provided, but did not take to  a different potential.  Also touched on in the paper are some inconsistencies between the AIP and EMDR standard practice. Detailed elaboration of this material, or the alternatives to the AIP, are considered beyond the scope of this paper. 

Finally, the question of controlled research must be addressed. It is extremely difficult, as can be inferred from evaluations of previous attempts (Shapiro, 2002), to systematically study even a major component of a complex therapeutic protocol. A minor variation which affects a minority of clients, would take a staggering number of subjects, as well as time, money and energy which would be better invested in more essential issues.  For these reasons the suggestions offered above must be considered in the category of minor variations based on the time honored, if not ideal, empirical basis of clinical observation, paired with theoretical consideration, which some clinicians and clients might find of value, for which more sophisticated scientific evaluation will have to wait.

Footnotes

1Ancillary to the point raised here is that No disturbance/neutral terminology is a problem in that for clients with PTSD this could describe how they feel when they are “numb” rather than calm or relaxed. In which case a 0 would not represent a decrease in symptoms.

2Because of conceptual problems with this aspect EMDR, this activity will be referred to by the initials “em”. The standard general terms for this sensory motor activity “Bilateral Stimulation” and “Dual Attention” are problematical. Sometimes vertical em are initiated and, in the case of auditory or tactile stimulation it is difficult to say that actual attention is being paid to the stimulation.
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