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The effectiveness of Eye Movement Desensitisation and Reprocessing (EMDR) on war veterans with PTSD.
The purpose of this literature review is to examine the effectiveness of Eye Movement Desensitisation and Reprocessing (EMDR) on war veterans with PTSD. There are a few aims that will be achieved during this literature review, the first one is to gain a full understand of what PTSD is and what EMDR is. The second aim it to analyse appropriate literature related to the topic area and the third is to truly understand whether EMDR is effective on war veterans with PTSD. This subject has been chosen due to the fact it is extremely interesting and something that not a lot of people discuss, that being, the people in war. It is evident throughout the literature how an individual gains PTSD from experiencing war. What will also be discussed within this literature review is the effectiveness of EMDR just on individuals with PTSD. This will then flow into how it effects war veterans and also critique any literature used. As noted within WHO (2013) guidelines within EMDR, is that traumatic material may not be verbalised, yet instead, patients are instructed to have a moment of thought about their traumatic memories without having to verbalise them to another person, as some people find verbalising their traumatic pasts extremely daunting. 

War veterans are known to have extreme mental health problems, with 2.7% of the UK armed forces showing signs of mental health disorders in 2018/19 (Ministry of Defence, 2019). This figure may not seem large to many, but when it is considered that there are 157,235 that have completed training and are within the British army and 39,634 who are within the army reserve (The British Army, 2018). This means that out of all these individuals, whether they are in the army or on the reserved list, 5,315 individuals have extreme mental health problems, this only acknowledges the number of individuals who are still fighting for their country, and has not taken into account the thousands of individuals who have left the war, but something that must be taken into consideration, is what happens to the brain when someone has PTSD.

The nervous system has a reflexive and automatic way of responding to stressful events, according to Smith et al., (2019) one is mobilisation, also known as fight or flight. This usually occurs when an individual is required to defend themselves or survive within the danger of a combat situation. The person’s heart begins to pound faster, their blood pressure rises, and muscles become tighter, increasing their overall strength and reaction speed. Once the danger has passed, the nervous system begins to calm down, lowering the heart rate and blood pressure back to normal. Another way the nervous system responds to a stressful event is by immobilisation. This occurs when the individual has experienced high levels of stress within a situation and even though the danger has departed, the person often finds themselves ‘stuck’ and the nervous system is unable to move on from the event, this is known as Post Traumatic Stress Disorder, also referred to as PTSD (Brainline, 2019).

Numerous individuals are known to have PTSD, which is an anxiety disorder caused by extremely distressing, frightening or stressful events. Some examples that may cause PTSD are road accidents, health problems or assaults (NHS, 2020). Someone who has PTSD usually relives past traumatic events through flash backs or nightmares, and may experience feelings of guilt, irritability and isolation. These feelings can last weeks, months or several years, resulting in them having problems sleeping that could lead into serious problems such as difficulty concentrating and insomnia (Mind, 2020). There are three types of PTSD that someone may experience, the first one is Delayed-onset PTSD, this is when someone’s symptoms emerge during six months after experiencing a trauma, the second type is complex PTSD which is when someone experienced trauma during their childhood or if the PTSD had lasted for a long time. The final type of PTSD that someone may be diagnosed with is birth trauma, when someone developed PTSD due to a traumatic experience during childbirth (Mind, 2020).  

The developments within brain imagery has allowed psychologists and scientists to study the brains of people who have little to severe levels of PTSD and can show what regions of the brain are affected. According to Newton (2009), there are a few brain regions that appear to be altered due to PTSD, most conspicuously the hippocampus, the prefrontal cortex and the amygdala. The hippocampus is a rather large region that is involved in memory, specifically the spatial memory (for example as for, and of, places). The prefrontal cortex can be thought of as being a higher and more sophisticated area of the brain, which is involved in less defined activities such as decision making and emotional processing. Finally, the amygdala is the key to the expressions of emotions, especially fear when it comes to PTSD. Brain imagery can see extremely high activity within this region when patients express phobias, stress or anxiety.

Much research has suggested that the brains of individuals with PTSD differ greatly compared to the brains of those without PTSD in two ways. They are extremely hyperactive towards threat within the amygdala and they have a difficult time damping or regulating anxiety and anger within the prefrontal cortex (Greenberg, 2018). It is evident within Bremner (2007)’s work that patients with PTSD from traumatic events have been reported to having verbal declarative memory function, which is based upon neuropsychological testing. However, several studies of the mental illness have reported drastic changes within the hippocampal volume, that is associated with the disorder that has been demonstrated by Bremner et al., (1995) in Vietnam veterans who all had PTSD. The veterans all showed an 8% reduction within the hippocampus volume who all showed signs of alcohol abuse to try and combat the PTSD episodes. 

According to the NHS (2020), PTSD can be treated successful even when it develops into a much more serious matter, or when the PTSD has lasted for several years. There are antidepressants, such as mirtazapine or paroxetine and there is also watchful waiting, which is when the individual will monitor their symptoms to see whether they improve or get worse without treatment. Another type of treatment that can be used and is proved to be very successful is a psychological therapy known as Eye Movement Desensitisation and Reprocessing (EMDR).

EMDR is a psychotherapy treatment created by Francine Shapiro in 1987 and was designed to alleviate the distress that was associated with traumatic memories (Shapiro & Maxfield, 2002). Shapiro discovered that when she moved her eyes from side to side, it appeared to reduce the occurrence of distressing memories. This type of structured therapy encourages the patient, who is experiencing PTSD, to briefly focus upon the trauma memory while simultaneously undergoing bilateral stimulation (typically eye movements), which is related to a reduction in the emotion and vividness associated with the trauma memories (APA, 2017).

The name EMDR suggests to many people that this type of treatment involves just little eye movements. This is a misconception of the actual therapy. Jenkins (2010), explains that there are eight phases of EMDR that most patients will go through, this first one is history talking. Within this stage, the therapist will learn about the individual and their history, they may also conduct standard assessments that they use. This is usually the time when the participant will share their story about why they are there, from this the therapist will set treatment goals as well as a target sequence plan. The second stage of EMDR is preparation. During this stage, the patient begins to learn about EMDR in depth and ensuring the person’s readiness to further through the phases. The third stage is to assess what the individual wants to achieve. The therapist will ask for the patient the create an image of both positive cognition and negative cognition, and for them to rate how both are on a scale of one to seven.

The fourth stage of EMDR as stated by Jenkins (2010), is desensitisation. This is when the treatment really begins. During this process, the patient will not speak to the therapist and they will begin to move their eyes from side to side whilst listening to tones or feelings taps. This is when the brain will recycle certain material for the individual’s nervous system to release it. The fifth stage is installation, this is when the therapist will install the positive cognition that the individual first decided upon in the second stage and seeing whether the individual feels different about the positive cognition. The sixth step is a body scan, where the patient mentally scans their body to find any tensions or sensations that signal something is still stuck regarding the target. The seventh stage is closure where the therapist does any final checks on the person. The eighth and final stage is re-evaluation, where the therapist re-evaluates the patient and see whether the PTSD has calmed down or stayed the same, this process is commonly used on war veterans.

EMDR is a relatively safe therapy where there is little negative impact upon the patient, however, with all therapies come risks and side effects. According to The Recovery Village (2019), due to the client being asked to remember disturbing and distressing events, some EMDR therapy side effects may involve high quantities of emotion distress after or during a session of the therapy. Some patients have also reported experiencing some unpleasant dreams that relate back to the traumatic memory they are working on process, however, as the therapy continues, these usually subside and are not long term. As EMDR is a psychotherapy, it is almost expected to have some risk and side effects, as with all psychotherapies, as long as both the patient and practitioner know what they are doing, there will not be too much harm on either of them. 

The year 2019 marked the 30th anniversary of the creation of EMDR. Noticing the therapy has been around for a long time, it is evident that there has been large quantities of empirical research and evidence as to whether EMDR is effective, especially within patients who have symptoms of PTSD. One of the first studies that investigated the effectiveness of EMDR on PTSD was Shapiro (1989). The study described that the procedure of EMDR involved eliciting a client’s sequence of rhythmic saccadic, large-magnitude eye movements whilst the patients holds the aspect of a traumatic memory. This resulted in a long-lasting reduction in anxiety, changes within the cognitive memory and the termination in sleep disturbances, intrusive thoughts and flashbacks due to the traumatic memory. However, it must be noted that the author, Shapiro, was in fact the person who originally created EMDR, therefore making it biased, because of course, she would find her own work unflawed and perfect. What also must be considered is how old the review is, from 1989 to current time a lot has changed, especially the advancements in technology. However, when in comparison to a more contemporary study, very little to no changes are made by how successful EMDR is on PTSD.

 Maxfield and Hyer (2002) later examined the effectiveness of EMDR on the treatment of PTSD, particularly focusing upon whether the differences within the outcomes of EMDR was related to the methodological differences. The research used was reviewed to identify empirical findings, strengths and weaknesses regarding the treatment of EMDR. The results found that the elimination of noise within EMDR appeared to result in precise evaluations. However, it was not evident how many different resources they used to come up with this answer, it was also not evident whether they test individuals personally. This means that the noise element within EMDR may not be necessary as it can be seen to work without it. This research disagrees with Shapiro (1989)’s research as it believes that some aspects of EMDR are not needed as it would work without the musical element.

	A more recent study looked more into depth about the changes within the severity of PTSD symptoms such as auditory hallucinations, self-injury and insomnia during treatment with EMDR. The study included forty-seven participants of all ages and genders. After the completion of EMDR, there was a significant reduction within the severity of PTSD symptoms (Slotema et al., 2018). A critique to this study is it does not give a real explanation as to how it worked and if there were check-ups to see if the EMDR was long lasting or not. Another critique is it was not stated what age or gender the individuals are who took part within the study, it was stated that there were 40 participants but now how many were female/male. It is also not a very detailed study which means it is not very useful in determining whether EMDR really is useful and effective for those who show signs of PTSD.

In 2006, casualties from the war in Iraqi were fled to a hospital in Rota, Spain, where they were screen for stress related to combat. Four of the casualties requested to have immediate relief of their PTSD prior to returning home to the United States. It was found that one session of EMDR led to a significant improvement in the casualties’ acute stress disorder and PTSD symptoms (Russell, 2006). Compared to earlier interventions, EMDR is shown in this study to be better suited for combat.

Rousseau et al., (2019) states that PTSD is higher among veterans and can lead to extremely disastrous consequences, such as suicide. This study involved 15 veterans who were suffering from PTSD. These participants were all showed a war scenario via virtual reality. The study also looked at whether the different brain regions developed or changed during the exposure of stress when showed a war scene. The results of this study showed that therapy was extremely effective for the war veterans, which was due to the increased activity within the brain regions and its metabolism upon being showed the war scene. A few criticisms can be made upon this study, one being it did not state how long the participants had been experiencing PTSD due to the war, supposedly, if they only recently had the symptoms of PTSD, it would be easier to treat. One last criticism to be made is the researchers did not state why the enhanced brain activity occurred.

A case study that agrees with the previous researcher is by Devilly et al., (1999) who showed EMDR to be extremely effective in helping to minimise the symptoms of PTSD that is induced by traumatisation due to patients being in the war. The individual within the case study was a war veteran who complained of feeling helpless and having insomnia due to him having flashbacks from war events. He also believes that something is telling him to kill himself. The patient was admitted to EMDR therapy where he took part in all of the stages, once he was finished with therapy, he was monitored with regular check-ups each month. The patient had very severe symptoms of PTSD that were significantly condensed during the five sessions of the therapy. The patient now typically avoids stories related to the war or war events. They now regularly attend veteran groups to discuss about issues and losses they experienced during the war. The study also looks at the Accelerated Information Processing Model (Lipke, 2000), which is a physiological system that, under normal conditions, processes material until it becomes an adaptive resolution that integrates the experience of how it could be used within the future. When trauma does occur, this system does not function correctly, which leaves the information within the neurological stasis. Some criticisms that can be made for this case study is once the study was completed and over with, did he still receive check-ups at all from having EMDR. This is because the study stated that the participant would receive monthly check-ups, but it was not clarified what would happen after therapy. 

Silver et al., (2008) looked at how effective EMDR was in the treatment of war veterans. The study used two case examples of combat veterans that illustrated the ability of EMDR to achieve a symptom reduction within a variety of various clinical domains, for example PTSD, without the patient discussing the details of the event or carrying out homework assignments. The study found that EMDR was very successful, even without doing the homework of how EMDR is used, this indicates that the treatment can be significantly effective when employed on consecutive days, making it extremely useful during combat and not just after the patient has come home from war due to being injured or retirement. This study agrees with the findings of Russell (2006) as both disagree with previous literature that it is not helpful for war veterans. Criticisms of this study can be made such as only using two case studies may have limited the level of accuracy of how affective EMDR was, if there was a larger amount of participants within the study, it would have given a much clearer idea of how effective it is. The study did not also say how severe the two participants level of PTSD was, which also gives inaccurate results.

A study that agrees with this is Hurley (2018) who investigated the effectiveness of EMDR in treating war veterans who were diagnosed with PTSD. Participants who were involved in the study either took part in a daily intensive EMDR treatment, that was provided twice each day for ten days, and the rest of the participants took part in one session each week. Both methods provided 18-20 sessions of EMDR to veterans diagnosed with PTSD. The results found both groups, the twice daily group and the once a week group, both found EMDR very affective. All participants within the study were assessed at three different points, before treatment, after treatment and one year follow ups. However, the twice daily group was found to be extremely significant in improving the veterans’ PTSD symptoms. 

Frappell-cookie and McCauley (2018) states that psychological injury that has been linked with military service, which can result in a large variety of mental health disorders and symptoms. There have been a large range of barriers when war veterans attempt to seek help, these include the costs and how easy it is to access. The use of EMDR is used largely across the military, even when the individuals are still in war. A study that links with this is Lilienfield (2012), who took a very close look at whether EMDR is truly effective for PTSD. The researcher looked at various articles about the effectiveness and whether it works. The researcher found that EMDR allows improvements to be made, rather than control its conditions where therapists. One criticism to be made of both researchers work, is it was not evident what type of resources they used to gather the overall opinion of the effectiveness of EMDR on PTSD.

Raboni et al., (2006), looked at whether EMDR helped to improve the negative symptoms of PTSD such as fear, sleep disturbances, flashbacks and arousal. The study included seven patients (five females and two males) around the ages of 24-36, who had experienced some type of physical or mental abuse for at least three months. All participants presented sleep concerns due to flashbacks and nightmares which all received EMDR. According to the researcher’s analysis, the patients showed a dramatic increase in their sleep disturbances and the reduce time of waking up after a sleep. The analysis also showed that EMDR resulted in the reduction of stress symptoms, fatigue, anxiety, depression and helped improve quality of life by improving the patient’s quality of sleep and their general wellbeing. This links to the case discussed by Devilly et al., (1999) as both researchers found that EMDR helped with the flashbacks and sleep disturbances dramatically. However, this disagrees with Boucher (2014)’s results as they stated that EMDR was ineffective for women, whereas within Raboni’s study, most participants were female. This could be because of how many participants were used and at what age they were being examined. The present study also only included individuals who had experienced PTSD from a traumatic event but only if they had experienced the trauma for more than three months. Within Boucher’s study, the participants could have experienced the trauma for a longer time, therefore finding it was not effective for them.

There are many factors that may have a little or large influence on the EMDR therapy given to patients, these factors can either mean the quality of EMDR therapy is inadequate or patients are not able to receive the treatment. One being economic factors. It is acknowledged by Wilson et al., (2018) that EMDR therapy is seen to help reduce healthcare costs, whilst maintaining good patient care which is due to substantial improvements within the patients within a rather short time period. Jongh el al., (2019) also agrees with this by stating that EMDR has a possible efficiency advantage, that suggests there are large cost savings compared to other types of treatment. The hypothesised cost difference was tested in one of the studies that the researcher looked at, the study investigated the health-economic benefits of the treatment of EMDR therapy. 

Another type of factor that may influence the way EMDR is given to patients are ethical factors. Some of the most noted ethical issues regarding any type of therapy include hurting an individual’s feelings, invading their life (which applies to EMDR quite significantly) and the loss of maintaining boundaries, which is the most common ethical issue that is faced by therapists. If any of these ethical issues occur, it may lead to hearings of an ethics board, loss of license, lawsuits or much more dire consequences. However, as stated by Smith (2003), many therapists say that the best defence against any type of ethical issue, is to have a good offense. Nevertheless, being vigilant does not mean that therapists should spend all their time worrying about where the next pitfall may be, yet, when therapist do end up within ethical quandaries, it is often due to them sliding down a slippery slope too far, which is a result of ignorance. Within EMDR, if the therapist sticks to how they are trained to give the therapy, they will not run into any ethical issues.

When looking at EMDR specifically, it is seen to encounter various possibilities for issues of an ethical nature, although according to Silver (2009), there are two main areas that emphasise the need for clear knowledge of ethical conduct for EMDR researchers, trainers, consultants and clinicians. The first area is the distinctive quality of the EMDR work. Dissimilar to other psychotherapies, EMDR can be conducted without the therapist understanding the specific details of the client’s personal experience, i.e. why they have PTSD. The second area is that the therapy is exceedingly practical within the impact, even though EMDR therapists usually represent a wide variety of mental health disciplines, their organisation has been largely adopted by the ethical code, a code to which some people may not have heard of before. Which means this could be an ethical issue.

There is one critique to be made of all the studies and research discussed within this literature review is that they do not attempt to explain why EMDR works, with very little research into it. However, Pagani et al., (2012) investigated how the neurobiological bases are affected during EMDR and why EMDR works for so many people. This was accomplished by using an electroencephalography (EEG) to monitor neuronal activity during EMDR sessions. The study used ten patients who all had major trauma who underwent all eight stages of EMDR, with EEG recordings were administered during the therapy when patients were at rest with their eyes open and with their eyes closed, when they were listening to a script with their eyes closed, during the second period with their eyes closed and during the final period of rest. The findings showed that within three out of the eight EMDR sessions, the traumatic event that each participant held disappeared with all patients being symptom three after a two-year check-up. The results found a significant increase from the EEG signal within the right visual cortex (VC) which suggests a better sensorial (visual) and cognitive processing of the traumatic memory. This means that the individual is able to visualise the traumatic event clearly and eventually become ‘use’ to it.

Another critique to be made of all the studies discussed within this literature is that they are directed mainly at male war veterans, with very little discussed about the females from war. Boucher (2014) investigated the treatment of women veterans who showed symptoms of PTSD. Her research involved looking at three of the top treatments, these are EMDR, Cognitive Behavioural Therapy and Prolonged Exposure Therapy. The research found that EMDR was less effective on women. The researcher believes this is because women are much more interested in treatments that involve discussing their interpersonal problems and emotions, which is the complete opposite to men. Men typically feel that sharing their emotions or feelings is not manly and that they must give off the persona that they lack emotional expression, which has been a long hallmark tradition of masculinity (Shrira, 2016).

A theory that explains the requirements for a man to only show masculine traits is the social learning theory. This theory was created by Bandura and Walters (1977) which highlighted the prominence of modelling and observing the emotional reactions, attitudes and behaviours of others. The theory explains human’s behaviours in terms of uninterrupted shared interaction between environmental, behavioural and cognitive influences. One of the most known type of social learning situations is a television advert. The advert will suggest that drinking a beverage or using a certain shampoo will make someone much more popular and win over affection from other people. There are also adverts that categorise masculine and feminine characterises. Such as real men eat meat which will make them big and strong, or women only being showed in adverts if they are trying to sell cleaning products, as only women do cleaning. These are typical stereotypes that are portrayed through adverts, which may make children feel they must be exactly like those people otherwise they are not manly enough or girly.

A study that gave the foundations towards this theory is Broverman et al., (1972) who conducted a study that looked upon individuals opinions about the differing characteristics of women and men that exist upon different types of groups which is depended on someone’s age, sex, marital status and education. It was shown within the study that females showed much more caring and fragile characteristics, whereas males showed much more aggressive and rough characteristics. The study’s findings also showed masculine characteristics were much more positively valued more than women.

A few years after the social learning theory, Bussey and Bandura (1999) created the social cognitive theory of gender development and differentiation. The theory mostly addresses the psychosocial mechanisms and determinants of which society typically socialises female and male infants into feminine and masculine adults. The development of gender within a young child is an extremely fundamental issue due to some of the most significant aspects of their lives, such as their social life, constraints they may encounter, the talents they may nurture and the conceptions they may hold of others and themselves. The differentiation within gender takes upon an added importance as its one of the many roles and attributes that are selectively promoted within females and males which tend to be valued in different ways, with males generally that are being regarded as effectual, desirable and of higher status (Berschied et al., 1973). This theory gives an idea as to why males tend to keep to themselves about issues or problems with themselves, and as to why EMDR is more effective on males compare to females.

[bookmark: _GoBack]Throughout this literature review, various literature has been analysed about the level of effectiveness of EMDR on war veterans with PTSD. It is evident that this therapy is exceedingly promising for helping war veterans with PTSD. However, one thing that must be considered is that it was unclear with almost every resource used how severe the level of PTSD was within the war veterans. This creates a type of bias towards the studies as this was not included, however, it is obvious that EMDR does work for veterans. Another critique from the therapy itself, is that no one has yet understood why this therapy works. Most of the literature also described the therapy working for individuals who are still in the war, and quite little was discussed as to what happens after the war, as surely, this is when individuals would need the therapy. It was also found that the more intense the treatment of EMDR (receiving the treatment more than once a week), was much more effective in helping relieve PTSD symptoms within veterans. Various aspects were discussed as to whether PTSD is useful or not, this included looking at EMDR from all different sides, especially with the treatment on female war veterans and not just men. This showed that females reacted a lot different towards the type of therapy compared to males. It was shown that females prefer to discuss how they are feeling, and males prefer to keep it closed up or choose a therapy which allows the patient to not speak too much about how they are feeling. If this literature review was to be carried out for a second time, more research would be required to get a better understanding about whether EMDR was effective for PTSD. A limitation, however, that was found within this study, is that very little research on EMDR not being effective. This obviously means that it is effective however, the fact there is little to no research created about it not being effective is a criticism in itself. 
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