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Foreword

It is an honor to write the foreword to EMDR and the Art of Psycho-
therapy With Children, which can serve as the Gold Standard for EMDR
treatment with children and adolescents. The authors, with their com-
bined talents as researchers and skilled mental health practitioners, have
crafted procedures with age-appropriate language and modifications for
the application of EMDR to young clients incorporating all the phases and
steps of Dr. Francine Shapiro’s standard protocol and underlying Adaptive
Information Processing (AIP) model. They articulately provide an A-Z
step-by-step approach for the application of EMDR to specific popula-
tions, including complicated cases with highly traumatized children.

The Treatment Manual that accompanies the book gives clinicians a
clear road map to follow by providing examples and scripts to illustrate
all 8 phases of Shapiro’s model, forms with detailed instructions to assist
in organizing and conceptualizing a case, and detailed procedural steps
for applying each phase of EMDR to children.

In addition, Adler-Tapia and Settle have conducted research show-
ing the efficacy of using each step of Shapiro’s standard protocol to treat
highly traumatized children, and contributed the resultant EMDR Fidel-
ity Treatment Manual for Children to the EMDR Humanitarian Assis-
tance Programs (see HAP Store at www.emdrhap.org).

I was fortunate to have met Dr. Shapiro at a time when I was becom-
ing discouraged with how the school system was failing to respond to the
emotional needs of so many children who struggled to survive academically
and socially in the school environment. With EMDR treatment, children
were able to overcome their low self-esteem; control their impulses; mod-
ify their behaviors in school; change their relationships with peers, teach-
ers, and family members; organize their lives; and, essentially, change their
low opinions of themselves. In each session every child would take one
more step (and sometimes several steps at once) up the ladder toward
positive growth. Needless to say, I became passionate about the EMDR
methodology and its potential for treating children and adolescents.

XV
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Over the years, EMDR clinicians have discovered that the range of
issues EMDR is able to treat with children is beyond the scope of what
had originally been envisioned. Developmentally delayed, autistic, Down
Syndrome, and ADHD children respond positively to EMDR. They are
able to change their behaviors and beliefs about their self-worth once
their fears and confusion are reprocessed. As a therapist, I worked with
a developmentally delayed child, age 9, who learned to express herself
more appropriately in her special education classroom and overcame her
nightly bedwetting habits with EMDR treatment. I also used EMDR to
help Ben, a Down Syndrome child, to process the sexual abuse of a nurs-
ery school teacher. In a follow-up session, Ben’s mother, a trained EMDR
therapist, reported to me that Ben would ask her to tap his hands (bilat-
eral stimulation) to calm him when he was frustrated and agitated.

Learning EMDR in 1989 was a pivotal point and peak experience
in my professional career. At this time I did not envision the impact
EMDR would have on my life and the lives of millions of people around
the world. Although T was inspired by the brilliance and creativity of
Dr. Francine Shapiro, I underestimated her global intentions and far-
reaching visions. To quote one of the EMDR Institute trainers as he was
responding to Dr. Shapiro’s comments at the conclusion of a trainers’
meeting: “You plan to take on the healing of the entire world.” To most
of us, this seems like an impossible and lofty goal, but the impossible has
never deterred Dr. Shapiro from pressing forward in her mission to bring
EMDR to the far corners of the world in an attempt to stop the cycle of
violence and suffering. Currently, her books have been translated into
Italian, French, German, Serbian, Spanish, Flemish, Japanese, Korean,
Chinese, Portuguese, and Russian.

Through the assiduous efforts of Dr. Shapiro and many devoted
EMDR-trained clinicians, EMDR has become available to families and
children in more than 80 countries in the world. EMDR Humanitarian
Assistance Programs (HAP) send volunteer training teams, domestically
and internationally, to underserved communities and those areas strug-
gling to recover after natural or manmade disasters. The accomplish-
ments of EMDR HAP, documented on their Web site (www.emdrhap.
org), show that the power of EMDR goes beyond boundaries of racial
and cultural differences. EMDR HAP has been instrumental in bring-
ing together other nongovernmental organizations to collaborate in
responding to cataclysmic disasters, and, specifically, organizations that
serve children in underdeveloped countries. Not only is Shapiro’s vision
of global healing being implemented, EMDR is being recognized and uti-
lized by children’s hospitals and agencies worldwide.

The success of EMDR treatment with children is supported by
research, which the authors have documented in chapter 1. Recently, two
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Palestinian clinicians presented at the EMDR European Conference in
Paris on their findings: Following initial treatment with EMDR, children
showed resiliency when experiencing a second trauma (EMDR Human-
itarian Assistance Programs, 2007). The group protocol developed by
Jarero, Artigas, and Hartung (2006) for treating children traumatized
by natural disasters is being successfully utilized by clinicians who have
treated children after experiencing the traumatic effects of floods, plane
crashes, hurricanes, earthquakes, displacement, and school shootings
(see chapter 1).

Adler-Tapia and Settle in conjunction with EMDR HAP have con-
ducted advanced specialized training in EMDR to clinicians working with
children in the Gulf Coast in response to the aftermath of Hurricanes
Katrina and Rita. The indefatigable efforts and numerous contributions
of these two women are limitless. Their visions are as magnanimous as
those of Dr. Shapiro. Their intentions in writing this book are to provide
a standardized framework for successfully implementing EMDR with
children, to encourage other therapists to use EMDR with children, and
to promote the acceptance of EMDR as a psychotherapeutic treatment
of choice for young clients. Each chapter emphasizes how to creatively
adapt Shapiro’s entire EMDR protocol, without eliminating any of the
steps, to the treatment of children. Chapter 2 teaches not only how to get
started but also outlines an overview of how to adjust the language and
presentation of each phase to correspond with the cognitive ability of
individual children. They include poignant case examples to demonstrate
their teaching points and provide useful scripts to illustrate language
appropriate for young clients.

In addition to making a significant contribution to the EMDR litera-
ture, the authors have provided a guideline for the basic principles, proto-
cols, and procedures for research and treatment of children with EMDR.
All practitioners of EMDR, regardless of the populations they treat, will
find valuable information and solutions to challenging cases within the
pages of this book. I foresee EMDR and the Art of Psychotherapy With
Children as the first in a series of books by Adler-Tapia and Settle. Their
expertise as clinicians, researchers, and writers warrant future books
articulating the use of EMDR with advanced clinical applications.

The authors, with creativity, vitality, and passion, inspire readers to
join them in their mission to bring EMDR treatment to the multitude of
traumatized children regardless of their economic or cultural backgrounds.

Ultimately, the healing of one generation of children will impact the
behavior and actions of future generations.

Robbie Dunton, MS
Coordinator, EMDR Institute



Preface

CAN WE LEARN TO USE EMDR WITH CHILDREN?

Why Not?

In 2000, 1 (R.T.) attended my first Part 1 EMDR training in Phoenix, where
I listened to Dr. Sandra Wilson discuss using EMDR to treat traumatized
children to expedite their healing. As a psychologist specializing in treat-
ing traumatized children, I was intrigued and thought of all the children
in my practice that could benefit from EMDR. However, when I returned
to my office, I struggled to find ways to implement the EMDR protocol
with my child clients. Young children didn’t understand the words of the
EMDR protocol, and I needed to translate the protocol to try to make it
work effectively. Even after searching the literature on EMDR with chil-
dren, I still found that applying EMDR was challenging and frustrating
for me as a psychotherapist. After a year, I decided to take the Part 2 training
in EMDR, hoping that I would learn to more effectively use EMDR with
children. Even after completing Part 2 training, I found that integrating
EMDR into my clinical work with children and their families was prob-
lematic. My initial experience of trying to learn to use EMDR with chil-
dren was so frustrating that T almost gave up trying to use it. I felt like the
training that T had with EMDR left me unprepared to use EMDR with
my child clients. I searched the literature on EMDR with children and
was confused about how to use EMDR with children because what I read
seemed to imply that the younger the child, the more the therapist omitted
parts of the protocol. T also asked myself, “How many pieces of the proto-
col needed to be included to continue to call the treatment EMDR?”

How Can This Work?

This was the incredulous question I (C.S.) had in my mind as I started
using EMDR. I'm really a skeptic, and EMDR was counterintuitive to
my previous training in psychotherapy, but I kept getting good results.

Xix
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Even so, I hesitated in completing the Part 2 training for 2 years. During
those 2 years, I was using EMDR and making mistakes and trying things
out and still getting pretty impressive results. I learned a lot, and it also
made me realize the robustness of the EMDR treatment protocol. So by
the time I completed the Part 2 training, I really learned the protocol the
right way, and that’s when my results became even more impressive. With
precision and practice, I was using EMDR with kids with the whole eight
phases. My mistakes were my best teachers, and even though I made
mistakes with the protocol, the children still got better.

Tapping a Greater Expertise in the EMDR Community

The EMDR training manuals include a list of local EMDR facilitators
with special training. In a quest for direction in effectively using EMDR
with children, I (R.T.) sought direction and support through a free EMDR
study group offered by certified consultants in the local EMDR commu-
nity. I was excited to find that Carolyn Settle, MSW, LCSW, and Beverlee
Laidlaw-Chasse, LPC, were not only using EMDR with children, but
insisted that all eight phases of EMDR could be successfully implemented
with even young children. With their support and direction, I gained con-
fidence with using EMDR in my practice.

Soon after, I decided to attend the EMDRIA Conference in Denver
to advance my skills with EMDR. Carolyn Settle and I met again at the
EMDRIA Conference in Denver and discussed our passion for working
with children. I also met another Arizona EMDRIA-approved consul-
tant, Laurie Tetreault, who listened supportively to my excitement about
using EMDR with children. She encouraged me to pursue my dream of
having EMDR treatment available to all children.

After the conference, I decided to participate in an EMDR certifica-
tion group with Carolyn and Beverlee. Through this group process I gained
insight and confidence in using EMDR. Carolyn and I talked about how
she had been trained in EMDR and began using the full protocol with
children immediately, with tremendous results. Carolyn’s ability to explain
EMDR in very pragmatic terms was pivotal in my pursuit of expertise
with EMDR. Carolyn’s work with EMDR as a clinician and teacher has
had an impact on many fledgling EMDR practitioners, and especially on
me; therefore I was delighted when Carolyn agreed to collaborate with me
on a research study on using EMDR with young children.

This Story Is Much More Interesting Than You
Could Ever Possibly Imagine

Life is certainly more intriguing than fiction. That being said, it was excit-
ing to meet Robbie, someone who was as interested in working with
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children as I (C.S.) was, and we were both curious about using the 8
phases with children. Robbie came to one of my study groups and dis-
cussed her pursuit of a research project. [ was fascinated by her experience
in doing research because that was something I was always interested in
doing. At first, I thought I was just going to be doing research at the
library and helping with the literature review, but in reality, it turned out
to be an enriching and surprising adventure as well.

The Authors’ Adventures

We began meeting to discuss the use of EMDR with young children and
the process of conducting a fidelity study on EMDR with children. Since
we started this adventure 3 years ago, we have spent hours talking about
the use of EMDR with children and consulting about particular chal-
lenges in using EMDR with severely traumatized children. We have also
met amazing clinicians who have shared their successes and challenges
with EMDR. We have received incredible support and been given many
opportunities from Francine Shapiro, Robbie Dunton, Andrew Leeds,
Laurie Tetreault, and many others in the EMDR community.

THE VOICES OF THE BOOK

This book was written primarily in the voices of the two authors, Robbie
Adler-Tapia and Carolyn Settle, who are practicing therapists, lecturers,
and researchers writing about how we work with children and capturing
how we think, play with, and treat children in a multifaceted and com-
plex process. Sometimes words in black-and-white print lack the gestalt
of the therapy. How do we capture our process and infuse this into the
written word? Our task was to write about what we do with voices that
carry context and tone, inflection and emotion with our entire selves that
convey our passion for helping children. Making the words come alive
with color, action, and emotion to help therapists experience what it is to
use EMDR with children motivated our writing throughout this book.
Capturing and integrating the richness and diversity of the voices of
therapists we have met in study groups, in consultation, and while facili-
tating during EMDR training sessions has also guided our descriptions
of practicing EMDR. Incorporating what we have learned from training
therapists to adhere to the EMDR protocol during our fidelity research
study, and what we in turn gained from them, is also integrated into this
book. Our experiences as practicing clinicians, and what we have real-
ized from even our youngest clients, make up the richness of description
from the voices of the children we have been honored to treat. To better
illuminate some of our work, the children’s stories are integrated into
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the case studies we discuss throughout the book. When we struggle with
explaining what we actually do in our offices, we return to the children’s
stories.

Because we are at times one voice, and other times, we have different
perspectives and cases, when we use the word I, we have identified which
one of us is speaking by adding our initials (R.T. or C.S.) to provide
clarification. We also use the terms parent and caregiver interchangeably
throughout the book to refer to the child’s primary caregiver. We use the
word child and client interchangeably as well. Even though this book is
written to instruct therapists on EMDR with children, most of the tech-
niques and skills can be used with adult clients as well. Many therapists
will say, “I only work with adults.” We would encourage you to consider
that when you work with adult clients, you are working with that client’s
entire set of life experiences and that, sometimes, the client’s experience is
from a child’s perspective. No matter what the age of your client, we are
many times working with maladaptively stored information that origi-
nated early in the client’s life and thus is driven by a child’s perspective.

WHY WRITE THIS BOOK?

As we began talking with each other and then providing training and
consultation on EMDR, we found that we were trying to explain what
we do in EMDR therapy with children, and we were often repeating
what we had said many times before. Because we provided training at the
EMDRIA conferences, advanced training on EMDR with children, and
consultation with other professionals both together and individually, we
wanted to have a tool to organize and guide therapists that was not yet
available. Our goal with this book is to create a commonsense, written
guide to provide support and direction for therapists to successfully use
EMDR after completing basic training in EMDR.

We have also written a treatment manual that includes the protocols,
scripts, and forms therapists will need to use EMDR in psychotherapy
with children. The treatment manual, titted EMDR and the Art of Psy-
chotherapy With Children Treatment Manual, can be purchased in addi-
tion to this book. The forms in the Manual are available to all purchasers.
Please go to www.springerpub.com/adlerforms. After you download the
file, you can access the forms by entering the password ADLERT1.

Both this book and the accompanying treatment manual were writ-
ten for two purposes. First, the book is focused on providing advanced
training and support for therapists to be successful in using EMDR with
child clients. We have written about the specific tools necessary for the
therapist to implement the entire EMDR protocol and procedural steps in
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psychotherapy with children. This is taken from our professional experi-
ences with our child clients and from the discussions in our EMDR study
groups and research group. The second goal of this book is to document
a standardized protocol for using EMDR with children for training and
research purposes. This book includes a standard EMDR protocol for
treating children, which is consistent with the eight phases of EMDR
translated into children’s language. By using the treatment manual, thera-
pists have a convenient text to assist in practicing the EMDR protocol
with young children in psychotherapy. With these two goals, in the fol-
lowing chapters, we will not only provide advanced training for thera-
pists, but the framework for future studies on EMDR with children.

ORGANIZATION OF THE CHAPTERS

This book begins with a review of Adaptive Information Processing theory
applied to EMDR with children and an abbreviated review of research on
using EMDR with child clients. The second chapter explains how to get
started using EMDR, before describing the steps in the EMDR protocol
in case conceptualization with child clients. Chapters 3-9 explain the
goals for the specific phases of the EMDR protocol, with directions for
each session, instructions for the therapist, and finally, a script for ther-
apists to use with child clients. Additional chapters describe advanced
skills for using EMDR with special populations and innovative solutions
to particular challenges with the EMDR protocol. This book will provide
the assistance that therapists need to feel confident in learning to use
EMDR successfully with young children.

Because this book was written to assist therapists in transitioning
from training in EMDR to the actual implementation of EMDR with
clients, we decided to organize chapters in a manner consistent with basic
training and then bridge to detailed steps of how to really use EMDR.
We have expanded the basic training in several directions. First, we have
translated the EMDR standard protocol that is used for adults to effec-
tively use with children. Second, the book instructs therapists on pos-
sible procedural considerations and clinical implications for decisions at
each stage of the process. The chapters include subheadings of proce-
dural considerations and clinical implications, where therapists are given
options for deciding how to proceed with the EMDR protocol. Proce-
dural consideration headings detail how therapists progress through the
protocol, with recommendations for clinical decision making at different
junctures in treatment. The clinical implication subheadings explore pos-
sible results arising from decisions made during the course of using the
EMDR protocol. Finally, we have included case studies of EMDR with
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children; however, each child has been disguised in a manner that no case
study represents the details of any individual child. We have included
one complete transcript of an EMDR session with a 3-year-old, and his
parents have consented for the transcript to be included in the book. We
have also included pictures drawn by children, and we have parental
consent for the drawings as well.

Even though this book is focused on specific skills for using EMDR
with young children, many of the techniques are also effective with ado-
lescent and adult clients as well. We use the word “client” to refer to
tools for all clients and “child” to focus on tools specific to child clients.

We especially want to encourage practitioners to understand that
the entire EMDR protocol can be used with child clients when therapists
learn how to translate the protocol into both the verbal and nonverbal
language of children. To do so, we wrote specific scripts for each piece
of the protocol. Once therapists have acquired the confidence to use the
entire protocol with young children, we then apply more advanced skills
for clients with more complicated clinical presentations. These advanced
skills do not deviate from the protocol but instead add specific tools for
working with the specific symptom set.

Finally, the book includes specific language used in conducting
EMDR therapy with children in the office. By having a manual, we pro-
vide a template for consistency across therapists using EMDR with chil-
dren to standardize practice and document fidelity to the protocol. In this
way, when a therapist says, “I am using EMDR with children,” we are
all speaking the same language. This is not to imply a rigid process but
instead that there are common elements to EMDR that need to also be
used with child clients. By establishing a common language and protocol
for EMDR with children, we have a framework for both practice and
research.

We have a dream that this book will not only provide the foun-
dation to support therapists using EMDR with young children but
also contribute to a paradigm shift in clinical work with children.
We believe that one day, the mental health community will focus on
providing more psychotherapy for children based on research that
supports EMDR as evidence-based practice to decrease the use of psy-
chotropic medications with children. Future studies on EMDR with
children need to compare treatment with EMDR to treatment with
psychotropic medications.

We hope to give each therapist a comprehensive framework to use
EMDR in psychotherapy with children of all ages. We believe that some-
day, EMDR with children will be part of a standard of care in treatment
to change the trajectory of the lives of many children toward a positive
future for us all.
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CHAPTER 1

Theoretical

Underpinnings and
Research on EMDR
With Children

This book is based on the Eye Movement Desensitization and Repro-
cessing (EMDR) psychotherapy treatment methodology, as created by
Francine Shapiro (1989a, 1989b) and the EMDR training program
(Shapiro, 2007). EMDR is a comprehensive treatment approach that
is based on the Adaptive Information Processing (AIP) theory. After
reading Dr. Shapiro’s books and completing basic training in EMDR,
the professional is ready to return to the office and begin using EMDR
with clients.

BASIC TRAINING IN EMDR

Prior to 2008, training in EMDR consisted of two parts before a psycho-
therapist completed the introductory training in EMDR. During this two-
part training process, EMDR with children was offered as an overview,
with recommendations for therapists to pursue advanced training. With
this abbreviated training in EMDR with children, therapists returned to
their offices to attempt to use EMDR with child clients. This is a daunting
task, with little guidance and support for therapists to integrate EMDR
into their clinical work with children.
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Currently, basic training in EMDR consists of the therapist partici-
pating in two weekends of training and 10 hours of consultation regard-
ing the use of EMDR in clinical practice. Both weekends include a brief
overview of using EMDR with children; however, therapists who are
interested in more in-depth understanding of EMDR with children now
need to attend advanced training programs (Adler-Tapia & Settle, 2008).

Basic training in EMDR also includes discussion of the AIP theory
that is the foundation for the EMDR treatment methodology.

ADAPTIVE INFORMATION PROCESSING AND
EMDR IN CHILD PSYCHOTHERAPY

A comprehensive theory of psychotherapy with children needs to include
an explanation of human development (along with hypotheses of how
humans grow, learn, change, interact, and relate) as well as how psycho-
pathology occurs. Throughout history, writers have attempted to explain
the phases of human development, including cognitive, psychosocial, and
psychological development, and at times, these theories have led to the
development of models of psychotherapy. Yet many theories of human
development have stopped short of explaining the development of psy-
chopathology, much less creating treatment modalities for addressing
when human development skews. For example, Piaget created a theory
of cognitive development but did not expand his theory to explain how
cognitive development goes awry or how cognitive development impacts
mental health in children. In spite of the extensive work on human devel-
opment, the majority of the models of psychopathology and psychother-
apy are adult models.

Shapiro (2001) developed the AIP model to explain the mecha-
nisms by which EMDR assists clients in moving disturbance to adaptive
resolution. EMDR is a comprehensive treatment methodology, while
AIP is the comprehensive theoretical approach to psychotherapy. In the
AIP model, Shapiro theorized that the human organism is hard-wired
to assimilate new information and to move to adaptive resolution when
presented with experiences causing high arousal. In the event that the
level of arousal is overwhelming and traumatic to the individual, the
AIP progression is thwarted, and healthy processing does not continue.
Instead, the event is stored with all the sensations and perceptions that
the individual experienced at the time of the event. When the traumatic
event is stored in its original form because the information processing
system was not able to process the overwhelming event, that event does
not continue processing through to adaptive resolution. With #rauma
defined as anything that negatively impacts the psyche, the event that
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is experienced as traumatic by the individual remains and continues to
affect the individual’s functioning. When a traumatic event occurs, the
individual continues through life with dysfunctionally stored material
manifesting in current symptomatology. The etiological event thus pre-
vents the individual’s natural healing process from functioning at full
potential. With children, this traumatic event can also impact neuro-
logical development and all future experiences in the child’s life. What
experiences the child engages in or avoids is impacted by those previous
life experiences.

The AIP model (Shapiro, 2001) concludes that emotional, behavioral,
and mental health symptoms originate from the maladaptive storage of
previous life events. In the future, as those stored experiences are acti-
vated, the client experiences disturbances and dysfunction in his or her
current life.

For example, I (R.T.) treated a 5-year-old girl with moderate men-
tal retardation who was nonverbal and medically fragile. This child had
incurred many intrusive and painful medical procedures; therefore, each
time she entered a doctor’s office and saw a needle, she would faint. At
times, the child would faint and experience additional injuries. This child
also lived in a home with a family member with diabetes, and the family
member regularly used insulin injections. The child would faint each time
she saw a needle, an empty needle box, or anything remotely associated
with needles. The parents brought the child for psychotherapy to address
the child’s fear of needles and medical care in general because the child
needed ongoing medical interventions to stabilize her health. Physiologi-
cally, this child’s system identified needles as threatening and as signifying
that she was in danger, even though the needles had been used on many
occasions to save the child’s life. As the therapist (I) used EMDR to treat
the fear of needles and medical procedures so that the child would be safe
and be able to access the needed medical care with minimal further trau-
matization. The child’s AIP system was accessed through EMDR, and the
EMDR treatment process desensitized the child’s association of needles
and medical care as life threatening.

How does this occur? The AIP model proposes that the brain pro-
cesses trauma much like the body processes physical injury. The physio-
logical processing of injury occurs when the body automatically searches
for the mechanisms for healing. The body continues with this healing
process unless there is interference to the healing process such as infec-
tion or foreign bodies preventing healing. Under these circumstances,
the natural healing process is thwarted. The natural healing process then
requires intervention to resume the process of healing.

Shapiro (1989a, 1989b) devised a therapeutic process by which the
therapist guides the client through a series of procedural steps to access the
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maladaptively stored information. By accessing those memory networks,
the EMDR protocol focuses on reprocessing the accessed information so
that the client can proceed with the healing process.

Because AIP theory postulates that the information must be accessed,
stimulated, and then moved toward adaptive resolution (Shapiro, 2007),
the client must be able to access and communicate this information,
which is often difficult for children because children have not developed
sufficient emotional literacy to report the experience to the therapist.
Because children are at different stages developmentally, therapists must
assess development in the client prior to proceeding with the EMDR
protocol. The therapist then adjusts the EMDR protocol to meet the
developmental needs of the client. Children often store memories in
sensory/motor format, and therefore children may not have a coher-
ent narrative to describe to the therapists; however, children can report
sensations that arise when neuronetworks are probed. This is when the
use of play therapy and art therapy techniques are indicated to facilitate
the treatment process.

AIP theory concludes that memories are a combination of sensory
input, thoughts, emotions, physical sensations, and a belief system but
may actually have metacognitions instead. Metacognitions are the abil-
ity to have cognitions about cognitions, or the ability to think about
thinking. Children have not fully developed a belief system with which
to understand and process an event or experience because children have
not yet developed cognitively to the point where they are able to think
about their own thought processes; therefore accessing and processing
of neuronetworks is different. In spite of the fact that children have not
developed the same cognitive processes and do not have as expansive
language skills as adolescents and adults, the AIP model still explains
personality development as well as the development of dysfunction and
pathology in children.

If, according to AIP, the assimilation of events into the associative
memory network and accommodations of the client’s previous identity
to encompass it can be considered the basis of personality develop-
ment (Shapiro, 2007), the earlier the intervention, the more positive
the impact on the personality and the individual’s overall health. AIP
suggests that for individuals with extensive abuse and neglect histo-
ries, this learning and adaptive resolution cannot take place because
they have insufficient internal resources and positive experiences to
transform the initial dysfunction. When working with children in
psychotherapy, the therapist also has a unique opportunity to provide op-
portunities for developing internal resources and positive experiences
through resource development and mastery skills as part of the EMDR
process.
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ASSESSING THE LITERATURE ON EMDR
WITH CHILDREN

When we began our pursuit of EMDR research with children, we found
that the majority of publications that focused on EMDR with children
suggested significant modifications to the eight phases of EMDR, if not
eliminating steps in the protocol completely. The books on EMDR with
children suggested that modifications to the eight phases of the protocol
were necessary to treat children (Greenwald, 1999; Lovett, 1999; Tinker &
Wilson, 1999). One of the only outcome research studies on EMDR with
children, by Chemtob, Nakashima, and Carlson (2002), suggested that
EMDR was successful with children. Yet what we read suggested that the
younger the child client, the more steps in the protocol were eliminated,
therefore decreasing adherence to the eight phases of EMDR. How could
it be that we both thought we were using all eight phases of the EMDR
protocol, yet there was no written documentation to support our clinical
experiences?

We wondered about what conclusions we could then draw from the
training and publications we reviewed on using EMDR with children. Was
it really true that fidelity to the EMDR protocol was not possible with
children, especially those under 10 years of age? Or was it that with more
advanced training and support, therapists could find just as much success
with EMDR with child clients as was being reported with adult clients?
With this question in mind, we set out to document what we were finding
in our clinical practices with even the youngest and most severely abused
clients.

RESEARCH ON EMDR

The research on EMDR with adults is extensive, and because of that,
EMDR is considered best practice for treating adults with posttraumatic
stress disorder (PTSD). Unfortunately, the same body of research currently
does not exist for treating children with EMDR. Since Shapiro (1989,
1993) introduced EMDR in 1987, a significant body of research has devel-
oped to support the efficacy of using EMDR as a treatment for PTSD with
adult clients. The American Psychiatric Association (2004) and the U.S.
Department of Veterans Affairs and U.S. Department of Defense (2004)
endorsed EMDR as one of the treatments of choice for adult patients with
PTSD. The National Institute of Mental Health has also endorsed EMDR
as an effective form of therapy for trauma. In addition to the support of
professional organizations, there is a substantial body of research that
demonstrates the efficacy of using EMDR with adults; however, EMDR as
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a treatment of choice for adolescents, and especially children, has not been
sufficiently documented.

RESEARCH ON EMDR IN PSYCHOTHERAPY
WITH CHILDREN

In contrast to the research on EMDR with adult clients, published stud-
ies documenting the efficacy of EMDR with young children is limited.
Research is necessary to establish EMDR for children as evidence-based
practice. As shown in Tables 1.1 and 1.2, 16 studies have reported using
the EMDR treatment protocol with children and adolescents (Ahmad,
Larsson, & Sundelin-Wahlsten, 2007; Chemtob, Nakashima, & Carlson,
2002; Cocco & Sharpe, 1993; Fernandez, Gallinari, & Lorenzetti, 2004;
Greenwald, 1994; Jaberghaderi, Greenwald, Rubin, Dolatabadim, & Zand,
2002; Jarero, Artigas, & Hartung, 2006; Korkmazlar-Oral & Pamuk,
2002; Muris, Merckelbach, Holdrinet, & Sijsenaar, 1998; Oras, Cancela
De Ezpeleta, & Ahmad, 2004; Puffer, Greenwald, & Elrod, 1997; Rubin
et al., 2001; Soberman, Greenwald, & Rule, 2002; Tufnell, 2005; Wilson,
Tinker, Hofmann, Becker, & Marshall, 2000; Zaghrout-Hodali, Alissa,
Dodgson, in press). These studies include the implementation of both
individual and group protocols with child subjects.

EMDR Individual Studies With Children

Studies published on the use of EMDR in individual psychotherapy with
children (Table 1.1) include single case designs, controlled studies, and
comparative studies. Although these studies have analyzed the efficacy
of EMDR with children and adolescents, of the 11 studies of individual
EMDR treatment of children, a total of 162 children of the 216 children
included in the research studies were provided a range of 1-12 sessions
of EMDR. Eleven of the studies reported the use of less than six sessions
of EMDR (mean 3.1 sessions per child) with only the Jaberghaderi and
colleagues (2002) study reporting up to 12 sessions of EMDR; however,
in this study, the EMDR treatment group of seven girls received eight
or less sessions of EMDR (mean 6.1 sessions per child). The children
in the studies ranged in age from 4 to 17 years. The EMDR treatment
reported in all 12 studies ranged from 0.5 to 1 hour sessions provided
by Part 2—trained therapists in all but three of the studies where the thera-
pists had only Part 1 training.

Of the 11 published studies on individual EMDR treatment with chil-
dren, six were controlled studies (Ahmad et al., 2007; Jaberghaderi et al.,
2002; Muris et al., 1998; Puffer, Greenwald, & Elrod, 1997; Rubin et al.,



(panu13u00)

UIP[IYd

(fenuew paznewnen jo

JuawaAoxdut [eo1uyo jusuIEan JO

dyd pauren paureisns SYoIM ¢ NAaNd STBA SAIpNIS Ak ¢
Idt [ERUBISqNG  PUE oM | MAWE -1 PIYR) ON ON 1101 PH0 1= s PIEMURID  $661

AANA

JO JuELIRA

paSueyd A1031pne Suisn

I01ABY2q pue Apnis ase))

uoneurIoyur swoidwds  syuowr 9 syiuow ¢ adaeyg
ON yog  ‘puow | AN T ON ON 6% PYO  ‘steak 1 2 020D €661

IId P e

‘ururen (Jooozoad dS.Ld pare[a1

NANWA dazs-£q -191SBSIP YIm

Id yum 7 udswasoidur -dazs Adeoyy Joug

‘SuBIOIUI paurelsns UaNLIM) 9°‘¢ s1eak ‘eI
ayd ¥ [eRuEIsqng - syyuour 9 AANG € ON X b T [00Y>S 19 (43 qoiquys - 00T

dsLd

swolduiks udIp[IYd yum pasouserp

Sumouarradxo (6°S ueowr paznewnen UdIp[IYd 10§

-1 U0 Sunesn NANF Jo o sdass 10§ o1urp OTIM 9T DTM “SA

pasoxdwi x3  Sunojdwod SuoIssas g—  paisnipe juonedino dnoigxa  yQNA 4pmas

uonewojur AANg u Toye dZuey) YAWH  PIYO,, oreryd4sd s1eak ANE LT pajjonuo)
ON uaIp[y)  syuowr g JO SUOISSIS §  YIIM SIL ON] ST PIYD 91-9 c¢ e prwyy £00T
Sururen sgurpury  dn-mojjoy SUOTSSIS pasn  PIssasse  SaINseaw Suniag o8uerade  s109lqns sarpnig  Apnis
asideray ] x3-150d  YJNG [e30]  [enuew  ANPPL]  -150J/1d 103(qng jo jo
XJ IoquinN TR9X

WRIPTIYD YHM YANH JO 3usunjeai] [enpIAlpuf jo saipmis [T HTdVL



udIpIIY

Sururen paznewnen

Id yam SYIND yIm Apmas

1s130[0yd4sd  uo juedoyIUSIs syyuow ¢— NAaNA

pasuadI| SS9 ‘S Uo pue s1eaA uoIssas J[3ulg
-paywlf [ dueayrudig oM 1 ON ON 0T ‘61 ‘81 PYO L1-8 0¢c T Iopnd Le6l

Surouarradxo

-1 ur yoeoidde

AJreroadsa srwreudpoydAsd

‘stoyduwis ur QNG Yaim

palou Jou dsS.1d pue Pa3Ba13 UIP[IYD

Sururen  guruonouny ur parrodax NANG Jo 298nja1

MANG  Iuouwsoxduar jou SUOISSS 9—] [endsoy s1eak paznewneli]
‘qud t AELSIEEIN Qutppwiy, aduey ON ON STHT  Ausmvamn 91-8 €l TePSEIO $00T

arnsodxa seiqoyd opids

wsideroyy paziraanduod ur Adezayy

[e101ARYaq pairodax J0 21nsodxa amsodxa

1 asidesa jou OAIA UL YAING L1191 sreak SAMAING
MAWATId T 29uedyrusis oN SurpEtLy, JO UOIssas [ ON ON ‘ST pT  Asmaarun L1-8 9¢ ‘eI SN 8661

S8 uerueay

pasnqe A[enxas

(19 uraw) 10} YANWA

pauren swoyduwids 14D 10 YAWd 14D L "SA 14D

11d 2s180] ds.Ld ur JO SUOISSIs sk JAINA ‘er
-oydAsd | SLUNVPY  SYPM T crovdn ON ON  €r‘cr  Ausioawpn  ¢1-7T Lyl tepeysnqe( 700t
Sururen s3urpury  dn-mojjog SUOTSSIS posn  passasse  saInseauwt Suniag o8uerode  s109lqns sarpnig  Apnis
isideray X3-150d  YJING [e30L  [enuew  ANPPI]  -150J/R1] 192(qng jo jo
X1 ToquunN BiEE) ¢

(panunu0d) UIPTIYD YHM AAINH JO JUdWieal], [enpIAIpU] JO SIIpN}S [T HT14VL



((4VD) Suruonoun, Jo 1udWssassy [BqO[D) ($7) {(D-SS.Ld) UaIp[yD 103 o[eds swordwidg ssanig donewnel |
-180d () smataraug Isiderdy ] (£7) (DDS.L) UaIP[IYD 10§ 1Y) wordwdg ewnel], (77) H(SIOYd/SIOYD) swoidwidg onewnes[-1s0g jo 110doy
auaTed/PIYD (17) ((OOA) uonmuso) jo AIpieA {(qNs) 2oueqImisiq Jo sirup 24123(qng (07) (SHI) 798 S3udA Jo 3dedw] (£T) 985 AIDIXUY ISAPTURIY
S.UdIP[IYD) (§T) 1S3, 9OUBPIOAY IOIABYIY (/) ‘U IUBJA JUIWISSISSY-J[2S (971) freuuonsany) eiqoyq 1opidg (G1) fmararaur Y-DSIA (41) (pIssasse
J01ABY9q WRqOi] (€) ‘mararour woldwids ST (ZT) ©Oeds Suney wo[qoid ([) MIIAIIUL JUdIB] (Q]) IoIUOW JudIe] (g) [edosqng wa[qoig
ySnoyJ, (§) ‘wao ISIPPIYD Jo1aeydg PIYD yoequaydy (£) ssauingdpy jo ssuney priyD (9) 9sinu [00yds 03 SUSIA (¢) ‘Arojuaau] uorssarda
PIIYD (§) €O[eds A19I1XUY ISYIUBIA SUIP[IYD) Pasiady (€) ‘Xopu] uonoeay py) () ‘A1oiusau] £104009y teney (1) :49y sainseaw-1sod pue -a1g

pauren
IId y¥eq paurejurewt
—iasideroyy S1[nsax
-oyo4sd pue ‘paAjOsal 191U ds.Ld jo
astneryo4sd swoldwAs yireay sIeak SsaIpn3s aseD)
PIYO dsid syuow 9 = 28uey ON ON €C [BIUSIN 1= 4 [PWRL $00T
swajqoxd
JI01ABYRq UI Arioey oures [01u0d ¢
HANA uononpar ye Lypioey AAdNA
JO SUOISSIs a81e| pliclitalcehal SUOISSAs ¢ swajqoxd
001 pasn ‘swroiduwis Kep 10 snid ares 1onpuod
pue pautedy asid Laroey o piep Y skog
1Id ‘uroiut Pasea1ddp pliclitalcehal ST -UBIS T ‘e
o0p-d1d T ‘SSAMSIP $SIT  sypuowr g € ON ON TTIT  [enudpIsay 91-01  sdoq 6T UBWIQOS  700T
191U0)
pauten JId HANA dueping
[I*—ayd 1 ON 91 PIHYO ut
‘sysigojoya4sd NANWE €T NANA Jo
VI € ouedyIudIs 93U s1eak {(TVLOL) SSOUIATIIYH
SMSIN 8 ON  syuowr 9 § ON LN L 9durping SI-9 6¢ e uqny 100¢
Sururen sgurpury  dn-mojjoy SUOISSIS posn  passasse  saInseawd Sumog o8uer ode  s1dalqns sarpnig  Apnis
1sideray 1 X3-350d  JQNF [e30],  [enuew  ANPPI]  -1S0J/RI] 109[qng jo jo
X1 JoquinnN b)Y




Aoyyany,
ur oenbyiies
JO sIoAlAInS

PITY2 {3tm

sans SOUIALOE 19430 AANE dnor

pajou jou paonpar snjd YN Jo skoq ¢ Jynweg

Sururel],  paduIpPIAd SINIALIOE [[& 10§ rezedepy s1eak  S[S ¢ % [810
sisidesoqy g waIp[IYD SUON  [BIO3 SInoy ¢°¢ ON ON QUON U L3113 U3, L1-01 9L -Ip[ZEuRIoy 00T

umoIaWoY

(Ldq) weas $31028 I1943 Ul poofy

uonoaoid  §NS pue RRENI 1IN © paouarradxo

[euonows $91008 Arerodway, oym udIp[IYd

pue  SHIYD ut sdnoi3 OJIXIN sfoq 7z yam jod0301d

sideroyy aseardap Inurur ‘ser3oN s1eak  s[u3 g7 dnoiny
ped[ [ JuedGIUSIS YoM 09-0S oML ON ON €C SeIpad S1-8 vy e onIe[ 9007

ewnen

1938ESIp 10§

Juowea]

skep (¢ 18 [ooyos

swordwAs Areyuawdpd

ou pey s3ny Ajr01nq yum [0d0101d

sqyd  7anqire Sursn sdnoid dnoiny

pauren goydeal  syIuowW 4 [euoneonpa [ooyds s1eaA ‘'R
[d € woryed 2 skep o¢ -oyddsd ON ON 1 Apeap 11-9 9¢€¢ ZOpUrlID] €007
Suturenn  sSuipur] dn-mojjoy SUOTISSIS pasn  passasse  sainseow Suniag d8uer  s109[qns solpnig  Apnis
1sidesoy | X1-150] MANG [eI0],  [enuew  ANPPL]  -150J/21] 93e 109lqng jo Jo TB9X

X[ JoquinN

SJUIITD PIIYD YIM [020301d dnox YAWH Jo SAIpmS 1T A14VL



*9[edS Suney dLIRIYIAS] JOLIG S, USIP[IYD) (§) DInsea]y £103udAu] (S d S, USIP[IYD) YSIeS () ©9[eds sjuaay jo 1oedwy
payrduig (¢) {(STLYD) d[BIS SIUdAF diBWNEI] 03 UONIBY P[IYD (7) ‘SUOIBAIISO [eI0IARYd]-1s0d pue -a1d s19yde3] (1) :493 sarnseaw-1sod pue -a1q

uondonpar
woldwds
110dox Sunooys
Juareq (000T e pasuaLiadxa
110doarx “Te 1o oym ur
paoulou  pyigo sod uoIssas  UOS[IA) [oeIs] UIP[IYD PIM
Sururer], 1-0 03 dn-moqo3 [ 020301 uodar  ‘waydyIg sfoq § YA dnoin
sysid paonpar ‘suorssas dnoigd 4 3nyq TR ur dured SIS ¢ ‘[e 19 POy
-BI0Yl 7 dNS SYuowW ¢  :SUOISSas [e101 ¢ Apronng ON] SANS 998nja1 epry  sieak 7-§ / -mourySez  ssaid ug
1sod
syluowr 7
pue
oom | dwey) 998njoy
foxd uerueq[y
oam [ sImoy 9 Jo [e101 s1eak -TBAOSOY]
pue  10J sAep 2AnIND Auewrron) cI-11 ur uaIp[Iyo
SI03RII[1OE] qauowr | -3sU0d € WO [020301] Tewoy 6 yam jodorod
NANdA dnoi3  sinoy g paared Sny ‘dures ‘s1eaf 07—9 dnoi8 yaWa
ayd ¢t 18unog  -ardnoid yoeg  Apronng ON Sy 938njoy L1 sdnoi g 1e 30 uosyip 000
Sutureny  sSuipur] dn-moj[oy SUOISSIS pasn  passasse  saanseaw 3uniag aduer  s309[qns saipnig  Apnis
1sidesay | X3-180J MANG [e10],  [enuew  AM[PPI]  -150J/R1] a3e 102(qng jo JO IBIL
X, JoqunN

11



12 EMDR AND THE ART OF PSYCHOTHERAPY WITH CHILDREN

2001; Chembtob, Nakashima, & Carlson, 2002). Of the six studies,
five were comparative studies of EMDR versus other methods of psy-
chotherapeutic treatment for children or wait list control (Ahmad et
al., 2007), and one study (Chemtob et al., 2002) used a randomized
lagged group design to specifically treat children with posttraumatic
symptoms.

EMDR Group Studies With Children

Five published studies (Fernandezetal.,2004; Jarero etal., 2006; Korkmazlar-
Oral & Pamuk, 2002; Wilson et al., 2000; Zaghrout-Hodali et al., in
press) have documented field studies on the use of the EMDR Group Pro-
tocol with children who had experienced a shared traumatic event due to
either a manmade or natural disaster (Table 1.2). The EMDR Group Pro-
tocol or the Butterfly Hug Protocol was created by Jarero and colleagues
(1999) to treat groups of children sharing a common traumatic event.
Due to the need for trauma treatment during disaster situations with high
numbers of victims and limited resources, the EMDR Group Protocol
has been studied in the field as therapists have attempted to aid victims
and reduce the impact of trauma especially on groups of children who
have experienced the same natural or manmade disaster situation and/or
shared a traumatic event. The field studies that have been conducted have
occurred internationally in disaster areas where resources are limited and
there are many child victims. In the five published studies of the EMDR
group protocol with children, 342 children participated in one to six
group sessions lasting from 50 minutes to 3.5 hours. Outcome measures
and posttreatment follow-up assessments from these studies note that
children have reduced symptoms and show resilience (Zaghrout-Hodali
et al., in press).

As of the publication of this book, the 16 studies on EMDR with
children suggest that EMDR with children is promising practice.

As with any treatment modality, the efficacy of the treatment inter-
vention must be supported by research to justify the treatment modality
as best practice. The 16 studies on EMDR with children suggest that
EMDR is a promising practice in psychotherapy with children; how-
ever, the robustness of the methodology in these studies has come under
scrutiny. Because of this, we have struggled to get EMDR authorized
for children and have had grant applications denied. Not only is it dif-
ficult to get services authorized for children, but even when services are
authorized, there are not many therapists trained to use EMDR with chil-
dren. Many clinicians experience frustration and even abandon the use of
EMDR because they lack confidence and support in successfully integrat-
ing EMDR with children into their clinical work. This is a travesty. But
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how do two clinicians convince the professional community that EMDR
should be the treatment of choice for traumatized children?

Our First Research Study

Why would two clinicians pursue research? We have often asked our-
selves this question. Ultimately, the reason we started using EMDR
with children and why we are conducting research on EMDR with
children is simple: We want EMDR to be available to all children. We
began a fidelity research study at Childhelp (a national nonprofit for chil-
dren who are victims of crime) and provided biweekly consultation for
the therapists at Childhelp who were using EMDR with children. This
research consultation group identified many training and clinical vari-
ables necessary to improve therapists’ success in maintaining fidelity to
the EMDR protocol in psychotherapy with young children. These find-
ings are necessary in supporting and guiding therapists in using EMDR
with even the youngest clients. The following conclusions are taken
from the clinical experiences of the researchers, individual consultation
with therapists who participated in the study, review of videotapes of
therapy sessions, and documentation from research consultation group
meetings.

Themes That Arose From the Qualitative Data. From this quali-
tative data, eight overarching themes emerged regarding using EMDR
with children aged 2-10 years. Of these themes, five will be discussed
including therapist-specific variables; variables specific to the unique char-
acteristics of the individual child; variables specific to EMDR treatment
with children; variables related to the treatment environment, including
the therapist’s office; and variables related to the parents of child clients
and the home environment.

The following discussion will describe the initial conclusions about
the variables that affected the therapists” ability to demonstrate fidelity to
the EMDR protocol.

Therapist-Specific Variables. Therapist-specific variables include
training and experience in working with young children; knowledge of
child development; training and experience with using the EMDR proto-
col; confidence in the efficacy of EMDR; patience and creativity in teas-
ing out the pieces of the EMDR protocol; and skill at developing rapport
and attunement with the client.

In this study, all the therapists had at least Part-2 training in EMDR
and had participated in biweekly consultation groups with feedback from
Eye Movement Desensitization and Reprocessing International Association
(EMDRIA)-Approved Consultants in EMDR. The consultants reviewed
tapes and responded to questions from therapists regarding fidelity. Responses
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from the therapists were documented by the researchers and included in this
study.

Therapists experienced in treating young children with training
in child development and play therapy found it easier to adhere to the
EMDR protocol with young children.

In addition to training and experience working with young children,
therapists needed training in EMDR and experience using the eight-phase
EMDR protocol. After Part 1 training in EMDR, therapists can practice
using the EMDR protocol with children with minor traumas (Shapiro,
2001); however, the therapists in this study who were Part 2 trained
struggled to use EMDR with highly traumatized children without addi-
tional consultation, training, encouragement, and experience. As thera-
pists in the study practiced using the EMDR protocol, therapists reported
greater success adhering to the EMDR protocol.

In a study on the effectiveness of EMDR with adult clients, Edmond,
Sloan, and McCarty (2004) reported that “one of the therapists was posi-
tively biased toward the method, one was extremely skeptical to the point
of being negatively biased against the method and the other two therapists
were viewed as neutral” (p. 262). Therapists’ bias toward the EMDR
methodology also was evident in the data collected from research group
meetings at Childhelp. The therapists’ bias toward the EMDR methodol-
ogy strongly contributed to the therapists’ willingness to use EMDR with
children. Therapists with a positive bias to EMDR were more likely to
incorporate play therapy, art therapy, and other nondirective techniques
in using EMDR with young children. Therapists who had been using play
therapy, art therapy, and other nondirective therapeutic techniques prior
to being trained in EMDR presented with a neutral or more cautious use
of EMDR with children. This made it more difficult for some therapists
to transition to the more directive procedures included in the EMDR
protocol. However, when therapists used play therapy, art therapy, and
child therapy techniques to elicit aspects of the EMDR procedural steps,
therapists became more easily acclimated and then reported greater suc-
cess in eliciting all phases of the protocol.

In addition, fidelity to the protocol was significantly affected by the
therapists’ confidence in their own clinical skills in treating young chil-
dren, along with the therapists’ confidence in their own skills adhering to
the EMDR protocol. The most effective therapists had excellent clinical
skills, especially with young children, had in-depth understanding of child
development, and felt confident using the EMDR protocol. Therapists
who read from the manual when they were first learning the EMDR pro-
tocol struggled to use the manual in therapy sessions. Once the therapist
gained confidence in his or her own skills at using the EMDR protocol
and knew the protocol without using the treatment manual, the therapist
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had greater opportunity to use play therapy, art therapy techniques, and
creative tools in eliciting the steps of the EMDR protocol with young
children. Discussion of the specific techniques and tools therapists cre-
ated to elicit the steps of the protocol with young children is beyond the
scope of this book. In general, therapists who used techniques beyond
traditional talk therapy were most successful in eliciting all the steps
of the EMDR protocol with children 2-10 years of age. For example,
therapists often struggled to elicit negative and positive cognitions with
children. Instead of using the language written in the adult treatment
manuals, therapists in this study asked children to identify bad thoughts
and good thoughts.

Rapport building and relationship development are foundations for
any successful treatment (Dworkin, 2005). These variables became even
more significant with the application of the EMDR protocol to severely
traumatized children. In fact, the rapport and relationship between the
therapist and the child were significant predictors of the ability of the ther-
apist to engage the child in the reprocessing that occurs during the Desen-
sitization Phase of EMDR. The relationship between the therapist and the
child client was also affected by the attunement of the therapist to the child
and by attachment issues.

Variables Specific to the Unique Characteristics of the Individ-
ual Child. Besides therapists’ specific variables, the individual child client
also brought unique challenges to the treatment provided in this study.
The children in this initial fidelity study were all clients of Childhelp,
USA, where the children are all identified victims of crime. In addition to
experiencing significant trauma, the children’s unique personalities and
life experiences affected this study. The children ranged in age from 3 to
10 years, and many children were bilingual in Spanish and English.

In addition, the children were from various cultural and religious
backgrounds. Therapists had to incorporate issues related to the child’s
culture into therapy. The specific religious affiliations of several children
required adjustments to the therapeutic environment. For instance, one
child belonged to a religious organization that did not allow certain holi-
days and figures; therefore the therapist had to move to a different office
because certain figures in the office were disturbing to the child because
of her religion.

Furthermore, children in this study were often involved in the legal
process of prosecuting adults; therefore the therapist had to assess cur-
rent stressors and provide resourcing to the child before proceeding with
reprocessing targets.

Finally, the therapist had to assess the distress in the child’s family
environment as well as in his or her home and school settings to most
effectively use psychotherapy with EMDR.
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Variables Specific to EMDR Treatment With Children. AsEMDR
was originally designed as a treatment protocol for adult clients, translat-
ing EMDR into language children can understand is even more compli-
cated with severely and chronically traumatized children. Because of this,
the severity of trauma experienced by the child obviously has a significant
impact on the child’s willingness to participate in treatment. Therapists in
this study often reported experiencing clients’ resistance or avoidance of
reprocessing. It was necessary to explore factors that were contributing to
clients’ avoidance. As cases were staffed and videos reviewed, factors were
identified as fueling resistance. Variables that emerged included engaging
the child in the treatment process; improving the child’s ability to toler-
ate intense affect; child developmental tasks, including children’s current
focus and emotional literacy; the impact of child languaging, including
translation of the EMDR protocol into terms appropriate for children;
and the use of BLS with young children.

Variables Related to the Treatment Environment, Including the
Therapist’s Office. The therapist needed to invest time, especially dur-
ing the Preparation Phase of EMDR, to successfully engage the child in
the clinical process and ultimately convince the child that participating
in therapy would be valuable to the child. One variable unique to this
study was location. At a large facility like the Childhelp, USA, Children’s
Center, therapists needed to understand that children needed time to play,
explore, and ultimately trust the therapist to be convinced that reprocess-
ing trauma would lead to positive and desirable outcomes. Because the
Childhelp, USA, Children’s Center is an advocacy center that includes
law enforcement, forensic interviewers, forensic medical facilities, and
the clinical environment, the children in this study had been interviewed
by detectives and often had participated in medical assessments prior
to being referred for therapy. Unlike children participating in therapy
in a private office or community mental health center, children in ther-
apy at Childhelp, USA, had already associated stressful experiences with
the facility prior to being referred for therapy. This required therapists
to desensitize the child to the therapy environment for treatment with
EMDR to proceed. Once the therapist recognized that the child’s reti-
cence to participate in therapy with EMDR sometimes was due to con-
tamination of the facility environment, rather than difficulties with the
EMDR protocol, the therapeutic process continued more successfully.

Variables Related to the Parents of Child Clients and the Home
Environment. These variables included the parents’ current emotional
functioning, the stability of the home and school environments, the recency
of the trauma, and unfolding secondary traumas such as changes to the
family and home environment and forensic involvement. The emotional
functioning of the child’s parents often had a direct impact on treatment
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outcomes for children. The parents’ own anxiety and trauma history had
to be assessed and treated to improve the child’s success in treatment.
It was evident that the stability of the home and school environments
posed significant challenges to EMDR with children. Often, when the
home environment was destabilized or had been dysfunctional when the
crisis/trauma occurred, the child’s progress in therapy was stymied or
halted. When this occurred, the therapist needed to stabilize the home
and school environments for progress in therapy to continue. In addition,
the recency of the trauma and co-occurring or secondary trauma to par-
ents often contributed to the parents’ own mental health issues and ten-
dency to become more protective of the children. With several clients, the
perpetrator was a sibling or parent, which profoundly destabilized the
child’s environment. Progress in treatment was prolonged and required
patience and commitment from the therapist. In these cases, the child’s
participation in the EMDR fidelity study was difficult because therapists
had to spend a significant amount of time during the Preparation Phase
with the child and his or her family. This issue also delayed data collec-
tion for the fidelity study as therapy became lengthy. Several clients had
to withdraw from the study because of new allegations that required
forensic or legal involvement.

The research conducted on EMDR with children (Chemtob et al.,
2002; Cocco & Sharpe, 1993; Fernandez et al., 2004; Greenwald, 1994;
Jaberghaderi et al., 2002; Jarero et al., 2006; Korkmazlar-Oral & Pamuk,
2002; Muris et al., 1998; Oras et al., 2004; Puffer et al., 1997; Rubin et al.,
2001; Soberman et al., 2002; Tufnell, 2005; Wilson et al., 2000), along
with the fidelity study that we have conducted, form the foundation for
documenting EMDR with children as a promising practice.

Of the eleven studies published on EMDR in individual therapy
with children, a total of 185 children aged 4-17 years were reportedly
provided from 1 to 12 sessions of EMDR (mean 3.8 sessions). Eight
studies reported that therapists offered six or less sessions of EMDR. The
EMDR treatment in all of these studies ranged from %2 hour to 1-hour
sessions provided by therapists fully trained in EMDR in all but three
of the studies, where the therapists had not completed basic training in
EMDR.

SUMMARY

As with any treatment modality, the efficacy of the treatment intervention
must be supported by research to justify the treatment modality as best
practice. Conducting research on therapeutic processes is challenging
and requires that specific criteria be met to establish the methodological
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robustness of the research study. More research studies need to be con-
ducted on using EMDR to treat young children, yet how do you conduct
studies if there are few therapists specifically trained to use EMDR with
young children? What a difficult predicament. Where do you start? To
demonstrate fidelity to the EMDR protocol, therapists must first receive
standardized training in using EMDR and then advanced training in using
EMDR with young children. This training starts with a written manual,
with directions for the therapist to adhere to the protocol. In addition to
using a manual, the therapists still need ongoing consultation and skill
development to effectively implement the EMDR protocol. The purpose
of this book is to document and attempt to standardize the use of EMDR
with young children in an effort to provide a document that will assist
educators and researchers in standardizing the EMDR protocol for use
with young children.

The book began with a review of the theoretical underpinnings from
the AIP Model and a brief summary of the published studies on EMDR
with children. In this chapter, we also reviewed the research on EMDR
in general, with a focus on the current research on EMDR with children.
The next chapters of the book provide specific written instructions for
therapists to use EMDR with children, with explanations for using each
piece of EMDR protocol with even the youngest client.

We then provide specialty protocols for using EMDR with children
with symptom presentations and diagnoses.

Future studies on EMDR with children are necessary to assess the
efficacy of using EMDR to treat children. Currently, EMDR with chil-
dren has the foundation for a promising practice, and with additional
studies, EMDR with children can become recognized as evidence-based
practice.





