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There is currently a limited number of studies into the efficacy of eye movement desensitization reprocess-
ing (EMDR) therapy with children and adolescents with posttraumatic stress disorder (PTSD). The current
study utilizes a systematic narrative review of methodologies and findings of previous literature reviews
and meta-analyses as well as analyzing randomized control trials (RCTs) conducted from 2002 to 2018.
Following initial scoping of the extent of studies, two systematic literature searches were conducted,
firstly for literature reviews and secondly for recent RCTs. Nine databases were utilized. Eight reviews and
seven RCTs were identified and analyzed for quality of methodology and outcome as measured by impact
on PTSD symptoms.EMDR was found to be efficacious in reducing children’s PTSD symptoms compared
to waitlist conditions, with similar outcomes to cognitive behavior therapy (CBT). EMDR was effective
with both single-event trauma as well as cumulative trauma such as sexual abuse. EMDR was equally
effective with girls and boys as well as children from different cultures. EMDR achieved medium to large
effect sizes. Reductions in PTSD were maintained at 2-, 3-, 6-, and 12-month follow-up. In conclusion,
EMDR was consistently found to be an efficacious treatment for children with PTSD. Recommendations
are made for future practice and research.
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ing (EMDR) therapy was developed by Shapiro

for adults who had experienced adverse life
events (Shapiro, 1989). Since this time EMDR has been
extensively researched with adults and has demon-
strated efficacy for the treatment of the effects of
adverse life events, mainly posttraumatic stress dis-
order (PTSD). The World Health Organization and

E ye movement desensitization and reprocess-

the International Society for Traumatic Stress Stud-
ies (ISTSS) recommend EMDR therapy as a first line
treatment for PTSD in adults, adolescents, and chil-
dren (ISTSS, 2018; WHO, 2013). The National Insti-
tute for Health and Care Excellence (NICE, 2018),
however, recommends that EMDR is not used before 3
months post-trauma and then it should be considered
for children and young people aged 7-17 years with a
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diagnosis of PT'SD or clinically important symptoms
of PTSD who have presented more than 3 months
after a traumatic event only if they do not respond to
or engage with trauma-focused cognitive behavioral
therapy (TF-CBT) (NICE, 2018). NICE concluded that

there was limited evidence for eye movement
desensitization and reprocessing (EMDR) sug-
gesting possible benefits on PTSD symptoms in
children older than 7 years. However, EMDR
was found to be less clinically effective and
cost effective than all individual trauma-focused
CBT interventions. On this basis, the committee
decided it should be considered only if children
do not respond to or engage with trauma-
focused CBT. (NICE, 2018, p. 34)

In short, the NICE guidance raises serious ques-
tions about the efficacy of EMDR with children and
the methodological rigor and bias of EMDR empirical
studies.

Paradoxically, the NICE review was limited in
itself. While the review considered 11 studies, they
excluded 8 of the 11, and their review of EMDR
therapy included only 3 randomized control trials
(RCTs) (Ahmad & Sundelin-Wahlsten, 2008; De Roos
et al.,, 2017; Soberman, Greenwald, & Rule, 2002).
Their evaluation omitted Diehle, Opmeer, Boer,
Mannarino, and Lindauer (2015) and they overlooked
Chemtob, Nakashima, and Carlson (2002); De Roos
et al. (2011); and Jaberghaderi, Greenwald, Rubin,
Zand, and Dolatabadi (2004). The current review, by
contrast, includes 4 important studies. As Dominguez
and Lee recognize in their article on treatment guide-
lines in this special issue, there is

a difference between NICE and ISTSS guidelines
with respect to the recommendations for chil-
dren. While it is clear that some studies should
have been included in the NICE guidelines and
that this would likely have resulted in a higher
recommendation equivalent to ISTSS; the fact
that two or three missing studies impacts the
analysis underscores the importance of further
trials in this area. (p. 257)

Further evidence is also needed that supports or
challenges the theoretical constructs that underpin
EMDR. The theoretical construct that underpins
EMDR therapy posits the existence of an infor-
mation processing system that naturally assimilates
new experiences into already existing memory net-
works (Shapiro, 2018). Shapiro’s (2001) adaptive

information processing (AIP) model holds that the
primary source of pathology is the presence of
memories of adverse life events that have been insuffi-
ciently processed, and subsequently, stored in a state-
specific form, within their own neural network, which
do not link to other memory networks holding adap-
tive information (Shapiro, 2018). While the EMDR
practitioner community support such an understand-
ing, this is not shared universally by other trauma
recovery perspectives, such as memory reconsolida-
tion (Nader, 2003).

In line with AIP, the goal of the eight phases of
EMDR therapy is to facilitate the processing and adap-
tion of these memories. EMDR therapy’s eight-phase
treatment approach occurs in a systematic manner:
(a) client history and treatment planning; (b) prepara-
tion, providing the client with information about the
EMDR process and resourcing as needed; (c) assess-
ment of the EMDR target memory; (d) desensitiza-
tion using bilateral stimulation; (e) installation of the
client’s chosen positive cognition; (f) the client per-
forms an imaginary body scan, and any somatic feel-
ings are then targeted for reprocessing; (g) closure of
complete or incomplete sessions, and preparation for
sessions to end; and (h) reevaluation of the target at
the subsequent session (Shapiro, 2018). Adaptation of
the protocol, however, is recommended in different
ways for children at different periods of development
(Tinker & Wilson, 1999).

The first published reports of using EMDR ther-
apy for treating children with PTSD were case stud-
ies. Shapiro (1991) and Mendoza-Weitman (1992)
each described successful treatment of a single child.
Greenwald (1995) was the first to show preliminary
evidence of the efficacy of EMDR in treating children
with posttraumatic stress reactions. Greenwald con-
ducted a case series with five children who suffered
psychological consequences after experiencing hurri-
cane Andrew in Florida, USA. The children, age 4-11,
received two sessions of 20-90 minutes duration.
Semi-structured interviews and the Problem Rating
Scale (PBS) were administered to mothers prior to and
following treatment. Posttreatment, all children were
reported to have returned to pretrauma levels of func-
tioning.

In contrast to adults, when young children enco-
unter adverse or traumatic life events, their brains are
still developing (De Bellis & Zisk, 2014). Traumatic
events can, therefore, have an impact on neurolog-
ical development, in addition to affecting the way
future life experiences are perceived, stored, and in
turn impact upon other areas of social, emotional,
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academic development (De Bellis & Zisk, 2014). Chil-
dren’s extensive reactions to adverse life events can
include clinical and sub-clinical symptoms of presen-
tations such as PTSD, separation anxiety, fear of the
dark, sleep disturbances, anxiety, depression, phobias,
regressive behavior, and social behavior problems
(Cook, 2005; Van der Kolk, 2005). Children experienc-
ing adverse life events do not always meet the PTSD
diagnostic criteria (Jonkman, Verlinden, Bolle, Boer,
& Lindauer, 2013). Indeed, Jonkman et al. (2013)
found that children with more severe traumatization
presented with fewer PTSD symptoms. This is a very
important issue as children who do not meet the cri-
teria may be excluded from treatment for traumatic
experiences.

With adverse life events having the potential to
create pervasive long-lasting disruptions to their psy-
chological and social development, children and ado-
lescents need timely and effective treatment (ISTSS,
2019). There have been a number of studies which
have demonstrated the effective use of EMDR to
treat trauma in children and adolescents. In the treat-
ment of PTSD in children, an adapted EMDR pro-
tocol is used, with age and developmental modifica-
tions (Adler-Tapia & Settle, 2008; Greenwald, 1999;
Lovett, 2007; Shapiro, Kaslow, & Maxfield, 2007;
Tinker & Wilson, 1999). However, much of the
research regarding the use of EMDR with children
and adolescents involves case studies and subclinical
populations.

There is currently only a small body of RCTs that
examines the efficacy of EMDR with children and ado-
lescents diagnosed with PTSD. In seeking to respond
to recent NICE guidance, the aim of this article is
to provide a systematic narrative review of method-
ologies and findings of previous literature reviews,
meta-analysis, and recent RCTs that have examined
the treatment of children and adolescents diagnosed
with PTSD and treated with EMDR therapy, inclusive
of studies omitted from NICE (2018).

Methods

The search methodology was a replication of Wilson
et al. (2018) literature review used in assessing the effi-
cacy of EMDR for adults with PTSD. The current sys-
tematic review focused on the efficacy of EMDR with
children and adolescents who presented with PTSD
symptoms. The purpose of replicating Wilson and
colleague’s methodology was to enable a comparison
of rigor and outcome of child and adolescent stud-
ies with adult EMDR efficacy literature. Three phases
were utilized in the search for studies. An initial phase

in the literature search involved a scoping review of lit-
erature to ensure there were sufficient child and ado-
lescent studies to warrant a review of the literature at
this time. Following this (see Figure 1) a systematic
search of systematic reviews of literature and meta-
analyses on the efficacy of EMDR with children with
PTSD was conducted. To ensure the current review
included a sufficient number of rigorous studies for
analysis, a third phase involved a systematic search
of all randomized control studies since 2002 (see
Figure 2).

The search terms used in the current review were
eye movement desensitization reprocessing; EMDR;
posttraumatic stress; PTSD; systematic review; meta-
analysis; randomized control trial; and RCT. The
nine databases searched through the University of
Massachusetts library’s online subscription included
Web of Science, Medline, Cochrane Library, ASSIA,
PubMed, PsycINFO, Science Direct, CINAHL, and
Psych Articles. Inclusion criteria involved studies in
English (UK and American spellings) that focused
on efficacy of EMDR with children and adolescents
who presented with PTSD symptoms. Inclusion and
exclusion criteria mirrored the adult review (Wilson
et al., 2018). Studies were excluded that were not
written in English, did not use a randomized control
design, were not peer reviewed, or did not evaluate
EMDR studies and include children and adolescents
with PTSD. Studies where participants were exclu-
sively adults were excluded from the current review.

As with Wilson et al. (2018), the current study
utilized the Critical Appraisal Program Tool (CASP,
2017a, 2017b) to assess the quality of the child and ado-
lescent studies. Appraisal included focus and impor-
tance, randomization and matching of participants,
dropout rates, blind to treatment, effect size, cost—
benefit, and impact. Similar to NICE (2018), most
studies rated “low” quality. Articles were initially
reviewed against the inclusion and exclusion criteria
using the article’s title and abstract. Articles meeting
the inclusion criteria were then read in full. Refer-
ences within articles were searched to ensure thor-
oughness and avoid articles meeting the criteria being
omitted.

Results

The initial scoping of EMDR studies and reviews of
literature indicated the viability of progressing with
the systematic search of the literature. In the first
systematic search of literature reviews and meta-
analyses, 135 articles were removed following the ini-
tial title and abstract search. Three were duplicates and
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141 papers found

135 removed after review of title

and abstract

3 removed as duplicates

Full text search
conducted on 3

1 removed after full-text search

2 papers accepted for review

6 identified from reference search

Total of 8 papers accepted for
this review

FIGURE 1.

n = 3 were identified through the reference and cita-
tion search, which led to no further articles being
included. In the second search, this time of RCTs,
n = 113 articles were removed after the initial title
and abstract search, two were removed as duplicates,
and n = 9 were identified from a search of articles’
references.

Characteristics of Reviews

Eight systematic reviews were identified from 2009
to 2018. All were conducted by differing groups of
authors (see Table 1) and as such avoided author
bias. Although all reviewed the efficacy of EMDR

EMDR and posttraumatic stress disorder (PTSD) in children: Flow charts. First search = systematic reviews.

in addressing PTSD in children and adolescents, the
purpose of the articles differed. Four reviews focused
specifically on EMDR (Adler-Tapia & Settle, 2009;
Greyber, Dulmus, & Cristalli, 2012; Moreno-Alcazar
et al., 2017; Rodenburg, Benjamin, De Roos, Mei-
jer, & Stams, 2009); one addressed the compari-
son of EMDR with CBT (Khan et al.,, 2018); one
evaluated EMDR, CBT, and KidNET (Brown et al,,
2017); and two reviews looked at specific areas of
interest (Beer, 2018; Chen et al., 2018). Five reviews
focused only on RCTs (Chen et al., 2018; Greyber
et al., 2012; Khan et al., 2018; Moreno-Alcazar et al.,
2017; Rodenberg et al., 2009), while three summa-
rized RCTs, case studies, and or other methodologies
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119 papers found

113 removed after review of title

and abstract

2 removed as duplicates

Full text search
conducted on 4

2 removed after full-text search

2 papers accepted for review

9 identified from reference search

4 removed after full text search

Total of 7 papers accepted for
this review

FIGURE 2.
trials.

(Adler-Tapia & Settle, 2009; Beer, 2018; Brown et al.,
2017).

Greyber et al. (2012) and Beer (2018) were the only
reviews not to include a meta-analysis. The number of
studies included in the reviews ranged from 5 to 36.
The four reviews which focused only on EMDR ther-
apy evaluated 19 or fewer studies (Adler-Tapia & Set-
tle, 2009; Greyber et al., 2012; Moreno-Alcazar et al.,
2017; Rodenburget al., 2009), with less than 691 total
participants. The most recent review of KidNET, TF-
CBT, and EMDR treatments had an impressive 3,541
participants across the three treatments (Brown et al.,
2017).

EMDR and posttraumatic stress disorder (PTSD) in children: Flow charts. Second search = randomized control

Two of the reviews failed to examine the quality
of the studies reviewed (Brown et al., 2017; Roden-
burg et al., 2009), whereas other reviews used dif-
fering measures, making it difficult to compare the
quality of studies across reviews. Greyber et al. (2012)
and Beer (2018) omitted measuring the homogeneity
of the populations under study. Again Greyber et al.
was the only review not to discuss effect size, although
this omission was recognized by the authors. Finally,
none of the reviews included the location of where
studies were conducted, and in turn there was no
examination of the potential relevance of culture and
context.
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Characteristics of RCTs

Seven RCTs were identified (see Table 1). An eighth
publication was omitted (Ahmad, Bo, & Sundelin-
Wahlsten, 2007) due to errors in statistical analysis and
because the study was republished a year later (Ahmad
& Sundelin-Wahlsten, 2008). De Roos was the only
principle investigator who led more than one RCT (De
Roosetal., 2011; De Roos et al., 2017). See Table 2. All
other studies were led by different researchers. Two
of the studies failed to report the location of the study
(Ahmad & Sundelin-Wahlsten, 2008; Soberman et al.,
2002). The majority of studies (n = 3) were conducted
in the Netherlands (De Roos, 2011, 2017; Diehle et al.
(2015), one was in Iran (Jaberghaderi et al., 2004), and
one in Hawaii (Chemtob et al., 2002).

Only four studies conducted diagnostic assess-
ments of participants (Ahmad & Sundelin-Wahlsten,
2008; Chemtob et al., 2002; De Roos et al., 2017;
Diehle et al., 2015). Symptom wise, all studies focused
on the efficacy of EMDR on PTSD symptoms. De
Roos et al. (2017) and Diehle et al. (2015) also
assessed loss of PTSD diagnosis. Some studies mea-
sured comorbid symptoms including depression and
anxiety (Chemtob et al., 2002; De Roos et al. 2011;
De Roos et al. 2017; Diehle et al., 2015) and Sober-
man etal. (2002) looked at boys’ behavioral difficulties.
Types of traumas included the sexual abuse of girls
( Jaberghaderi et al., 2004), single trauma (Chemtob
et al., 2002; De Roos et al., 2011), disasters (Chem
tob et al., 2002; De Roos, 2017), and “psychosocially
exposed conditions” (Ahmad & Sundelin-Wahlsten,
2008). Three RCTs compared EMDR therapy to wait
list (Ahmad & Sundelin-Wahlsten, 2008; Chemtob et
al., 2002; Soberman etal., 2002) and four compared the
outcomes of CBT and EMDR (De Roos et al., 2011;
De Roos et al., 2017; Diehle et al., 2015; Jaberghaderi
et al., 2004).

The number of participants in studies ranged from
32 to 103, with ages ranging from 4 to 18 years old.
Children younger than 4 years of age have therefore
not been included in EMDR efficacy studies. Five
studies covered a wide age range and included both
children and adolescents, with only one study (Chem-
tob et al., 2002) specifically focusing on children (aged
6-12) and one study on adolescent (aged 12-13) girls
(Jaberghaderi et al., 2004). Six of the seven studies
used a blind protocol where the assessor was not
aware of the participants’ pretreatment group alloca-
tion. Chemtob et al. (2002) was the exception where
this was not discussed. Although only two of the
studies reported on effect size analysis (De Roos et
al., 2017; Diehle et al., 2015), five reported effect sizes;

Ahmad and Sundelin-Wahlsten (2008) and Soberman
et al. (2002) were the exceptions. Dropout rates were
reported in six of the seven RCTs, with Chemtob et
al. (2002) omitting to do so. Dropout rates varied
from 2% (De Roos et al., 2017) to 36% (Ahmad &
Sundelin-Wahlsten, 2008). Nearly all studies used
multiple standardized measures except Ahmad and
Sundelin-Wahlsten (2008) enabling comparison across
trauma-related symptoms and increasing reliability in
the findings.

Number of sessions ranged from 3 (Chemtob
et al.,, 2002; Soberman et al., 2002) to 8 (Ahmad
et al., 2008; Diehle et al., 2015;), (Jaberghaderi et al.,
2004). Stabilization sessions were therefore minimal.
Sessions were mostly reported as 45 minutes dura-
tion with minimal homework where mentioned. Five
studies did not report family involvement in therapy,
although De Roos et al. (2011) and Diehle et al. (2015)
included parents in parts of the sessions. All studies
conducted pretest and posttest measures to assess the
short-term gains of participants. Most studies adminis-
tered follow-up measures, however, this ranged from
2-week (Jaberghaderi et al., 2004) to 12-month follow-
up (De Roos et al., 2017). There was an inconsistency
in follow-up timescales across studies, with 2-month
(Ahmad et al., 2007; Ahmad & Sundelin-Wabhlsten,
2008; Diehle et al.,, 2015; Soberman et al., 2002),
3-month (De Roos et al. (2011, 2017), 4-month, and 6-
month (Chemtob et al., 2002) follow-up periods.

Analysis of Qutcomes
Effect Sizes Reported in Review Articles

Three reviews reported effect size as cohen’s d. All
reported medium effect sizes. Moreno-Alcazar et al.
(2017) reported individual studies ranges from
d = .36 to .58; Rodenburg et al. (2009) found d = .56
and Chen et al. (2018) found the largest effect size of
d = .66. Khan et al. (2018) reported a medium effect
size as signed differential mapping (SDM = .43) and
Brown et al. (2017) reported small to large effect sizes
across studies using Hedges’ g (¢ = .17- 1.06). Three
reviews failed to specify effect sizes (Adler-Tapia &
Settle, 2009; Beer, 2018; Greyber et al., 2012).

In comparing EMDR with CBT and KidNET
(Brown et al., 2017), all therapies demonstrated sig-
nificant reductions in PTSD resulting from natural
and man-made disasters. No significant differences,
however, were found between EMDR, CBT, and Kid-
NET. Interestingly, effects were moderated by type of
profession (higher level of training leading to higher
effect sizes).
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Effect Sizes Reported in the RCTs

Five studies reported effect sizes for EMDR. Diehle
et al. (2015) found a medium effect size for EMDR (d
= 0.72) compared to a large effect size for TF-CBT
(d = 1.1). De Roos et al. (2011, 2017) identified sub-
stantial effect sizes found for PTSD on both EMDR
(d=1.27) and CBT (d = 1.24), with smaller effect sizes
for anxiety, depression, and behavior problems (d =
.39-1.03). Finally, Jaberghaderi et al. (2004) reported
that CBT and EMDR showed large effect sizes for
PTSD and a medium effect size for positive behav-
ior change. The largest effect size in the Ahmad and
Sundelin-Wahlsten (2008) study was for reexperienc-
ing symptoms (d = .40), and smallest for the hyper-
arousal scale (d = .01).

Comparisons to Wait List and Standard Care

Four studies compared EMDR to a wait-list condi-
tion or treatment as usual, and showed significant
reductions in PTSD for children who received EMDR.
Chemtob et al. (2002) found that in contrast to chil-
dren who experienced EMDR, the wait-list condi-
tion showed no change in depression or anxiety from
baseline to pretreatment; however, once treated, the
wait-list group also showed change in all outcome
measures similar to the initially treated groups. Like-
wise in Ahmad and Sundelin-Wahlsten (2008), chil-
dren experienced greater symptom improvement with
EMDR compared to the waitl ist group. De Roos
et al. (2017) demonstrated large effect sizes for both
cognitive behavioral writing therapy (CBW'T) and
EMDR versus the wait list condition for trauma-
related appraisals, anxiety, depression, behavior prob-
lems, and decreases in trauma symptoms. This study
reported impressive reductions in PTSD. Posttreat-
ment, 92.5% of EMDR and 90.2% of CBW'T partici-
pants no longer met PTSD criteria. Treatment gains
were maintained at 3-month follow-up, and for EMDR
participants at 12-months posttreatment, PTSD diag-
nostic remissions reached 100%. There were no sig-
nificant changes during wait-list periods. In an RCT,
Soberman et al. (2002) compared the effectiveness of
EMDR with standard care for boys, aged 10-16 years,
with behavior problems. Boys who received EMDR
experienced significant reductions in PTSD and behav-
ior problems compared to the control group at 2
weeks posttreatment and at 2-month follow-up.

Comparisons to TF-CBT

Four studies compared EMDR to TF-CBT.
Jaberghaderi et al. (2004) found large effect sizes for

reduced PTSD for both EMDR and CBT with sex-
ually abused girls aged 12-13 years from Iran. Both
treatments also achieved a medium effect size for pos-
itive behavior change. Similarly, De Roos et al. (2011)
and De Roos et al. (2017) found substantial and sta-
tistically significant reductions in PTSD for children
who had experienced a single-event trauma. Both
treatments also achieved comparable gains in reduced
anxiety, depression, and behavior problems. In con-
trast, Diehle et al. (2015) found that although EMDR
and CBT were effective in reducing PTSD for children
aged 8-18 years, CBT achieved slightly greater gains.

Types of Traumas

The types of traumatic events which were success-
fully treated with EMDR included child sexual abuse
(Jaberghaderi et al., 2004), disasters (Chemtob et al.,
2002; De Roos et al., 2011), and single-event trauma
experiences (De Roos et al., 2017).

Effects for Comorbid Symptoms

De Roos et al. (2017) examined the effectiveness of
EMDR for single-incident trauma and found signif-
icant reductions in PTSD and comorbid symptoms
in children/adolescents being treated for PTSD. The
authors concluded both EMDR and CBW'T are brief
and effective therapies. De Roos et al. (2011) also found
that children exposed to disaster benefitted from
CBT and EMDR in that reductions were reported in
PTSD symptoms, depression, anxiety, and problem-
atic behavior. Chemtob et al. (2002) similarly found
that children who presented with disaster-related
PTSD and who received EMDR showed reduced
scores on the Children’s Reaction Inventory (CRI) as
well as a reduced number of health visits to nurse.
Chemtob et al. (2002) concluded EMDR appeared
beneficial for children exposed to disaster and who
present with PTSD symptoms (Chemtob et al., 2002).
Jaberghaderi et al. (2004), in a study with Iranian
girls who had been sexually abused, reported a sta-
tistically significant reduction in PTSD that equated
to a large effect size (d = 2.0). Reductions were also
reported for behavioral difficulties following EMDR.
Both CBT and EMDR were found to be effective.
Finally, Soberman et al. (2002) in assessing the effec-
tiveness of EMDR for boys with conduct problems
placed in residential units, found EMDR led to reduced
PTSD and reduced memory-related distress, as well as
fewer problem behaviors at 2-month follow-up.
Ahmad and Sundelin-Wahlsten (2008) and Diehle
et al. (2015) demonstrated treatment effects on PTSD
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measures (Cohen’s d = 0.41 and 0.83, respectively)
when children (6-18yrs) who presented with PTSD
from various and multiple trauma events (e.g., acci-
dents, sexual assault, exposure to domestic vio-
lence), with comorbid symptom presentations, were
treated with up to eight EMDR sessions. Ahmad
and Sundelin-Wahlsten (2008) reported that of the 33
participants, 78% also had comorbid diagnoses, and
results demonstrated no impact of comorbid diagnosis
on treatment outcome. Diehle et al. (2015) reported
that effect sizes for children who experienced single-
or multiple-event trauma were about the same.

Culture

EMDR was also effective in reducing PTSD in dif-
fering locations and cultures. In Iran, Jaberghaderi et
al. (2004) found statistical reductions in PTSD and
behavior following EMDR and CBT. In Amsterdam
(Diehle et al., 2015) and other parts of the Nether-
lands (De Roos et al., 2011, 2017), TE-CBT, CBWT,
and EMDR were effective in reducing PTSD. Reduced
PTSD and behavioral change were also reported in
Hawaii (Chemtob et al., 2002).

Sex

Boys and girls experienced reductions in PTSD follow-
ing EMDR. Most studies in the review included mixed-
gender participants except for Soberman et al., 2002
(boys); and Jaberghaderi et al., 2004 (Iranian girls with
a sexual abuse history). In each study gains were made
in reduced PTSD and behavior change; for exam-
ple, Soberman et al. (2002) found EMDR as effective
trauma treatment for boys with conduct problems.

Maintenance of Gains

Maintenance of gains (reduced PTSD) over different
time periods has been demonstrated with EMDR.
Follow-up time periods posttreatment include 2 weeks
(Jaberghaderi et al., 2004), although this provides an
insufficient timescale to assess whether gains were
maintained in the long term; 2 months (Soberman et
al., 2002) where the EMDR group showed reductions
in problem behavior for boys with conduct problems
at follow-up; 3 months (De Roos et al., 2011; De Roos
et al., 2017); 6 months (Chemtob et al., 2002); and 12
months (De Roos et al., 2017). Overall effectiveness
and reductions in PTSD, anxiety, depression, and
behavioral symptoms were found to be maintained at
follow-up.

Discussion

Contrary to NICE (2018), the current review identi-
fied that prior meta-analyses, systematic reviews, and
RCTs for children and adolescents demonstrate that
EMDR appears to be an efficacious treatment for chil-
dren and adolescents with PTSD and other trauma-
related symptoms. This finding is, therefore, in line
with conclusions in international treatment guidelines
for EMDR and PTSD (ISTSS Guidelines Committee,
2018; WHO, 2013). This is an important finding given
the extent of trauma exposure for children globally,
their developmental immaturity, and resultant symp-
toms in the short and long term (Yule et al., 2000). In
addition to PTSD, the evidence indicates that EMDR
may also be effective in reducing depression, anxiety,
and behavioral problems.

Unfortunately, however, and in support of NICE
(2018) conclusions, the current review found that
most empirical studies of the efficacy of EMDR, apart
from the most recent, tend to be of low quality and
variable in methodology. The latter makes compar-
isons across studies uncertain. For example, numbers
of participants ranged widely across studies, as did
participants” ages. There was typically a lack of explo-
ration of issues specific to differences between child
and adolescent respondents. Variability also occurred
in the number of sessions administered as well as the
duration of sessions. Most studies failed to report on
any work with families. While most studies assessed
similar symptoms, a variety of standardized measures
were used for assessment. Not all studies conducted
follow-up assessments, and the timescale of assess-
ments varied. Only a few studies provided effect sizes
along with a lack of consistency in analyzing and
reporting effect sizes. Finally, although dropout rates
were mostly reported, insufficient information was
provided to understand the reasons for differences
across studies. As the NICE review highlighted, such
methodological discrepancies raise questions of con-
fidence in EMDR studies, which in turn generates
doubt regarding the efficacy of EMDR therapy. As
Dominguez and Lee (2019) argue, it is, therefore,
essential that independent and rigorous empirical
studies of EMDR efficacy are conducted.

Summary

Despite these methodological limitations it was pos-
sible to determine that girls and boys benefitted from
EMDR, as well as children from a small range of coun-
tries including the Netherlands, Iran, and the United
States (Hawaii), and one or two unnamed locations.
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The literature suggests that effective treatments for
PTSD (i.e., EMDR, TF-CBT), have equivalent effect
sizes (ISTSS, 2019; WHO, 2013). There is however,
a possible trend in the child literature that EMDR
achieves effective results in fewer sessions that other
effective treatments, but this was not analyzed in this
review. Importantly gains achieved by EMDR were
maintained at a range of follow-up times, up to 12
months. In terms of trauma exposure, EMDR was
successful with both single-event traumas (Chemtob
et al., 2002; De Roos et al., 2011; De Roos et al., 2017)
as well as children who developed PTSD from multi-
ple trauma experiences (Soberman et al., 2002), and
from different trauma experiences such as child sex-
ual abuse (Jaberghaderi et al., 2004), disaster (Chem-
tob et al., 2002), and other various trauma events
(i.e. Ahmad & Sundelin-Wahlsten, 2008). In short,
some compelling evidence supports the conclusion
that EMDR is a therapy that can address the nature and
extent of child trauma exposure and resultant PTSD.

Limitations

In the literature reviewed, there were methodologi-
cal limitations of the studies. Small sample sizes, dif-
fering measures across studies focusing on different
symptoms, a narrow range of countries and cultures
reported, and a lack of multiple studies focused on sim-
ilar populations with similar difficulties undermines
the strength of evidence. An obvious omission in the
literature is RCTs with children under the age of
4 years. EMDR with younger children may use an
adapted protocol. The effect of the various adjust-
ments to the standard EMDR protocol to the outcome
of treatment of PTSD in children is unknown, and
requires further study.

The current study, in phase two, focused only on
RCTs, and demonstrated effects within other experi-
mental and quasi-experimental studies could provide
additional findings to support the use of EMDR to
treat trauma symptoms in children. As with adult stud-
ies, there was a lack of homogeneity across a wide
range of research design factors. There is little agree-
ment regarding the standardized measures to use, and
follow-up time measurement periods are inconsistent
and do not go beyond 12 months.

Recommendations for Practice

EMDR therapy, as an efficacious treatment, should
be made available for children and adolescents with
PTSD and comorbid symptoms. Boys and girls should

have access to treatment and EMDR should be avail-
able across cultures.

Recommendations for Future Research

More RCTs need to be conducted on the efficacy
of EMDR therapy for children and adolescents with
PTSD. Specifically, RCTs with children 4 years and
younger are needed with particular attention toward
making any form of therapy appropriate for the age
and developmental stage of the child. What we have
yet to understand is why EMDR is not effective
for some clients. Also, more research is needed to
examine the effectiveness in children and adolescents
with multiple trauma histories and present with com-
plex PTSD. What also has not been examined is the
comparative effect of weekly versus more intensive
treatment for PTSD in children and adolescents. Com-
parative studies are needed across a wide range of
countries and cultures and more studies are needed
comparing gender differences.

Conclusion

Studies consistently show that EMDR therapy is effec-
tive within a small number of sessions for children and
adolescents with PTSD. Indications are that EMDR is
effective with both boys and girls primarily in western
cultures, although there is some evidence to suggest
this may occur across cultures. Gains in reduced symp-
toms persist over 12-month follow-up. In line with
NICE (2018), there is, however, a limited number of
RCTs that have investigated EMDR therapy for the
treatment of PTSD in children and adolescents. RCTs
for children under 4 years are missing from the lit-
erature. It may be that the standard EMDR protocol
cannot be easily used in children under 4 years.
In addition, consideration to cultural nuances and the
age of children (other than under 18) as a possible vari-
able in the RCTs was not included.
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