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THE PATH OF DISCOVERY

The opportunity to introduce another edition brings to mind again a state-
ment by the early philosopher Heraclitus: “You cannot step twice into the 
same river, for different and ever different waters flow down.” This edition 
marks 30 years since I made the initial observation that led to the develop-
ment of Eye Movement Desensitization and Reprocessing (EMDR) therapy, 
which is now internationally recognized as an empirically supported treat-
ment for trauma. Since the early days of controversy over the effects of 
the eye movements, more than 30 randomized studies have verified their 
effects, and hundreds of published peer-reviewed articles have documented 
positive treatment effects for a wide range of populations. Given the ever-
changing nature of health care, life, and thought, it is gratifying to see that 
most of the book has remained relevant to clinical practice. It has aged well.

At the same time, this revision has given me an opportunity to offer the 
latest theory and research governing EMDR therapy practice, to expand 
information on the treatment of various populations, and to describe addi-
tional procedures and protocols that have proven to be valuable additions 
to clinical practice. The extensive controlled research on EMDR therapy 
has been updated, and additional areas of potentially useful investigation 
are suggested. New appendices include a variety of clinical aids for both 
the practicing therapist and researcher, including questionnaires, forms, 
checklists, and treatment transcripts.

Preface

Blessed is he who has found his work;  
let him ask no other blessedness.

—thomaS Carlyle
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It has also been gratifying, over the last 15 years, to witness throughout 
the professional community practicing EMDR therapy the sustained inter-
national commitment to the healing of suffering. In fact, the first edition 
of this text appeared only a few days after the Oklahoma City bombing. 
At the request of an FBI agent who had undergone EMDR treatment, vol-
unteers traveled at their own expense to offer assistance to the traumatized 
community. Those Oklahoma clinicians who had already been trained in 
EMDR opened their offices and spread word of the opportunity through-
out the area. Over the subsequent 4-month period, two to three EMDR 
clinicians per week traveled to Oklahoma and offered pro bono services 
to those in need, starting with the traumatized mental health profession-
als, who then requested services for the frontline providers and survivors. 
At the end of the 4 months, a pro bono course of training was offered to 
all licensed mental health professionals in Oklahoma City, enabling them 
to continue the work. This spontaneous outpouring of service marked the 
inauguration of the Trauma Recovery/EMDR Humanitarian Assistance 
Programs (see Appendix F), emphasizing the need to combine scientifi-
cally evaluated treatments with heartfelt clinical service worldwide. Addi-
tionally, over the last decade, humanitarian projects from numerous local 
and national EMDR organizations have offered pro bono treatment after 
natural and human-made disasters. Research has supported the efficacy 
of the protocols used in these efforts, and they are described in later chap-
ters. Clinicians are urged to learn the procedures and protocols to aid in 
relief efforts both domestically and internationally. As we join together and 
expand our efforts in this global commitment, we can truly fulfill our obli-
gation as a profession.

To repeat my statement from the previous edition: We went from 
Kitty Hawk to the moon in little more than 50 years. Yet despite such 
monumental technological advances, millions of people suffer unremitting 
pain, and a cycle of violence continues unchecked worldwide. Surely, as 
a society, we need to redirect more of our vast resources and pay greater 
attention to the alleviation of global suffering. Surely we need to change 
our level of  expectations regarding the potential for healing and inter-
personal development. But part of the problem may also be caused by a 
variety of attitudes inherent within our profession. Although the integra-
tion of knowledge in the hard sciences has allowed for continued devel-
opments and refinement of applications, which have moved rapidly from 
Edison to the Internet, the field of psychotherapy has somehow not kept 
pace. The reason may be an insufficient sharing of information across 
disciplines. For despite the advent of many new psychological orienta-
tions, each has remained relatively distinct over this past century, with 
little cross- fertilization even between science and practice. A lesson may 
be that the psychological treatment of individuals demands a composite of 
 knowledge from various approaches. I align myself fully with those who 
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believe that we strengthen clinical repertoires through integration, not 
through displacement or exclusion (Beutler, 2009; Beutler, Someah, Kim-
para, & Miller, 2016; Norcross & Goldfried, 2005; Norcross & Shapiro, 
2002; Stricker, 2010).

In this spirit, the development of EMDR therapy over the past 30 
years has moved it from a simple technique to an integrated psychotherapy 
approach. Therapeutic applications have expanded from the treatment of 
posttraumatic stress disorder to a wide range of clinical complaints. Also, 
as we shall see, the emphasis is on not only the elimination of overt suffer-
ing, but also attention to the comprehensive clinical picture that incorpo-
rates multifaceted personal growth and integration into the wider social 
systems. For that reason, clinicians of all orientations will find commonali-
ties between EMDR therapy and their clinical practices, as well as comple-
mentary aspects of other disciplines that may enhance their work. I believe 
it is in this synthesis that clients can best be served.

I made the initial observation that led to the development of EMDR 
therapy in 1987. However, the path to that discovery had begun nearly 10 
years earlier. In 1979, I was completing a doctorate in English literature at 
New York University and had already published extensively in that field. 
I felt that this was important work; to be one of those who shed light on 
our culture and literature—with its delicate nuances, rich textures, and the 
intricate lives of characters—held me in constant fascination.

At the same time, I had long been interested in behavior therapy, 
owing to my early readings of Andrew Salter and Joseph Wolpe. The idea 
of a focused, predictable, cause-and-effect approach to human psychology 
seemed fully compatible with the concepts of literary character and plot 
development. After all, many well-known authors had intimated that if 
characters are drawn true to life and set loose, they then create their own 
plots. I had fascinating discussions with my English professors on the inter-
action between the multifaceted texts I was reading and the physiological 
cause-and-effect implications of behavioral formulations. But psychology 
was only a side interest of mine. I held staunchly with those authors who 
believed in the perfectibility of humankind. I reveled in the glory of human 
suffering transformed into art via the masterworks of English literature, 
and I looked forward to a long and fruitful career as a literary critic and 
scholar. Then, right before launching into my dissertation on the poetry of 
Thomas Hardy, I was diagnosed with cancer.

When a potentially fatal disease strikes, it can be a watershed that 
marks a change in the course of one’s life. For me, time took on a new 
dimension. Life no longer stretched out endlessly before me. Suddenly, 
the behaviorists’ “physiological cause and effect” took on new meaning. 
I became focused on the interplay of mind and external stressors. I also 
wondered why we had come so far technologically yet seemed unable to 
advance in ways to master our own minds and bodies.
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Fortunately, I discovered the works of Norman Cousins and others in 
the field of psychoneuroimmunology, which was just emerging. The idea 
that there is a connection between disease and stress seemed obvious to me, 
but what to do about it was another matter. By this time, according to my 
physicians, my cancer was cured, but there was no guarantee it wouldn’t 
happen again. I remember their communication to me as something like 
this: “Your cancer is gone, but X percent get it back. We don’t know who 
and we don’t know how, so good luck.”

Now the question of which psychological and physiological methods 
actually worked to enhance physical health became primary. I believed 
there had to be some useful psychological and physiological approaches 
already developed, but why weren’t they well known? Suddenly, finding 
these methods and disseminating information about them to others with 
life-threatening illnesses became more important to me than studying and 
communicating about 19th-century literature. I left New York in search 
of workshops and seminars on mind, body, and psychological methods to 
enhance physical and mental well-being.

After a while, I sponsored workshops myself for the general public on 
everything I found that offered tangible ways to help people lead less stress-
ful lives. During that time, I also enrolled in a doctoral program in clinical 
psychology to complete my formal education. The eventful walk in the park 
that led to the discovery of the effects of the eye movements occurred just 
as I was beginning to look for a dissertation topic. In that single moment, 
my cross-country search for mechanisms of mental change and my need for 
a doctoral research project neatly converged.

The rest of the story of the development of EMDR is covered in Chap-
ter 1. For now, suffice it to say that my discovery of the effects of the eye 
movements was followed by the development of a methodology that grew 
rapidly in complexity and application. Over the past three decades, positive 
clinical results with EMDR therapy have been reported consistently by the 
clinicians who have been trained in its use. Our clinical work with EMDR 
therapy shows us that suffering can be transformed—not only into art but 
into life.

This book is a product of 30 years of personal experience refining and 
teaching EMDR, as well as input from numerous seasoned clinicians and 
researchers; it includes research-based recommendations and case histories, 
as well as cautions derived from the experience of EMDR-trained practi-
tioners.

THE NEED FOR TRAINING

Because the emphasis of my life since 1979 has been on learning, develop-
ing, and disseminating procedures that work to enhance mental health, 
it is no surprise that my primary concern now is with the client. Clients 
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are best served by clinicians who are guided by research and are willing 
to learn, expand their skills, and experiment with innovative methods. 
They are also clearly best served when clinicians are licensed in the field 
of mental health and trained in the therapies they are using, and when 
adequate research is done to validate and improve upon those methods. 
These beliefs are at the heart of EMDR therapy and are the foundation on 
which EMDR therapy’s success—as well as its training policies—has been 
built. I have been blessed to have met many clinicians and researchers who 
share these beliefs.

EMDR therapy trainings are available worldwide through universi-
ties and freestanding postgraduate organizations. Clearly, they are not all 
equally thorough, so clinicians should refer to Appendix F for guidance. An 
explanation of EMDR training policies is the subject of a position paper of 
the original EMDR Professional Issues Committee, included in Appendix 
E, and specific parameters can be reviewed on the website (www.emdria.
org) of the EMDR International Association (an independent professional 
association that oversees training and clinical practice in North America). 
EMDR research has demonstrated a correlation between treatment fidelity 
and positive clinical effects (Maxfield & Hyer, 2002) and, clearly, super-
vised training is the best way to achieve that goal. The rest of the rationale 
for these policies springs from logic and compassion. A survey of the first 
1,200 clinicians trained in EMDR therapy indicated that only 2% consid-
ered the supervised training unnecessary. Moreover, results of this survey 
(which were reproduced in Appendix D of the 1995 edition; Lipke, 1994, 
1995) indicated that 85% of the clinicians found that clients had more 
highly charged and previously forgotten memories emerge with EMDR 
than with any other methodology practiced at the time. The reasons for 
this phenomenon, which helps illuminate the very nature of psychopathol-
ogy, are fully explained in this text, and when appropriately handled, the 
memories are quickly resolved. However, it seems reasonable to conclude 
that if dysfunctional memories emerge from EMDR sessions, complete with 
a possibly high level of disturbance, clinicians should be fully educated in 
the methodology that precipitates these memories and has the potential to 
resolve them. To reiterate more succinctly, clients are best served if their 
clinicians are trained. The clear objective is helping people.

Of course, training does not ensure success with every client. EMDR 
therapy is not a cure-all; treatment failures occur, as they do with any form 
of psychotherapy. However, the American Psychological Association eth-
ics code states that training and supervision are necessary for a clinician 
to achieve competency before treating clients or doing research. Adequate 
training means greater likelihood of success—and less likelihood of harm. 
Therefore, although this book provides the necessary written instructions 
to begin using EMDR therapy, it should be employed in conjunction with 
appropriate supervision and training. I repeat this refrain throughout the 
text.
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PRINCIPLES AND PROCEDURES

To paraphrase a well-known proverb, it is better to teach a hungry man 
how to fish than to give him a fish. Likewise, it is better to provide practi-
tioners with a conceptual framework or model to serve as a guide to their 
clinical practice than merely to give them inflexible, step-by-step proce-
dures for implementing EMDR therapy. Therefore, along with step-by-step 
directives, this text offers clinicians a new way of thinking about pathology 
and therapeutic treatment, in addition to a comprehensive set of therapeutic 
procedures that have evolved from clinical applications consistent with the 
theory. Understanding these principles will allow the clinician to customize 
treatment to the individual needs of each client. This applies whether a cli-
ent is in the need of rapid treatment for an isolated trauma or comprehen-
sive treatment that addresses the full clinical picture.

One of the basic premises of EMDR therapy is that most psychopa-
thologies are based on early life experiences. The goal of EMDR treat-
ment is to rapidly metabolize the dysfunctional residue from the past and 
transform it into something useful. Essentially, with EMDR therapy, the 
dysfunctional information undergoes a spontaneous change in form and 
meaning—incorporating insights and affect that are enhancing rather than 
self-denigrating to the client. Clinicians will find that the information cov-
ered in this book describes the components and strategies needed to pro-
vide effective treatment. These standardized procedures were developed 
to ensure optimal activation of the client’s innate information- processing 
system and thus achieve full resolution of the presenting problem. The pro-
cedures have been widely tested in clinical trials, with consistent results 
demonstrating their value. A comprehensive meta-analysis (Maxfield & 
Hyer, 2002) indicated that the more rigorous the EMDR study, the larger 
the effects. In addition, there was a positive correlation between treatment 
fidelity and effect size. An important element of rigorous research is the 
fidelity check, which provides verification that the standardized procedures 
were properly applied. To that end, a fidelity checklist is included in Appen-
dix C. However, understanding the principles on which the therapy proce-
dures are based fosters appropriate and flexible application.

THE NAME OF THE THERAPY

Although EMDR was initially named for the eye movements, which in 
1987 appeared to be the most salient part of the methodology, over the 
years, the name has appeared to unduly limit the appreciation and applica-
tion of the approach. As this book indicates, EMDR therapy is a complex 
methodology that includes many components; in addition, other stimuli 
besides the eye movements have proven useful. If I had it to do over again, 
I would name it simply “Reprocessing Therapy.” Nonetheless, because of 
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its extensive worldwide name recognition, I decided to maintain the abbre-
viation and the original designation, with the understanding that it serves 
ultimately to be of historical, rather than descriptive, significance. (There 
are plenty of other such historical names. For example, Coca-Cola was 
named after a cocaine derivative that was eliminated from the recipe long 
ago; the diagnostic category of schizophrenia persists even though it is no 
longer viewed as “split mind”; and American Telephone and Telegraph is 
still AT&T, though it no longer deals with telegraphs.) The abbreviation 
EMDR should therefore be used with the understanding that the eye move-
ments are merely one of the bilateral dual attention stimuli used to activate 
the client’s information-processing system and achieve treatment effects.

USE OF THIS BOOK

Only licensed mental health professionals, or those under direct supervision 
of licensed clinicians, should use the procedures and protocols in this book. 
This caution is important because, as a complex psychotherapy, EMDR 
should be used only within the context of a complete and detailed treat-
ment plan, and with the appropriate safeguards that trained and licensed 
clinicians are schooled to be aware of. Instructors of clinical graduate stu-
dents will probably want to engage their students in a supervised internship 
program before teaching the procedures to them. Suggestions for the form 
and timing of supervised practice in EMDR therapy are included in this 
book, but in all instances, a formal training course with licensed, trained, 
experienced EMDR instructors is considered the most appropriate forum 
for learning the approach. The guidelines for these trainings were originally 
formulated by the EMDR International Association and are now echoed by 
regional and national EMDR associations throughout North and South 
America, Europe, the Middle East, and Asia. All qualified instructors are 
urged to have their courses duly evaluated and registered with the national 
association in their area (see Appendix F). With courses thus identified, 
students and clinicians can best be guided to those that are appropriate, 
and clients can be assured that they are being provided with appropriate 
EMDR therapy protocols and procedures. Prospective students of uni-
versity EMDR courses and private training centers should evaluate their 
course eligibility through the relevant professional association.

This book has been written with four kinds of readers in mind: aca-
demicians, researchers, clinicians, and clinical graduate students. I have 
attempted to make the language and organization appropriate for all. 
Those readers especially interested in the history, supportive data, research, 
theory, and placement of EMDR therapy in the field of trauma therapies 
will find Chapters 1, 2, and 12 of particular relevance. Although therapists 
concerned primarily with learning the procedures and protocols will find 
important clinical material throughout these three chapters (particularly 
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Chapter 2), such material is most heavily concentrated in the rest of the 
text.

GENDER

In order to avoid both sexism and the stylistic awkwardness of phrases such 
as “he or she,” the personal pronouns have been alternated throughout the 
text.

RESEARCH AND EVOLUTION

The continued evolution of EMDR from a simple technique to a complex 
psychotherapy approach has been based largely on research and clinical 
observation. The need for controlled research to examine the EMDR ther-
apy approach is indisputable, inasmuch as with any form of therapy, clinical 
evaluation is susceptible to many of the distortions and fallacies of personal 
observation. Currently, an extensive base of controlled research has been 
evaluated by independent task forces (including the World Health Organi-
zation and the International Society for Traumatic Stress Studies) and has 
established EMDR therapy as a standard, empirically supported, and effec-
tive treatment of psychological trauma. These studies and those for other 
disorders, along with research implications and suggestions for further 
investigation, are discussed in depth in Chapter 12. However, although 
EMDR therapy appears efficacious for the treatment of a wide variety of 
experientially based complaints, until extensive comparative research vali-
dates this approach for each of the disorders, it should be utilized only with 
appropriate information provided to the client for the purpose of informed 
consent. Naturally, this admonition applies to any form of therapy for any 
type of disorder.

In the meantime, while EMDR therapy continues to evolve through 
research and clinical observation, the primary principles and substance of 
current practice that have stood the test of time are presented in this book. 
As with any new exploration, the reader is urged to keep an appropriately 
skeptical, yet open, mind. Changing ingrained ways of doing psychother-
apy may not be easy. This book is only the beginning of a learning process 
and, I hope, of a rewarding journey of discovery. And although clinical 
evaluations and personal observations are far from infallible, they are also 
indispensable to sound scientific findings—and to the joy of healing.
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Since its initial development in 1987, Eye Movement Desensitization and 
Reprocessing (EMDR) therapy has been empirically supported by ran-

domized controlled trials (RCTs) and is internationally recognized as an 
effective treatment for trauma and a wide range of experientially based 
disorders. The development of the therapy and its theoretical framework 
grew from an exploration of consistently achieved treatment effects, an 
exploration that refined the procedures and protocols into a comprehen-
sive treatment approach. As we shall see, the standardized procedures and 
information- processing theory that guide clinical practice incorporate 
many aspects that should prove familiar to most clinicians, academicians, 
and researchers.

EMDR is best known and was initially named for the eye movements 
that are part of the procedures, and the positive effects of this component 
have now been confirmed by a meta- analysis of 26 randomized controlled 
studies (Lee & Cuijpers, 2013). However, it is vital that we view the ther-
apy as a whole system. Eye movement is only one form of stimulation used 
and only one component of the complex approach. Furthermore, despite 
the term “desensitization” in its name, the goal of the therapy is not simply 
anxiety reduction. In fact, as noted in the Preface, if I had to do it over 
again, I would rename the approach “reprocessing therapy.” Therefore, 

CHAP TER 1

Background

There is a principle which is a bar against all information, 
which is proof against all arguments and which cannot 
fail to keep a man in everlasting ignorance— that principle 
is contempt prior to investigation.

—Herbert Spencer
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although the initials EMDR are still the designated name of the therapy, 
the following points will be emphasized throughout this volume:

1. Bilateral dual attention stimulation is merely one component inte-
grated with procedural elements unique to the therapy, as well as 
aspects synthesized from all the major psychological orientations.

2. As a comprehensive approach, careful attention is given to images, 
beliefs, emotions, physical responses, increased awareness, inter-
nal stability, resiliency, and interpersonal systems in achieving the 
effects of EMDR therapy.

3. Clinicians must use different EMDR protocols, depending on the 
types of pathology, and follow therapeutic procedures customized 
to the need of the client.

4. The purpose of the eight-phase EMDR therapy is to help liberate 
the client from the past into a healthy and productive present.

Mastery of the EMDR therapy basic principles, procedures, and pro-
tocols directs the clinician in assisting the client to transmute negative 
experiences into adaptive learning experiences. For example, when treating 
a victim of a single rape, the clinician identifies the different aspects of the 
trauma that are disturbing the client. These may include intrusive images; 
negative thoughts or beliefs the client has about herself or her role in the 
rape; negative emotions such as fear, guilt, or shame and their associated 
body sensations; and, conversely, the precise way the client would prefer to 
think about herself instead. The rape victim may begin by feeling intense 
fear and shame. She may have constant images of the rape intruding on 
her present life and may experience negative thoughts such as “I am dirty” 
or “It was my fault.” After her clinician has effectively treated her using 
EMDR therapy procedures to focus on specific internal responses, the rape 
victim will be able to recall the rape without feelings of fear and shame. 
She may, in fact, feel empowered and be able to say, “I did very well. He 
was holding a knife at my throat, and I managed to stay alive.” In addition 
to this positive change in her thoughts and beliefs, she will no longer have 
intrusive images of the rape. If she later recalls the event, her associated 
emotions, thoughts, and body sensations may be neutral or positive rather 
than disturbing. As one rape victim who received EMDR treatment said 
of her attack, “It’s still an ugly picture, but not because I did anything 
wrong.” In fact, the belief she internalized about herself was “I’m a strong, 
resilient woman.”

As illustrated by this example, EMDR therapy catalyzes learning. 
When the target is a disturbing memory, the negative images, negative 
beliefs, and negative emotions become less vivid and less valid. The tar-
geted memory appears to become linked with more appropriate informa-
tion: The client learns what is necessary and useful from the disturbing 
past experience, and the event is restored into memory in an adaptive, 
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healthy, nondistressing form. But learning is a continuum. When the target 
is positive, such as an alternative desirable imagined future, the imagery, 
beliefs, and affects become more vivid, more enhanced, and more valid. 
Therefore, EMDR therapy is used to (1) help the client learn from the 
negative experiences of the past, (2) desensitize present triggers that are 
inappropriately distressing, and (3) incorporate templates for appropriate 
future action that allow the client to excel individually and within her 
interpersonal system.

Clearly, then, from this simple description of the standard three- 
pronged protocol, we see that EMDR therapy brings together aspects of 
many major psychological orientations: the attention to etiological events 
underscored by psychodynamic therapy, the conditioned responses high-
lighted by behavior therapy, the beliefs of cognitive therapy, the emotions of 
experiential therapies, the body sensations of somatic therapies, the imag-
ery work of hypnotic therapies, and the contextual understanding of sys-
tem’s theory. We shall see this integration of salient orientations through-
out the text.

As a comprehensive approach, all of EMDR’s procedures and proto-
cols are geared to contribute to positive treatment effects through an inter-
action of client containment and information processing (see also Shapiro, 
1999, 2002a; Shapiro & Laliotis, 2011). Every treatment effect is an inter-
action of client, clinician, and method. Clinicians must understand how 
to prepare clients appropriately and stay attuned to their individual needs 
while keeping the information- processing system activated so learning can 
take place. Clinicians must take a comprehensive history to identify the 
appropriate targets for processing and the developmental deficits that may 
have to be addressed. EMDR therapy has proved highly successful in the 
treatment of major trauma (Bisson, Roberts, Andrew, Cooper, & Lewis, 
2013; Watts et al., 2013; see Chapter 12), and observations of thousands 
of client sessions over the last 30 years show clearly that early disturbing 
experiences of all kinds can have similar negative and long- lasting effects.

For example, if we allow our minds to scan back into childhood and 
bring up a humiliating incident, many of us find that we still feel the flush 
of the emotion, or that the thought that was there at the time automatically 
arises. We feel our bodies flinch. According to the adaptive information 
processing model that guides EMDR therapy practice (see Chapter 2), we 
would say that this event has been insufficiently processed and that these 
automatically arising thoughts, emotions, and physical reactions may be 
inappropriately coloring our perceptions and actions in similar present cir-
cumstances. We may react negatively to authority, groups, new learning 
experiences, or whatever aspects are evident in that memory. These are 
not merely conditioned responses, they are responses inherent in the stored 
memory. When an event has been sufficiently processed, we remember it 
but do not experience the old emotions or sensations in the present. We are 
informed by our memories, not controlled by them.
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As reviewed in detail in Chapter 2, the symptoms of posttraumatic 
stress disorder (PTSD) are clearly derived from dysfunctionally stored 
experiences of this type. The nightmares, flashbacks, intrusive thoughts, 
and high levels of arousal may be viewed as signs of this state- dependent 
storage. Victims clearly feel inappropriate levels of fear and powerlessness 
and behave accordingly. However, what EMDR therapy has shown us over 
the past years is that even ubiquitous events, such as childhood humilia-
tions and disappointments, can leave comparable lasting negative effects. 
As I discuss in detail in the next chapter, research has supported these clini-
cal observations. Although the adverse events may not breed the intrusive 
imagery of PTSD, the emotions, beliefs, and physical sensations arise in the 
body and mind, coloring present perceptions and leading to unhappiness 
and inappropriate behaviors in the present. In simple terms, the past is pres-
ent. It therefore does not matter whether it is a “big T” traumatic event that 
precipitates PTSD or the more ubiquitous “small t” events that are ram-
pant throughout childhood. There is a long- lasting negative effect on self 
and psyche. By dictionary definition it is a “trauma” and, in information- 
processing terms, it is posited to be dysfunctionally stored as an emotional/
episodic memory, in a form that prevents it from subsequently evolving 
into a usable integrated/semantic memory. (For comprehensive discussions 
of memory systems see Alberini & LeDoux, 2013; Armony & LeDoux, 
1997; Lane, Ryan, Nadel, & Greenberg, 2015; Schacter & Tulving, 1994; 
Squire, 2004; Stickgold, 2002; van der Kolk, 2014; van der Kolk, Hopper, 
& Osterman, 2001). The initial goal of EMDR therapy is to process these 
experiences and help liberate the client into the present.

For the practicing clinician, the important distinction between an 
adaptively processed and a dysfunctionally stored event is that in the for-
mer case, adequate learning has taken place and it is stored with appro-
priate emotions, able to guide the person in the future. The dysfunction-
ally stored memory still has within it some of the sensory perceptions and 
thoughts that were there at the time of the event. Essentially, the childhood 
perspective is locked in place and causes the person to perceive the present 
from a similar vantage point of defectiveness (e.g., “I’m unlovable/not good 
enough”), lack of safety, or lack of control. Clinicians observe this every 
day in their practices: Clients “know” they shouldn’t be feeling hopeless or 
powerless or unlovable, but they do. They may slip into the intonation of 
childhood when speaking of earlier experiences. There is a split between 
what they want to do and what they can do; between the possibilities avail-
able and their ability to perceive and act on them. The EMDR clinician 
must therefore identify the events that have been dysfunctionally stored 
and are stunting and coloring the client’s present perceptions (Shapiro, 
2007, 2014a; Shapiro & Forrest, 1997/2016) and assist in processing them. 
Essentially, EMDR facilitates learning on multidimensional emotional, 
cognitive, and physiological levels.
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