
DUAL ATTENTION

Client remains anchored in the 
present while recalling past 
events. This prevents overwhelm 
and allows safe reprocessing.

NEUROBIOLOGICAL RESET

By engaging both hemispheres 
and the autonomic nervous 
system, EMDR lowers 
hyperarousal.

TOP-DOWN + BOTTOM-UP

Combines cognitive awareness 
(top-down) with somatic/nervous 
system regulation (bottom-up).

WHY I T  WORKS  ( THEORET ICAL  INTEGRAT IONS )

EYE MOVEMENT DESENSIT IZATION
AND REPROCESSING
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Eye Movement Desensitization 
and Reprocessing (EMDR) was 
developed in 1987 by Dr. Francine 
Shapiro, who noticed that certain 
kinds of eye movements seemed 
to reduce the emotional intensity 
of distressing thoughts.

Initially designed as a treatment 
for PTSD and trauma, EMDR is a 
structured psychotherapy that 
helps clients reprocess traumatic 
memories through bilateral 
stimulation, such as guided eye 
movements, taps, or sounds. 

The goal is to reduce the 
emotional intensity of the memory 
while integrating it into a healthier 
narrative. EMDR has since been 
applied more broadly to anxiety, 
depression, phobias, addictions, 
and grief.

For example, a car accident 
survivor may experience panic 
whenever they drive. Through 
EMDR, the memory of the 
accident is reprocessed, so they 
can remember it without the same 
level of distress and fear.

OVERV IEW
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BILATERAL STIMULATION & 
WORKING MEMORY

Eye movements tax the working 
memory system, which has 
limited capacity. Holding a 
traumatic image while doing eye 
movements reduces vividness and 
emotional intensity because the 
brain cannot maintain the same 
intensity in both tasks 
simultaneously.

AMYGDALA-HIPPOCAMPUS-
PREFRONTAL CIRCUIT

Traumatic memories are often 
stored in the amygdala (fear 
center) without proper 
contextualization in the 
hippocampus. EMDR seems to 
calm amygdala hyperactivation 
and allow the prefrontal cortex to 
reconsolidate memories with less 
fear response.

NEUROSC IENCE  AND MECHANISMS OF  ACT ION

While no single theory explains 
EMDR fully, several 
neurobiological processes are 
thought to be at play:

MEMORY RECONSOLIDATION

When a traumatic memory is 
recalled, it becomes “labile” 
(flexible). Bilateral stimulation 
(eye movements, taps, or tones) 
appears to facilitate the 
integration of the memory into 
more adaptive neural networks, 
weakening its emotional charge.

REM SLEEP ANALOGY

EMDR’s eye movements resemble 
rapid eye movement (REM) sleep, 
during which the brain naturally 
processes emotional experiences. 
EMDR may tap into this innate 
system of “memory cleaning.”

When trauma occurs, the memory 
can become 'stuck' in the brain’s 
fear center. EMDR uses bilateral 
stimulation while the client recalls 
the memory, helping the brain 
reprocess it so it no longer feels 
as overwhelming or intrusive.

EMDR follows an eight-phase 
protocol:

1. HISTORY TAKING & TREATMENT 
PLANNING

Assess trauma history, safety, 
dissociation, and readiness.

2. PREPARATION

Teach grounding, safe place 
imagery, stabilization skills.

HOW I T  WORKS
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3. ASSESSMENT

Identify target memory, negative 
cognition (e.g., “I am powerless”), 
desired positive cognition, 
emotion, and body sensation.

4. DESENSITIZATION

Client recalls memory while 
engaging in bilateral stimulation 
until distress decreases.

5. INSTALLATION

Strengthen positive cognition 
while using bilateral stimulation.

6. BODY SCAN

Check if any residual tension or 
distress remains.

7. CLOSURE

Return client to calm state, ensure 
regulation, use grounding if 
needed.

8. REEVALUATION

At the next session, assess 
memory, beliefs, and body 
sensations to confirm lasting 
change.

HOW I T  WORKS

USEFUL  TOOLS
BILATERAL STIMULATION

Eye movements, alternating 
taps, or auditory tones.

COGNITIVE INTERWEAVES

Therapist-guided reframing to 
unblock processing.

SAFE PLACE VISUALIZATION

A grounding tool for safety and 
calm.

SUD SCALE

Clients rate distress levels 
(Subjective Units of Distress) to 
track progress.

USEFUL  TOOLS

• EMDR has been tested in over 
30 randomized controlled 
trials.

• The Department of Veterans 
Affairs recognizes EMDR as 
one of the most effective 
treatments for PTSD.

• Clients often report significant 
improvement in fewer 
sessions compared to 
traditional therapies.

INTEREST ING  FACTS
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USEFUL  TOOLS
• Evidence-based: 

Recommended by WHO, APA, 
and VA for trauma treatment.

• Rapid results: Some clients 
report significant relief in 
fewer sessions compared to 
talk therapy.

• Minimal verbal disclosure: 
Useful for clients who cannot 
or do not want to verbalize 
trauma details.

• Holistic: Integrates somatic, 
cognitive, and affective 
processing.

PROS

• Not a fit for everyone: Clients 
with severe dissociation, 
psychosis, or unstable 
medical/psychiatric 
conditions may destabilize.

• Intensity: Can trigger 
abreactions (strong emotional 
releases). Requires strong 
stabilization skills.

• Research gaps: While robust 
for PTSD, less clear for 
complex trauma, dissociation, 
and non-trauma issues.

• Therapist skill: Poorly 
delivered EMDR can 
retraumatize or destabilize 
clients.

CONS

CHILDREN/ADOLESCENTS

Use tapping, alternating sounds, 
or playful bilateral tasks.

COMPLEX TRAUMA & 
DISSOCIATION

Often requires extended 
stabilization, parts work (IFS), or 
phased approaches.

GROUP EMDR

Modified protocols exist for 
communities exposed to mass 
trauma.

SOMATIC INTEGRATION

Some clinicians combine EMDR 
with body-based therapies to 
deepen regulation.

MOD IF I CAT IONS &  ADAPTAT IONS
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Eye Movement Desensitization and 
Reprocessing was created to 
reprocess “stuck” traumatic 
memories. Its power lies in 
combining memory 
reconsolidation with bilateral 
stimulation that reduces 
emotional intensity and restores 
adaptive meaning. 

EMDR empowers clients to move 
beyond trauma memories, 
fostering resilience and peace. A 
transformative tool for trauma 
recovery, EMDR is highly effective 
when used skillfully, but requires 
careful preparation, flexibility, and 
attention to client readiness.

EMDR is endorsed by 
organizations like the World 
Health Organization and the 
American Psychiatric Association 
as a frontline trauma treatment. It 
is particularly effective for PTSD, 
and research shows it often works 
faster than traditional talk therapy.

CONCLUS ION

SAFETY FIRST

Always ensure stabilization 
before reprocessing.

PACING

Some clients process quickly, 
others slowly.

RESOURCING

Build internal and external 
coping supports.

FLEXIBILITY

Modify bilateral stimulation (eye, 
taps, tones) based on client needs 
and accessibility.

INTEGRATION

Pair EMDR with psychoeducation 
and relational support for best 
outcomes.

KEY  FAC I L I TATOR  CONS IDERAT IONS


