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This

ID:p0070

brief narrative review begins with an overview of posttraumatic response and explains the value of
early treatment in reducing/eliminating symptoms of distress and possibly preventing the development
of posttraumatic stress disorder (PTSD) or other disorders. The article then summarizes the efficacy
of eye movement desensitization and reprocessing (EMDR) therapy as an early intervention treatment.
It outlines the historical context of EMDR early interventions and describes the three protocols which
have research support from randomized controlled trials (RCTs), elaborating on their supportive evidence
in seven RCTs conducted within 3 months of the traumatic event. These studies showed that EMDR
early interventions significantly reduced symptoms of traumatic stress and prevented any exacerbation
of symptoms. EMDR was superior to wait-list and to control conditions of critical incident stress debrief-
ing, reassurance therapy, and supportive counseling.The article also examines the disparate evaluations
of EMDR early interventions in the PTSD treatment guidelines, from the International Society for Trau-
matic Stress Studies, the World Health Organization, and the National Institute for Health and Clinical
Excellence. Despite promising clinical experience and initial controlled studies, there are still substantive
gaps in the evidence base for EMDR early interventions. The article concludes with recommendations for
future research, emphasizing that future trials adhere to the highest standards for clinical research and
that they investigate whether EMDR early intervention prevents the development of PTSD or increases
resilience.
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W hen

ID:p0080

providing eye movement desensitiza-
tion and reprocessing (EMDR) therapy to
recent survivors of an earthquake in Cal-

ifornia in 1989, F. Shapiro (1995) realized that
an adapted protocol was necessary. Following her
creation of the recent traumatic event protocol
(F. Shapiro, 1995), several protocols have been devel-
oped to provide EMDR early intervention shortly after
traumatic events. Research investigating the effective-
ness of EMDR early intervention has shown that it sig-
nificantly reduces symptoms of posttraumatic stress
disorder (PTSD), with effects maintained at follow-

up, showing that it prevents the exacerbation of symp-
toms (Maxfield, 2018).

This

ID:p0085

article presents a brief overview of the lit-
erature on early psychological intervention. It then
focuses on EMDR early intervention, and summa-
rizes the research, specifically looking at the seven
randomized controlled trials (RCTs) that provided
treatment within 3 months after the traumatic event.
The article examines the status of EMDR early inter-
vention in the treatment guidelines and discusses the
discrepancies between the guidelines. It also makes
suggestions for future research and clinical practice.
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Early
ID:ti0015

Intervention

What

ID:ti0020

Is the Time Frame for Early Intervention?

”Early intervention” is a term used to describe
psychotherapeutic interventions that are conducted
shortly after a recent traumatic incident. As a conse-
quence of the confusion and difficulties for research
continuity following the changes made in the diagnos-
tic categories from Diagnostic

ID:p0090

and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV) to DSM-V
(Yehuda et al., 2015), the guidelines differ on whether
they conceptualize early intervention as being pro-
vided only during the first month, or during the first 3
months post-trauma. See Table 1. Although the time
period for “early intervention” has varied slightly from
one treatment guideline to another, there is “reason-
able consensus in the traumatic stress field that a three-
month window is sensible as a time frame for defining
an intervention seeking to prevent disorder or amelio-
rate early reactions/symptoms as ‘early intervention’”
(Dr. Neil Roberts, Personal communication, 2017).
However, as noted by Dr. Roberts, “with many life
changing traumas, this window is less meaningful.”

The

ID:p0105

time frame for early intervention has been
conceptualized within the EMDR community, by
F. Shapiro’s (1995) hypothesis that traumatic mem-
ories remain unconsolidated for 2–3 months post-
trauma and that fragments are stored as isolated inci-
dents, thus requiring treatment to address multiple
targets. In her 2018 text, she extended the time frame
for “as long as 6 months after natural and manmade
disasters in locations in which conditions have not

returned to normal and there has been no window
of post-disaster calm/safety” (p. 225). Jarero and Arti-
gas (2018) have expanded on the concept of “ongoing
trauma,” theorizing that symptoms are maintained
or exacerbated when there is no posttrauma safety
period with continuing retraumatization and recom-
mended that in situations of ongoing trauma (e.g.,
cancer, war, refugees, natural disasters), the protocols
for early intervention can be effectively applied even
after some years.

A

ID:p0110

number of studies provide supportive evidence
that EMDR early intervention protocols effectively
reduce symptoms related to life-changing or trau-
matic events characterized by ongoing disruption and
retraumatization (Acarturk et al., 2016; Jarero, Givau-
dan, & Osorio, 2018; Saltini et al., 2017; Yurtsever
et al., 2018). However, it is important to note that
there is a large body of research showing that standard
EMDR procedures can be used for survivors of pro-
tracted events such as war and cancer (e.g., Faretta,
Borsato, Civilotti, Fernandez, & Pagani, 2016; Hurley,
2018).

In

ID:p0115

contrast to Jarero and Artigas’s (2018) prolonged
memory consolidation theory is McFarlane et al.’s
staging approach. Instead of problems with memory
consolidation, they see a “progressive recruitment of
symptoms and related biological abnormalities across
time and with repeated exposures especially in emer-
gency service personnel and military populations”
(p. 3). See McFarlane, Lawrence-Wood, Van Hooff,
Malhi, and Yehuda (2017) for a summary of a “substan-
tial body of evidence” supporting their position.

TABLE 1. Early

ID:p0095

Interventions Recommended in the Treatment Guidelines

Within First Month
NICE

ID:t0010

TF-CBT
WHO

ID:t0035

Within

ID:t0055

Months 2 and 3
NICE

ID:t0065

TF-CBT
WHO

ID:t0090

EMDR TF-CBT Stress m Group CBT
Within

ID:t0055

Months 1, 2, and 3, Single Session
ISTSS

ID:t0130

EMDRa Group 512PMa

Within

ID:t0055

Months 1, 2, and 3, Multiple Sessions
ISTSS

ID:t0160

EMDR CT TF-CBT

Note

ID:p0100

. CT = cognitive therapy; ISTSS = International Society for Traumatic Stress Studies; NICE = National Institute for Health and
Clinical Excellence; TF-CBT = trauma-focused cognitive behavioral therapy, or cognitive processing therapy, cognitive therapy for PTSD,
narrative exposure therapy, and prolonged exposure therapy; stress m = stress management; WHO = World Health Organization. Group
512 PM is debriefing “supplemented with cohesion training exercises” such as games requiring team cooperation (ISTSS Guidelines
Committee, 2018, p. 22).
aemerging evidence.
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The
ID:ti0025

Trajectory of Posttraumatic Response

There

ID:p0120

are wide variations in individual response to
a recent critical incident. Some will have high lev-
els of distress or unremitting symptoms; others may
experience prolonged subclinical distress, impacting
their quality of life with a risk of secondary com-
plications; a substantial minority will develop debil-
itating psychological and/or physical disorders; and
some will only have disturbances emerging much later
(Bryant, Creamer, O’Donnell, Silove, & McFarlane,
2011; Kearns, Ressler, Zatzick, & Rothbaum, 2012;
McFarlane et al., 2017; Shalev et al., 2016). However,
the majority of those exposed to trauma recover spon-
taneously, with no clinical diagnosis. From the per-
spective of EMDR’s adaptive information processing
(AIP) model (F. Shapiro, 2018), we can say that the
individual’s inherent AIP system naturally and effec-
tively processed memories of the traumatic event.
Nevertheless, various studies (e.g., Morina, Wicherts,
Lobbrecht, & Priebe, 2014; Santiago et al., 2013) have
reported that about 40% of those who develop PTSD
do not experience spontaneous recovery.

It

ID:p0125

is also important to note that PTSD is only one
of the disorders that can develop following trauma.
Bryant et al. (2011) reported prevalence of the fol-
lowing disorders comorbidly or independently at 12
months posttrauma: PTSD 10%, major depressive dis-
order 16%, general anxiety disorder 11%, as well as
phobias and panic. In addition, there are those who
may develop PTSD months or even years after the
event (McFarlane et al., 2017; Utzon-Frank, Breine-
gaard, Bertelsen, Borritz, & Hurwitz Eller, 2014).

Early

ID:ti0030

Interventions

Early

ID:p0130

intervention tends to have three main purposes:
to treat PTSD symptoms, to prevent the exacerba-
tion of these symptoms, and to prevent the develop-
ment of PTSD (and other disorders). Although there is
no single treatment intervention that is currently rec-
ommended for all trauma-exposed individuals, vari-
ous forms of cognitive behavioral therapy (CBT) are
recommended in almost all categories. Debriefing is
no longer recommended by the National Institute for
Health and Clinical Excellence (NICE, 2018) and the
current standard of “psychological first aid” has lit-
tle systematic evidence to support it (Yehuda et al.,
2015). Three treatment guidelines, which analyzed the
effectiveness of early interventions for adults, included
EMDR therapy in their analyses. These guidelines
were published by the World Health Organization

(WHO, 2013), the UK NICE (2018), and the Inter-
national Society for Traumatic Stress Studies (ISTSS,
2018). A more detailed examination of the treatment
guidelines and evaluation of EMDR early interven-
tions can be found later in this article.

EMDR

ID:ti0035

Early Interventions

At

ID:p0135

least 24 published research studies have investi-
gated the use of EMDR early intervention proce-
dures in the treatment of posttraumatic stress, within
3 months following the traumatic episode (Maxfield,
2018). Fifteen studies were uncontrolled, three were
non-randomized controlled studies, and seven were
RCTs.

Two

ID:p0140

group protocols have been developed for pro-
vision of EMDR early interventions. No RCT has
evaluated EMDR group treatment provided within
3 months of the traumatic event. Although there
are case studies indicating that the EMDR integrated
group treatment protocol (IGTP; Artigas, Jarero,
Alcalá, & López Cano, 2014; Jarero, Artigas, & Har-
tung, 2006) and the EMDR group traumatic episode
protocol (G-TEP; E. Shapiro, 2014) effectively reduce
symptoms of traumatic stress, it is unclear how many
of these studies were conducted within the 3-month
early intervention window. G-TEP and EMDR-IGTP-
modified for ongoing traumatic stress have been evalu-
ated in several RCTs, which successfully utilized these
group protocols beyond the 3-month period in ongo-
ing stressful situations. Participants included cancer
patients, disaster survivors, and refugees (e.g., Jarero
et al., 2018; Yurtsever et al., 2018). (See Maxfield, 2018
for list of studies.)

Individual

ID:ti0040

EMDR Early Interventions

The

ID:p0145

EMDR early interventions with RCT support-
ing evidence include three individual therapy proto-
cols. These protocols are all characterized by a current
trauma focus, with multiple target fragments.
The

ID:p0150

Recent Traumatic Event Protocol. The recent
traumatic event protocol (RE, REP; F. Shapiro, 1995)
focuses on the traumatic event, identifying and pro-
cessing the worst part, then processing disturbing
moments in chronological order and then running
the “movie” to check for residual disturbance. Each
disturbing moment is processed sequentially using the
eight phases of the standard protocol. Evidence for
REP is found in three case studies and one RCT by
Tarquinio et al. (2016). See Table 2.
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TABLE 2. RandomizedID:p0155 Controlled Trials Investigating EMDR Treatment Within 3 Months of Traumatic Event

Protocol Study
Time
Since
Trauma

Trauma
Type

Number of
Sessions

Conditions
N

Comparison of
Symptoms at
Pre and Post

Comparison of Conditions

PRECI

ID:t0185

Jarero,
Artigas, and
Luber
(2011)

Within
14 days

Earthquake One
session
80–130 m

Immediate
N = 9

Significant
decrease also
at F-Up

Immediate>
4 day waiting

4

ID:t0225

-day
waiting
N = 9

No change

Delayed

ID:t0235

N = 9
Significant
decrease also
at F-Up

PROP

ID:t0245

-
ARA

Jarero,
Amaya,
Givaudan,
and Miranda
(2013)

Within 3
months

Related to
work as first
responders

Two
sessions 90
m

PROPARA
N = 19

Significant
decrease also
at F-Up

PROPARA> Supportive
counseling

Supportive

ID:t0285

counseling
N = 20

No change

R

ID:t0295

-TEP E. Shapiro
and Laub
(2015)

Within 3
months

Fatal rocket
attack

Two
sessions 90
m

Immediate
N = 8

Significant
decrease

Immediate>1 week waiting

1

ID:t0335

wk Wait
N = 9 (5)

No change

Delayed

ID:t0350

Tx
N = 7 (5)

Significant
decrease also
at F-Up

PRECI

ID:t0355

Jarero, Uribe,
Artigas, and
Givaudan

Within
25 days

“Technol-
ogical
disaster” fatal
explosion in

Two
sessions 60
m

Immediate
N = 13

Significant

ID:t0385

decrease also
at F-Up

Immediate>
9 day waiting

(2015) workplace

ID:t0395

9-day
waiting
N = 12

No change

Delayed

ID:t0405

Tx
N = 12

Significant
decrease

EMDR

ID:t0415

-
RE

Tarquinio
et al. (2016)

48 hours Workplace
violence

One
session
90–120 m

EMDR-RE
N = 19

Significant
decrease

CISD

ID:t0455

N = 23
No change EMDR-RE > CISD

48

ID:t0470

-hour
waiting

No change EMDR-RE> 48h waiting

(Continued)
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TABLE 2. RandomizedID:p0155 Controlled Trials Investigating EMDR Treatment Within 3 Months of Traumatic Event
(Continued)

Protocol Study
Time
Since
Trauma

Trauma
Type

Number of
Sessions

Conditions
N

Comparison of
Symptoms at
Pre and Post

Comparison of Conditions

48

ID:t0485

-hour
delayed
EMDR-RE
N = 18

Significant
decrease

EMDR-RE =Delayed EMDR
REDelayed EMDR-RE > CISD

R

ID:t0495

-TEP E. Shapiro,
Laub, and
Rosenblat

Within 3
months

Intense
rocket
attacks

Three
sessions
90m

Immediate
N = 13

Significant
decrease

Immediate> 1 month waiting

(2018) 1

ID:t0535

month
Wait
N = 12

No change

R

ID:t0545

-TEP Gil-Jardiné
et al. (2018)

Within
24 hours

Physical
injury or
acute

One
session
60 m

R-TEP
N = 42

At 3 months
For PCLS:
R-TEP =Reassurance
R-TEP >TAU
Reassurance > TAU
For PTSD diagnosis:
R-TEP=reassurance=TAU

medical

ID:t0585

crisis, at risk
for PCLS

Reassurance
N = 47

TAU

ID:t0590

,
N = 41

Note

ID:p0160

. m = minutes; PCLS = post-concussion-like symptoms; PROPARA = protocol for paraprofessional use; PTSD = posttraumatic
stress disorder; R-TEP = recent traumatic episode protocol; TAU = treatment as usual. by the RECI = protocol for recent critical
incidents EMDR-RE = recent traumatic event protocol
“>” is significantly superior re symptom improvement and “=” is no significant difference between conditions.

EMDR

ID:p0165

Protocol for Recent Critical Incidents. The
EMDR protocol for recent critical incidents (EMDR-
PRECI; Jarero et al., 2011) is similar to F. Shapiro’s
REP, except that it addresses the extended continuum
of events. No assessment or installation of positive cog-
nitions are done until the entire continuum of events
is completely processed. The individual protocol for
paraprofessional use (PROPARA; Jarero et al., 2013) is
a modified version of PRECI, in which the butterfly
hug (Artigas et al., 2014) replaces eye movements. Evi-
dence for PRECI (and PROPARA) as an early interven-
tion is found in one controlled study ( Jarero & Uribe,
2011, 2012) and three RCTs ( Jarero et al., 2011; Jarero
et al., 2013; Jarero et al., 2015). See Table 2.
Recent

ID:p0170

Traumatic Episode Protocol. The recent
traumatic episode protocol (R-TEP; E. Shapiro &
Laub, 2008) focuses on the entire episode from the
onset event up to the present. The identification of
the target fragments is done with a nonsequential

metaphorical “google search/scan.” As each point of
disturbance is identified, it becomes the target for
assessment and processing, using EMDR’s standard
eight phases, except that phase four desensitization
is conducted using focused processing containment
strategies for the associations, encouraging a current
trauma episode focus. Evidence for R-TEP as an early
intervention is found in three RCTs (Gil-Jardiné et al.,
2018; E. Shapiro & Laub, 2015; E. Shapiro et al., 2018).
See Table 2.

The

ID:ti0045

Research Evidence for EMDR Early
Intervention

This

ID:p0175

article examines all seven randomized con-
trolled studies which investigated EMDR early
interventions. See Table 2. All provided individual
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treatment sessions. Participants were adults from var-
ied traumatized populations: first responders ( Jarero
et al., 2013); victims of workplace violence/accidents
(Tarquinio et al., 2016); patients in an emergency
department (Gil-Jardiné et al., 2018); civilian survivors
of a fatal rocket attack (E. Shapiro & Laub, 2015) and
victims of intense rocket attacks (E. Shapiro et al.,
2018); a devastating earthquake ( Jarero et al., 2011);
and a fatal explosion ( Jarero et al., 2015). These stud-
ies were conducted in France, Israel, and Mexico.
The amount of treatment varied from one 60-minute
session (Gil-Jardiné et al., 2018) to three sessions (E.
Shapiro et al., 2018).

Although

ID:p0180

all studies provided treatment within 3
months of the event, the length of time between
event and intervention varied across studies. Four
RCTs provided EMDR early intervention during the
first month: within hours (Gil-Jardiné et al., 2018);
within 2 and 4 days (Tarquinio et al, 2016); at 15
and 24 days ( Jarero et al., 2011); and at 25 and 34
days ( Jarero et al., 2015). Three RCTs provided it
between 2 and 3 months posttrauma: 42 and 49 days
(E. Shapiro & Laub, 2015), 75 and 105 days (E. Shapiro
et al., 2018), and within 3 months ( Jarero et al.,
2013).

Five

ID:p0185

studies used a waitlist comparison and
reported that at posttest EMDR early intervention
produced significant decreases in posttraumatic
symptoms compared to wait list. Three studies com-
pared the EMDR treatment to another intervention.
Tarquinio et al. (2016) found that EMDR treatment
was superior to critical incident stress debriefing
in reducing posttraumatic symptoms. In the Gil-
Jardiné et al. (2018) study, there were no statistical
differences between EMDR and reassurance treat-
ment for post-concussion-like symptoms (PCLS)
or PTSD self-reports. Jarero et al. (2013) reported
that EMDR produced significantly greater reduc-
tion in PTSD symptoms compared to supportive
counseling.

In

ID:p0190

all studies, there were significant decreases
in symptoms of PTSD from pre- to posttreatment,
with results maintained at follow-up (where this was
assessed). Two studies (E. Shapiro & Laub, 2015;
E. Shapiro et al., 2018) also evaluated symptoms of
depression, with results showing significant improve-
ment. E. Shapiro et al. also assessed resilience, but the
four-item measure they utilized showed only mixed
results. They suggested seeking more sensitive mea-
sures for resilience in future research. Although none
of the seven studies reported deleterious effects and

it appears that all treatments were safe and well
tolerated, safety was not directly assessed. To date, no
study has directly shown that EMDR early interven-
tion prevents PTSD or any other disorder, as clinically
diagnosed. Neither does the research yet show that
EMDR early intervention increases resilience. It is also
observed that no RCT has examined the effectiveness
of EMDR early interventions with children and ado-
lescents.

A

ID:p0195

unique RCT was conducted in the emergency
room by Gil-Jardiné et al. (2018). It treated patients
who had been assessed at high risk of developing
PCLS, which commonly develop in about 10%–20%
of emergency room patients. Patients who received
R-TEP or a reassurance treatment were significantly
less likely to develop PCLS than those who received a
no-treatment control, with respective rates of PCLS of
18%, 37%, and 65% at 3-month post-treatment. The
development of PTSD was also assessed in this study,
with self-report rates at 3 months of 3% (R-TEP),
16% (reassurance), and 19% (no treatment), although
results were not statistically significant.

Treatment

ID:ti0050

Guidelines for Early Intervention

Guidelines

ID:ti0055

for Children and Adolescents

EMDR

ID:p0200

early intervention is not recommended in any
guideline for children and adolescents, because there
are no RCTs providing EMDR treatment within 3
months of the traumatic event for children and ado-
lescents. However, EMDR therapy is recommended
in the guidelines (with some conditions) for children
and adolescents for treatment of PTSD. See Barron,
Bourgaize, Lempertz, Swinden, and Darker-Smith
(2019), De Jongh, Amann, Hofmann, Farrell, aand Lee
(2019), and Dominguez and Lee (2019) for discussion
of EMDR treatment of children and adolescents with
PTSD in this issue.

The

ID:ti0060

2013 WHO Guidelines for Adults

At

ID:p0205

the time of the WHO analysis, there was only
one EMDR RCT with adult participants ( Jarero et al.,
2011), which had provided treatment within the first
month post-trauma and EMDR was assessed as lack-
ing sufficient evidence. Only trauma-focused cognitive
behavioral therapy (TF-CBT) was recommended for
treatment within the first month. See Table 1. After
the first month, for adults with PTSD, the WHO com-
mittee gave standard recommendations for individual
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or group TF-CBT, EMDR, and stress management,
noting that the quality of evidence for CBT and EMDR
was “moderate.”

The

ID:ti0065

2018 NICE Guidelines for Adults

The

ID:p0210

NICE guidelines (2018) for PTSD addressed two
main categories of adult intervention—prevention (for
the first month post-trauma, and for those with sub-
clinical symptoms) and treatment (early treatment dur-
ing months 2 and 3, and delayed treatment after 3
months). In this article, we discuss prevention and
early treatment (within months 2 and 3). The NICE
PTSD guideline analysis of EMDR delayed treatment
is discussed in two articles in this issue by Dominguez
and Lee, and De Jongh, Amann et al.

NICE

ID:p0215

defined prevention as interventions provided
to at-risk adults, with a diagnosis of acute stress dis-
order/acute stress reaction, or clinically important
PTSD symptoms (within 1 month of the traumatic
event) or with subthreshold symptoms. In evaluat-
ing EMDR prevention, the NICE committee included
only two studies in their analyses: Gil-Jardiné et al.
(2018) for prevention within the first month, and Lytle,
Hazlett-Stevens, and Borkovec (2002) for standard
EMDR treatment of those with subclinical symptoms.
At least three EMDR RCTs that provided interven-
tion in the first month for clinically important PTSD
symptoms were overlooked or excluded by NICE:
Tarquinio et al. (2016), Jarero et al. (2011), and Jarero
et al. (2015). In their summary recommendation, the
NICE guidelines did not recommend EMDR for adults
within 1 month of the traumatic event or for adults
with subclinical symptoms after 1 month. The guide-
lines recommended cognitive processing therapy, cog-
nitive therapy for PTSD, narrative exposure therapy,
and prolonged exposure therapy (NICE, 2018). See
Table 1.

In

ID:p0220

the early treatment domain, the NICE com-
mittee identified only one RCT (Jarero et al., 2013)
providing EMDR treatment within 2–3 months post-
trauma. The E. Shapiro and Laub (2015) study was
excluded because of small sample size. Jarero et
al. (2015) and E. Shapiro et al. (2018) studies were
not mentioned and were omitted. Since there was
only one EMDR early treatment study, the com-
mittee extrapolated “from the stronger evidence for
EMDR more than 3 months after trauma,” and recom-
mended “considering EMDR between 1 and 3 months
after a non-combat-related trauma … if the person
has a preference for EMDR” (NICE, 2018, 1.6.18).
The NICE guidelines recommended cognitive pro-
cessing therapy, cognitive therapy for PTSD, narrative

exposure therapy, and prolonged exposure therapy.
See Table 1.

The

ID:ti0070

2018 ISTSS Guidelines

The

ID:p0225

ISTSS (2018) Treatment Guidelines defined early
psychological intervention as occurring within the
first 3 months postevent, and they distinguished
between single-session interventions and multiple-
session interventions. For multiple-session early treat-
ment interventions, provided within the first 3- month
posttrauma, the guidelines gave standard recommen-
dations to TF-CBT, cognitive therapy, and EMDR for
the treatment of PTSD symptoms in adults (ISTSS,
2018, p. 16). In this category, the ISTSS (2018) guide-
lines considered four EMDR RCTs ( Jarero et al., 2011;
Jarero et al., 2015, E. Shapiro & Laub, 2015; E. Shapiro
et al., 2018). The Jarero et al. (2013) study appears to
have been overlooked. See Table 1.

For

ID:p0230

single-session interventions, provided within
3-month post-event, the guidelines evaluated three
EMDR studies (Gil-Jardine et al., 2018: Jarero et al.,
2011; Tarquinio et al., 2016). They made no strong
or standard recommendations for any single-session
treatment, but single-session EMDR therapy and the
Group 512 PM group program were the only treat-
ments to be recognized as having “emerging evidence
of efficacy for the prevention and treatment of PTSD
symptoms in adults” (ISTSS, 2018, p. 15). See Table
1. (Note: Group 512 PM is “based on debriefing but
supplemented with cohesion training exercises” such
as games requiring team cooperation [ISTSS, 2018,
p. 22]).

Comparison

ID:ti0075

of the Guidelines

EMDR

ID:p0235

early intervention is recommended in the
ISTSS guidelines but poorly represented in the NICE
treatment guideline (see Table 1). While the WHO
guideline recommends it for PTSD treatment after 1-
month post-trauma, and the ISTSS gives it a standard
recommendation for use in the first 3months post-
trauma, NICE states that it should not be used in the
first month, and should only be used during months 2
and 3 if requested by the patient. The differences in the
guidelines appear to be a result of the varying defini-
tions of “early intervention,” the timing of the guide-
lines, and which studies were included in the guideline
analyses.

Early

ID:p0240

intervention was seen by WHO as occur-
ring within the first month posttrauma. NICE viewed
“prevention” as occurring within the first month post-
trauma, and “early treatment” as occurring within
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months 2 and 3. ISTSS defined “early psychosocial
interventions” as occurring during the first 3 month
posttrauma but differentiated between single- and
multiple-session interventions. These narrow cate-
gories mean that the whole body of EMDR work
was never evaluated in a single analysis, and that the
full picture of EMDR’s effectiveness during the first 3
months posttrauma was not assessed in any guideline.

At

ID:p0245

the time of the WHO (2013) guidelines, there
was only one published RCT for EMDR early inter-
vention ( Jarero et al., 2011). There were, however,
seven RCTs available during the 2018 evaluations con-
ducted by NICE and ISTSS. The ISTSS guidelines
included six studies, and omitted the Jarero et al. (2013)
study, which was not mentioned and apparently over-
looked. However, the NICE (2018) guidelines included
only two studies and omitted five. They excluded one
study (E. Shapiro & Laub, 2015) because of small sam-
ple size (less than 10 participants per arm), one study
was published after their analysis (E. Shapiro et al.,
2018), and three were not mentioned ( Jarero et al.,
2011; Jarero et al., 2015, Tarquinio et al., 2016). It is
unclear whether the inclusion of these studies would
have increased the confidence of the NICE commit-
tee in EMDR early intervention. Nevertheless, the
exclusion of these studies indicates that NICE did not
have all the information needed to adequately assess
EMDR early interventions. The only guideline that
included most of the EMDR early intervention RCTs
was ISTSS (2018), and that committee gave EMDR a
standard recommendation for adults during the first
3 months. This recommendation seems to the most
fully informed, having evaluated the largest number
of available studies, and therefore the most reliable.

Discussion

ID:ti0080

Seven

ID:p0250

RCTs have investigated the efficacy of EMDR
early interventions. All reported significant decreases
in PTSD symptoms, and those with follow-up
assessments (3–6 month) showed that effects were
maintained. These results appear to be robust and
consistent, with similar outcomes across all studies.
However, although the substantial variation in popu-
lation, type of trauma, type of treatment, and number
of sessions suggest that the results can be widely gen-
eralized, it also increases heterogeneity, which can
reduce overall confidence.

It

ID:p0255

is also important to note that all controlled
EMDR research in the first 3 months posttrauma has
been conducted with adults. There is not one RCT
investigating EMDR early interventions with children

and adolescents. There is also not one RCT investigat-
ing EMDR group treatment within the 3-month post-
trauma time frame.

Recommendations

ID:ti0085

for Clinicians

There

ID:p0260

are major differences between the recommen-
dations made in the ISTSS and NICE guidelines. It
is apparent that the ISTSS guideline was more com-
prehensive and more inclusive, including three stud-
ies in the single session analysis and four studies in the
multi-session analysis. Its standard recommendation
for EMDR multi-session treatment, during the first 3
months posttrauma, was based on four EMDR stud-
ies. NICE included only one EMDR study in each of
two analyses (prevention in the first month, and early
treatment in months 2 and 3). The ISTSS guideline
therefore should be considered more reliable, and clin-
icians should feel confident in relying on the ISTSS’s
directions.

The

ID:p0265

research for EMDR early intervention has
been conducted using three individual treatment
protocols: F. Shapiro’s Recent Event Protocol (1995),
E. Shapiro and Laub’s R-TEP (2008), and Jarero et
al.’s EMDR-PRECI (2011). These protocols share sim-
ilarities but differ in various ways. It is not possible
to know if they differ in effectiveness, as there has
been no direct comparison of the treatments, and the
research supporting each treatment was conducted
with different populations. Clinicians may want to
examine the protocols to determine if one is a better
fit for their own personal use.

Clinicians

ID:p0270

should be aware of the limitations in
the existing research base. There is no evidence that
individual EMDR early intervention is effective for
children or adolescents, and there is only one case
study showing EMDR early intervention to be effec-
tive for one individual with combat trauma (Wes-
son & Gould, 2009). Therefore, therapists considering
EMDR early intervention for these populations should
be conservative, consider that this still an experi-
mental application, and carefully monitor the client’s
response to treatment.

Although

ID:p0275

there has been no RCT evaluating EMDR
group treatment as an early intervention, there are
at least nine case studies which showed the effective-
ness of EMDR-IGTP (Artigas et al., 2014), primarily
with children in disaster situations. Although these
results are compelling, the study design does not con-
trol for other factors that may have caused the pos-
itive outcome, such as group interaction, therapist
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attention, and passage of time. Therefore, it cannot
be concluded that EMDR-IGTP is efficacious. EMDR-
IGTP and G-TEP (E. Shapiro, 2012) have both been
applied for treatment of ongoing stress beyond the 3-
month early intervention window, with preliminary
evidence from RCTS showing them to be effective. In
that regard, the provision of EMDR group treatment is
an exciting development for clinicians, as it extends the
availability of treatment to larger numbers of clients
and in different contexts (e.g., community centers,
clinics).

Some

ID:p0280

clinicians may want to wait to see if a recently
traumatized client shows spontaneous recovery—
a common occurrence. However, EMDR clinicians
should keep in mind that, according to the AIP model
(F. Shapiro, 2018), unprocessed traumatic memories
can be triggered at a later time, causing subsequent
impairment and distress. The model predicts that suc-
cessful processing of distressing memories should not
only eliminate current symptoms, it should also pre-
vent the development of debilitating psychological dis-
orders such as PTSD and depression. There are also
anecdotal reports of the development of resilience and
growth (Rost, Hofmann, & Wheeler, 2009; Sang Won
et al., 2017; Smith-Lee Chong, 2015; Zaghrout-Hodali,
Ferdoos, & Dodgson, 2008). In addition, clinicians
could consider the perspective of McFarlane (2009),
who views PTSD as “part of a complex psychobiologi-
cal process that leads to the emergence of the disorder
in the weeks, months, or years after the event” (p. 85).
He asserts that the sensitized psychobiological system
is left vulnerable, especially to additional exposures,
therefore risk remains even when there may only be
subclinical symptoms, and he recommends early treat-
ment. This view converges well with the AIP model
that suggests early EMDR intervention may prevent
the accumulation of unprocessed trauma memories.

Recommendations

ID:ti0090

for Researchers

Even

ID:p0285

though there are now seven RCTs showing sup-
port for EMDR early intervention, there are still sub-
stantive gaps in the evidence base for EMDR early
interventions. For example, in the ISTSS analysis of
the four wait-list comparison studies, standard mean
differences ranged from 0.74 (1.57, .09) to 4.89 (6.56,
3.22). The test for overall effect was significant, Z =
2.80, p = .005, but, there was also significant het-
erogeneity I2 = 88%, and the committee identified
high risk of bias in these studies. Although the mean
effect size was large enough to be classified as “clin-
ically important,” the committee assessed the qual-
ity of evidence as “very uncertain about the esti-
mate.” It is recommended that future trials adhere to

the highest standards for clinical research, following
established methodological guidelines such as those of
the Consort 2010 guidelines for randomized research
(http://www.consort-statement.org/).

It

ID:p0290

is imperative that researchers focus on evalu-
ating EMDR’s efficacy in the treatment of recent
trauma to prevent PTSD and to reduce/eliminate
PTSD symptoms. In order to investigate whether
EMDR early intervention prevents PTSD, RCTs must
evaluate whether participants are subsequently diag-
nosed with PTSD. To achieve this, researchers should
conduct diagnostic assessments at posttreatment and
follow-up, with clinician administered measurements,
comparing the status of those who received EMDR
treatment and those who had no treatment or a com-
parison treatment. In addition, it is recommended that
research using participants with subclinical symptoms
or ongoing trauma use measures that will assess the
possible beneficial effect of treatment, such as quality
of life, health inventories, missed days of employment,
and number of medical appointments. It is also essen-
tial that some RCTs be conducted with children and
adolescents, and that RCTs be conducted to evaluate
group therapy as an early intervention.
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