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T he community mental health agency where 
we work sees clients with complicated clini-
cal presentations and few financial resources. 

Frequently, these individuals are homeless or nearly 
homeless. The additional stressors of poverty and 
homelessness add complexity to treatment and make 
recovery from mental health issues more difficult 
(Belcher, 1988). This is a situation that is unlikely to 
change in the near future because the emphasis on 
deinstitutionalization has led to more people being 
treated in the community (Torrey, 2013). Limitations 
on government funding and lack of success in provid-
ing needed supports in the community leave individu-
als with severe mental illness with fewer options for 
treatment and at greater risk of relapse (Torrey, 2013).

Our agency provides outpatient treatment to these 
marginalized clients. Therapies provided include but 
are not limited to cognitive behavioral therapy (CBT), 
dialectical behavioral therapy (DBT), transactional 
analysis (TA), Level 1 outpatient substance abuse 
treatment, and intensive outpatient substance abuse 
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treatment. This is a statewide agency with offices in 
several cities and communities.

About four years ago, we took training in eye 
movement desensitization and reprocessing (EMDR) 
and introduced it into our agency. In the process, we 
developed a successful program for using EMDR as 
an adjunctive treatment, in which the primary ther-
apist ensures that the preparatory work has been 
completed and the EMDR therapist provides trauma 
therapy. This article describes our experience and the 
program we developed.

Our Clients

Clients at our agency present with a variety of chronic 
mental health diagnoses. These include but are not 
limited to schizophrenia, schizoaffective disorder, 
major depression, and bipolar disorder. Along with 
these severe and persistent disorders, many have a 
 co-occurring substance abuse diagnosis and/or per-
sonality disorders.
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and faster progress in their recovery. This accelerated 
healing continued even after EMDR interventions 
were completed and traditional therapy was resumed. 
A great many clients moved beyond the plateau state 
previously described and reached a point of no longer 
needing intensive, wraparound services.

Initial Introduction of EMDR to the Agency

After completing EMDR training, we began provid-
ing EMDR therapy to individual clients in our agency. 
In our clinical practice, we administer the Posttrau-
matic Stress Index (PTSI; Carnes & Delmonico, 2008) 
pre-EMDR and post-EMDR treatment to measure 
our client’s progress in dealing with dysfunctional 
thoughts and related behaviors. The PTSI was devel-
oped for use in addiction recovery programs. The psy-
chometric properties of this measure have not been 
evaluated, but we have found it to be clinically use-
ful and relevant for case conceptualization because 
the subscales identify trauma-related areas requiring 
treatment. This is a 144-item instrument, in which cli-
ents select items which apply to them. Eight subscales 
include concepts such as trauma bonding, trauma rep-
etition, and trauma shame. It is scored by totaling the 
number of selected items per scale; scale scores can 
range from 0 to 19 on three of the scales, and from 
0 to 19 on five of the scales. Scale scores in any area of 
4–6 or higher is recommended to be a focus of clini-
cal interest. In this article, we have reported the mean 
scale score at pre-EMDR, post-EMDR, and follow-up 
of 10 clients who completed treatment of EMDR as 
adjunctive therapy. Five of these clients had an ad-
ditional administration of the PTSI a month after re-
turning to their primary therapist.

In reviewing client scores on the PTSI, we realized 
the changes on the scores reported by our EMDR 
therapy clients were greater than those of our clients 
who did not receive EMDR. In addition, EMDR clients 
reported fewer difficulties with distressing memories 
and better ability to problem solve. We hypothesized 
that there would be great benefit in using EMDR as 
an adjunctive therapy and that the benefits would 
be apparent in subsequent treatment, enhancing the 
processing that followed during primary therapy and 
generalizing to the client’s other experiences. We 
shared our hypotheses with our supervisor and devel-
oped a pilot project to evaluate the potential benefits 
of EMDR as an adjunctive treatment.

EMDR Adjunctive Therapy

EMDR adjunctive therapy is an adjunctive treatment 
provided to agency clients when they are referred by 

Many of the clients initially show improvement 
with treatment and then appear to reach a plateau. 
Colleagues in our agency use the term plateau to 
describe a situation where the clients’ function has 
improved, but they are unable to achieve a level of 
functioning that would allow them to live successfully 
on their own in the community. In addition, even 
when the individual is no longer in constant crisis, 
they often remain in poverty, relying greatly on a few 
resources.

These clients continue to have significant mental 
health issues and as a result do not have the lives, 
jobs, and relationships they might otherwise be ca-
pable of having (Folsom et al., 2005). Because of past 
experiences of defeat, clients often do not have the 
emotional resources to deal positively with common 
life setbacks and begin to repeat negative patterns, re-
sulting in relapse (Folsom et al., 2005; Shapiro, 2007). 
Often they will end up where they began in treat-
ment, or they may even regress.

Why Would EMDR Be Provided?

Recommendations for treating those individuals with 
mental health and substance use disorders state that re-
lated issues must be concurrently addressed for treat-
ment to be effective. (Shapiro 2007; Substance Abuse 
and Mental Health Services Administration, 2013). 
Accordingly, dysfunctional memories and the behav-
iors that are developed as a result must be addressed, 
or dysfunction will likely continue to block recovery, 
regardless of which other treatments may be put in 
place (O’Donohue & Fisher, 2009;  Shapiro, 2007). 
EMDR therapy is recommended by the World Health 
Organization (WHO; 2013) as psychotherapy for con-
ditions that are specifically related to stress. WHO de-
scribes EMDR as follows:

The treatment involves standardized proce-
dures that include focusing simultaneously on 
(a) spontaneous associations of traumatic im-
ages, thoughts, emotions and bodily sensations 
and (b) bilateral stimulation that is most com-
monly in the form of repeated eye movements. 
Like CBT with a trauma focus, EMDR therapy 
aims to reduce subjective distress and strengthen 
adaptive cognitions related to the traumatic 
event. Unlike CBT with a trauma focus, EMDR 
does not involve (a) detailed descriptions of the 
event, (b) direct challenging of beliefs, (c) ex-
tended exposure, or (d) homework. (p. 1)

After incorporating EMDR therapy into our clini-
cal practice, we observed many clients making greater 
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Therapist Workshops

We carefully considered the therapists’ concerns 
and collaborated closely with our clinical supervisor 
to design a program that addressed these issues and 
that included a mechanism for soliciting feedback 
so we could identify any needed improvements. To 
implement the pilot project, we held workshops with 
therapists and taught clinicians the specialized compe-
tencies needed to successfully incorporate EMDR as 
an adjunctive therapy. At our agency, a therapist is re-
quired to attend at least one workshop to refer clients 
to the EMDR adjunctive program. Each workshop is 
2 hr in duration. The initial training we offer meets all 
our requirements for the therapist to be able to refer 
to the program. However, therapists are also encour-
aged to attend the training as a refresher course be-
cause we have incorporated new information.

Workshop Part 1: Information on EMDR and Eli-
gibility Criteria for Adjunctive Therapy. The work-
shop begins with an explanation of the theory behind 
EMDR, the adaptive information processing (AIP) 
model (Shapiro, 2001), describing how it conceptual-
izes client pathology. Recent research on the efficacy 
of EMDR is discussed followed by a question and an-
swer session. We then outline and explain the admis-
sion standards for the EMDR as adjunctive therapy 
program. These criteria are based on the factors eval-
uated in the EMDR Readiness Questionnaire (Sine & 
Vogelmann-Sine, 1995). Complicating factors such as 
active substance abuse, dissociative symptoms, per-
sonality disorders, and secondary gains are reviewed. 
We review handouts which provide information on 
how to identify which clients would benefit from 
EMDR, how to introduce the idea of EMDR therapy, 
and how to obtain informed consent from the client 
to use EMDR. A syllabus containing this information 
is supplied to the therapists for future reference.

Initially, we presented this information and an-
swered questions about each step of the process in 
a lecture-type format. The level of understanding 
attained and the amount of information retained by 
therapists from this type of training was unsatisfactory. 
We found that demonstrating each stage of the referral 
process through a series of video clips is a more effec-
tive training modality. In this video, a staff member 
poses as a client while we perform the roles of the re-
ferring therapist and EMDR therapist. We have found 
that having therapists observe step by step how the 
referral process works is the best method to increase 
their understanding and retention of the information. 
After watching the video, we teach therapists to ad-
minister and interpret the assessment instruments 

their primary therapist. The purpose of the interven-
tion is to address and resolve disturbing memories of 
past traumatic events and to reduce or eliminate re-
lated dysfunctional emotions, cognitions, sensations, 
and behaviors. Typically, EMDR adjunctive treat-
ment is provided over six to eight sessions, during a 
break from the client’s primary therapy, which is re-
sumed after the EMDR treatment.

The primary therapist ensures that the client is ap-
propriate and prepared for EMDR and has skills to 
cope with the accelerated emotional states that can 
occur during EMDR. After one introductory session 
attended by the client, the referring clinician, and the 
EMDR therapist, the adjunctive treatment typically 
starts by focusing on and processing the presenting 
traumas. The EMDR work is very circumscribed and 
does not directly address the issues that are the main 
focus of the primary therapy (e.g., substance use). In 
later sections of this article, we discuss in more detail 
how we developed this program and how the EMDR 
and primary therapists work together.

There are very few publications concerning EMDR 
adjunctive treatment. In 2009, Borstein provided rec-
ommendations for private practice clinicians wanting 
to provide adjunctive EMDR. Recently, Hofmann et 
al. (2013) reported on the use of EMDR adjunctive 
therapy in an outpatient program for patients with 
unipolar primary depression in Germany. In this 
nonrandomized study, 21 patients who received an 
average of 44.5 CBT sessions, including 6.9 sessions 
of adjunctive EMDR, were compared to 21 patients 
who received 47.1 sessions of CBT alone. Results 
showed that patients who received adjunctive EMDR 
reported significantly lower scores on the Beck 
Depression Inventory II and had a significantly re-
duced relapse rate.

The Pilot Project

Our agency implemented a pilot project to evaluate 
our hypotheses that EMDR adjunctive therapy would 
be beneficial to agency clients. An initial staff meeting 
was held to introduce EMDR to the agency therapists, 
to seek their cooperation in referring clients to us for 
adjunctive treatment. At that time, we knew of no 
other therapist in our agency who was familiar with 
EMDR, although a few had reviewed some research 
on it. Our proposal to add EMDR as an adjunctive 
therapy led to questions regarding effectiveness. The 
therapists also wanted to know whether EMDR could 
negatively affect clients by interrupting successful 
therapeutic relationships or inadvertently traumatiz-
ing clients.
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 responsible for this difference and began to administer 
the PTSI to clients specifically just before EMDR treat-
ment began, and again after it was completed.

The results exceeded our expectations. After shar-
ing the data with our supervisor, we proposed making 
this therapy available to other clients at our agency. 
With her assistance, we developed the protocol 
for other therapists to refer clients to us. A total of 
23 clients received EMDR as adjunctive therapy dur-
ing this phase of the pilot project.

Initially, we did not get many referrals. This was 
partially because of the scattered geography of our of-
fices which presented difficulties in communication. 
However, the slow start was mostly caused by thera-
pist concerns. Clinicians had questions on how EMDR 
would affect their clients and whether going to another 
therapist for a time would disrupt the therapeutic 
alliance. There was also skepticism over EMDR’s ef-
fectiveness. Some clinicians questioned whether it was 
possible for their clients get beyond a baseline of fragile 
stability. As a result, some therapists did not refer their 
clients to us. Other therapists, however, immediately 
began referring clients. Of these clinicians, a therapist 
who specialized in TA was the first to refer a client to 
us for EMDR adjunctive therapy.

Case Study: A Transactional Analysis Client With 
Bipolar Disorder and Polysubstance Dependence. Jane 
(not her real name) was in her 50s. Her biopsychoso-
cial history included years of sexual abuse as a child 
along with physical, mental, and domestic abuse as an 
adult. Her Axis I diagnoses were bipolar disorder and 
polysubstance dependence. Her job history was spo-
radic. She reported never holding a job for more than a 
few months before developing problems with cowork-
ers that led to her termination from employment. As a 
result, Jane had a very low standard of living, including 
several instances of homelessness as an adult.

She had received both mental health and substance 
abuse treatment intermittently for over 20 years. This 
included Level 1 outpatient substance abuse treat-
ment and both 30-day and 90-day residential substance 
abuse treatment. Jane had been in treatment with her 
TA therapist for several years. The mental health 
therapies Jane received at our agency were CBT and 
TA. She was receiving TA therapy at the time of her 
referral to EMDR. She reported her longest period of 
sobriety in 20 years of treatment was 2–3 months. Her 
therapist suggested EMDR could help Jane break this 
cycle and referred Jane to us after administering the 
case conceptual assessments to determine that this 
treatment was appropriate.

Jane’s pre-EMDR treatment mean scale score 
on the PTSI was 10. Jane had seven EMDR sessions 

(PTSI and EMDR Readiness Questionnaire) and how 
to apply them in case conceptualization.

Workshop Part 2: Developing Coping Skills. Within 
the adjunctive therapy program, we noted that cli-
ents’ lack of strong coping skills appeared to corre-
late to negative outcomes. Therefore, one criterion 
for referral to the adjunctive therapy program is the 
client’s consistent use of coping skills in daily living 
(consistent use being defined as at least thirty con-
secutive days). However, some therapists did not un-
derstand this initially. As a result, a number of clients 
who had not been well-prepared were referred to us 
for EMDR. When this occurred, we had to decline the 
referral until coping skills were developed, which was 
discouraging to clients. We concluded there needed 
to be more training in this area and experimented 
with various approaches. We found that a demonstra-
tion is an effective teaching tool.

As a preface to the coping skill development part 
of the workshop, we show a short video clip of an 
EMDR desensitization session. This is a real session 
done with a volunteer client who is a fellow therapist 
at our agency. By observing the speed with which she 
accesses emotions and the intensity of her reactions, 
therapists gain a clearer understanding of the need 
for strong coping skills. Since incorporating the video 
clip, we have had fewer unprepared clients referred 
to us.

After watching the video, therapists learn and prac-
tice EMDR specific coping skills, which they then 
teach to their clients. The techniques taught most of-
ten include the container technique, light stream, and 
calm place. Initially, we asked the therapists to only 
use the specific coping skills we taught in the work-
shop. However, over time, we found that any healthy 
coping skill the therapist feels comfortable working 
with and which the client uses effectively and consis-
tently will work.

At the end of the workshop, we survey participants 
to determine what they found helpful and ask for sug-
gestions to improve training.

Provision of Adjunctive EMDR Therapy in the 
Pilot Project

When we began using EMDR, it was a new intervention 
at our agency. We treated our own clients, but there 
was no system in place to allow referrals. Nor did we ini-
tially plan to make it a specialization within the agency. 
As we compared the PTSI scores of our clients who 
had EMDR therapy with those of our clients who had 
not, we saw there was a noticeable difference between 
the two groups. We hypothesized EMDR therapy was 
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the client returned to them for therapy. The average 
mean scale score at pretreatment was 11.44, at post-
treatment was 4.28, and at follow-up was 1.5 (see 
Figure 1 for client PTSI scores).

Although 10 clients finished adjunctive EMDR in 
our pilot study and completed the posttest measures, 
there were a number of other clients who were re-
ferred to and started adjunctive EMDR but did not 
complete the full program and/or the posttest mea-
sures. The total number of clients who received 
EMDR as an adjunctive therapy throughout the pilot 
project was 23. Among those individuals, the situa-
tion varies; some completed EMDR but did not come 
back to take the posttest. Others did one session and 
declined more EMDR. In some cases, the client had 
several sessions and some success in treatment but 
dropped out before doing the post-PTSI. This type of 
attrition is common among all psychotherapies in our 
agency, given our population.

Consolidation and Expansion of the Adjunctive 
EMDR Therapy Program

As more clients evidenced successful outcomes, their 
therapists became advocates of the EMDR project. 
EMDR adjunctive therapy was established as a core 
part of our agency program. Now, whenever we pres-
ent another workshop to train new therapists in the 
process, these therapists urge new clinicians to attend, 
and they share their clients’ success stories to encour-
age new therapists to consider EMDR adjunctive 
therapy for suitable clients.

Based on results obtained over a 4-year period, our 
agency made a commitment to make EMDR available 

before the PTSI was administered again. Jane’s first 
post-EMDR mean scale score on the PTSI was 2.4. 
She reported to the EMDR therapist that she could 
tell she was feeling better: She no longer had night-
mares, and she had left an abusive relationship that 
she had tried unsuccessfully to end for more than 
2 years (see Figure 1; Jane is Client 7).

After seven sessions of EMDR adjunctive therapy, 
Jane returned to her primary therapist and continued 
TA. When the PTSI was administered again a month 
later, Jane’s mean score was 0.9. The TA therapist told us 
these results confirmed what Jane reported in treatment 
and the therapist had observed as well: Jane’s anxiety 
and depression symptoms had lessened enough that 
Jane was able to maintain stability on a lower dosage of 
her antidepressant and was no longer on any anxiolytic 
medication. In addition, Jane was sober longer than the 
3 months that had previously been her longest period 
of sobriety and was showing no signs of relapse. These 
results have since been sustained: Jane has now on more 
than 3 years of sobriety and has maintained full-time 
employment at the same job for more than 2 years.

Seeing Jane’s success, the TA therapist referred 
many of her clients to us. Because other clients achieved 
similar progress, she became one of the biggest sup-
porters of the program. Other therapists at our agency 
reported similar outcomes with their clients and start-
ed to refer their clients to us in greater numbers.

Results of the Pilot Project

Initially, we administered the PTSI prior to EMDR 
and after EMDR ended. Later, we asked primary 
therapists to complete a follow-up PTSI a month after 

FIGURE 1. Mean scale scores on the PTSI for the 10 clients in the pilot project. 
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not ensure the client is prepared and able to deal with 
the accelerated emotional states that occur in EMDR. 
Alternatively, the client is eager to do EMDR, wants 
to skip preparation, and convinces his clinician that 
he is ready when, in fact, he or she is not. To mitigate 
this issue, the referral process includes having at least 
one joint meeting with the referring therapist, the cli-
ent, and the EMDR therapist, in which we review and 
discuss the client’s situation. This ensures appropriate 
preparation so the client can decide if EMDR is the 
appropriate intervention for them.

As in all therapies, providing treatment that is in 
the client’s best interest is the driving factor. If after 
starting EMDR adjunctive therapy, the clinician’s 
assessment is that EMDR is not currently in the cli-
ent’s best interest, the EMDR clinician immediately 
arranges a meeting with the client and with the refer-
ring therapist. The clinician frames the discussion in 
terms of clients having control over their treatment 
and encourages a dialogue that includes the client’s 
assessment of how effectively they have managed 
emotions since beginning EMDR. The clinician offers 
their assessment and suggestions to improve chances 
for client success. These suggestions vary depending 
on the presenting concerns. For example, the client 
may benefit from more time to work on understand-
ing the connections they are making between past 
experiences and their present reactions. Otherwise, 
they may need more work in stabilizing their life or 
getting through a crisis.

Selecting Targets for EMDR Adjunctive 
Treatment

Targets for EMDR work are selected based on the in-
formation gathered from the EMDR Readiness Ques-
tionnaire (Sine & Vogelmann-Sine, 1995), discussion 
with the client, and a review of presenting issues 
noted by the primary therapist. The EMDR Readiness 
Questionnaire includes sections where clients rate 
their negative cognitions and note the first, worst, and 
most recent incidents when they recall thinking this 
cognition. After the client completes this section, they 
review and discuss it with the EMDR therapist. The 
client then identifies which negative cognition and ac-
companying memory they want to work on.

We have found that in the population served by our 
agency, clients tend to have multiple layers of trauma. 
To help the clients work their way through these, it 
is important the EMDR clinician be skilled with ad-
dressing the blocking beliefs and “looping” that clients 
may experience during EMDR. The level of comfort 
and experience the clinician has with the cognitive 

to clients who could benefit from it. Our agency ob-
tained a grant to train additional therapists in EMDR 
and encouraged interested staff to obtain certification. 
As a result, we have EMDR-certified therapists at nearly 
all agency offices, leading to a dynamic EMDR therapist 
workgroup who staff cases and do case consultations 
on a monthly basis. These clinicians, who have their 
own specialties in EMDR such as pain management or 
substance abuse, are being trained to offer EMDR as an 
adjunctive therapy in their communities. This allowed 
our agency to expand this program to all our offices 
statewide, to clients with many presenting issues.

Recommendations for Positive Outcomes 
With EMDR Adjunctive Therapy

Cooperative Relationship With  
Primary Therapist

One predictor of success appears to be a coopera-
tive relationship between the referring therapist and 
the EMDR therapist. Clients report a greater level of 
trust in the process, a higher comfort level, and less 
anxiety when this cooperation takes place. This ap-
pears to be consistent with findings by other clini-
cians (Shapiro, 2007) who stress the importance of the 
therapeutic relationship. To create a team approach, 
we provide therapy in conjunction with the primary 
therapist to the extent needed.

Providing Clients With Adequate Information

The amount of information clients receive also ap-
pears to be a predictor of success. Clients are fully in-
formed of what EMDR does and what it does not do, 
leading to greater confidence in the process and more 
willingness to participate in the EMDR treatment. 
They are also informed about the internal process, the 
break from their primary therapy, how many EMDR 
sessions are anticipated, and the focus of the EMDR 
therapy on their traumatic history.

Client Readiness for EMDR Treatment

The biggest pitfall is the appropriateness of EMDR 
treatment for the referred client. In our program, inap-
propriate referrals occurred less frequently when we 
increased discussion with clinicians about appropriate 
screening to assess the client’s readiness, their emo-
tion regulation skills, and possible secondary gains.

Nevertheless, therapists occasionally refer clients 
for EMDR before it would be the optimal treatment 
for them. The reasons for this vary. The therapist may 
lack a full understanding of EMDR and as a result does 
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benefit from EMDR are referred to us. Therefore, ex-
tensive treatment records and client history are avail-
able for us to review after we received the client’s 
permission to do so. This allows us to familiarize our-
selves with their situation before the first joint meet-
ing with them and their primary therapist.

Another positive aspect of the design is the ability 
to coordinate with the referring therapist as exten-
sively as needed. Therapists report that they feel more 
confident in referring clients to the program, know-
ing that their assessment forms a great deal of the 
case conceptualization and that their input is not only 
wanted but also necessary for optimal client success.

Equally important for clinicians working with 
community health agencies is the way in which us-
ing EMDR as an adjunctive therapy maximizes 
existing resources. Because most of the preparation 
and follow-up is done by the referring therapists, the 
EMDR therapist is able to treat many more clients 
than would otherwise be possible in a nonprofit set-
ting. The resulting optimization of resources allows 
agencies to make EMDR available to individuals who 
could benefit from it, but because of lack of financial 
means, have no access.

Lastly, the recommended client follow-up to 
EMDR treatment is done by the referring therapist, 
in consultation with the EMDR therapist. This allows 
any future needs to be easily and quickly identified 
and expedites the process of the client returning for 
additional EMDR sessions. This is important for the 
client population our agency serves. Many of these 
individuals have multiple layers of trauma and may 
resolve some issues successfully only to need addi-
tional EMDR at a later date.

Integrating Adjunctive EMDR Within the 
Primary Therapy Being Provided to Clients

Using EMDR’s powerful information processing 
component to resolve the underlying dysfunctions, 
stemming from traumatic memories may greatly 
enhance the effectiveness of other therapeutic ap-
proaches (Lawrence, 2011). Some researchers pos-
tulate that using EMDR as an adjunctive therapy 
enhances the strengths of each treatment, resulting 
in a synergistic effect (Sun, Wu, & Chiu, 2003) mak-
ing the combined treatment approach more effective 
than the sum of its parts. In their research, Dunne and 
Farrell (2011) found that practitioners using cognitive 
and integrative-based therapies were more likely to 
integrate EMDR treatment into their own practices. 
They theorized that clinicians with these theoretical 
frameworks and orientations more easily understand 

interweave frequently makes the difference in whether 
the client will successfully complete treatment.

Client Crises During EMDR Adjunctive Therapy

Another pitfall is that occasionally people who were ap-
propriately screened for services and who have begun 
EMDR ask to stop treatment while they deal with an 
unexpected crisis or interruption. We have found that 
suspending EMDR treatment under those circum-
stances can have a negative effect on the client. In the 
adjunctive model, when EMDR ceases because of an 
interruption in, rather completion of, treatment, clients 
describe heightened emotional responses reoccurring, 
leading to greater difficulty in dealing with stressors.

Clients may experience crises for several reasons. 
Sometimes, the individual has never known a life with-
out crisis, so every obstacle they encounter becomes 
one. Otherwise, the client is feeling overwhelmed by 
emotions as they process past negative events and make 
healthier connections. In these situations, resource in-
stallation techniques such as those taught in Part 2 of 
basic EMDR training can be very effective. Occasionally, 
however, clients appear to need more than resource 
installation to deal with overwhelming emotional reac-
tions. Lawrence’s theory of EMDR as a type of ego state 
therapy (Lawrence, 2011) gave us a model of how to 
help clients accept and reintegrate cognitive and emo-
tional ego states before working on desensitization.

The clinician has the client consciously recreate 
what Lawrence (2011) refers to as the protective ego state, 
which he describes as the ego state that is not allowing 
change to happen because it is focused on maintaining 
the current life status even when this is no longer in 
the client’s best interest. To accept and reintegrate this 
protective ego state, clients are asked to focus on the 
negative cognition itself, and the emotions associated 
with it, and then describe what this looks like to them. 
They are instructed to call a truce between the cog-
nitive part of their consciousness and the emotional 
part and then asked to picture in their mind what this 
looks like. Slow sets of bilateral stimulation are per-
formed. The person is instructed to just observe and 
tell themselves, “I am here, I am listening,” accepting 
what they are feeling and thinking without judgment 
or trying to change any part of it. Clients report that 
after this intervention, they are better able to tolerate 
the current crisis, less self-critical and overwhelmed, 
and better able to make good decisions.

Working in an Agency Setting

Only clients who are currently working with our 
agency and who have been assessed as being able to 
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result, past traumatic events are not processed, caus-
ing early negative experiences to greatly influence re-
sponses in the present. This causes the individual to 
react from an emotional and behavioral standpoint in 
ways that are more consistent with the original expe-
rience than what they are dealing with in the present 
day (Shapiro, 2007). The goal of EMDR is to facilitate 
the reprocessing of such memories so that the pathol-
ogy becomes amenable to change (Shapiro, 2001).

EMDR and Transactional Analysis

TA is a “theory of personality and a systematic psy-
chotherapy for personal growth and personal change” 
(Berne, 1961, p. 13). As such, it contains a theory of 
child development, explaining how our adult life pat-
terns originated in childhood. Continuing to replay 
these childhood strategies, according to this theory, 
results in maladaptive behaviors based on historical 
problems, not the issues facing the client in the here 
and now (Berne, 1996).

Using the initial results from PTSI, we were able 
to demonstrate to clients how past unresolved emo-
tional issues led to maladaptive behavior patterns and 
strategies being used currently to deal with life issues. 
This results in a life script that continually results in 
pain and defeat. This scenario has much in common 
with the theoretical framework of both EMDR and 
TA. Shapiro (2007) and Berne (1996) both posited an 
interaction of previous negative experiences and their 
effect on current perception resulting in maladaptive 
responses to current stimuli.

Using EMDR as an adjunctive therapy to TA allows 
for faster reprocessing of these memories creating an 
opening for change to occur. It appears to free the in-
dividual of the historical underpinnings in the echo of 
previous suffering, and resulting compulsive behaviors, 
which then allows the TA therapist and client to work 
on autonomy and problem solving. The AIP model 
(Shapiro, 2001) of EMDR fits well into the TA approach. 
The theory that traumatic memories can be neurologi-
cally “stuck” in a neural network in the brain, remaining 
unprocessed by ordinary means, with the attendant 
emotional state also frozen and unable to be processed, 
is congruent with TA’s theory of psychopathology.

The most dysfunctional of the four life positions 
that TA theory proposes people can hold (Berne, 
1996)—the “I’m not OK” and “You are OK,” and the 
“I’m not OK” and “You’re not OK”—states of indi-
vidual operation, can be shown as related to beliefs 
developed because of past or current abuse. The “I’m 
not OK” and “You’re OK” model especially notes that 
a person who holds this position will unconsciously 

EMDR concepts than analytically trained and human-
istic therapists.

In our agency, we noted that clients referred for 
EMDR adjunctive therapy tended to be either current-
ly in one of three types of therapy or to have received 
this type of therapy at some point in their treatment 
history. These therapies were TA, CBT, and DBT. 
Like EMDR, each of these approaches seeks to help the 
patient overcome difficulties by identifying and chang-
ing dysfunctional thinking, behavior, and emotional 
responses derived from the negative impact of previ-
ous unresolved life experiences (Berne, 1996; Koerner, 
2011; Shapiro, 2007). TA is an integrative ego state 
therapy (Berne, 1996) that draws on cognitive theories, 
among others, as part of its theoretical framework. 
CBT is a cognitive therapy (O’Donohue & Fisher, 
2009) that is both problem-focused and action-oriented 
with a therapeutic focus on making behavioral chang-
es in the “here and now.” DBT combines concepts of 
behavioral therapy with Buddhist meditative practice, 
with a dialectical focus on both acceptance of the pres-
ent state and behavioral change with development of 
emotion regulation (Koerner, 2011).

Goal Congruence of EMDR, Transactional 
Analysis, Dialectical Behavioral Therapy, and 
Cognitive Behavioral Therapy

In reviewing the instruments we used for case concep-
tualization, such as the PTSI (Carnes & Delmonico, 
2008) and the negative cognitions page of the EMDR 
Readiness Questionnaire (Sine & Vogelmann-Sine, 
1995), we noted that our case conceptualization re-
lied heavily on cognitive, emotional, and neurological 
concepts and that we communicated these with cli-
ents to their foster understanding of past dysfunction 
affecting present life circumstances. We have found 
it advantageous to use the language, concepts, and 
terms of the clients’ primary therapy when discussing 
the goals of EMDR with them.

EMDR’s Theoretical Model

Shapiro (2001) theorized that psychopathology is de-
rived from previous life experiences that created and 
sustained a dysfunctional template for affect, behav-
ior, cognitions, and identity. According to Shapiro, in 
effective treatment planning for EMDR, the clinician 
attempts to identify patterns of responses by discover-
ing the parallels that exist between the clients past and 
present situations. In her AIP model, Shapiro (2001) 
theorized that information from disturbing events 
was stored dysfunctionally in the nervous system, 
leaving it unable to be adequately assimilated. As a 
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mindfulness material and has gained some skills so 
that he or she has some skills to cope with the acceler-
ated emotional states that can occur during EMDR.

EMDR and Cognitive Behavioral Therapy

CBT is a psychotherapy that is based on an amalga-
mation of behavioral and cognitive principles, with 
a strong base in experimental research. CBT incor-
porates many different theories and procedures in-
cluding Beck’s cognitive therapy and Ellis’s rational 
emotive therapy (O’Donohue & Fisher, 2009) and is 
not considered to have a single unifying framework 
(Smythe & Poole, 2007). With a strong emphasis and 
focus on “here and now,” CBT therapists challenge 
their client’s “thinking errors” such as overgeneral-
izing and catastrophizing with more adaptive and 
realistic thoughts (O’Donohue & Fisher, 2009) and 
encourage them to make behavioral changes. CBT 
has six phases: assessment, reconceptualization, 
skill acquisition/training, generalization and main-
tenance, posttreatment assessment, and follow-up 
(O’Donohue & Fisher, 2009).

There are several ways that EMDR therapy is 
congruent with the CBT therapy model. The “focus 
on trauma image . . . and beliefs are consistent with 
the emotional processing and cognitive approaches 
to PTSD” (Smythe & Poole, 2007, p. 159). Perhaps 
because of this consistency, the goals of EMDR ther-
apy appear to fit well with the goals of CBT therapy, 
particularly in the reconceptualization phase. In tra-
ditional CBT, this is the phase where much of the 
challenging of irrational beliefs and thought patterns 
occurs (O’Donohue & Fisher, 2009). Many of the ir-
rational beliefs clients hold derive from past negative 
experiences and the client’s current reaction to these 
(Shapiro, 2007).

The reconceptualization stage is the CBT stage 
where EMDR adjunctive therapy and the accelerated 
processing of dysfunctional memories may prove 
most helpful to the client. In EMDR, the maladaptive 
memories are reprocessed, and they lose emotional 
impact. Because the client has a less emotional re-
action to his or her past, he or she is better able to 
process their life cognitively, resulting in emotional 
and intellectual congruence. Changing maladaptive 
beliefs becomes easier, and adjustments may occur 
faster because the individual is no longer experiencing 
intense emotional reactivity to change.

Summary and Discussion

We have successfully used EMDR adjunctive therapy 
in our nonprofit agency for 4 years. Our clients are 

accept abuse as being normal (Berne, 1996). The estab-
lishment and growth of individual trauma reactions 
that is part of the EMDR theory (Shapiro, 2001) fits 
easily with the TA theory of the development of the 
dysfunctional ego state. EMDR adjunctive therapy is 
often best integrated into TA treatment when the cli-
ent is working on changing dysfunctional scripts and 
life positions that originated in childhood.

EMDR and Dialectical Behavioral Therapy

When Linehan developed DBT in the 1980s, she 
originally used it at a treatment for suicidal patients. 
(Linehan et al., 2006). A cognitive behavioral treat-
ment geared toward working with complex, diffi-
cult-to-treat patients, DBT also focuses on change 
(Linehan et al., 2006). DBT combines cognitive be-
havioral techniques for reality testing and emotional 
self-regulation with meditation techniques from Bud-
dhist practices to achieve goals of acceptance, distress 
tolerance, and mindful awareness (Linehan et al., 
2006). Extensive work is done in individual treat-
ment session and in groups, on evaluating emotional 
states, and acting from a “wise mind,” as opposed to 
an “emotional mind,” standpoint.

The goals of EMDR share more than one charac-
teristic of the goals of DBT. This becomes apparent in 
considering that both therapies employ a mindful atten-
tion mechanism, (Smythe & Poole, 2007, p. 161). The 
concepts of “just notice” and of “letting whatever hap-
pens, happen” (Shapiro, 2001) of EMDR seem to have a 
close relationship to Linehan’s concepts of “radical ac-
ceptance” and “mindfulness” (Smythe & Poole, 2007).

One of the goals of DBT is in the lessening of an 
individual’s emotional reactivity so they can make 
decisions from an intellectual wise mind standpoint, 
rather than an emotional one (Linehan et al., 2006). 
EMDR reduces emotional reactivity in a shorter pe-
riod of time than many other therapeutic approaches 
(Shapiro, 2001), which leads to more rapid results in 
treatment. With a lower level of emotional reactiv-
ity present, the client can more quickly proceed to 
the development of the mindfulness state which al-
lows better decision making to occur (Linehan et al., 
2006). With these memories no longer so powerful 
or so painful, individuals in DBT have less difficulty 
with emotional regulation. This may lead to better 
assimilation of DBT concepts of acceptance, distress 
tolerance, and mindfulness as well as shorten the time 
the client will need to be in therapy to make the at-
tendant life changes. EMDR adjunctive therapy is 
often best integrated into DBT treatment when the 
client has completed initial emotion regulation and 
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to provide a greater benefit at specific points in the 
process of the primary therapy. It would be useful to 
determine if the timing and/or sequencing of the ad-
junctive treatment makes a difference. Research could 
also investigate client factors to evaluate if there are any 
characteristics (e.g., diagnosis, history, demographic 
variables) that predict better treatment response.

References

Belcher, J. R. (1988). Defining the service needs of homeless 
mentally ill persons. Hospitals and Community Psychiatry, 
39, 1203–1205.

Berne, E. (1961). Transactional analysis in psychotherapy. 
New York, NY: Grove Press.

Berne, E. (1996). Games people play: The basic handbook of 
transactional analysis. New York, NY: Ballantine Books.

Borstein, S. (2009). Brief adjunctive EMDR. Journal of EMDR 
Practice and Research, 3(3), 198–204.

Browne, A., & Bassuk, S. S. (1997). Intimate violence in the 
lives of homeless and poor housed women: Prevalence 
and patterns in an ethnically diverse sample. American 
Journal of Orthopsychiatry, 67(2), 261–278.

Carnes, P., & Delmonico, D. (2008). The Posttraumatic Stress 
Index. Retrieved from http://www.recoveryzone.com/
tests/PTSI

Dunne, T., & Farrell, D. (2011). An investigation into clini-
cian’s experiences of integrating EMDR into their clini-
cal practice. Journal of EMDR Practice and Research, 5(4), 
177–188.

Folsom, D. P., Hawthorne, W., Lindamer, L., Gilmer, T., 
Bailey, A., Golshan, S., . . . Jeste, D. V. (2005). Preva-
lence and risk factors for homelessness and utilization 
of mental health services among 10,340 patients with 
serious mental illness in a large public mental health sys-
tem. American Journal of Psychiatry, 162, 370–376.

Hofmann, A., Hilgers, A., Lehnung, M., Liebermann, P., 
Ostacoli, L., Schneider, W., & Hase, M. (2014). Eye move-
ment desensitization and reprocessing as an adjunctive 
treatment of unipolar depression—A controlled study. 
Journal of EMDR Practice and Research, 8(3), 103–112.

Koerner, K. (2011). Doing dialectical behavior therapy: A prac-
tical guide. New York, NY: Guilford Press.

Lawrence, M. (2011). EMDR as a special form of ego state 
psychotherapy. Retrieved from http://www.centerfor 
healingandimagery.com

Linehan, M., Comtois, K., Murray, A., Brown, M., Gallop, 
R., Heard, H., . . . Lindenboim, N. (2006). Two-year ran-
domized controlled trial and follow up dialectical behav-
ior therapy vs therapy by experts for suicidal behaviors 
and borderline personality disorder. Archives of General 
Psychiatry, 63(7), 757–766. http://dx.doi.org/10.1001/
archpsyc.63.7.757

O’Donohue, W., & Fisher, J. (Ed.). (2009). General principles 
of empirically supported techniques of cognitive behavior ther-
apy. Hoboken, NJ: Wiley.

 individuals with chronic mental illnesses who re-
ported being homeless or nearly homeless over a span 
over several years. They are especially vulnerable and 
frequently pose a challenge for successful treatment. 
Part of this is caused by painful past life experiences 
that people are unable to process effectively and 
therefore remain a source of intense emotional reac-
tivity. Living with few resources, and in unsafe living 
conditions, makes it hard for people to focus on deal-
ing with the dysfunctional thoughts and feelings, so 
out of this, maladaptive behaviors emerge. For many 
of the people we serve, this pattern was evident not 
only in their adult lives but began when they were 
very young (Browne & Bassuk, 1997).

Because EMDR therapy addresses and resolves 
painful memories, it diminishes and eliminates related 
behaviors (Shapiro, 2001). Therefore, it is a very ap-
propriate and useful treatment for this population. 
Results of a pilot project showed that when used as an 
adjunctive therapy within TA, DBT, and CBT, EMDR 
has promise as an effective intervention for homeless 
and near homeless individuals with chronic mental 
health and substance abuse disorders.

Combining EMDR with the practical, problem-
solving therapies, skill-based, and supportive treatments 
already offered in our agency allowed us to provide 
EMDR in a cost-effective way. This program builds on 
the strengths of nonprofits and other entities to make 
EMDR accessible to an indigent population.

Our pilot project was not designed as a research 
study. It was designed to determine the feasibility of 
providing EMDR adjunctive therapy in a community 
agency with this population. The results were very en-
couraging, and we have consolidated them, building 
a strong program. However, more rigorous research 
is needed to strengthen the validity and increase re-
liability of our initial findings. Replication of results 
by other clinicians under more controlled conditions 
is necessary to gain a deeper understanding of the 
mechanisms at work. Although there are clinicians 
who report results similar to those we have reported, 
we were unable to find other studies that used a de-
sign model similar to ours. More research, designed 
to minimize confounding factors, is necessary.

Another area for further study would be to inves-
tigate which other therapies produce optimal results 
when combined with EMDR. The results of this study 
involved clients who primarily received cognitive be-
havioral or integrative therapeutic interventions. More 
research into this area is needed to establish which 
treatment modalities result in a better outcome for 
clients. In addition, as noted earlier in this article, we 
have observed that EMDR adjunctive treatment seems 

http://www.recoveryzone.com/tests/PTSI
http://www.recoveryzone.com/tests/PTSI
http://www.centerforhealingandimagery.com
http://www.centerforhealingandimagery.com
http://dx.doi.org/10.1001/archpsyc.63.7.757
http://dx.doi.org/10.1001/archpsyc.63.7.757
http://www.recoveryzone.com/tests/PTSI
http://www.recoveryzone.com/tests/PTSI
http://www.centerforhealingandimagery.com
http://www.centerforhealingandimagery.com
http://dx.doi.org/10.1001/archpsyc.63.7.757
http://dx.doi.org/10.1001/archpsyc.63.7.757


Journal of EMDR Practice and Research, Volume 9, Number 1, 2015 45
EMDR Adjunctive Therapy

 Series 55. HHS Publication No. [SMA] 13-4734). Rock-
ville, MD: Author.

Sun, T., Wu, C., & Chiu, N. (2003). Mindfulness meditation 
training combined with eye movement desensitization 
and reprocessing psychotherapy of an elderly patient. 
Chang Gung Medical Journal, 27(6), 464–469.

Torrey, E. F. (2013). 250,000 Mentally ill are homeless. The 
number is increasing. Retrieved from http://mental 
illnesspolicy.org

World Health Organization. (2013). Guidelines for the man-
agement of conditions that are specifically related to stress. 
Geneva, Switzerland: Author.

Acknowledgments. We would like to express our apprecia-
tion to Jeff Jensen, Lutheran Family Services Creative De-
sign Manager, for his assistance with the graph in this article.

Correspondence regarding this article should be directed to 
Ben Czyz, Lutheran Family Services of Nebraska, Inc., 415 S 
25th Ave., Omaha, NE 68102. E-mail: bczyz@lfsneb.org

Shapiro, F. (2001). Eye movement desensitization and repro-
cessing: Basic principles, protocols, and principles (2nd ed.). 
New York, NY: Guilford Press.

Shapiro, F. (Ed.). (2007). EMDR as an integrative psychother-
apy approach (2nd ed.). Washington, DC: American Psy-
chological Association.

Sine, F., & Vogelmann-Sine, S. (1995). The EMDR Read-
iness Questionnaire from EMDR Questionnaires, 
Facilitating EMDR treatment. In F. Shapiro (Ed.), 
Eye movement desensitization and reprocessing: Basic 
principles, protocols, and procedures. New York, NY:  
Guilford Press.

Smythe, N., & Poole, D. (2007). EMDR and cognitive be-
havior therapy: Exploring convergence and divergence. 
In F. Shapiro (Ed.), EMDR as an integrative psychotherapy 
approach (2nd ed.). Washington, DC: American Psycho-
logical Association.

Substance Abuse and Mental Health Services Administra-
tion. (2013). Behavioral Health Services for People Who 
Are Homeless (Treatment Improvement Protocol [TIP] 

mailto:bczyz@lfsneb.org
http://mentalillnesspolicy.org
http://mentalillnesspolicy.org
http://mentalillnesspolicy.org
http://mentalillnesspolicy.org
http://mentalillnesspolicy.org
mailto:bczyz@lfsneb.org

