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Plugging the research gap

Whilst researchers continue
the quest for a mechanism to
explain how EMDR achieves
reprocessing other research/
practitioners continue to in-
novate. In this edition of ETQ
two therapists write about
their experience of using Phil
Manfield’s Flash technique
(FT) with remarkable success.
FT is not EMDR, and the pub-
lication of these clinical experi-
ences should not be taken as
an endorsement by the Associ-
ation. Yet there are similarities
with EMDR and seemingly
with the efficacy of FT in redu-
cing the distress associated
with traumatic memories.

In an earlier incarnation of
this publication, around this
time last year (http://
tiny.cc/kxs7iz) Manfield re-
sponded to some of the puz-
zling aspects of the FT posed
by Derek Farrell. For example,
how does it sit with the AIP
model? s it more to do with
‘dosed exposure’ and is repro-
cessing also taking place?
Manfield’s reply was as com-
prehensive as possible at the

time and many aspects cannot
yet be fully explained. Briefly, it
does seem that reprocessing in
addition to desensitisation of
traumatic material does take
place during FT but possibly by
a different means. For those
interested in this subject I re-
commend revisiting Manfield’s
response to the questions that
Farrell posed as to what FT is
and how it works.

Adding to the theme of in-
novation is an article on early
trials of 3MDR - a combination
of EMDR and Virtual Reality
Exposure Therapy for treat-
ment-resistant veterans with
PTSD. It makes fascinating
reading and, of course, raising
yet more research questions.

[ suspect it will be a few years
before these questions are suf-
ficiently resolved to publish
confidently a theory explaining
the mechanism for EMDR, FT
and 3MDR. Meanwhile practi-
tioners are using all three with
good results. Again, research is
of paramount importance. Any

takers?
Omar Sattaur

EMDR Therapy Quarterly

EMDR Therapy Quarterly (ETQ) is the
official publication of the EMDR Associ-
ation UK & Ireland. It offers coverage of
Association news, regional, national and
European EMDR conferences and art-
icles on the clinical practice and
research of EMDR.

Full guidelines for authors of original
practice and research articles are given
on the inside back cover.

News articles covering presentations at
EMDR research or clinical practice
meetings and conferences are wel-
comed. These may be submitted to
editor@emdrassociation.org.uk Please
note that all articles are subject to edit-
ing and publication at the editors'
discretion. We welcome inquiries.
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EMDR community bids adieu to Francine

John Spector gave the first eulogy at Francine Shapiro's memorial service in January

2020. He describes the gathering at St Ethelburga's in London to mark the occasion

An important milestone in
EMDR history was marked by a
beautiful and moving Memorial
Service for Francine Shapiro
that was held in the early even-
ing of 25 January at St Ethel-
burga's Centre for Reconcili-
ation and Peace in the City of
London. The event was organ-
ized by our inestimable Derek
Farrell and conducted with
great thought and sensitivity by
Robert Miller, Archdeacon of
Derry and (confusingly for
many of us there) the identical
twin brother of Dr Paul Miller,
also present, and well known to
the EMDR community for his
work with psychosis.

Francine would have approved
of the venue. St Ethelburga’s is
a medieval church that was re-
built full of old character after
it was bombed by the IRA in
April 1993. It is an oasis of
peace in the City, surrounded
by towering office blocks and
busy streets. Dedicated to
peace and reconciliation for all
faiths, it engenders an instant
tranquility as you enter. To the
rear there is a glorious planted
courtyard with a central foun-
tain. One of wall plaques from
donors read: "Yesterdays foe is
todays friend". When we ar-
rived, Marian Tobin was just
completing some wonderful
flower arrangements of scented
lilies, narcissi, and freesia and,
as members of our EMDR com-
munity gathered, we were able
to reflect, relax, and take in the
extraordinarily calming ambi-
ence of St Ethelburga's.

A photograph of Francine and
the apt lines from William
Blake adorned the cover of the
service booklet: “For the eye al-
tering alters all”. The booklet

also contained written tributes
from Robbie Dunton,
Francine’s close friend and ad-
ministrator of the EMDR
Institute, and Joany Spierings
from the Netherlands. As we
waited for the event to begin,
all were reflecting in a few mo-
ments of silence on our indi-
vidual memories of Francine
and the huge significance for
our EMDR community of her
passing.

For the eye altering
alters all

- from The mental traveller, by
William Blake

After a brief welcome from
Lorraine Knibbs, President of
the Association, Robert Miller
led us through the haunting
Psalm 139 which poetically ad-
dresses our problems with life
and death. Then followed the
first eulogy which I gave, ad-
dressing Francine’s passing
from both a personal and a
British point of view (see p4).

Following each eulogy Sistina,
a quartet of singers, performed
for us. They began with Hubert
Parry’s Crossing the Bar. This
piece, as with all the pieces
they sang, resonated and
echoed through the Centre,
amplified by the amazing ac-
coustics, and moved us all.

The second eulogy was de-
livered by Dr Udi Oren, past
President of EMDR Europe and
EMDR International Trainer.
Udi made us smile as he talked
of Francine’s nickname in some
quarters as “Big Moma”. He re-
minded us of how determined

and driven she was, and how
she expected her colleagues to
have the same drive - and if
you didn’t “you needed some
EMDR to see what was block-
ing you!” But most of all, he
talked of her being a carer and
creating a family in the EMDR
community.

The third eulogy was read by
Dr Marilyn Luber, the Americ-
an Psychologist who was by
Francine’s side from the begin-
ning and who helped
train many of us to
become EMDR Insti-
tute Trainers. Marilyn
is known to the wider
community through
her books on EMDR
Protocols. We owed a
special debt of gratit-
ude to Marilyn for coming from
the US for this event as it was
the second eulogy she had giv-
en that week — her mother had
died earlier that week. Marilyn
recalled that Francine had
known her mother and had of-
ten visited her mother’s art
shop in Philadelphia. She took
us through the history of how
Francine discovered and de-
veloped EMDR.

Robert Miller designed the
last two sections of the service
to acknowledge Francine’s
Jewish heritage, first with a
reading of Meditations before
Kaddish by Merrit Malloy, and
closing with a symbolic
Mitzvah (good deed) of those
present writing some brief
words about Francine on a
sticky-note to go on a wall,
echoing the Jewish tradition of
leaving a stone on the grave of
a departed loved one.

The final eulogy was given by
Dr Paul Miller, the psychiatrist
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John Spector's Eulogy for Francine Shapiro (1948-2019)

Firstly, a thank you to dear
Derek for organising this event
- so meaningful in so many
ways.

As I look around our assembly
today I see so many colleagues
and friends who have shared
the EMDR journey with me,
some of you from the very be-

obert, and known
to us through his talks and
isdom on psychosis, medica-
ion effects, and active
engagement in JISCMAIL. Paul
talked from the Irish perspect-
ive and told us how he had
gone sceptically into EMDR
hen he attended the first
HAP Training in Northern Ire-
land but that Training had
started his EMDR journey. He
alked of EMDR healing
people, and working with vic-
tims of The Troubles and how
it developed in Northern Ire-
land leading to The Crest
Guidelines supporting EMDR.
He told us about a patient he
had worked with and who told
Paul that EMDR and Paul’s
ork had given him life.
The service ended and we
ere treated to wine and
canapes. We had plenty of
time to catch up with others
and to reflect with each other
on the astonishing ride we
had all been on and the extra-
ordinary life we had witnessed
in Francine Shapiro. This felt
like an essential completion of
a stage in the EMDR story, the
only regret being that, owing
to problems with the website
of the organisers of the event,
many of those who had wished
to attend were unable to do so.

John Spector is a Consultant Clinical
Psychologist, EMDR Trainer and
EMDR Consultant

[
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ginning.

As with many others, Francine profoundly changed the course
of my life. She had an indefinable presence about her, a mixture
of a fierce intellect and a deep compassion, that could not fail but
to leave an impression on all who came across her. I realise that
she continues in unconscious ways to influence me even now. For
instance [ was thinking earlier on why I had chosen to dress
today in the untypically formal way that I have, and what came
into my mind was the the theory of old memory networks stim-
ulating present behaviours, which was so central to Francine's
AIP model. We would often illustrate how old learning influences
present decisions with old advertising slogans - "Have a break,
have a ..." and "Beans means ...", and of course everyone knew
the responses of "Kit Kat" or "Heinz". Then I thought of Fran-
cine’s early Institute Trainers’ manuals in which male Trainers
and Facilitators were instructed always to wear a suit, shirt and
tie when presenting. As you can see my memory network,
triggered by Francine, determined what I wore today.

Francine gave all us clinicians here in the UK a gift, and it star-
ted like this. In 1990 when I was Head of Clinical Psychology at
Watford General Hospital, my wife Karen, also a Clinical Psycho-
logist, showed me a paper she had come across by one Francine
Shapiro - Francine’s seminal paper introducing EMD, as it then
was, as a promising treatment for PTSD. I filed it away in the
"interesting but bizarre" supension file only to come back to it a
year later when I read a paper by Wolpe and Abrams - (that's
Joseph Wolpe of Behavioual fame), who had tried the EMD
treatment on PTSD clients with surprisingly successful results
and they reminded us that PTSD had up to this point been con-
sidered a "Hard-to-treat diagnosis". Encouraged by their
endorsement of the treatment I and my colleague, Dr Mark
Huthwaite, a psychiatrist I was colloborating with, started to use
the procedure as described by Francine with PTSD clients. We
wrote up one of these clients who had PTSD from a RTA and that
became the 1st publication in the British literature on EMD as a
treatment for PTSD in the British Journal of Psychiatry in 1993.
This chance discovery then set off a chain of events that led to
where we are today with EMDR in the UK.

Firstly, Francine, eagle-eyed as ever, picked up our publication
and invited me to go to the USA to train with her which I did in
1993,and formed together with Arne Hoffman and Franz Ebbner
from Germany and Ad de Jongh from the Netherlands the 1st
European clinicians to train in EMD. Secondly, I started a PTSD
Clinic at WGH using EMD as the main treatment. Thirdly, a
small group of British clinicians including Richard Mitchell and
Sandi Richman and myself began meeting firstly at my home, and
then at The Priory Hospital, Southgate in London, forming a core
group of clinicians interested in EMD to develop the method in
the UK. And fourthly, Francine asked me to sponsor EMD Insti-
tute Trainings in the UK; the first was in 1994 in Kensington.
From that moment on we started riding an unstoppable wave.
Our European group expanded rapidly and we began meeting




regularly, leading to the formation in the late
1990s of what was to become EMDR Europe.
And a core group of us across Europe were
trained by Francine and Marilyn Luber to be-
come EMDR Institute facilitators teaching in the
practicums of Trainings.

These times were for most of us the most excit-
ing of our professional lives — we really felt like
pioneers. Francine instilled in us a conviction as
to the vital importance and rightness of the
work we were doing — a conviction borne not
only from the amazing results our clinicians
were getting but from a deep humanitarian
drive conveyed by Francine about the healing
power of EMDR and our duty to deliver that.
She inculcated in us a sense of “giving back”
through what we had learnt, and this ethos de-
veloped through the Humanitarian Assistance
Programme treating pro bono victims of crises
around the world. But Francine was not just a
gifted evangelical. She recognized early on the
importance of evidence-based practice if EMDR
was to be accepted in the face of sustained at-
tack, particularly by the dominant CBT group at
the time. Francine was eternally insistent on us
carrying out the research on EMDR because she
knew that without the evidence base we would
not succeed. She was always there in the back-
ground and in our minds driving us on - and we
did succeed. In the first decade of this century
EMDR was adopted widely by national and in-
ternational guidelines as a frontline treatment
for PTSD, inluding of course here in the UK by
our own NICE guidelines.

I have often pondered on what it was about
Francine that so powerfully and positively influ-
enced so many of us. Many people make
important discoveries, but mostly those discov-
eries fall by the wayside. What was Francine’s
secret? Here I rely on what I have learnt about
her from others as well as my own observations.
Let me start with my own observations. Al-
though she had what could at times feel like an
intimidating intellect and determination, she
aslo had a playful side and a sometimes wicked
sense of humour. [ remember our early
European training days with her with such
fondness not only because of the learning from
her around EMDR and Trauma, but because of
the fun we would have when we would all relax
and let our hair down at some lovely restaurant
in Amsterdam or London and she would engage
with us all with banter and jokes. Many years
later she asked me what I was up to in my life.

Somewhat sheepishly (because I was concerned
she might think I was disengaging from our
work) I told her I was working less and engaging
with grandchildren and tennis and going to the
countryside more. "Oh", she said smiling
broadly, "so you are getting a life?" "Yes", I said,
with huge relief! I always felt a need to bask in
the warm glow of her affirmation.

Where did her drive and compassion come
from? I believe some events in her life were
seminal. She was born in New York and had two
sisters and a brother. Her sister Debra died at
age nine when Francine was 17. This loss resul-
ted in Francine searching for new meaning and
purpose in her life. Her interest first turned to
literature which she became passionate about
and taught. She also became interested in what
she had read about Behaviour Therapy, and
wrote “The idea of a focussed predictable cause
and effect approach to human psychology
seemed fully compatible with the concepts of
literary character and plot development” and “I
had fascinating discussions with my English
Professors on the interaction between the rich
multifaceted texts [ was reading and the
physiological cause and effect implications of
behavioural formulations”. A second formative
event was her contracting cancer and its origins
and cures absorbed her. She was particularly in-
trigued by the connection between disease and
distress. She left New York to make a journey of
discovery which led to her enrolling on a PhD
programme in Clinical Psychology in San Diego
California. She became an intuitive and rational
psychologist with a keen eye for the observation
of human behaviour and character. The integ-
ration of evaluation and intuition became an
organising principle through which Francine
channeled her choices and built EMDR after its
discovery on her famous walk in the park.

When asked what she would say to the EMDR
community, Francine responded; “Research is
not just about proving to others. It is a way to
guide each one of us to establish the best prac-
tices. It is about staying on the right road. We
are all responsible for the world we live in.
Worldwide, clinicians are forging bonds that
transcend countries and ideologies. Bonds that
can help heal the trauma and pain that leads to
ongoing violence and suffering. To make a dif-
ference that affects generations to come - don't
leave it to anyone else. We all have a part in it”.

Thank you Francine for your life, and the gift
you have given us.
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m President elect reflects on his EMDR journey

Mike O’Connor takes up the position of President of the EMDR Association in March. Here he tells
us about his professional background and his involvement with the Association over many years

The prospect of taking up the
post of President in March has
caused me to reflect on how
and when I became involved in
the Association and the broad-
er EMDR community. The
‘when’ is easy. It was 1996. |
was an Educational Psycholo-
gist working in a local govern-
ment area known as Central
Regional Council, based in
Stirling. At the time I was a
member of the Critical Incident
Team for the Council. One day,
out of the blue, I received a
telephone call from my office
manager instructing me to re-
port to a school immediately
where [ would be met by a Po-
lice Officer who would brief
me. The school was Dunblane
Primary. When [ arrived, I en-
countered a throng of very
anxious and distressed parents
and a cordon of policeman. A
Police Inspector briefed me and
I learned, for the first time that,
an hour earlier, a gunman had
killed a teacher and a large
number of very young children
in the school. Others had been
wounded. Together with a col-
league, Alison Russell, I spent
the remainder of the day in the
school with the parents and re-
latives of the children who had
been killed or wounded.
Frankly, both of us, faced by
such horror, felt completely
deskilled and wondered what
we could possibly do to help.
At the time neither of us had
heard of EMDR. Within a mat-
ter of weeks this was to change.
A small team of mental health
professionals assigned to the
local community in Dunblane
was invited to take part in EM-

6 — EMDR Therapy Quarterly Vol 2 No 1

DR training organised
by the EMDR Institute
Humanitarian Assist-
ance Programme
(HAP). Along with
several of these col-
leagues I was seconded
to work in the com-
munity of Dunblane.
In my case I worked
there for the next three
and a half years during
which time I com-
pleted my EMDR
training, including
EMDR Child training;
developed my EMDR
skills; and engaged
with the EMDR com-
munity around the UK
and beyond. Those
years explain the ‘how’ I be-
came involved.

Further training, consultation
and supervision experiences
had led to opportunities to
meet other EMDR therapists
some of whom had formed the
fledgling EMDR Association.
More significantly, I had exper-
ienced the ‘power of EMDR’
and saw first-hand how it could
transform the lives of traumat-
ised people. Along the way, |
became a member of the Asso-
ciation.

No trauma novice

Not that the experience of wor-
king in Dunblane was my first
experience of working with
trauma. I have worked in a
variety of posts in the voluntary
and local government sectors
since 1974. During this time [
have been involved in develop-
ing specialist services for child-
ren and families affected by

The tragic shooting in Dunblane in 1996 was the
impetus for Mike O'Connor to train in EMDR

loss and trauma and prior to
Dunblane, I had worked as a
teacher for children with emo-
tional and behavioural diffi-
culties and spent thirteen years
working for a charity in an in-
dependent Adolescent Unit.
My former posts include
Principal Psychologist for
Clackmannanshire Council,
Director and C.E.O. of the
Notre Dame Centre, Glasgow
and Consultant Psychologist in
a residential school for Looked
After children. Currently, I
work in an Educational Psy-
chology Service where I lead an
Intensive Therapy Service
providing EMDR to children
and young people. In parallel to
this [ have been a member of
the Association since 1996; be-
came an accredited EMDR
Consultant in 2001 and an ac-
credited Child & Adolescent
Consultant in 2017. From 2008
until 2015 I chaired the EMDR
UK & Ireland Child & Adoles-

>



’cent Section and in that capa-
city was a member of the
EMDR UK & Ireland Board. 1
have continued to serve on the
Board since 2015 and currently,
along with others, I represent
the Association in EMDR
Europe. [ am currently a mem-
ber of the EMDR Europe
Practice Committee and the
EMDR Europe Board.

Commitment

So, as I contemplate taking up
the post of President, after two
years as President Elect and
many more years on the Board,
[ can’t claim that [ have been
thrown in at the deep end. Be-
ing part of the Board and asso-
ciated committees has allowed
me to see first-hand the com-
mitment of the many who form
the EMDR community, includ-
ing individual members, pre-
vious Presidents, Trustees, ad-
ministrative staff and Regional
Groups. This commitment has
enabled the Association to de-
velop from a very small base to
one where our membership
now approaches four thousand
and has brought EMDR Ther-
apy to the attention of the pub-
lic and professional mental
health community.

One of the challenges we face
as an Association as we grow in
size and influence is to streng-
then our governance structure.
This is an issue I hope to ad-
dress together with the Board
over the next two years. As we
all know, there is still much to
be done to raise further the
profile of EMDR and its applic-
ation to a wide range of mental
health concerns. No doubt
there will be many other issues
and challenges that will arise
for the Association over the
next few years but, hopefully,
not too many!

CPD events increasing available

year on year

CPD APPLICATIONS 2015-2019

B Year Approved applications

Fig1: CPD
applications
have increased
steadily from
2015-2018

2015

2016

A recent audit of CPD applica-
tions has shown that local CPD
events are increasingly avail-
able across the country.
Regional Groups and non-
profit groups are putting on
significantly more CPD events
compared to 2015 when figures
began to be recorded. Applica-
tions received for 2019 are up
by 20 percent compared to
2018 (see Figure 1). The figures
suggest an upward trend, since
the number of applications re-
ceived in 2018 was 50 percent
higher than in 2017.

The largest increase was seen
in the Northeast region where
the number of events in 2019
almost tripled (14) compared
to the number of events staged
there in 2018. Child-specific

B Year Total applications

103 105
87 87

2017 2018 2019

training events also more than
doubled from five in 2018 to
in 2019.

If your Regional Group or or-
ganisation is thinking of
staging a CPD event, check out
the guidance and criteria for
awarding CPD points, and the
application form to apply, from
the Association website.

Jane Ware

Dr Jane Ware is the CPD
Representative on the Accreditation

Committee

CPD Applications Received
2018/2019 by Sector

Fig2:
Applications =
from Regional
Groups have
increased by
almost 50
percent

REGIONALGROUPS

m 2018 Applications

COMMERCIAL
m 2019 Applications

OTHER
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More than 100 EMDR therapists now trained in Egypt

The hard work of many clinicians and the dedication of Cairo University's psychiatry
department and Trauma Aid UK has resulted in the establishment of EMDR Therapy in Egypt.
Osama Refaat and Matthew Wesson chart the story so far

Matt Wesson
training the
latest cohort
of therapists

; A —

There are now more than 100
clinicians trained in EMDR
therapy in Egypt. This signific-
ant milestone could not have
been reached without a partic-
ular interest in psychotherapy
practice and training within the
psychiatry department of Cairo
University that stretches back
to the 1970s. A group of pro-
fessors including Drs Shahin,
Gawad, and Rakhawy pion-
eered a move towards psycho-
therapy which is firmly estab-
lished today.

Dr Yehia Rakhawy has an
evolutionary perspective in
psychiatry and has conducted
weekly Gestalt group therapy at
the department for almost 50
years and still does so, even
though he is now in his 8os. In
1972, he developed the first
psychotherapeutic milieu in
Egypt; a groundbreaking move
away from the medical model
of psychiatric management
predominant in Egypt at that
time. Currently there is a spe-
cial unit in the department of
psychiatry that carries out the
training of psychiatrists and

A > B
psychotherapy modalities with
regular individual and group
supervisions. In 2014-2015 this
extended to EMDR therapy
when a few psychiatrists from
Egypt received their basic
training in EMDR via Trauma
Aid UK (TAUK, formerly
known as HAP) in Istanbul and
in Turkey in 2014 and 2015.
These doctors were so enthusi-
astic about the potential of
EMDR they set to work on how
they could open more oppor-
tunities for therapists from
Egypt and nearby countries to
attend the accredited training
in EMDR in Egypt.

Through the hard work of
many clinicians, the Psychiatry
Department at Cairo Univer-
sity, in collaboration with
TAUK, has managed to deliver
several EMDR training courses
in Egypt to psychiatrists, psy-
chologists and social workers.
The three parts were delivered
in 2018 by Matthew Wesson
(EMDR Europe Senior Trainer,
UK) and Dr Khalid Sultan (EM-
DR Consultant and Consultant
Psychiatrist, UK) to 21 clini-

psychologists on wide variety of cians from the region. The
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in Egypt

training was sponsored by
TAUK including the provision
of volunteer EMDR consultants
/ supervisors from the UK via
Skype and Zoom.

Demand from psychotherap-
ists to be trained in this modal-
ity continued to increase after
this so TAUK responded with a
second round of training which
was completed in 2019 and at-
tended by another 36 delegates.
The main trainer was Caroline
Van Diest (EMDR Accredited
Trainer, UK) with facilitation
by Dr Khalid Sultan, Dr
Hamodi Kayal (Consultant &
Clinical Psychologist, UK) and
Dr Walid Abdul Hamid (EMDR
Consultant and Consultant
Psychiatrist, UK). The training
also included five therapists
from Libya and Sudan.

EMDR therapists based in
Cairo formed a monthly peer
supervision group in Septem-
ber 2019. Their two-hour
meetings take place in Cairo
University’s psychiatry hospital
and supports therapists in their
clinical practice with EMDR.
Most continue to gain online
supervision and support fro



} EMDR Consultants
in the UK via TAUK
arrangement. In
December 2019 Dr.
Khalid Sultan re-
turned again to
Cairo to deliver two
days of EMDR su-
pervision followed
by a two-day re-
fresher training on treating
pain and complex trauma using
EMDR therapy.

The third training in EMDR in
Cairo for Part 1 was completed
in January 2020 and attended
by 34 trainees, including parti-
cipants from Algeria and Jor-
dan. Matthew Wesson once
again led the training with ex-
pert facilitation by Dr Walid
Abdul Hamid, Hamodi Kayal
and Dr Matthew Wilcockson
(EMDR Consultant and CBT
therapist, UK). The week of
this training, interestingly, co-
incided with the opening of an
independent institute for train-
ing and research in psycho-
therapy under the name of
Rakhawy Institute. Parts 2 and

3 are planned for August this
year and will include a revision
for those clinicians that have
already completed their train-
ing. It is hoped that this will be
delivered at the new Rakhawy
Institute. We are preparing for
the Child Level 1 EMDR train-
ing in Cairo in March delivered
by Joanne Morris-Smith, (EM-
DR Child Trainer).

Trauma Aid UK thanks every-
one involved in pulling this all
together including the in-coun-
try team at Cairo University,
the trainers and facilitators
who all give their time for free,
as do all the Consultants that
support the delegates during
and post training from the UK.
This initiative is part of the
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Groups, Sections or Special Interest
Group Events) and Trauma Aid UK
are free of charge.

The new format allows for half
page and one page advertisements
as well as the established quarter-

page advertisements. Deadlines for
advertisements are as follows:
Winter: 15 November; Spring: 15
March; Summer: 15 June; Autumn:
15 September. Submit as .png,
.jpeg, .pdf files.

As before, non-profit making CPD
events that are under the aegis of
the Association are free of charge.

For pricing details contact:
editor@emdrassociation.org.uk

Advertisements are the
responsibility of the advertiser and
do not constitute endorsement by
the EMDR Association UK & Ireland
of the advertiser, its products or
services. The EMDR Association UK
& Ireland and Editor reserve the
right to refuse, reject or cancel
advertisements without notice.

TAUK Middle
East prog-
ramme, which
began in 2013. Since then,
six full trainings (in addi-
tion to those in Egypt)
have been delivered in
Turkey, Jordan and Tun-
isia and more than 130
clinicians have been
trained.

TAUK continues to support
them, offering supervision and
CPD events so that they can
develop and work towards ac-
creditation. TAUK aims to
build capacity in the region so
that each country establishes
its own EMDR Association and
a regional EMDR Arabic Asso-
ciation. The needs are huge
given the years of conflict that
has traumatized millions of
people in the region and con-
tinues to do so.

TAUK is a charity managed by
volunteer Trustees and led by
its President, Sian Morgan.
TAUK is funded largely by the
EMDR Community through
Regional Groups, EMDR Asso-
ciation UK & Ireland and our
membership. If you don’t
already support this charity
through a £15 donation once a
year, please consider doing so.
Although the membership of
EMDR UK Association is 3,000,
TAUK membership is roughly
300 members. TAUK is making
a real impact on trauma and
trauma training across the
world. https://www.trau-
maaiduk.org

Professor Osama Refaat is an Older
Adult Psychiatrist at Cairo University
and leads the organization of EMDR
training / supervision in Egypt. Matthew

Wesson is an EMDR Europe
Accredited Senior Trainer with The
EMDR Academy
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Some observations on the use of the Flash Technique

Peter Eldridge attended Philip Manfield’s first UK training workshop on the use of his Flash Technique in
September 2018. Since then he has used it almost exclusively with dozens of clients. Here he generously
shares what he has learned from the experience

The overwhelming advantages
of Flash Technique (FT) are,
first that it avoids very nearly
all the re-traumatisation often
prevalent in Phase 4 and,
second allows trauma proces-
sing to proceed much more
swiftly. These notes are not in-
tended to help a reader unfam-
iliar with Flash to learn how to
do it. I strongly recommend at-
tending a Philip Manfield
workshop first (I am told he
also offers online tuition in the
technique on his own web site).
[ don’t regard Flash as ‘another
protocol’. It provides an altern-
ative way to work through the
standard EMDR protocol, obvi-
ating the need for Phase 3,
replacing Phase 4, and making
a small change to Phase 5.

Phase 1

This remains History Taking. I
use the Memory Timeline as it
incorporates SUDs (at the time
of the events), Emotions (as re-
membered) and known Beliefs
(NC or PC). (See p6 for a
worked example and pg for a
blank that you can copy on A3
paper. NB. The Timeline to
complete must be printed on
A3 paper, the example can be
on A4.) But, I add a request
that my client thinks back to a
very happy memory in their
life, a positive engaging focus -
something they’d enjoy think-
ing about any time I ask them
to. Unlike Safe Place selection,
this does not have to be from
their adult years. Note that
Philip Manfield uses the term
‘positive engaging focus’ which
can be other than a happy
memory, for example, listening
to a much loved piece of music.

10 — EMDR Therapy Quarterly Vol 2 No 1

I'd be happy to play a client’s
choice via Spotify on my mobile
if required but have not yet
needed to as all my clients have
come up with an excellent
happy memory.

Phase 2

Target Selection is agreed with
the client: preferably in ascend-
ing time sequence. Sometimes
a client is keen to process a
later event first, which I'll agree
to do unless I can identify an
earlier event with similar char-
acteristics of content, emotions
and/or beliefs (i.e. a potential
Touchstone Event).

Once we've agreed on the
event to be addressed, I ask the
client not to think further
about it but, instead, to con-
centrate fully on their preferred
(earlier discovered) happy
memory, Note that the client
can have a happy memory from
their childhood if they wish,
however, at any age of memory,
it is critically important that
others involved in that memory
should have no connection
with the Target Event we are
about to work on. If necessary
I'll ask for a second happy
memory.

Phase 3

[ don’t need to do the Standard
Protocol Assessment of Phase

3. It is possible that several of
the questions normally asked in
assessment will have appeared
on their Memory Timeline. But
[ only need to know their pre-
sent SUDs level, so I ask for this
in a ‘roundabout’ way, at the
start of Phase 4, using the fol-
lowing convolutedly con-
ditional question:

“I don’t want you to think
about the target event we've
identified to work on with
Flash. I want you to think
wholly about your Happy
Memory. However, hypothet-
ically, if I were to ask you to
think about the Target Event
(which I shall not do), how up-
setting or disturbing, on a scale
from ‘o = not at all to 10 = the
worst you could imagine’ do
you think you might find it,
were I to do so, which I shall
not?” Whatever number they
give me is the starting SUDs.

Phase 4

This phase is replaced by Philip
Manfield’s approach. My FT is
wholly focused on engaging the
‘conscious’ part of the brain on
the ‘enjoyably happy memory’
we previously identified in
Phase 1. The other, often seem-
ingly comic, actions and res-
ponses are designed fully to
occupy the rest of the client’s
‘conscious brain’ with percep-
tions, motor actions and un-
patterned stimuli requiring
physical responses. Then the
‘unconscious brain’ can get on
with the desensitisation pro-
cess (much as it does when we
fail to remember something or
someone, give up trying, then
find the correct answer comes
into our head a few minutes
later).

I believe that the FT process
occupies the client’s left cortic-
al hemisphere so completely
that what Manfield refers to as
‘other neural processes’ are
then free to do the Phase 4 de-
sensitisation AIP, faster and
with little or no re-traumatisa-
tion.
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} When Philip Manfield taught

me the FT he did not specify
where these 'other neurons'
were, but [ am happy to deduce
that they must be among the
billions of neurons in the right
cortical hemisphere! I know of
no supporting research to val-
idate my hypothesis (fMRI,
etc.) but that’s how I explain it
to my clients and it makes
enough ‘common sense’ to
them that they engage, and the
process works!

Flash!

It is important that I call
‘Flash!” at completely random
intervals (it takes focus), while
keeping a steady rhythm of tap-
ping my own knees for them to
synchronise an equivalent tap-
ping of theirs. I lift my arm to
shoulder level and flip my hand
back towards my shoulder to
keep the timing (I lift each
hand in turn and drop it back
to my knee in approximately
two seconds per hand). You
may realise that asking a client
to tap their knees alternately in
synchrony with me is a way in
which I am effectively adminis-
tering BLS to them!

After a set of Flash activity, Il
ask the client momentarily to
stop thinking about their happy
memory and take a peek,
briefly, at the actual Target
Event, letting me know if the
way they perceive it has chan-
ged and if the level of upset or
disturbance has moved on their
o to 10 scale? They may report a
change in perception (e.g. “It
seems further away” or “It
seems hazier or blurred”) and
may volunteer a thought (e.g.
“it’s less upsetting” or “it’s not
so bad”). They invariably report
a current SUDs number. In the
majority of cases it will have
lowered.

In some cases, it stays the
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same. It may even, rarely, rise if
they think of other events con-
nected with the target event. In
this case, or if the SUD value
stays the same more than
twice, I'll check with them
whether they’re able to keep
full and constant focus on their
happy memory and whether
thoughts or perceptions of the
Target Event or related events
are intruding. I note their re-
ported value and ask them to
return to their happy memory,
giving them a moment to get
there before starting the next
set of Flash (saying, “Let’s re-
sume. Please join in when you
are ready”, and starting my own
knee-tapping cadence).

At first, nearly all clients
struggle with the knee tapping
and ‘Flash-stimulated’ blinking
three times. It is harder than
patting your head with one
hand while rubbing your tum-
my with the other! But I en-
courage them, remind them
that focus on their happy mem-
ory is their highest priority, and
that it doesn’t matter too much
if they momentarily lose the
knee-tapping timing, or blink
twice or four times instead of
three - as long as they are try-
ing to do each of these things.

Pacing

When I first used the FT I no-
ticed that SUDs movement
downwards happens more
slowly at high SUDs and quite
quickly once low SUDs are
reached. So I learned to do a
longer Flash set early on. This
minimised the number of times
I'd need to stop and ask the cli-
ent to review the Target Event,
and thus minimised any poten-
tial re-traumatisation.

In fact, I learned to add a mo-
ment’s pause in the middle of
longer sets. “And, pause, but
stay resolutely in your happy

memory. This is just a mo-
ment’s respite so you can relax
your arm and shoulder mus-
cles, and you can take a couple
of deep breaths - but keep the
happy memory!” Then I restart
as above. When SUDS are
down to three or less, I dis-
pense with the pause.

Once the client has reported
SUD at zero, I check that they
still have the memory of the
event, and that it no longer
upsets them at all. Then we
proceed directly to Phase 5.
Without worrying about what-
ever negative cognitions they
may have had before I simply
ask, “Now that we have done
that, what do you believe about
yourself?” Invariably they reply
with a well-formed Positive
Cognition, which I ask them to
rate on the VOC scale. I then
install the PC as usual. I ask
them to bring up the target, as
it no longer upsets them, re-
peat their new PC in their
heads, and watch my fingers -
keeping their heads still. I just
reach my hand towards their
position across from me and
sweep my raised fingers left
and right in a broad arc. Re-
cently I bought an LED on an
extensible pointer, on Amazon,
to save reaching so far forwards
and sideways.

Once they are at VOC=7, I ask
them to do a Body Scan, as is
usual in Phase 6. For each re-
ported body sensation, I ask
them to bring up the target, as
it no longer upsets them, re-
peat their new PC in their
heads and, while watching my
LED - keeping their heads still,
give all their remaining mental
attention to the area reported.
So Phase 6 is the same as in the
Standard Protocol.

Other observations
In Phase 4, when the “uncon-
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Pscious brain” is engaged in this
way, not only is desensitisation
un-troubling for the client, but
processing proceeds at least
twice as fast. In one session one
client processed four targets to
resolution in 58 minutes!

I have used the FT ‘Blind to
Therapist’ on targets which are
shameful or hard to assess, and
with clients for whom “Stand-
ard Protocol EMDR” would
otherwise have caused (and has
caused in the past) hyperarous-
al and/or dissociation. I don’t
need to know any details at all
of a traumatic target. Nor do I
need to know the happy mem-
ory the client is asked to keep
in mind instead of the traumat-
ic target, although many clients
enjoy that so much, they tell
me anyway.

[ have also used the FT with a
client whose dissociative child-
hood Emotional Part (EP) had
thwarted our EMDR work for
some time. The FT works just
as powerfully with dissociative
clients. I recently helped a cli-
ent to process an originating
trauma that caused a dissociat-
ive EP’s formation from SUD
=10 to SUD=2 in one session.
My hypothesis that the right
cortical hemisphere takes over
AIP processing when the left is
otherwise engaged may indic-
ate that the limbic system is
used to originating dissociation
when the left hemisphere is at-
tempting to process trauma.
When the left hemisphere is
thinking of a happy memory
the limbic system does not
need to go into survival mode,
so perhaps the right hemi-
sphere addresses the target
without the limbic system be-
coming aroused?

Client experience
Rarely, the FT is not a preferred
option for a client. One client

tried it, and fully resolved an
adverse event with it, but then
felt discomforted by that, as
she “didn’t know how that
happened - the change was as
if by magic!” So she asked to go
back to the Standard Protocol,
as the more emotionally painful
journey helped her to see how
the change came about.

Another of my clients is a
drummer in a band. He is so
adept at doing many physical
and attention tasks simultan-
eously that he could still think
about the negative memory!
(Perhaps a church organist
might, too?) As the drummer
had previously worked with me
on several targets with Stand-
ard Protocol EMDR he had
learned that processing targets
more slowly and with greater
emotional pain had given him a
firm sense of hard-earned pro-
gress and, he said, “a significant
catharsis”. Subsequently, after
much thought, he felt he
should ‘give Flash another go’,
and we've used it ever since.

In one of his recent sessions,
SUDs were not decreasing. He
admitted that he’s so used to
doing and thinking many
things at once that some
thoughts upon the real target
were still getting through. I
realised I needed to occupy his
left cortex even more, so must
increase the load on it. So, with
his agreement, [ stopped say-
ing, “Flash” and said instead, in
a random way, any number
from 1 to 4. He was then re-
quired to blink that number of
times! It worked very well. The
client then suggested that I
throw in some larger numbers,
like 5 and 7. So then I picked at
random from 1, 2, 3, 5 and 7 (all
prime numbers, taking more
concentration). This worked
better, processing being faster.
I enjoyed benefitting from such

a Working Alliance.

Relationship

Last, but not least, clients may
see your requests that they
wave their arms about to tap
their knees with you, and blink
(very quickly, just using their
eyelids, not screwing their eyes
up tight) when you say ran-
domly spaced ‘Flash! instruc-
tions and try to keep a happy
memory in mind as ‘all too
much’. My experience is that
they will do it, on trust, but
only if you have already estab-
lished a trusted therapeutic
relationship with them. Once
they have processed one target
with the FT, their other targets
process with increasing famili-
arity and speed.

My greatest learning has al-
ways come from trying things
and my confidence in my use of
the FT and my ever-growing
admiration for its power soon
followed its practice. [ am, of
course, still learning!

I hope these notes prove use-
ful to those of my colleagues
who decide to learn it, too.

Peter Eldridge is a Psychotherapist,
Supervisor and EMDR Practitioner at
Objective Reach Counselling Services
& 3 Counties Counselling Service
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A tale of three sessions: the art of the possible

Justin Havens briefly outlines the use of the Flash Technique and EMDR in a recent case

The following case study
demonstrates that it is possible
to make therapeutic progress in
very few sessions, even with cli-
ents with significant trauma
and high levels of emotional
dysregulation using EMDR and
associated approaches.

Background

A male client in his thirties
presented with emotional dys-
regulation, paranoia and

relationship issues stemming : : :
from two significant periods of Dream Completion Technique asked which felt stronger, and

to resolve his nightmares. | he went with the rocket idea. |
used the five-minute animated then asked him to think about
video to teach the technique, it before going to sleep with the
and then we discussed what the thought ‘this is what I want to

childhood sexual abuse from
ages of four to 11, following ad-
option at an early age. The
client reported poor sleep and a

variety of nightmares including client wanted to put into his happen in my dream’.
being chased through woods by dreams to help them ‘com-
a gang of men and then being plete’. It was important to Session 2
raped. The nightmares caused ~ reassure the client from the Feedback on sleep was positive
significant distress even though Outset that we wouldn’t be - although he was still waking
the experiences in the dream talking about his trauma and up, he was much less

that he wouldn’t have to re- distressed, couldn’t remember

had not occurred in real life.
Nonetheless the client woke up
every night sweating and un-
able to resume sleep.

Having tried other approaches

count what happened. Tackling the dreams and generally felt
the nightmares first was alsoa  better in the morning. I de-
way of stabilising him, starting cided then to introduce the

the process of healing from the Flash Technique (FT) to reduce

over the years with little im- inside out, and building his the disturbance of his traumat-
pact, this client was ready and confidence in the therapeutic  ic abuse. My rationale was that
motivated to participate. He process. The client took the the trauma was still likely to be

ideas on board and had indeed extremely disturbing and the
tried to experiment with lucid  FT offers an opportunity to

also had limited funds and
wanted to get the most out of

the sessions. We had estab- dreaming before, but without  start reducing disturbance

lished a good rapport and success. Importantly, he accep- levels without focusing heavily

agreed nominally on seeing ted the idea that the dreams on the trauma.

what could be achieved in three Were his and that he could add There were two significant

60-minute sessions. dream content. perpetrators, and these were
Although he had a variety of  the targets selected. I did not

Session 1 nightmares, we focused only on ask for SUDs but did emphasise

the most recent one and what  that the perpetrators were far

taking care not to permit the he wanted to have happen next. away. However, even talking in
client to go into any details of He came up with two ideas:a  the most roundabout way

the abuse he suffered. I taught ~ tree falling on the ‘bad guys’ about the trauma seemed to

and squashing them, or blast-  engender some dissociation b

This focused on a basic history,

him the calm place and the
ing off into space on a rocket. I  (apparent from the client’s fa-
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}cial expressions). [ used a spiky
ball to play catch to ground
him and bring him back to the
room, which worked well. This
client had a good ‘positive en-
gaging focus’ from his experi-
ence of playing rugby as a teen-
ager. He proceeded to do the
‘triple blinks’ as instructed
whilst we talked about his most
memorable rugby game. He re-
ported some change (memory
more distant) after the first set.
However, I could see that he
was still easily being ‘sucked’
into the trauma when checking
in with the memory (and still
not asking for SUDs). A few
more ball catches were re-
quired.

After two more sets and more
distancing, I checked the SUDs
which had reduced to 8 - It was
now much safer to ask the cli-
ent to rate his distress. Each
perpetrator was labelled, and
then we did a further set before
stopping. He was able to say
the name of the abuser at the
end without dissociating. Had
standard EMDR been used in-
stead of the FT, I don’t think
the client would have been able
to tolerate it, and he would cer-
tainly have dissociated. Proces-
sing would therefore have to be
taken very slowly, additional
tools such as CIPOS would be
required, and it would be hard
work for client and therapist
alike.

Session 3

The client had talked about his
abuser with his girlfriend in
between sessions without get-
ting triggered; he said this was
significant. Both main targets
were still SUDs 8 at the start of
session. I briefly installed some
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resources which included nur-
turer, protector and wise
figures and then explained the
EMDR process, instructing him
that if he felt he was dropping
more than 50 percent into the
trauma, we should stop and
play catch with the spiky ball.
then set up the first target us-
ing Parnell’s modified EMDR
protocol , emphasising that he
didn’t need to describe the im-
age (see Attachment Focused
EMDR, 2013, p18o, Norton). By
using the shorter assessment, |
reduced the time the client was
in the traumatic memory,
whilst also making sure the
memory was activated.

[ just asked him to think of
the worst image from the abuse
with perpetrator 1 (which took
place over a few years), how it
made him feel, where in the
body it was and the Negative
Cognition (‘'m a victim’). I
used a retractable wand to fa-
cilitate eye movements. (I find
the wand indispensable - no
sore arm and no ships in the
night). [ was amazed that after
the first set, the image had dis-
appeared. I facilitated a few
more sets until there were no
remaining feelings and body
sensations, and the PC (‘Tve
dropped it’) was installed, fol-
lowed by a body scan.

[ then needed to let this work
sink in as the client was sur-
prised about what had just
taken place. We talked about it
for about 10 minutes, and with
15 minutes to go, I asked client
if he wanted to deal with the
second perpetrator, who had
abused him multiple times over
a number of years until the age
of 11. He was up for it and, this
time, the emotion was rage.

After a few sets this drained
from his body, along with the
image, leaving him feeling calm
and free. We installed this
feeling and followed it up with
a body scan. The client was

very happy.

Discussion

Both my client and [ were
amazed at how fast the pro-
cessing was. | believe this was
due in part to the client’s read-
iness for therapy, high moti-
vation and a good rapport with
me. However I also believe that
the sessions comprised a blend
of approaches - the FT, the
Dream Completion Technique
and EMDR - used in a coherent
and effective way. The process
of resolving nightmares, using
the FT to reduce trauma in-
tensity and stabilise and finally
EMDR to adaptively process
the trauma seemed to flow one
to another and work very well
together. It was almost as if this
work had ‘tuned’ the mind’s
innate trauma processing sys-
tem, as it appeared to be much
faster and more effective than
standard EMDR trauma pro-
cessing.

Not every client is like this of
course, but I was amazed at the
ease and safety of tackling such
a client. Of course, further fol-
low up is required. But I hope
this brief case study is helpful
and demonstrates what is
possible when the conditions
are favourable.

For more about the FT or
Dream Completion Technique,
please contact Justin at:
mail@justinhavens.com

Dr Justin Havens is an EMDR
Consultant and Supervisor with a

private practice in Cheltenham



Sharing my mistakes: Lessons learned using
EMDR tools for addiction recovery

Annabel McGoldrick reviews what she has learned from working with addiction

My first therapy job, after be-
ginning basic EMDR training in
2007, was in an addiction treat-
ment centre in Australia called
South Pacific Private, which
used a trauma-based approach
to support clients in their re-
covery. | found EMDR a great
extension to my tool kit and a
really good fit for my private
work. I began experimenting at
an early stage with some of the
well-known protocols including
DeTUR, the urge reduction
protocol (Popky, 2005), Jim
Knipe’s tools for treating ad-
dictive disorders with Adaptive
Information Processing (AIP)
Methods (2015); Laurel Parnell’s
Attachment Focussed EMDR
(2013) and later her Rewiring
the Addicted Brain (2018) and
Robert Miller’s Feeling State
Addiction Protocol (FSAP). 1
have found something useful in
all of them, but I tend to use
the FSAP most frequently to re-
duce the euphoria and buzz
that goes with addiction. I have
made quite a few mistakes as
well as breakthroughs, which
I'll share in this article.

What do we mean by addiction?
According to Brewer (2019), ad-
diction is the ‘continued use
despite adverse consequences’.
This is the simple definition
given in his useful psycho-edu-
cation video about everyday
addictions, which I often send
to clients. However, I prefer the
definition I offered family
members in my role as family
therapist at the hospital: ‘ac-
tions or behaviours that are
beyond the control of the con-
scious mind that have life
threatening consequences’

(South Pacific Private, 2009).
To me this is what makes ad-
diction an ideal target for
EMDR, both in the trauma that
often causes it and the uncon-
scious drivers that maintain it.
It’s estimated that globally 35
million people suffer from drug
use disorders (Grisel, 2019) so,
as EMDR therapists I think it’s
really important to understand
how to help clients recover.

Twelve keys

Attending a talk by Robert
Miller in November 2018, I real-
ised that I'd been wrongly imp-
lementing his FSAP. It was ap-
parent that he had made a
number of changes to the pro-
tocol since I'd first learned it.
So, let me outline some key
learning points that helped me
to understand how to use this
protocol more effectively and
how to link with other EMDR
tools to bring relief to clients
struggling to overcome the de-
bilitating symptoms of
addiction.

In summary the FSAP (see
Figure 1) requires that we make
the Feeling State (FS) our first
target. According to Miller,
“addictions are created when a
desired feeling and behaviour
become fixated together”. This
“fixation” of feeling, which
Miller now calls an Assured
Survival Feeling (ASF), is
“linked with specific objects or
behaviours to form a state de-
pendent memory” (Miller, 2017,
p. 10). Note that there may be
many ASFs. The Positive Feel-
ing State (PFS) measures the
strength of the association
between the ASF and the sub-
stance or behaviour on a scale

of 0-10. The FSAP uses the AIP
model to integrate isolated
neural networks of emotions
and physical sensations that
were created during a positive
event using a behaviour or
substance . Some readers may
notice similarities with Jim
Knipe’s Level of Positive Affect
(LOPA) - a potentially contro-
versial matter that is outside
the remit of this article. The
focus here is on what I've lear-
ned in applying Robert Miller’s
FSAP. This includes both my
interpretation of certain nu-
ances in the protocol and
learning from the mistakes I
have made in my experience of
working with it. I have called
this my 12 Keys to working with
addiction.

Key 1: Target selection
Targets are selected following
Phases 1 and 2 of the Standard
Protocol (SP) but the latter
must include explaining to cli-
ents how fixated memories
cause behavioural and sub-
stance addictions and that such
addictions can also serve to
avoid painful memories and
feelings. In Phase 3 (Assess-
ment) the therapist helps the
client to identify the FS. The FS
is what the client feels at the
most intense moment of their
drug ‘high’ or addictive beha-
viour. I sometimes invite the
client to run a movie in their
head, from the planning
through to the consumption
(or behaviour), then ask them
to press pause and to focus on
the most intense moment.
Some people may find it easier
to think about the FS as an Ad-
diction Memory (originally b
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The Feeling State Addiction Protocol (Robert Miller Manual, 2017)

Phase 1: History and Evaluation

1. Obtain history, frequency and context of the addictive
behaviour.

2. Evaluate the person for having adequate coping skills
to manage negative feelings if the person is no longer
using substances to cope. If the person is too fragile for
releasing the addictive behaviours process the pain, ter-
ror, and traumas until s/he is capable of coping without
the addictive behaviour.

Phase 2: Preparation

3. Prepare the person for
doing the standard EMDR
protocol — explanation of
EMDR safe place, container,
etc.

4. Explain the FSAP includ-
ing the Feeling State Theory
and how fixated memories
cause behavioural and sub-
stance addictions.

5. Explain how addictive
behaviour can also be used
to avoid memories and

Identify the addiction behaviour

Identify the intensified ASF driving the behaviour

\ g

Process the FS (created by the intensified ASF)

14. Process the hyper-need for the desired feeling. Ob-
tain a SUDS level of the feeling as a general feeling not
connected with the behaviours. (Can you feel your gen-
eral desire to belong? Feel important? Etc?)

15. Perform BLS until the SUDS =0 or 1.

16. Reevaluate the FS. Perform BLS until PFS =0 or 1.
(when you think of the original memory, on 0-to-1 scale,
how intense is it now?)

17. Give homework to facilitate evaluation of the pro-
gress of therapy and to elicit any other feelings related
to the addictive behaviour.

18. In the next session,
reevaluated the addictive
behaviours for the feeling-
state identified in the last
session. If that FS is still
active, continue proces-
sing. If the FS has been
eliminated, evaluate for
other FS or avoidance dy-
namics, as appropriate.
19. Steps 5-18 performed
again, as necessary.

\ 4

Process the intense desire for the feeling (intensified

feelings.

by being blocked)

Phase 4: Process the NC
underlying the FS
20. Identify the NC under-

Phase 3: Processing the FS

6. Identify the specific as-
pect of the addictive be-
haviours that has the most
intensity associated with it.
if the addiction is to a stim-
ulant drug, then the rush/
euphoria memories are
usually process first.
However, if some other
memory is more intense —
process that first. The start-
ing memory may be the first
time or the most recent —
whichever is most potent.
7. Identify the specific self-
referential positive feeling (ASF) linked with the addict-
ive behaviour.

8. If the ASF is a drug-induced Sensation-FS of rush or
euphoria, release the Euphoric Sensation Release Pro-
tocol (ESRP). Then continue to step 9. If the ASF is not a
drug-induced Sensation-FS, go to step 9 without ESRP.
9. Measure the intensity of the link between the feeling
and the behaviours using the PFS (0-10) scale. The PFS
always measures the intensity of this link. (e.g. When
you imagine yourself smoking with your buddies, how
intensely do you feel that you belong?)

10. Locate and identify any physical sensations created
by the positive feelings.

11. Have the client combine 1) visualising performing
the addictive behaviours 2) intensely experiencing the
positive feeling and 3) feeling the physical sensations.
12. Perform BLS until the PFS level drops to 0 or 1.

13. Scan the body for any sensation. Perform BLS until
there is no sensation related to the FS.
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\ 4

Identify the negative cognition (NC) that blocks the
experiencing the desired feeling

\ 4

Float back to the event creating the NC

\ g

Process the trauma

Figure 1: Flow chart showing FSAP steps

lying the feeling. (What's
the negative belief you
have about yourself that
makes you feel you can’t
belong? Can’t connect?
Aren’t important? Etc?).
21. Use the float-back
method to identify an
event related to that feel-
ing. If no event is
identified, target the NC.
(Can you remember an
event that made you feel
that way?)

22. Process with the
standard EMDR protocol.

23. Install a future template related to the PC of the
trauma processing.

Phase 5: Process the NC caused by the FS

24. Determine the negative belief that was created as a
result of the addictive behaviour and have the client
choose a positive belief.

25. Use the standard EMDR protocol to process the
negative beliefs and install the positive beliefs.

Phase 6: Process the memories and images that may cause
anxiety about relapsing

26. Identify the image or memories related to expecta-
tions or anxiety about relapsing.

27. Process the identified image or memories with the
standard EMDR protocol.



} defined by Boening, 2001 in
Knipe, 2015, p. 102) and con-
tributed to by Hase and
colleagues (2008) who de-
scribed it as “a non-conscious,
implicit memory with craving
for a substance as its conscious
manifestation”. Hase’s contri-
bution is very important in that
it points out that much of what
drives addictive behaviours is
non-conscious. Most addictive
states of mind have an aspect
that is automatic and therefore
not under direct conscious
control (Knipe 2015, p. 102),
The Feeling State, then, com-
prises the most intense positive
feeling and the embedded ASF,

Safety: safe, secure & in
control

Relational: bonding,
connected, important,
special, powerful, strong,
invincible, acknowledged, “I
exist”, “cared for”, whole.
big man
on campus”, feminine,
masculine, smart, winner,
approval, reward, “I can have
what | want.”
Sensation/alive: excitement,
danger, aliveness, euphoria,
alive.

Figure 2: Categories of ASFs Embedded
in the Feeling States

Winning: “the man”,

including the associated cogni-
tions, emotions and physical
sensations.

Key 2: Assured Survival Feeling
The ASF is the positive feeling
that is embedded in FS. It
drives the compulsive beha-
viour and is usually uncon-
scious; it is a feeling that’s un-
derneath the FS. It is crucial to
understand the difference bet-
ween the FS and the ASF. My
mistake in the past was merely
to identify the most positive

feeling, but this may simply be
the result of meeting the ASF’s
needs, cravings or urges.

Let’s imagine, for example, a
client who may be feeling un-
safe or that they don’t belong.
They may not be in touch with
these feelings and therefore un-
able to articulate them clearly.
Let’s say they discover that, by
eating chocolate, those feelings
temporarily disappear and are
replaced by a feeling of calm
and relaxation, which they then
report as the most intense feel-
ing. It is all too easy - as [ have
found in the past - to misid-
entify the feeling of calm and
relaxation as the FS and poten-
tially pointing to a ‘false’ target.
In this example, the target
should instead be the feeling of
safety or of belonging, which
the client temporarily enjoys
via eating chocolate (i.e. the
feelings of calmness and relaxa-
tion are additional but not dri-
vers of the addiction). In this
example, then, the ASF is the
feeling of safety or belonging
that is experienced at the peak
of the addiction behaviour.

It is the ASF, the positive feel-
ing the client is seeking, that I
find particularly useful in Mil-
ler’s protocol. With this under-
standing it is easier to see why
addictions persist even though
trauma memories may have
been fully processed.

Miller recognises four categor-
ies of ASF: Safety, Relational,
Winning and Sensation - alive
(see Figure 2). I find these use-
ful in helping clients to tease
out the ASF. Miller explains
that only people with some de-
velopmental deficit in their
early life will have the urge to
artificially create such feelings.
This is consistent with many
theories of addiction as an at-
tachment-based disorder. ‘The
wondrous power of a drug is to

offer the addict protection from
pain while at the same time
enabling her to engage the
world with excitement and
meaning (Mate 2018, p. 39). In
other words, people with a se-
cure attachment do not tend to
develop addictions. For a vic-
tim of bullying who conse-
quently feels like an outsider,
the craving for cigarettes is not
about the nicotine but about
membership of the group that
smokes behind the bike sheds.

Key 3: Link between behaviour
and ASF

We're not just asking the client
to measure how positive the
feeling is, but how strong the
link is between behaviour and
ASF e.g. ‘When you imagine
yourself smoking with your
buddies, how intensely do you
feel that you belong? (Miller
2017, p.68)’ Or I might ask
‘When you imagine yourself
smoking with your friends, how
much is that linked with that
sense that you belong?" An easy
mistake to make is to focus on
the strength of the positive
feeling rather than the strength
of the link between the addic-
tion behaviour and the ASF.

Key 4: No free association

In Phase 4, we desensitize the
memory by inviting the client
to imagine replaying this most
intense moment whist focus-
sing on the positive feeling
(ASF) and the body sensation.
We then add bilateral stimula-
tion (BLS), eye-movements,
audio or tactile, and between
saccades ask for feedback on
the PFS; i.e. the strength of the
link between behaviour and
ASF. We can ask: ‘is the link
increasing or decreasing?’ until
the PFS drops to o or 1. Note
that, unlike in standard EMDR,
we are seeking only to desens-
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P itise the PFS; we don’t want the

client to free associate. That
comes later when we’re target-
ing the trauma underlying the
dissociation. Again, this was a
mistake I'd made in my early
use of the FSAP which led to
long and messy forays into ir-
relevant channels.

Key 5: The FS can be both a
pleasure-seeking and a trauma-
avoidance strategy

In his manual, Miller makes it
clear that the FS is about seek-
ing pleasure not avoiding pain
or trauma. Personally I don’t
think it is that simple. The way
[ see it is that there is usually
both avoidance of pain and
seeking of pleasure. “It origin-
ates in a human being’s des-
perate attempt to solve a prob-
lem: the problem of emotional
pain, of overwhelming stress, of
lost connection, of loss of con-
trol, of a deep discomfort with
the self. In short, it is a forlorn
attempt to solve the problem of
human pain (Mate, 2018 p.
xix).”

Miller advocates that if the
person is avoiding a feeling, the
therapist should first work to
identify and process the mem-
ory generating the guilt. For ex-
ample, he writes, in the case of
a gambler avoiding feelings of
guilt, “the therapist should use
the SP to clear the memory
generating the guilt. But in
working with a gambler seeking
a feeling of winning the therap-
ist should use the FSAP” (Miller
2017, P. 4).

I see the FS more like a lid, a
form of dissociation that sits on
top of the trauma, removing
the pain and the memories. If
we correctly identify and pro-
cess the FS target, it can shift
very fast and the client’s natur-
al bodily responses to excessive
food or alcohol will return, e.g.
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nausea. As mentioned earlier,
only clients with a develop-
mental deficit get this positive
‘hit/high’ from unhealthy beha-
viours. So it is the ASF they are
compulsively seeking; e.g. a sex
addiction is never about the sex
but the feeling of adoration or
safety. I tell my clients that I
want them to have the positive
feelings of safety, aliveness, be-
longing or winning as a matter
of course and not by harming
themselves through addiction.

In my experience of using the
FSAP, I hadn’t fully understood
the relationship between the FS
and the trauma and why we
needed to process both. As
Knipe says, “addictions often
function as defences and incor-
porate both the avoidance
affect (i.e. positive feelings of
escape or relief from troubling
feelings) and the positive affect
of defensive idealisation (i.e.
unrealistic overvaluation of an
image, concept, action, or part
of self)” (Knipe, 2015, p. 101).

A report issued by the Nation-
al Center for Post-Traumatic
Stress Disorder and The De-
partment of Veterans Affairs
showed a strong correlation
between trauma and addiction
in adults: An estimated 25-75
percent of people who survive
abuse and/or a violent trauma
develop issues related to sub-
stance abuse (Parnell, 2018, np)

Key 6: Process past traumas to

complete the process

Miller proposes a few extra

steps that are helpful before

going directly to the trauma.

He recommends that we:

a. Process the hyper-need for
the desired positive feeling
(ASF) e.g. belonging, safety,
connection. Ask the client to
‘feel the need for the feeling
X (state the feeling) as in-
tensely as you can. On a scale

of 0-10 how intense is it?
Where do you feel it in your
body? Do BLS until the
number is o or 1 (Miller 2017,
p. 57). I believe this step to
be very similar to Popky’s
measure of Level of Urge for
the substance or behaviour
used in the DeTUR protocol
that focuses on desensitising
the triggers.

b. Miller then recommends
identifying the negative cog-
nition (NC) that underlies
the feeling. (What negative
belief do you have about
yourself that makes you feel
you can’t belong? Can’t con-
nect? Aren’t important?
etc?).

c. Ask: What emotion & body
location goes with that NC?

d. Go back to earliest touch-
stone memory. I find Laurel
Parnell’s Bridging technique
to be the most simple and
effective wording for this.
First ask your client for an
emotion and body location as
they think of that NC then
say: ‘Trace it back in time.
Let whatever comes up come
up without censoring it
(Parnell, 2017, p. 177)’. Parnell
recommends not to ask for a
memory ‘to keep the clients
out of their heads, and their
thinking, instead make this a
right-brain experience (p.
175) I haven’t had a client yet
who has been unable to re-
call an early life incident. If
you draw a blank, try again
or add BLS before attempting
a second or third bridge.

e. Process the touchstone
memory with the Standard or
Modified protocol (Parnell
2013, p. 183) to SUDS of 0 or 1;
install PC until there is a VoC
of 7 and a clear body scan,
thus completing Phases 4-7 of
the SP.

f. Create a Future Template of

B



} achieving the desired positive

feeling (ASF) e.g. feeling of
belonging or connectedness
by doing something other
than the addiction behaviour
(this will generate an altern-
ative image to work with). I
believe this is very similar to
Popky’s Positive Treatment
Goal during the preparation
phase of DeTUR. Here he re-
commends inviting the client
to think of an imaginary day
in the future where they are
free from the need to smoke,
drink, use pornography etc.

g. Have the client imagine feel-
ing that desired positive
feeling (ASF) e.g. feeling of
belonging or safety as part of
themselves. E.g. Where do
you feel that ASF in your
body? Add BLS. This is very
similar to Popky’s Positive
State which, again, forms part
of the preparation phase of
DeTUR.

h. Check the PFS, the link
between the addictive beha-
viour and the ASF e.g. feeling
of belonging or connection. If
it is greater than zero, add
BLS until it is reduced to
zero.

i. Many people find being
caught in an addictive cycle
shaming and disempowering.
This can generate NCs such
as: ‘Tam out of control’ or
T'm a failure’ which will also
need to be reprocessed. ‘De-
termine the negative belief
that was created as a result of
the addictive behaviour and
have the client choose a pos-
itive belief (Miller, 2017, p.
69)’. Process using the SP and
install PCs like ‘I am in con-
trol’ or ‘I can succeed’ to a
VoC of 7.

j. Identify the image or memor-
ies related to expectations or
anxiety about relapsing. “Pro-
cess the identified image or

memories with the Standard
EMDR protocol (Miller, 2017,

p. 69).”

Key 7: Several FSs

It is common for there to be
several feeling states each re-
lated to one of the four ASF
categories (see Figure 2). Often
these are generated by different
stages of the addictive process,
from fantasizing and planning
the drinking or eating binge;
buying the alcohol or chocol-
ate; pouring the booze or un-
wrapping the chocolate;
through the first sip or bite of
chocolate. Each of these steps
could have its own FS that all
need to be processed separ-
ately. Addiction is held in place
by a complex of set of threads
that all have to be unpicked.
Jim Knipe has a helpful picture
in his EMDR Toolbox of two in-
terlocking hands with the
“clenched fingers symbolizing
the many separate factors (dys-
functional channels of inform-
ation) that maintain the tight
hold of an addictive disorder”
(Knipe, 2015, p. 114) these in-
clude: ways to dissociate,
avoidance of disturbing memo-
ries, a way to feel good, addic-
ted family and friends, how
long the person has been ad-
dicted, unexpected triggers.

Key 8: If at first you don’t suc-
ceed, try, try again

The FS target selection can be
tricky and working with any
addiction is complex. Using tri-
al and error in a spirit of curio-
sity, experimentation and ex-
ploration is very important.
Loosening the grip of the sep-
arate interlocking factors of
addiction takes time, diligence,
patience, commitment and ac-
ceptance from both client and
therapist.

Key 9: 12-step programmes
Robert Miller believes that 12-
Step Programmes are unneces-
sary partly because the FSAP
does not require abstinence
and many clients can enjoy non
problematic use of alcohol,
sugar, gambling etc. after
clearing the FSs. The goal of
the FSAP he says is “not to quit
but to no longer want to do the
addictive behaviour” (Miller,
2017, p. 12).

However, others like myself,
Knipe, Popky and Parnell be-
lieve it’s not a ‘one size fits all’
and that 12-Step programmes
can be helpful. Some people
benefit from the support net-
work they offer and I have
found that they can make a
huge difference to a client’s ca-
pacity to achieve abstinence or
non-problem use. The primary
objection many have is that 12-
Step Programmes are religious;
members talk about God, al-
though this is intended as a
God of your understanding.

In addition to the original Al-
coholics Anonymous, fellow-
ships for other addictions using
the same 12-step structure and
philosophy have been estab-
lished. They exist for addiction
to food, pornography, sex, love,
debt, work and so on. Co-de-
pendents Anonymous helps
those in relationships with ad-
dicts and Adult Children of
Alcoholics Anonymous helps
those parented by addicts or
dysfunctional parents.

Key 10: Psychoeducation about
addiction

It’s often helpful for clients
with addiction issues to under-
stand where they are on the
spectrum of addiction (see Fig-
ure 2), which is about fre-
quency of use and consequen-
ces experienced.

+ Abstinence means they don’t
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use e.g. alcohol at all;

* Non-problem use means
they use alcohol like a
beverage so may not even
finish one glass.

* Problem use means there
are consequences to drink-
ing, the client may open a
bottle then not be able to
stop until they've drunk the
whole bottle, thus having a
mild hangover the next
day.

+ Abuse means they may
drink between one and
four bottles of wine when
they take a sip, thus exper-
liencing a very severe
hangover and even the
next day off work perhaps
once a month.

+ Dependency means they
must have a drink every
day or experience seizures
and withdrawal.

Stages of recovery are also

classified:

1. Pre-contemplation is a state
of total denial: ‘what do you

mean? [ don’t have a drink-

ing problem, leave me
alone’;

alcohol from the house, at-
tending a 12-Step
Programme, Therapy for
trauma and Feeling States;

4. Action to get clean;

5. Maintenance of healthy liv-
ing. (Stages of Change
Model, accessed 2019.)

[ found Pia Mellody’s Codep-

endency model useful in un-

derstanding the ego states of
addicted clients (See Figure

3). The Wounded Child (WC)

is the part of self who resp-

onds to the childhood trauma
by: having low self-esteem;
no boundaries; distorts real-
ity by filtering feelings and
events to protect their vul-
nerability; overdependency
on others; behaving imma-
turely, chaotically and impul-
sively.

The WC is directly contras-
ted with the Adapted Adult
Child (AAC). The AAC re-
sponds to the childhood
trauma by having high self-
esteem, feeling better than
others and putting up walls
rather than boundaries so
that nothing gets in and

. ¢ . .
2. Contemplation: ‘I might nothing gets out. The AAC
) . . .
have a problem’; distorts reality by filtering
3. Preparation for recovery feelings and events as a way
and abstinence, removing  of protecting vulnerability;
Nature of | Core Issues Primary Symptoms Secondary Symptoms | Relational The Functional
| the child | Problems Adult
Childhoad Trauma o Immatunty e Unmanageability s Problems with intimacy
causes both drive all 3 creale
Wounded child <+— Adapted child
Valuable -Self asieem Less than < Better than Chemical aceicions | Prablems with infimacy | ksteem for
his/herself from
Process addictions tnmeshmeant within
Yulnerable Bouncaries Too vulnerable <— Invulnerable Eating disorders Avoidance issues Is able to protect
; anc contain both
Woney disorders Dishonesty his/herself
Imperfect Reality Bad/rebellions <—» good/perfect Accepts
Depressian Problems with imperfection in self
interdependence and others
- T Anxiely disorders
Depencent | Dependency Too dependont «—» arti cependent Love addicti Is aware of, and
ove addiction
Rage issues appropriately mests,
Love avoigance needs of self and
Intimacy issues others
Spontaneous | Moderation 0ut of control «—» contralling Control st Is able to be
& Open LIRS spontaneous, open
Spintuality issuss anc modzrale
Physical llness
Figure 3: An overview of developmental immaturity © Pia Mellody
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being anti-dependent on
others and manifesting super
maturity, often by being ex-
tremely controlling.

The Functional Adult (FA) is
right in between the polar-
ised ego states of the WC and
AAC. This healthy version of
self has healed their child-
hood trauma so feels equal to
others; has healthy boundar-
ies to protect and contain the
self. The FA can accept reality
and accept life on life’s terms;
is interdependent and is ap-
propriately mature or
carefree and flexible accord-
ing to the circumstances.

The Codependency Model
bears some similarity to
Richard Schwartz’s Internal
Family System (IFS) model
with the Manager, Fire-fight-
er, Exiles and healthy Self in
the middle. I find both mod-
els can be useful in helping
clients to understand and
separate their emotional
parts and defences as well as
giving them a map of health
and wellbeing.

Mandy Seligari in her book
Proactive Parenting (2019)
offers a useful list of the Core
Characteristics of addiction
and codependency. If you're
new to the field of addiction
recovery I recommend you
read her book or watch her
TedX Talk (Seligari, 2017).
The book is an excellent tool
for clients to understand

| themselves and other family

members, particularly chil-
dren.

Key 11: EMDR Resources

| In the preparation phase,

with all my clients, I always
install Laurel Parnell’s ex-
ternal nurturing, protective
and wise figures (Parnell,
2013). I find this to be vital
when working with any com-
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P plex trauma of which addiction - Ap example of of how | have used Miller's FSAP

is an outcome.

It’s also really important to
reinforce the clients’ personal
store of positive feelings as
ways of surviving without that
addictive behaviour. I ask the
client to find create an image of
a day in the future when they
are free from their addictive
behaviours. What would be
good about that? Perhaps cli-
ents wanting to overcome an
alcohol addiction can see
themselves at a party drinking
only soft drinks, feeling clear-
headed and confident. Or
someone with morbid obesity
can imagine themselves six
stone lighter, with their family
or playing football with a child
and feeling strong, confident
and free. Once they've got a
good sense of that goal, streng-
then it with BLS. As mentioned
earlier this is part of Popky’s
DeTUR Method (2005).

I like to help clients identify
certain positive feelings they
want to feel more often, such
as confidence, courage, hope,
strength, groundedness, safety.
One way of doing this is with
Arne Hoffman’s Absorption
method where the client recalls
memories of having such feel-
ings. I like to embellish this by
drawing a picture of a ginger-
bread person and asking the
client to assign a colour and
body location to the feeling
then add BLS. Next, I ask the
client to draw that colour and
body location on the ginger-
bread person. Many clients
photograph the picture to use
at home themselves on a diffi-
cult day, looking at the photo-
graph and giving themselves
the butterfly hug.

Parnell, in Rewiring the Ad-
dictive Brain: An EMDR-Based
Treatment Model for Over-
coming Addictive Disorders,

A4

Janet (not her real name) was
39 years old, a mother of two
children with special needs. We
had already had about 12 ses-
sions during which we worked
on trauma that had resulted
from the domestic violence she
had experienced. Her next goal
was to stop binge eating cakes
and chocolate. At times, Janet
said she would miss meals so
that she could eat a family bar
of chocolate, a cake or bag of
Maltesers alone.

Janet recalled a recent binge
of chocolate and located the
most intense moment as being
when she tasted the chocolate
in her mouth. That’s when she
would experience a ‘fizz’ in her
stomach, she said: “it’s a treat, a
reward for getting through the
hard stuff”’, she said. In other
words, the ASF for Janet was to
do with Miller’s ‘winning’ ASF
category and to do with status
[Keys 1&2]. The first PFS meas-
ure, for the link between eating
the chocolate and sense of win-
ning was eight (PFS = 8) (Key
3). I added BLS (using audio &
tactile buzzers) and after sever-
al sets of BLS, the PFS reduced
to zero (PFS = o).

Then I asked her to think
about the first time she binged
on chocolate [Key 4]. She re-
called being seven years old
and stealing chocolate from the
kitchen cupboard and eating it
whilst doing her homework.
Again, the most intense mo-
ment was the first morsel of
chocolate entering her mouth
to give the buzz of taste, with
the linked ASF of reward, and
winning. The PFS this time was
seven (PFS = 7). [ added BLS
and after several sets of BLS the
PFS reduced rapidly to zero
(PFS = o).

Next, I asked her to think of

the worst binge she’d had. She
recalled having a break from
the children, she had planned
the binge to be at a time when
she would be away from home,
alone, and free to eat a huge
amount. Again, the most in-
tense moment was the
chocolate entering her mouth,
to give the buzz of taste with
the linked ASF of reward and
winning. The PFS was eight
(PFS = 8). I added BLS and after
several sets of BLS the PFS re-
duced to zero (PFS = 0) and she
said, ‘yuck, it’s too much’.

We then followed Miller’s
further FSAP steps. I instructed
her, “now I want you to feel the
need for the feeling of reward
as intensely as you can. On a
scale of o to 10 how intense is
it? Where do you feel it in your
body? [Key 6] Provide BLS until
the intensity of need drops
zero. She said that the need for
reward was intense and that
she felt it most in her solar
plexus. After a couple of sets,
this rapidly shifted to zero.
Next, I indentified the NC un-
derlying the feeling (Key 6
contd.). I asked her, “what
negative belief do you have
about yourself that makes you
feel that you can’t have what
you need (in terms of that feel-
ing). She said, “I don’t deserve
it”. She identified the sensa-
tions related to that feeling as
“exhaustion”.

Then I did a Parnellian Bridge:
inviting her to trace “the ex-
haustion and the sense that you
don’t deserve it, back in time as
far as you can go without cen-
soring”. After a short pause I
asked what had come up,
where she was, and how old she
was then. She said she was five
years old and her Gran was
feeding her two younger
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}has a long list of resources that
can be tapped in, including
memories of times of gratitude
and inspiration; a circle of love;
ideal mother and father; dream
recovery team; resources for
parts (ego states) to have their
own safe place, with carers and
to store these images inside the
body (Parnell, 2018, np).

Key 12: Consequences

Parnell recommends installing
with BLS a negative future im-
age as well as a positive goal
image. I have tried this a few
times when faltering with the
FSAP. I ask the client, “so what
would happen in five years’
time if you carried on eating
like this, how big will you be,
where will you be living, what
job will you have? Imagine

} brothers but there was no food

for her because, in Gran’s
words, “boys are more import-
ant than girls”. Her NC was “I
don’t deserve it”. She felt sad in
her stomach. As we were short
of time I didn’t take a SUDs
rating. In a few sets of BLS the
sadness had gone. And Janet
said: “I always thought there
was something wrong with me,
but this is ridiculous. This is
wrong, boys are equal to girls”.
Her adult self wanted to share
this insight with her child self.
We then installed a PC of ‘1 am
good and deserve it’. Her VoC
rose to 7 and her body scan was
clear.

Miller’s next step is to develop
a future template in which the
needed positive feeling (ASF) is
obtained and internalised
without doing the addictive
behaviour. I asked her “what
could you do in the future to
get that feeling of reward?” She
replied, “I can have a drink of
water or some nice perfume
(she makes her own perfume)”.
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that...”, and add BLS. I have
then done a two-handed inter-
weave: one future in one hand
(e.g. the goal image, the posit-
ive future) and the image of the
negative future in the other.
The therapist commences eye
movements or tapping, or the
client can alternate opening
and closing hands (just notice).
If there is distress in one or
both of the choices, it is cleared
with the SP. Both hands are
then rechecked (Shapiro, 2005,
p 161.)

One of my clients saw himself
10 stone heavier, sat in a chair,
depressed, having lost his wife,
child and job. He cried when
BLS was added. His goal image
was five stone lighter, at a party
socialising, happy, then playing
football with his son. He smiled
and felt happy when BLS was
added. He put the negative im-
age in his left hand, the positive
image in his right, and after
several rounds of BLS felt more
motivated to achieve his goal
and avoid his negative future.
Jim Knipe suggests inviting the
client to give a percentage on
their Level of Motivation to
quit (Knipe, 2015, p. 110). In this
case the client felt 70 percent
motivated. I'm planning to
measure this again in future
sessions.

Pam Virdi in her book,
Trauma informed approaches to
eating disorders suggests invit-
ing the client to write two
letters, one to their friend the
eating disorder and the other to
their foe, or the enemy the eat-
ing disorder. Again this can be
turned into a two hand inter-
weave to add BLS, as described
above.

Dr Annabel McGoldrick is EMDR
Consultant based in Oxford UK and
Sydney Australia, she’s a member of

both EMDR Association UK & Ireland
and EMDR Association Australia
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A story that inspires the courage to heal

Willow Ashwood : The Girl Who
Danced With Dragons
by Eva Elizabeth Rea

Dragon's House, 2019
ISBN-13: 978-1999370701

Comritesat i

Willow Ashwood:

The Girl Who Danced with Dragons

Eva Elizabeth Rea

e

Reviewed by Rita McGrath

This remarkable short novel
tells the story of a lonely teen-
ager who is struggling with the
traumatic experiences of living
with an emotionally abusive
mother and witnessing parental
discord and paternal violence.
It could be helpful for adoles-
cents who may be struggling
with similar difficulties but
have reservations about seeking
therapeutic help. It could also
be beneficial for adults who are
addressing childhood abuse in
their therapy.

The editor describes the book
in the following way:

“Willow Ashwood is sad because
her parents fight at home, but
play happy families in front of
other people. Running, love of
dogs and beliefin the ex-
traordinary, help Willow when
she is sad. This gripping psycho-
logical fantasy novel will help
teenagers and grown - ups to
talk openly about their mental

health and achieve their goals.
Let Willow show you the way.”

The author, Eva Rea, is a psy-
chologist and EMDR Consul-
tant who works both privately
and in the NHS with children,
adolescents and adults. In her
unusual novel, she explores
themes frequently experienced
by teenagers and adults who
may have reservations about
embarking on therapy. For in-
stance, why would they benefit
from talking about private
family matters to a complete
stranger? And if they've been
let down in the past, why would
they be willing to trust some-
one new? Why would they
choose to open up old wounds
and risk having more flash-
backs or nightmares than they
already have?

Willow’s colourful and fant-
astical journey brings her into
contact with other young peo-
ple also struggling with their
feelings and difficult memories.
Willow makes friends with
these young people and, in this
way, Rea gently encourages her
readers to realize that they are
not alone. Like Willow, they
learn that when they can risk
sharing some of their personal
trauma with others, the healing
can begin. Rea indirectly re-
flects on the common assump-
tion of adolescents, namely that
they are the cause of the prob-
lem. It is their fault if life is bad,
so they deserve no better! This
may be what abusive adults
have told them, and it sticks.

Animals, especially caring and
protective dogs and dragons,
feature prominently in this
story. This may appeal to young
people who think that adults
can never fully understand
them. However, this book

BOOK

REVIEW

doesn’t shy away from the
reality that some animals and
people are not to be trusted.
Readers understand that teen-
agers might need help in
developing their own intuition
about whom to trust. This
process takes time; through
making mistakes and showing
their vulnerability they gain
the necessary experience that
can guide them in the future.
A wise adult, perhaps a ther-
apist, can guide them towards
a growing self-awareness.

This is not a preachy story
but one that gradually pulls
the reader into a different
world and offers new insights
including:

+ It often helps to share
thoughts and feelings
about difficult experiences
with a therapist, knowing
that they will listen
without judging;

+ It’s natural to have mixed
feelings about therapy, and
it’s good to talk about those
too;

* It's not uncommon to have

family problems which af-

fect how we feel about
ourselves;

Sometimes such feelings

can be so overwhelming

that it’s natural to want to
dissociate from them;

* Therapy can help us to un-
derstand ourselves better
and improve self-esteem;

* We can develop adaptive

ways of managing unhap-

piness, e.g. running,
creativity, caring for anim-
als;

Nightmares and flashbacks

may be the body’s way of

helping us to recognize that
we need to deal with trau-
matic memories.
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As a trauma therapist, how do
you view hypervigilance? Do
you measure it as a symptom of
PTSD? Something to be scored
and reduced on an outcome
measure? In his arresting
account, Darren McGarvey
talks in lived rather than clinic-
al terms. Reading his book has
forced me to think again and
to re-evaluate my understand-
ing of hypervigilance.
McGarvey (aka Lockey the
Scottish rapper) explains his
formative experience of grow-
ing up in Pollok, Glasgow.
McGarvey’s landscape is one of
pervasive, discriminating and
indiscriminating violence. Rat-
her than a survival mechanism,
tolerated in brief exceptional
circumstances, hypervigilance
is the “default setting”. McGar-
vey’s text has caused me to re-
flect on the impact of hypervi-
gilance; not just on individuals
and families, but entire com-
munities. The link between
PTSD and violent crime is not
new. The London Community
Foundation highlighted this in

Poverty Safari: Understanding
the Anger of Britain"s Underclass
by Darren McGarvey

Picador, 2018
ISBN-13: 978-1529006346

POVERTY
SAFARI

‘Oine of the best sceounts of working-class life | have read’

Savage. wise and witty . |t is hard ta think

of a more timaly, powarful or necessary book.

DARREN McGA

Reviewed by Russell Wharton

a report by Tania Skae:

"They ('young people') will
likely demonstrate hyper-vigil-
ance - a constant state of alert
where they see potential
dangers everywhere and are
looking to protect themselves.

A lesson in hypervigilance for therapists

They may carry a weapon.”

Community initiatives such as
Project 507 (http://www.pro-
ject507.co.uk) are doing fan-
tastic work in this area, recog-
nising the importance of de-
livering, “compassionate initi-
atives”.

McGarvey gets down to the
details of what it feels like to be
continually hypervigilant. He
describes an inability to be in
the present moment, a persist-
ent reading of facial
expressions or tone of voice as
a means of estimating and ne-
gotiating the ongoing threat of
violence. A paradoxical sense of
trying to avoid aggression yet
just wanting it over with, in all
its horrible inevitability. If your
client feels like this most of the
time, how do you begin to de-
velop resilience and resources
collaboratively? Whether the
hypervigilance is for violence,
shame or humiliation?

What if your client’s experi-
ences have taught them that
you, the therapist, probably
don’t like them? What if they

P> Rea employs fantasy to em-
phasize that people can use
their creativity and imagination
to help themselves and others
to overcome difficulties. She
encourages them to hold on to
their amazing sense of kindness
and compassion for one anoth-
er as the way to find
self-healing. Compassion es-
sentially entails the gradual
recognition that parents may
have also experienced trauma
and that this could hinder their
ability to develop strong, secure
attachments to their children.
This insight regarding the cas-
cading impact of
trans-generational trauma
could then lead to the develop-
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ment of more positive family
relationships.

The novel could be helpful to
therapists in emphasizing that,
although their clients may have
loving parents, clients can learn
to manage their emotional dif-
ficulties themselves. For other
clients who may have grown up
in a culture in which domestic
violence was the norm, the
novel shows how this too can
be challenged. The book will
also help to banish the stigma
associated with domestic viol-
ence and related mental health
problems. It could help teen-
agers in care, as well as adults
with unhappy childhoods to
appreciate that, although they

cannot change their past, they
can change themselves and
move on to lead emotionally
fulfilling lives.

This delightful book will be
helpful for those working with
adolescents and adults who
have experienced attachment
trauma, childhood abuse or
neglect. These people may well
be feeling highly anxious about
the therapeutic journey ahead
of them; this book can give
them the courage to continue.

Rita McGrath is an EMDR Europe
Accredited Consultant and Supervisor

and a Systemic Psychotherapist and
Supervisor
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} see you as a kind of ambassador

for a middle-class enemy? Con-
sider the client whose children
have been removed and for
whom therapy is part of a legal
recommendation. Consider cli-
ents who have had only bad
experiences with the profes-
sional class.

So, what might the implica-
tions be for EMDR? A recent
client of mine described ‘the
safe place’ as, “somewhat indul-
gent”. For the client whose
default emotional setting is hy-
pervigilance, resource instal-
lation must seem not indul-
gent, but unattainable. I'm not
even sure switching the word
‘safe’ to ‘calm’ really makes all
that much difference with
many cases.

In my view, EMDR is a
straightforward process but
complexity arrives in its applic-
ation to the individual. Poverty
Safari helped me understand
how hypervigilance is part of
this. In complex trauma where
hypervigilance is on-line in ses-
sion, it is something we need to
consider and include in any
formulation. Behaviour that we
may interpret as difficult might
not signify a reluctance to en-
gage, but a reluctance to be put
in harm’s way.

Targeting and reprocessing
memories can be both reward-
ing and fascinating for thera-
pists. Often there is a keenness
to get to this phase of EMDR.
By understanding hypervigil-
ance and how this experience is
lived highlights the parity of
Preparation as a phase of EM-
DR. In my basic training,
Richard Mitchell made the
statement, “it’s all EMDR” in
reference to the 8-phase pro-
tocol. If it’s all EMDR then
perhaps resourcing transcends
the installation of positive ex-
periences and figures. Perhaps

before even history taking and
planning, we need to take ac-
count of the hypervigilance in
front of us. Philip Manfield’s
superb Flash Technique might
well have a place in this; a
means of reducing disturbance
with minimal activation and
personal exposure.

[ felt compelled to share my
experience of Poverty Safari as |
believe it can enhance under-
standing for therapists working
with PTSD. I would recom-
mend to anyone working with
trauma that they read this text
which, in my view, deserves its
many accolades. I even suggest
to some clients that they read
this book as I think McGarvey
describes hypervigilance better
than many academics. For
those new to EMDR, there of-
ten seems an impulse to get on
with it - which memory to tar-
get and in which order, deci-
ding whether a safe place is
right or not. Perhaps our first
target should be what is going
on in the room right now.

Russell Wharton is an EMDR
consultant, CBT therapist and
supervisor in full time private practice

in Norwich. He work with adults,
children and adolescents.
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EMDR-Supervision also Online

ZpBT Partnership Richter & Kemeny

Marburg, Germany

Languages: German, English
Key topics:

+ PTSD, Dissociative Disorders, Borderline Personality Disorder and GAD

+ Author of the new (German) book about EMDR and Social Anxiety Disorder
+ Author of publications with the focus on...

..EMDR and Hypochondria il : ich
..EMDR for deaf people Dipl.-Psych. Anna-Konstantina Richter

EMDR Europe accredited EMDR consultant,
CBT supervisor, IRRT, DBT, TRIMB
Contact: richter@zpbt-marburg.de

Languages: mother tongue English and Greek

Key topics:

+ PTSD, Dissociative Disorders

+ natural and man-made disaster

+ Co-author of the EMDR-AIR-protocol and the MTTG-genogram

Tessa Prattos M.A. MAAT

born in Sydney/Australia,

Studies of Developmental Psychology and Art Therapy
in the USA, Founding President EMDR Hellas,

EMDR Europe accredited EMDR consultant

and EMDR facilitator

Contact: tessa.prattos@gmail.com

Languages: mother tongue English and Greek
Key topics:

+ PTSD, Dissociative Disorders

+ natural and man-made disaster
+ NGO activities

Dr. Penny Papanikolopoulos
born in Atlanta, Georgia/US,
Studies of Psychology at the Georgia-State-

University, USA.
EMDR Europe accredited EMDR Trainer
Contact: emdrtrainingtact@gmail.com

We offer supervision as well online:

Via Facetime, Skype and the certified, approved video platform

Patientus.de
Appointment arrangement: empfang@zpbt-marburg.de, Phone: +49 6421/6970950
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Everything you need as an EMDR therapist

EMDR Kit WIRELESS

Wireless

o Controlled with app
Fixed base
Extra functions «/

The EMDR Kit Wireless is state-of-the-art EMDR equipment, both in its appearance and function-
ality. The wireless feature enables easy and complete control via the EMDR Kit app on your tablet
or phone, The Light Tube, Pulsators and Headphone can be individually adjusted so that you can
fine-tune the equipment to the needs of individual clients. Try out the auditory function for free by
downloading the EMDR kit app from the App Store or Google Play Store.

Price: £475 including VAT. This includes the Light Tube, Pulsators and Headphone.
Shipping: £23,60. Shipping time: 3-6 business days.

EMDR Kit CLASSIC

' Wired
Controlled with controller
Adjustable in height «/

Easy to transport «/

The EMDR Kit Classic is wired to a controller. Simply plug in the modalities you require and start
your session! Choose whether you wish to use the various stimuli independently or together. The
EMDR Kit Classic’s tripod permits flexibility in height and folds up, making it easy to carry around.
The EMDR Kit Classic offers all the functions you need as an EMDR therapist.

Price: £420 including VAT. This includes the Light Tube, Pulsators and Headphone.
Shipping: £23,60. Shipping time: 3-6 business days.

For more information, please visit our webite: www.EMDRkit.com
Or send an e-mail to: info@emdrkit.com

Note that Sterling prices may change according to the exchange rate for Euro at the time of purchase.
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TouchPoints™ use Bi-Lateral tactile stimulation to transfer alternating vibrations to alter the body’s Fight,
Flight or Freeze (F3} response to stress and anxiety, allowing you to think clearly and experience calm.

TOMCHPOINTS
FOR KIDS
3 | . ADHD .
[ @ . Autism .
. Parkinson's disease e

The devices help to cope with conditions such as:

TOWCHPOINTS®
FORSLEEP

Stress

PTSD

Anxiety

They can be used safely by clients to reduce stress in real time and many therapists are encouraging

clients to use this as an addition to face to face therapy.
All three versions of the Touchpoints have three settings, all manually controlled by the user, the

settings are denoted by colours:

TOMCHPOINTS® »
RCALM:

Slow—Blue

. Fast—Purple

) Medium—Yellow

10% OFF

SPECIAL READER OFFER

‘EMDR10

Valid until 31st March 2020

For more information and research please check our website. Alternatively, contact us directly for

information on Touchpoint therapist packs and preferential pricing.

Contact us on info@touchpointeurope.com or buy now using your code at www.touchpointeurope.com

Part of Albero di Olivo Ltd.

EMDR &ve MOVEMENT DESENSITISATION AND REPROCESSING THERAPY

The Special Interest Group for EMDR and Eating Dis-
orders will be starting via a virtual platform on
Wednesdays on the following dates :
Wednesday 5 February (6.30 pm - 8 pm) For the first
half an hour : Pam Virdi will be speaking about address-
ing some of the biggest challenges in engaging young
people in eating disorder treatment
Wednesday 11 March (6.30 pm - 8 pm)
For the first half an hour : Susan Darker-Smith will be
speaking about formulation and wounding messages in
eating disorders
Wednesday 22 April (6.30 pm - 8 pm) For the first half
an hour : Pam Virdi will be speaking about parts work in
eating disorders

Presentations in the first half hour by nominated speak-
ers will be followed by a shared group discussion of
clinical issues related to eating disorders.

Please feel free to join us! Attendance at the group is
free and the only thing we ask is that you respect the

confidentiality of cases raised and discussed within this
group.

The web address to join the group is:
https://www.gotomeet.me/cttc

If you require a code to access the meeting via
www.gotomeeting.com the code is: 485-704-509

If you need assistance in joining the meeting - please
look on the gotomeeting website for assistance or, if
needed, please feel free to email us at :
info@childtraumatherapycentre.com in advance of the
meeting.

We will additionally be meeting up face to face at the
EMDR UK & Ireland Conference in Cardiff at lunchtime -
if you will be there, please look out for us!

We look forward to meeting with you, sharing ideas and
helping our children, young people and adults with eating
disorders!

Pam Virdi & Susan Darker-Smith

(EMDR Consultant & Specialist in Eating Disorders)
(EMDR Consultant and Child & Adolescent EMDR
Accredited Trainer)
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Upcoming rkshops for 2020

make your booking at

www.twandm.com

Ad De Jongh & Suzy Matthijssen
6th July 2020 in London
EMDR 2.0

EARLY BIRD DISCOUNT for the July Workshop
Book before 31st March and save 15% / Book before 30th April and save 10%

Dolores Mosquera & Kathy Steele
4th/5th September 2020 in London
Treating Dissociative Disorders

£258 plus VAT with 12 CPD Points

Ad De Jongh

16th/17th October 2020 in London

2 Separate Workshops

Day 1—Fears, Phobias and Anxiety Disorders
Day 2—Complex PTSD

£129 plus VAT with 6 CPD points per workshop

EARLY BIRD DISCOUNT for September & October Workshops
Book before 30th April 2020 and save 15% / Book before 31st May and save 10%
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Modular motion-assisted memory desensitisation and
reconsolidation (3MDR) for treatment-resistant post-

traumatic stress disorder

Victoria Williams?, Kali Barawi? & Neil Kitchiner3
1 lead Therapist, Veterans’ NHS Wales, Swansea Bay University Health Board

2 Division of Psychological Medicine and Clinical Neurosciences, Cardiff University School of Medicine, UK
3 Director & Consultant Clinical Lead, Directorate of Psychology and Psychological Therapies, Cardiff &
Vale University Health Board, UK
Contact: victoria.williams4@wales.nhs.uk

3MDR gives participants the virtual experience of walking into, and back out of, their trauma

Introduction

The majority of those who leave the UK armed
forces do well after they have been discharged.
There is evidence to suggest, however, that a
minority who leave military service, particularly
after experiencing combat, can develop ongoing
difficulties including common mental health
disorders and substance-use disorders (Good-
win et al. 2015). It is estimated that 6-17 percent
of veterans go on to develop PTSD (Stevelink et
al., 2018).

Furthermore, some veterans struggle in their
transition to civilian and family life and require
additional support from statutory and third-sec-
tor agencies (Ahern et al., 2015). The evidence
suggests that veterans benefit less from psycho-
therapy than non-military PTSD populations
(Watts et al., 2013) (See Figure 1). Interestingly,
in December 2018, NICE updated its guidelines

on PTSD and suggested that individuals with
combat PTSD should not be offered EMDR due
to lack of evidence for its effectiveness (NICE,
2018). A recent systematic review and meta-
analysis recommends individual TF-CBT as the
first-line psychological treatment and that ur-
gent trials of EMDR for PTSD in active duty and
ex-serving personnel be conducted. The authors
concluded that new psychological treatments
were needed for this population (Kitchiner &
Lewis, 2019).

Virtual Reality Therapy

Virtual Reality (VR) as a potential treatment
addition for mental health disorders was intro-
duced more than a decade ago in the treatment
of various anxiety disorders. In phobias, VR has
been used as an aid to graded exposure of feared
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} stimuli, e.g. spiders (Powers, 2015). These early

studies contributed to the development of VR
for the treatment of many anxiety disorders and
other mental health conditions including PTSD
(Van Gelderen, Nijdam & Vermetten, 2018). In
recent years, there has been an expansion of
Virtual Reality Exposure Therapy (VRET) for
PTSD, where participants are exposed to their
traumatic event, with the aim of reducing avoid-
ance while both activating and processing the
traumatic memory (Rizzo et al., 2009).

3MDR
Modular motion-assisted memory desensitisa-
tion and reconsolidation (3MDR) is a novel
therapy for treatment-resistant PTSD based on
eye movement desensitisation and reprocessing
(EMDR) and virtual reality exposure therapy.
In 3MDR, the participant is invited to walk on a
treadmill whilst interacting with a series of self-
selected images that represent their traumatic
experiences. The participants may choose to
work through one or more events during each
session. These are displayed on a large virtual-
reality screen. The exposure is heightened by in-
troducing a piece of music which evokes
memories of their traumatic event. The 3MDR
rationale is that exposure aided by virtual reality
and enhanced with walking, music and high-af-
fect images eliminates cognitive avoidance
during exposure and leads to the memory being
reconsolidated into long term memory.

3MDR therapy is delivered weekly, over nine
weeks. This includes two weeks for preparation
including picture selection and psychoeduca-
tion, six weeks of 3MDR and one concluding
session. Below is a description of the process.

Participants are fitted with a BioHarness as
they step onto a treadmill. The harness is con-
nected to ropes secured to the ceiling to protect
against falling. During the warm-up period, they
are given the opportunity to get used to the
treadmill. At this point, the virtual scene is a
blue-coloured landscape to induce calmness.

During the session, self-selected music is
played over a high-quality surround sound sys-
tem. This is designed to take participants back
to the time they were affected by their traumatic
experiences. Once the music ends, the scene
transitions to a red landscape in which the par-
ticipant sees a road leading to a container-like
building. On arrival at the entrance of the build-
ing, the doors open onto a high-tech looking
corridor. At the end of the first corridor is an-
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other door. As the participant goes through this
second door, the first of seven pictures is re-
vealed in the distance. Once the picture has
filled the screen, the scene stops moving and the
participant is asked to describe the details in the
picture. They are then asked to discuss any feel-
ings and physical sensations, which are then
written on the screen in front of them along
with any associated memories as they continue
to walk towards the image.

When they have stopped reporting memories
or feelings, a red ball begins to move from left
to right across the screen. The participant is
then asked to follow the ball with their eyes for
30 seconds and call out a random number which
appears on the ball with each saccade. After
these bilateral eye movements, the picture
fades, the road reappears and the procedure is
repeated with a new target picture.

After the seventh cycle, the scene returns to
blue for a cool-down phase; music previously
selected by the participant for bringing them
back to the present is played. The treadmill then
slows to a stop so the participant can dismount
and discuss any new insights that may have
come up. It is important to note that, as with
any therapy, the participants are reminded be-
fore the sessions that they can, at any point,
stop the process.

The distinction between 3MDR and traditional
trauma-focused techniques is that, in 3MDR,
participants learn how to move through their
avoidance by walking back into their trauma
memory and out again. As is hypothesised in
EMDR therapy, the mechanism in 3MDR is
thought to centre on taxing the working
memory, which is believed to result in memory
reconsolidation. This hypothesis proposes that
engaging the client in physical and mental tasks
uses up so much of the working memory’s ca-
pacity, there is little left for attending to
traumatic memories. The net effect is to make
traumatic memories less vivid when trying to
recall them, and less vividity means less associ-
ated affect. (See: http://tiny.cc/vwwliz)

Method

A randomised control trial led by Professor
Jonathan Bisson of Cardiff University in collab-
oration with Veterans’ NHS Wales service com-
pleted the first RCT of 3MDR in the UK, funded
by the Forces in Mind Trust. Six experienced
therapists, all with previous experience in
working with the military and all fully trained


http://tiny.cc/vwwliz

>EMDR practitioners, were
invited to deliver the ther-
apy.

In total, 42 military veter-
ans were selected to parti-
cipate in this trial as they
continued to experience ser-
vice-related PTSD following
treatment with trauma-fo-
cused psychological therapy
and were deemed treatment-
resistant. Given the high rate
of co-morbidity in PTSD, in-
dividuals with co-morbidity were included only
if PTSD was considered the primary diagnosis
and other inclusion/exclusion criteria were met.
Participants completed a baseline assessment
and were then randomised to receive 3MDR im-
mediately or after a delay of 14 weeks, with
follow-up assessments occurring at 12 and 26
weeks following randomisation.

The results so far

Retention rates were 83% (35 participants) at 12
weeks and 86% (36 participants) at 26 weeks.
Using ‘intention to treat’ analysis
(http://tiny.cc/vowliz), the severity of PTSD
symptoms was, statistically and clinically, signi-
ficantly better for the immediate treatment
group than for the delayed treatment group at
the 12-week follow-up point (mean 17.7 CAPS-5
score reduction versus 6.8). The delayed treat-
ment group also responded well to 3MDR and
the immediate treatment group maintained
their improvement at 26-week follow-up. Not all
participants improved following 3MDR and
some reported increased symptoms. The effect
size of 0.63 represents a moderate treatment ef-
fect despite it being tested in veterans with
treatment-resistant PTSD.

The study also examined the experiences and
views of both the therapists and veterans using
qualitative data analysis. The purpose was to
learn about participants’ acceptance of the ther-
apy and its feasibility. Eleven of the veterans
who had completed the trial were interviewed
using a semi-structured interview in order to
evaluate 3MDR from the veterans’ perspective.
Several stated that they would recommend
3MDR to others in a similar situation. However,
some added caveats. For example, some thought
the process was difficult and participants should
be warned not to expect miracle cures. Overall

Members of the 3MDR Team (from left to right): Ben
Hannigan, Clare Crole-Rees, Victoria Williams, Neil
Kitchener, Marieke Van Gelderen and William Watkins

the interview data found
3MDR therapy to be a com-
plex, powerful, psychological
intervention. Those who
participated in the therapy
said it was more than just
the time spent on the tread-
mill but rather the whole
process, including the se-
lection of images and music.
Others spoke of the import-
ance of support outside of
the sessions.

Discussion

The results from the Cardiff and a recently
completed RCT in the Netherlands (Van
Gelderen, 2019 in-press) demonstrate that
3MDR therapy has the potential to help some
veterans with treatment-resistant PTSD in an
acceptable and feasible manner. However, it
might not be the right therapy for everyone. For
example, the therapy requires commitment over
several weeks and external factors such as other
life responsibilities and demands can com-
promise this level of commitment. In addition,
participants may feel that reducing avoidance,
the very symptom that was keeping them func-
tioning, may have left them overwhelmed by the
traumatic memories they were once able to dis-
tance themselves from. Further exploration of
these and other factors will feed into continuing
research.

It was also noted that part of veterans’ com-
mitment to the therapy was based on the
importance of wanting to help others in the fu-
ture. The extent to which this might hold true
for non-military populations is unknown.

There are ongoing 3MDR trials taking place in
the Canada, Netherlands and United States.

Conclusions

* Evidence is emerging that 3SMDR is effective
for treatment-resistant PTSD among military
veterans;

* The likely effect size is moderate, despite
3MDR being tested in veterans with treatment-
resistant PTSD;

* 3MDR did not help all participants and some
reported increased symptoms;

* Further research is now required to research
its true effectiveness and optimal delivery. b
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} For more information on the 3MDR, please see
YouTube clips below:

https://www.youtube.com/watch?v=joCklRoP1R
I

https://www.youtube.com/watch?v=IUnWe7tfg

SQ

https://www.youtube.com/watch?v=bOAbDv-
Aibo
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