The Effectiveness of Eye Movement Desensitization
and Reprocessing in the Treatment of Traumatized
Children and Youth

Jocelyn Fleming

This article provides a summary of all the studies that have investigated eye movement desensitization
and reprocessing (EMDR) treatment of traumatized children and adolescents. The effectiveness of the
treatment is revealed in more than 15 studies. This article considers the differences between Type | and
Type Il traumas and specifically examines the effects of EMDR on traumatic stress experienced by chil-
dren and youth following Type | and Type |l traumas. There is a considerable body of research evaluating
EMDR treatment of Type | traumas, showing strong evidence for its efficacy, but there are few studies
that have specifically investigated EMDR treatment of Type |l traumas. The effect of EMDR on various
symptoms and problem areas is also examined. Recommendations are made for the clinical application

of EMDR and for further research.
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youth are exposed to various kinds of trau-
maticexperiences.Thesecanrangefromthe
horrorsofwarandthedevastationofnaturaldisasters
tomore personaltraumassuchasseriousaccidents,
losses, violence, and sexual assault. Children, like
adults, respond in various ways to these disturbing
events. Although manyshowresilienceandrecover
quickly, some experience disabling symptoms and
othersdevelop diagnosable disorders such as post-
traumatic stress disorder (PTSD).
PTSDisananxietydisorderthatmaybediagnosed
in both adults and children following a traumat-
ic event despite differences in symptomatology
(American Psychiatric Association [APA], 2000). A
diagnosisof PTSDrequiresthatthe childfirstexperi-
enceatraumaticeventinvolvingactualorthreatened
death, serious injury, or threat to oneself or others.
Inresponsetothisevent, fear, horror, hopelessness,
agitation, or disorganized behavior must be dis-
played, and other symptoms mustalso persist forat
least 1 monthandmustsignificantlyimpairthechild’s
functioning.Thesesymptomsfallintothreeclusters:
reexperiencing,avoidanceandnumbing,andhyper-
arousal. For children, reexperiencing may include
nightmares,distressinresponsetocuesthatresemble
or represent the event, and repetitive play or reen-
actments. Avoidance may be expressed not only

E very day around the world, children and

toward aspects of the trauma, but also as a general
numbing with diminished interest in activities, de-
creasedrangeofaffect,andasenseofforeshortened
future.Symptoms of increased arousal may involve
an exaggerated startle response, difficulty sleeping
andconcentrating,irritability,andhypervigilancefor
threat. The expression of these symptoms may vary
overtime,andtransformationshavebeenobserved
fromonechildhooddevelopmentalstagetothenext
(Kerig, Fedorowicz, Brown, & Warren, 2000).
Althoughsomechildren’ssymptompresentation
may be insufficient for a diagnosis of PTSD, they
canstillbe very impaired by the disturbing memory
oftheirtraumaandrelated symptoms.Forexample,
aftera caraccident, one child may experience over-
whelmingnightmares,whereasanotherchildmaybe
tooterrified torideinacar.Children whose traumas
occurwithininterpersonalrelationshipsmaydevelop
theassociatedsymptomsofPTSD(APA,2000).These
includedifficultieswithtrust,affectregulation,somat-
ic problems, impulse control, and identity. Further,
childrenwhohavebeenabusedoftendevelopaddi-
tionalsymptomsrelatedtoself-efficacyandsexuality
(Pelcovitz et al., 1997; Van der Kolk, 2002; Wolfe,
Gentile, Michienzi, Sas, & Wolfe, 1991).
Terr(1991)identifiedtwodifferenttypesoftrauma.
Typelreferstounique,unexpectedevents,orsingle-
incident traumas such as car accidents or natural
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disasters. Type Il traumas are anticipated enduring
experiencessuchassexualabuse orwar.Wenarand
Kerig (2006) stated that Type Il traumas can put the
individual at a higher risk for PTSD, as well as pro-
ducing more severe, chronic symptoms caused by
repeated exposure. Otherfactorsalsoinfluence the
severity of symptoms, for example, events that in-
volve human design and aggression and those that
aredirectlyexperiencedbytheindividual,asopposed
tobeingwitnessed,alsotendtohaveamorenegative
outcome (Wenar & Kerig, 2006).

Although it appears that sexual abuse puts indi-
viduals ata higherrisk for developing PTSD (Wenar
& Kerig, 2006), some (e.g., Adler-Nevo & Manassis,
2005) have argued that child abuse, particularly of
a sexual nature, can be differentiated from other
types of trauma and thus the response differs from
thetraditional PTSD criteria thatare specifiedinthe
DiagnosticandStatisticalManualofMentalDisorders
(DSM-IV-TR; APA, 2000). For example, attachment
disorders and severe personality changes canbe a
greaterissue (Terr, 1991), thusimpacting on the re-
quired treatment.

Treatment of Traumatized Children
and Youth

Cognitive Behavioral Therapy

Severalinternationalguidelinesincludingthoseby
the United Kingdom National Institute for Clinical
Excellence (NICE; National Collaborating Centre
for Mental Health, 2005), recommend the use of
cognitive behavioral therapy (CBT) for the treat-
mentoftraumatized children.CBT utilizesarange
oftechniquessuchaspsychoeducation, behavior
modification,cognitivetherapy,exposuretherapy,
and stress management to help the child change
maladaptivebeliefs,thoughts,andbehavior.There
is a large evidence base to suggest that CBT is ef-
fectiveinbothindividual-andgroup-basedformats
witharangeoftraumasincludingbothTypel(e.g.,
natural disasters)and Type Il traumas (e.g., sexual
abuse),anditsuseisthereforerecommended (Gi-
annopoulou, Dikaiakou, & Yule, 2006; King et al.,
2000).Ameta-analysisby Wethingtonetal.(2008)
comparedindividual-andgroup-basedCBTtoplay,
art, psychodynamic, and pharmacological thera-
pies.They showed that,among childrenand ado-
lescentsexposedtovarioustraumas,bothtypesof
CBTweremostsuccessfulinreducingpsychologi-
calharmincludingsymptomsofPTSD,depression,
anxiety, and suicidal behavior. A meta-analysis

by Sdnchez-Meca, Rosa-Alcazar, and Lopez-Soler
(2011)analyzedstudiesinvestigatingtreatmentof
sexually abused children and adolescents. They
found that CBT, particularly when combined with
othertreatmentssuchassupportivetherapyorplay
therapy, achieved the greatest improvements in
psychologicalwell-beingandwasthereforeeffica-
cious in this application.

Pharmacological Treatment

The NICE guidelines (National Collaborating Cen-
treforMentalHealth,2005) donotrecommendthe
useofpharmacologicalinterventionswithchildren
andadolescents. Itispossible, however,thatwhen
youngindividuals are suffering with comorbid dis-
orders, pharmacological treatment may provide a
positive addition to a multiple modality treatment
package.AreviewbyDonnelly(2003)recommends
selective serotonin reuptake inhibitors (SSRIs) be-
causetheyhavebeenshowntoimprovesocialand
occupational functioning as well as symptoms of
PTSD, anxiety, and depression (Donnelly, Amaya-
Jackson, & March, 1999; Seedat, Lockhat, Kaminer,
Zungu-Dirwayi, & Stein, 2001). It is also proposed
that particularly problematic symptoms or disor-
derssuchasattentiondeficitand hyperactivity dis-
order (ADHD) can be targeted with specificagents
(Donnelly, 2003).

Eye Movement Desensitization
and Reprocessing

Eye Movement Desensitization and Reprocessing
(EMDR) is also recommended for the treatment of
PTSDin both adults and children by NICE (National
CollaboratingCentreforMentalHealth,2005)andby
numerousotherinternationalguidelinessuchasthe
Cochrane Review (Bisson & Andrew, 2007), the U.S.
SubstanceAbuseandMentalHealthServicesAdmin-
istration(2011),theU.S.DepartmentofVeteransAf-
fairsandDepartmentofDefense(2010),andthe APA
(2004). Research has indicated thatitis more effec-
tive foradults than care as usual, no treatment, and
wait-list control groups (Davidson & Parker, 2001;
Lee, Gavriel, Drummond, Richards, & Greenwald,
2002; Marcus, Marquis, & Sakai, 1997) and equiva-
lent (Bisson, et al., 2007; Foa, Keane, & Friedman,
2000; Van Etten & Taylor, 1998). Some research-
ers have viewed itas more effective than exposure-
based CBT, both invivoandimaginal,inimproving
the symptoms of PTSD particularly because of its
rapideffects,lowdrop-outrates,andlowerratingsof
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distress following treatment (e.g., Ironson, Freund,
Strauss, & Williams, 2002).

Description of Eye Movement
Desensitization and Reprocessing

EMDR s a therapy that was developed for the treat-
mentoftraumaticmemoriesinbothadultsand chil-
dren (Shapiro, 2001).Itis astandardized procedure,
consistingofeight phases, progressingfrom history
andtreatment planningtoareevaluation of theim-
provementsmadeatthebeginningofthesubsequent
session.Onceafullassessmenthasbeen carried out
andtheclienthasbeentaughtrelaxation,guidedimag-
ery,andeyemovementtechniques,targetmemories
for reprocessing are identified in the form of a rep-
resentativeimage,anassociatednegativecognition,
andadesired positive cognition,althoughwith chil-
dren,theremaybelessfocusoncognitionsandemo-
tionsandmoreonimageryand sensations(Shapiro,
1989b;Smith&Yule, 1999).Whereused, the positive
andnegativecognitionsareassessedontheValidity
of Cognition (VOC) scale (Shapiro, 1989a) and the
Subjective Units of Disturbance (SUD) scale (Wolpe,
1982;where05nodisturbanceand 105worstpossible
disturbance). These are rated numerically foradults
and older children but can be indicated using the
spreadofayoungchild’shandsorbydrawinglinesor
shapes of different sizes.

During the dual attention treatment stages, the
negativecognitionisbroughttomindtogetherwith
theimage,andtheclientisthentoldtotrackthethera-
pist'sfingers,whicharemovedrepeatedlyacrossthe
patient’slineofvision (Shapiro, 1989b).The speed of
the eye movements is gradually increased until it is
asfastasiscomfortable forthe clientto maintainac-
curatetracking.Duringthisprocess,thepatientistold
to report any information that they become aware
of,and once tracking is finished, they are told to “let
it go” or “blank it out” (Smith & Yule, 1999, p. 269).
Thisprocessisrepeateduntilnofurtherchangestake
place, SUDratingsareatOor1,andwhentheoriginal
target memory is brought to mind, no further asso-
ciationsrequireprocessing.Atthispoint,thepositive
cognitionmaybeinstalledbysimultaneouslythinking
oftheeventandthecognitionduringthecompletion
of a further set of eye movements. For childrenit is
morecommontoinstallapositiveimage, particularly
when working with nightmare sufferers, which may
showthemorapowerfulfigure,suchasasuperhero,
overcomingtheobjectoftheirfear(Cocco&Sharpe,
1993).Thisisrepeated untilthe VOCisreportedas?7.
Afinal set of eye movements are then carried out to

targetany residual tension that is noticed when the
installedpositivecognitionandtraumaticmemoryare
attendedto,knownasabodyscan(Smith&Yule,1999).
Lastly,relaxationorguidedimagerytechniquesmay
beusedtoendthesession.Thenumberofsessionsre-
quiredvariesdependingonthetypeoftraumaticevent
andtheseverityofthepsychopathology(Rodenburg,
Benjamin, de Roos, Meijer, & Stams, 2009).

A variant of EMDR, the EMDR-Integrated Group
Treatment Protocol (EMDR-IGTP; Jarero, Artigas, &
Hartung,2006),wasdevelopedtoproviderapidtreat-
ment to groups of people who have experienced a
single-incidenttraumaticeventsuchasanaturaldisas-
ter or a large-scale terrorist attack. The EMDR-IGTP
hasbeenimplementedsuccessfullywithallageranges
inavarietyofdisastersettingsaffectingchildren,dem-
onstrating the efficacy of EMDR in group situations
(Jarero, Artigas, Montero, & Lena, 2008). The EMDR
groupprotocolanditssuccessfultreatmentofrecent
trauma is beyond the scope of this article.

Research Investigating EMDR Treatment of
Traumatized Children and Youth

Research investigating EMDR treatment of trauma-
tizedchildrenandyouthhasevaluatedtheapplication
usingvariousresearchdesignsrangingfromrandom-
ized clinical trials to single case designs. Although
randomized clinical trials control for more variables
than case series, case studies can provide avaluable
contribution to theliterature as well as being easier
toconductinfieldsettings.Thisdesignassumesthat
any progress made while undergoing treatment is
causedbytheprocedureitselfandnotmerelyaresult
oftime.Supportforthisdesigncomesfromfindings
that chronic PTSD may not remit without appropri-
ate treatment. For example, when Morgan, Scourf-
ield, Williams, Jasper,and Lewis (2003) conducted a
33-yearfollow-upwiththesurvivorsoftheAberfandi-
sasterinWales,inwhichacoalminelandslideburied
aprimary schoolandkilled 116 children, they found
thatapproximately29%ofthesurvivorsstillsuffered
from PTSD. Similarly, Chemtob, Nakashima, and
Carlson(2002)foundthatmanytraumatizedchildren
still presented with PTSD diagnoses 3.5 years after
Hurricane Iniki. Fernandez (2007) has argued that
childhood PTSD appearsto persistinthe absence of
therapy.
Ameta-analysisofsevenstudiesbyRodenburget
al.(2009),including 109childrentreatedwithbetween
three and eight sessions of EMDR and 100 control-
group children, all between the ages of 4 and 18,
foundamediumeffectsizeforEMDR,indicatingthat

Journal of EMDR Practice and Research, Volume 6, Number 1, 2012
Fleming



itis an effective treatment for traumatized children.
Theyalsofound thatitadded a small but significant
incremental value when compared to the results of
childrentreatedwithotherestablishedtreatmentsin-
cludingCBT.Theauthorsthereforeconcludedthatit
shouldbethetreatmentofchoice,andrecommended
furtherresearch, particularly intoits working mech-
anisms. Rodenberg et al. (2009) identified several
factors,whichwereassociatedwithlowereffectsizes,
includingtheuseofchild-reportmeasuresratherthan
parent-report or combined child—-parent reports; a
higherrateoftreatmentcompleters,perhapsbecause
thesestudiesalsoincludethelesssuccessfullytreated
children; and a higher percentage of girls, perhaps
because they are more at risk for developing PTSD
symptoms following traumatic events and are less
able to cope with these reactions.

The populations treated in EMDR research have
rangedfromchildrenandyouthshowingonlysymp-
tomatic distress to those diagnosed with PTSD. The
typesoftraumahavevariedgreatlyincludingsexual
abuseandnaturaldisasters.Inthefollowingsumma-
ry, studies are organized according to the type of
trauma.

EMDR Treatment of Type | (Single Incident)
Traumas

Kemp, Drummond, and McDermott (2010) inves-
tigated the treatment of subclinical PTSD in a ran-
domized clinical trial with Australian children, aged
6-12years,whohadbeentraumatizedinmotorvehi-
cleaccidents.Twenty-sevenchildrenwererandomly
assigned to four sessions of EMDR or to a 6-week
wait-list control condition. Inclusion criteria were a
minimumoftwodiagnosed PTSDdiagnosticcriteria
(e.g.,reexperiencingandhyperarousalcriteria)anda
moderatescoreonaself-reportmeasureoftraumatic
stress. It was found that EMDR produced significant
improvementontraumameasurescomparedtothe
wait-list, and that following EMDR treatment, only
25% of children met two or more PTSD criteria com-
pared to 100% of the wait-list control group. These
gainsweremaintainedat3-and12-monthfollow-up.
Althoughparentratingsofsymptomsshowednoim-
provement,itwasnoted thatthese symptomswere
not at a high level at pretreatment.

Ribchester, Yule,and Duncan(2010) conducteda
case series to evaluate EMDR treatment of 11 chil-
drenaged8-15yearswithdiagnosedPTSDfollowing
road trafficaccidentsin England. Children received
one to four sessions of EMDR (mean 5 2.4 sessions).
Amultimodalmeasurementapproachwasusedwith

self-reportmeasures, parent-reportmeasures, stan-
dard clinical interviews with parents and children,
and computer testing of attentional, memory, and
attributional processes associated with PTSD. Prior
to EMDR treatment, all 11 children were diagnosed
with PTSD, 1 child was also diagnosed with major
depressivedisorder,and 7 werealsodiagnosed with
generalizedanxietydisorder.Atposttreatment,none
ofthechildrenmetdiagnosticcriteriaforanyofthese
disordersexceptforone case of generalized anxiety
disorder. Significant improvements were found on
all self-report and parent-report measures of PTSD,
anxiety,anddepressionbothimmediatelyfollowing
treatmentandatalong-termfollow-up.Improvement
wasalsoreportedintheclinicalinterviews,andtreat-
ment was found to be associated with a significant
trauma-specificreductioninattentional biasonthe
modified Stroop task. Ribchester et al. (2010) con-
cludethat“EMDRisaneffectiveandrapidtreatment
of single-incident PTSD in children” (p. 145).
Casestudies,suchasthatdocumentedbyCoccoand
Sharpe(1993),havereportedimprovementsinPTSD
symptomsfollowingTypeltraumasthroughtheuseof
EMDR.Theytreateda4-year-oldboywhohaddevel-
oped PTSDfollowinganarmed robberyin hisfamily
home in which he and his parents were threatened
andphysicallyabused.Anageappropriateadaptation
of the standard EMDR protocol was used in which
drawings replaced imaginal exposure and auditory
fingerclicksreplacedvisualtracking. Theyoungboy
becameasymptomaticafteronesessionoftreatment,
andtheseimprovementsweresustainedata6-month
follow-up.Itwas noted, however, thatalthough the
young boy no longer displayed symptoms of PTSD,
behavioralissues,suchassleepinginhisparents’bed
andnotwantingtogotothebathroomaloneatnight,
resurfacedandrequiredfurthertreatment.Similarre-
sultswereshowninacaseseriesbyGreenwald(1994)
in which five children aged between 4 and 11 years
weretreatedwitheitheroneortwo20-90minuteses-
sionsof EMDR.Thechildrenwereall presentingwith
symptoms of PTSD following Hurricane Andrew in
Florida.Self-reportandparent-reportmeasureswere
usedtomonitorprogress,althoughself-reportmea-
sureswerenottakenatfollow-upandwere primarily
usedtoindicate tothetherapistthe completionofa
particulartreatmentfocus. Parent-report measures
weretakenatpretreatmentforprehurricane,posthur-
ricaneand pretreatmentratings,andagainat1-and
4-weekfollow-up.Allthechildrenhadmadeimprove-
ments at 1-week follow-up and either maintained
thesegainsafter4weeksorcontinuedtoimprove.All
subjectshadreturnedtotheirprehurricanelevelson
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all symptoms to within at least one rating unit and
two subjects made improvements in some areas.

Alsofollowing a natural disaster,an example of a
single-incident Typeltrauma, Chemtobetal.(2002)
conductedarandomizedcontrolledtrialtocomparea
wait-listcontrolgrouptoanEMDRtreatmentgroup.
Thesampleconsistedof32childrenaged6-12years
inHawaiiwhohadbeenunresponsivetopreviousin-
terventionsandstillmetdiagnosticcriteriafor PTSD
following Hurricane Iniki 3 years previously. Three
treatmentsessionsresultedinsignificantlyreduced
symptoms of depression, anxiety,and PTSD at post-
treatment and 6-month follow-up.

Afield studybyFernandez(2007) providedanav-
erage of 6.5 individual EMDR sessions over a 1 year
periodto22childrenaged7-11yearswhowerebur-
iedalivewhentheirschoolcollapsedinanearthquake
in Molise, Italy, killing many of their fellow students.
Treatment resulted in a decrease, over the year, in
the number of children meeting DSM-IV criteria for
PTSD from 61% at pretreatment to 9% at posttreat-
ment, with significant decreases in all clusters of
PTSD symptomes.

ArandomizedcontroltrialbydeRoosetal.(2011)
compared EMDRand CBTamong 52 childrenaged
between4and18yearswhohadallbeenexposedto
aTypeltraumawhenafireworksfactory exploded.
Theparentsreceiveduptofourparentalguidanceses-
sions,andthechildrenreceiveduptofour60-minute
sessions of their assigned treatment. PTSD symp-
toms, depression, anxiety, and behavior problems
were all assessed at pretreatment, posttreatment,
and 3-month follow-up using parent-report mea-
suresaswellasself-report measuresforthoseaged
over 7 years. Both treatments lead to an improve-
mentonallmeasures,andtheseweremaintainedat
follow-up. It was also found that EMDR produced
theseimprovementsinsignificantlyfewersessions,
anditwastherefore concludedthatalthoughboth
interventionscansignificantlyimprovethefunction-
ing of children exposed to Type | traumas, EMDR
appeared to be more efficient in achieving these
developments.

Hensel (2009) recently showed that, following
EMDRtreatment,theimprovementsamong 36 chil-
dren and adolescents aged 1-18 years, all of whom
had sufferedaTypeltrauma, notonly remain stable
at6-monthfollow-up,butmayevenincreaseslight-
ly. His study was also the first to recruit a sample of
childrenyoungerthan4yearsold,andhesuccessfully
demonstrated that children as young as 1 year and
9 months can be treated with EMDR with the same
benefits as older school-age children.

EMDR Treatment of Type |l Traumas

A randomized controlled trial by Jaberghaderi,
Greenwald,Rubin,Zand,andDolatabadi(2004)as-
sessedself-reportedsymptomsoftrauma,including
butnotlimited tothoserequiredforadiagnosis of
PTSD, and problem behaviors among a group of
14 sexually abused Iranian girls aged 12-13 years.
They were randomly assigned to receive up to
12 sessions of either EMDR or CBT, with a mini-
mum of 10 sessions of CBT and no minimum for
EMDR. Measures included self-report, parent-
report, and teacher-report, all of which were con-
ductedatpretreatmentand2weeksposttreatment.
Bothtreatmentswerefoundtosignificantlyimprove
both traumatic symptom and behavior outcomes
with a large effect size for EMDR and a medium ef-
fect size for CBT. Although there was a trend for
EMDR to improve self-reported traumatic symp-
toms more than CBT, this difference was nonsig-
nificant. EMDR was found to be significantly more
efficient,andalthoughthreeparticipantsinthe CBT
grouphadtobereferredforfurthertreatment,none
from the EMDR group were.

War is another common Type Il trauma that af-
fectsmanychildrenworldwide.Wadaa,Zaharim,and
Algashan(2010)evaluatedEMDRforchildrenfollow-
ingtheirimmigrationtoMalaysiatoescapetherecent
war in Irag. Twelve children (aged 7-12 years) were
assigned to 12 sessions of EMDR, and 25 children
wereassignedtoano-treatmentcontrolgroup.Self-
reportmeasurestranslatedinto Arabicwereusedto
determinethatatpretreatment,68.5%ofthechildren
were suffering from symptoms of PTSD. At pretreat-
ment, there was no difference between the groups
in mean scores of PTSD symptoms, butat posttreat-
ment, the scoresforthe EMDRgroup had decreased
significantly.

Studies Evaluating EMDR Treatment of
Children With Various Traumas

InSweden,Ahmad,Larsson,andSundelin-Wahlsten
(2007)conductedarandomized controlledtrialwith
33 children and adolescents aged 6-16 years, all of
whom met DSM-IV criteria for a diagnosis of PTSD
afterexperiencingarange of Typeland Typell trau-
massuchassexualabuseandmaltreatment,roadac-
cidents,andwitnessingunnaturaldeath.Compared
to a wait-list control group, the participants who
received EMDR reported greater PTSD symptom
improvements, particularlythosefromthereexperi-
encingcluster,2monthsafterreceivingbetweenone
and eight sessions of EMDR (average 5.9). Ahmad
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and Sundelin-Wahlsten (2008) commentedthatthe
children with Type | trauma following an accident
required fewer treatment sessions than the other
participants.

Scheck, Schaeffer, and Gillette (1998) assigned
60 traumatized adolescents and young females be-
tweentheagesof 16and 25 yearstoan EMDR group
and an active listening control group, all of whom
were also asked to keep a journal as a homework
task.Thewomenhadbeenengaginginhigh-riskbe-
haviorsuchassubstanceabuse,sexual promiscuity,
and runaway behavior, and 77% had a diagnosis of
PTSD. They demonstrated that the young women
had a greater reduction in standardized self-report
measures of PTSD symptoms, depression, and anxi-
ety, but not self-concept, following two 90-minute
sessions of EMDR compared to active listening, also
knownassupportivecounselling.Treatmentgainswere
maintained at 3-month follow-up for both groups.

Discussion

Efficacy of EMDR for Different Types
of Trauma

Clearly, not all traumatic events are the same and
diverseresponsescanbeobserved.Adler-Nevoand
Manassis (2005) suggested in their review that it is
thereforepossiblethatdifferenttreatmentsaremost
effective for different types of trauma and different
combinations of symptoms.

Treatmentof Typel Traumas. Anumber of stud-
ieshaveinvestigated theeffect of EMDRon children
following Type | traumas such as natural disaster
(Chemtobetal.,2002; Fernandez, 2007; Greenwald,
1994), burglary (Cocco & Sharpe, 1993), and road
trafficaccidents (Kempetal., 2010; Ribchesteretal.,
2010). These have shown that symptoms of PTSD,
depression,anxiety,andbehaviorproblemscanbere-
ducedtopretraumalevelsfollowing EMDRand that
these improvements are maintained at follow-up.
A comparison of EMDR and CBT by de Roos et al.
(2011)foundthatalthoughbothtreatmentssuccess-
fully reduced symptoms of trauma, EMDR did thisin
fewersessionsandtheauthorsthereforeconcluded
that EMDR is more efficient.

TreatmentofTypellTraumas. Althoughthetreat-
ment of Type Il traumas, particularly interpersonal
violence, has been heavily researched in studiesin-
vestigatingCBTtherapy(Sanchez-Mecaetal.,2011),
therehasbeenonlyoneEMDR controlledstudythat
has focused on this trauma type with children (Jab-
erghaderi et al., 2004). This lack of EMDR research

issurprisinggiventhatTypelltraumasarerelatedto
anincreasedriskfor PTSD as well as many other life-
long consequences (Wenar &Kerig, 2006). This lack
of child research appears to parallel a lack of EMDR
researchinvestigatingtreatmentofadultswithcom-
plex PTSD from childhood interpersonal traumas
(Korn, 2009).

The majority of CBT research with victims of sex-
ualabusehasbeenshowntobeeffectiveinreducing
thesymptomsof PTSDin victimized childrenas well
assymptomsofdepression,behaviorproblems,and
trauma-related shame and guilt (Cohen, Deblinger,
Mannarino, &Steer,2004;Kingetal., 2000).Inacom-
parison of EMDR and CBT for sexual abuse victims,
Jaberghaderietal.(2004)foundthatbothwereeffec-
tive in reducing measures of PTSD symptoms and
thatEMDRwasmoreefficientandappearedtocause
agreaterreductioninsymptomsthanCBT,although
this difference was nonsignificant.

Attachment disorders and severe personality
changescanfollowTypelltraumas(Terr,1991), thus
impacting onthe required treatment.In such cases,
family therapy can be of great benefitand has been
shown to be particularly advantageous in cases of
domesticviolenceandabuse(Amaya-Jackson,1995).
The integration of EMDR with family therapy can
address the complex sequelae that follow sexual
abuse(Maxfield,2007),andotherinterpersonalstres-
sorssuchasdivorce (Klaff,2007).DeRoosetal.(2011)
offered parental counselling tothe parentsofallthe
children involved in their study. This enabled the
parentstoresolvetheirownanxietiesand cognitive
distortions regarding their child’s traumatic expo-
sureand provided them with psychoeducationand
parentalskillstrainingthatwouldhelpthemsupport
theirchildandcorrectmaladaptivecopingbehaviors.
Furtherresearchisneededtoinvestigatetheeffectsof
an integrative approach such as this.

Efficacy of EMDR for Children of Various Ages

Youngchildrenarelessabletoretrievetraumaticmem-
oriesandalsohavedifficultiesinhibitingtheirthoughts
andemotions(Yule,Perrin,&Smith,1999),thusresult-
inginfewerreexperiencingandavoidancesymptoms.
AlthoughvariousauthorshavesuggestedthatEMDR
can be modified for younger children (Adler-Tapia &
Settle,2009;Ahmad&Sundelin-Wahlsten,2008;Cocco
& Sharpe, 1993; Tufnell, 2005), there has only been
onestudythatdirectlyinvestigatedthisfactor.Hensel
(2009) showed that childrenasyoungas 1yearand 9
monthsreceivedthesamebenefitsasolderschool-age
children.
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Efficacy of EMDR for Different
PTSD Symptoms

Post-Traumatic Stress Disorder Symptoms
ReexperiencingSymptoms. Adler-TapiaandSettle’s
(2009)reviewdocumentedthatalthoughrandomized
controlled trials have shown EMDR to be effective, in
some cases more so than CBT, this seems to be lim-
ited to intrusive reexperiencing symptoms, with less
improvementfoundforhyperarousalandavoidance
symptoms.ThismaybebecausetheEMDRprocedure
focusesonimages,memories,emotions,andcognitions
thatintrusivelyenterone’smindandthentargetthese
forreprocessing.Childrenalsooftendisplayfewerre-
experiencingsymptoms,whichmaycontributetothe
comparativesuccessinthissymptomcluster.Ahmad
etal.(2007)foundthat,overtime,themostsignificant
between-groupdifferencewastheimprovementinre-
experiencingsymptoms.Thisresultwasalsomirrored
in the Oras, de Ezpeleta, and Ahmad (2004) study.

HyperarousalSymptoms. Twostudies(Ahmadetal.,
2007; Oras et al., 2004) have found that participants
showedlessimprovementinhyperarousalsymptoms
comparedtoreexperiencingsymptoms.Adler-Tapia
andSettle(2009)suggestedthattheinstabilityinthe
children’s living environment may account for the
lack ofimprovement found for hyperarousal symp-
toms.ThechildrenintheOrasetal.(2004) studywere
unsettled refugees, and in the Ahmad et al. (2007)
study, the children had been exposed toanunusual
and stressful social environment, having grown up
among“criminality,substanceabuse,chronicillness,
handicap,orhavingthecaregiverphysicallyormen-
tallyunavailable” (p.350). Ahmad etal. (2007), how-
ever,suggestedthatthiseffectmaybecausedbythe
overlapofsymptomsofpossiblecomorbiddisorders
andhyperarousalsymptomsbecause26ofthe33chil-
dren they investigated had a second diagnosis.

Avoidance Symptoms. Tufnell and De Jong (2008)
advised that EMDR is particularly effective with
avoidant children as it relies less on verbal profi-
ciencyandawillingnesstocommunicateorally with
the clinician than CBT. One may therefore expect to
seelargeimprovementsinavoidancesymptoms,but
this is contradicted by Oras et al. (2004), who found
that, although significant, it was these symptoms
thatimproved|eastfollowingtreatment.Theynote,
however, that once the living situation of the refu-
geestheyinvestigatedhadstabilized,thesesymptoms
improved, thus supporting Adler-Tapiaand Settle’s
(2009) idea that the child’s environment influences
the resolution of PTSD symptom:s.

Other Symptoms

MaladaptiveCognitions. Eventappraisalandmal-
adaptive cognitions associated with interpersonal
traumaaboutoneselfandlovedonesaredirectlytar-
getedinEMDR.Studieshave usedtheSUDscaleand
the VOC scale to assess the amount of distress felt
regardinganegative cognitionandtowhatextenta
positivecognitionisbelievedtobetruerespectively.
EyemovementsarecontinueduntilSUDratingsareO
andVOCratingsare7,indicatingthatthememoryas-
sociatedwiththecognitionshasbeensuccessfullyre-
processed.A9-year-oldboydescribedbyGreenwald
(1994)believedthattheaccidentaldeathofaclassmate
was his fault and that he was next to die. Following
two sessions of EMDR, he no longerfelt guilty about
the incident and reversed these statements.

Ribchesteretal.(2010) criticized the use of verbal
reportmeasuressuchastheSUDandVOCscalesbe-
cause they are liable to demand characteristics and
procedural limitations. They therefore adopted a
multimodalapproachtoinvestigateattentionaland
memory biasesusingcomputertasksfor 11 children
aged between 8 and 15 years with PTSD following
road trafficaccidents. Unlike previous research, the
inclusion of these cognitive measures allowed the
investigation ofthe cognitive changethatisalleged
tooccurasaresultofadaptive processing.Using the
modified Stroop task, Ribchester etal. (2010) found
that,atpretreatment,childrentooksignificantlylon-
gertocolor-namePTSD words compared to neutral
words, whereasatposttreatment, PTSDwords were
named significantly fasterandinterference of these
wordswassignificantlyreduced.Neutralwords,how-
ever, remained unchanged. It appears that EMDR
causedatrauma-specificdecreaseinattentionalbias,
therefore suggesting that EMDRis effective in caus-
ing cognitive change in children.

InterpersonalDifficulties. Improvingrelationships
and emotionregulationarealsokeyfactorsthatcan
be damaged by trauma but which are targeted for
improvement with EMDR. A few studies have used
interpersonalandsocialmeasurestoassessoutcome.
For example, de Roos et al. (2011) and Kemp et al.
(2010) both used “The Child Behavior Checklist”
(Achenbach,1991)toassesstheimprovementofbe-
havior problems following EMDR. de Roos et al.
(2011) found that scores were significantly reduced
at 3-month follow-up, and the difference in scores
betweenpretreatmentandfollow-upwasgreaterfor
those treated with EMDR compared to CBT. Kemp
etal.(2010)converselyfoundanonsignificanteffectof
EMDRonscoresfrompretreatmenttoposttreatment
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and3-monthfollow-up.Theauthorspointout,how-
ever, that pretreatment scores were notably low in
this sample.

Greenwald'’s (1994) case series describes “im-
provedconcentrationandschoolperformance,more
cooperativeandresponsiblebehavior,lessemotion-
alreactivity, and better sibling relationships” (p. 88)
amongotherbehavioralimprovementsdetermined
using parental telephone interviews. These includ-
ednolongersleepingintheparents’ bed,enhanced
moodandcommunicationskillswithothers,andbet-
ter coping skills for personal difficulties and family
conflicts. Coccoand Sharpe’s (1993) case study also
demonstrates that EMDR can help with behaviors
thatincreaseachild’sindependencesuchassleeping
aloneandgoingtothetoiletaloneatnight.ltshould
benoted,however,thatinthiscase,arelapseinthese
improvementsoccurredrequiringfurthertreatment.

Evaluation of Integration of EMDR With Other
Treatment Modalities

There may be an advantage to integrating EMDR
withothertreatments, particularlywhen comorbid
disordersorsocialissuesalsoneedtobetargetedand
may influence the treatmentresponse. Early family
experiencescanoftenaffectone’sresponsetotrauma
andsoithasbeensuggestedthatfamilytherapycan
be used alongside EMDR to target family relations
(Shapiro, Kaslow, & Maxfield, 2007). It is therefore
important that the therapist conduct a detailed as-
sessment and get a full history in order to identify
interpersonal factors that may be affecting the cli-
ent’scurrentpathologyandthereforeneedsprocess-
ing.Forexample,amother’soverprotectivenessmay
cause herchildtofeelhopelessand unableto cope,
whichin turn prevents him or her from developing
adequatecopingskillstodealwithhisorhermostre-
centtrauma.Inthisinstance,itisnotjustthe memo-
riesoftherecenttraumathatneedtobe processed,
but also the memory of feeling hopeless. In such
cases, EMDR may be used in conjunction with fam-
ilytherapyinordertotargetbothinternal processing
andfamilyunderstandingandinteractions(Bardin,
Comet, & Porten, 2007).

Bronner, Beer, Jozine van Zelm van Eldik,
Grootenhuis, and Last (2009) showed that a combi-
nation of trauma-focused CBTand EMDRdecreased
stressreactionsina16-year-oldgirlwithacutestress
disorderfollowingspinalcordinjury.Theseimprove-
ments remained stable, and she reported no more
distressingflashbacks,memories,ordifficultiessleep-
ing. It may be that intermixing the EMDR and CBT

protocols may have had additional positive effects
comparedtoeachtreatmentgivenindividually, but
further research is needed to determine this.

Oras et al. (2004) found that incorporating the
EMDR protocol into a psychodynamic approach by
usingtalkingtherapywithadolescentsandplaythera-
pywiththoseyoungerthan13yearsoldsignificantly
reducedsymptomsofdepressionandPTSD, particu-
larly reexperiencing symptoms, among 13 refugee
childrenagedbetween8and16years.Allthechildren
met DSM-IV criteriafora PTSD diagnosis followinga
range of Typeland Type Il traumas, such asrape, as-
sault, torture,imprisonment,andwitnessingrelatives
beingassaultedorkilled,aswellastheongoingType
lltraumaofwar.Childrenreceived between5and 25
psychotherapeuticsessionsandbetweenoneandsix
EMDR sessions. No follow-up was conducted in this
case series.

Tufnell(2005)showedthat,infourpreadolescents,
one of whom had suffered arecent Type | traumatic
bereavement,withothercomplexdifficultiesaswell
as PTSD, using between just two and four sessions
of EMDR as part of a multimodal treatment pack-
age can resolve PTSD symptoms and maintain this
improvement at a 6-month follow-up. It was there-
fore concluded that EMDR is suitable for use with
children and adolescents with comorbid mental
healthproblemswhenusedinconjunctionwithother
treatments.

Should EMDR Be the Treatment of Choice for
Children With PTSD?

EMDR has solid research support for the treatment
of Type I traumas. It may be more efficient than CBT
(de Roos et al., 2011; Jaberghaderi et al., 2004), and
itsapplicationresultsinsignificantremissionofsymp-
tomswithresultsmaintainedatlong-termfollow-up.
It has only preliminary evidence for the treatment
of Type Il traumas, however, with just one study
showingits effectiveness with sexually abused girls
(Jaberghaderietal.,2004).Theresultsarepromising,
butmoreresearchisneededtoassessEMDR’seffects
with children who have suffered repeated interper-
sonal traumas, and clinicians also need to be aware
that in some cases, it may be beneficial to provide
EMDR as part of a multimodal treatment package.
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