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Abstract
Eye Movement Desensitization Reprocessing:
The Linguistic Analysis of a Treatment of
Posttraumatic Stress Disorder in a Soldier

By

Karen Marcovici

Adviser: Professor Paul Wachtel

An attempt was made in this case study to assedRdferential Process, a set of phases
that illustrate the process of how individuals plagords upon conscious and unconscious non-
verbal experiences, in an EMDR treatment of a @etefhe Referential Process was assessed by
shifts in scores of three measures, ReferentiaVg{WRAD), Reflection, and Disfluency, as
captured by a computerized linguistic program. 3lhiéts among the measures were used to
guide a qualitative description of the processnretiective treatment of a veteran with PTSD.
This is the first study to examine levels of refgra@ activity and the referential process in an
EMDR treatment and more generally referential @gtim any trauma focused treatment.
Additionally, whereas most EMDR studies have foduggon one trauma incident, this study
adds to the growing, but limited, literature of ERIreatment in the military population with
numerous trauma memories. With the two objectimanind, the recorded sessions were
transcribed and coded and a computerized linguasticqualitative analysis was applied to 10
sessions of a 12 session EMDR treatment.

The patient exhibited high referential activityrasasured by WRAD levels, when
compared to other psychotherapy samples, whiclcatel that he was immersed in the narrative

for much of the treatment. The high WRAD levels rbayattributed to the treatment task of



EMDR. An examination of the high WRAD narrativeggests that the WRAD measure may
require further examination in trauma populatiamgiécipher if the speaker is immersed in or
reliving the narrative. The interaction between MRand Reflection in the Referential Process
appears important in trauma processing and mater&ahe significance of distancing (versus
reliving) fostered by the EMDR protocol. The quative analysis revealed shifts in the veteran’s
schema as depicted by changes in: the therapelditonship, his negative cognitions about

himself and patient reports of relationship withess.
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Introduction

Eye movement desensitization reprocessing (EMDR)siBort-term, effective treatment
for posttraumatic stress disorder (Foa, Keane &dman, 2000; Chambless, Baker & Baucom,
1998; APA, 2004; NICE, 2005). It is based uponAlgeelerated Information Processing (AIP)
model, which posits that in the event of traumaymradive cognitive and neurological processes
become overwhelmed, rendering memories inadequatetbessed and encoded in state specific
form, within isolated networks (Shapiro, 2001). ERI believed to promote “the activation of
images and thoughts with only weak associatiom®te elements of the trauma” (Van der Kolk,
2002, p. 78) and integrate isolated trauma materialbroader neural networks (Shapiro, 2001).

Studies that illustrate the effectiveness of EMDRreating posttraumatic stress disorder
(PTSD) are primarily based upon a civilian popwatwith single trauma such as rape. While
the effectiveness is evidenced, the underlying meisims of EMDR remain unclear (Gunter &
Bodner, 2009). Additionally, there is a need fMER research with soldiers and veterans
(Russell, 2006) a population with high rates of PMho often present for treatment with more
than one trauma.

EMDR appears particularly well-suited to militargrponnel (Russell, 2006), who reside
in a culture where psychotherapy is highly stigaediand soldiers report that seeking mental
health treatment is equated with “career suici@®me of the reasons why EMDR treatment
may be a good match for the soldiers are: a higbepéage of symptom remission within merely
three sessions (Fernandez, 2008), the
treatment protocol does not require extensivedistflosure, and the explanatory approach is

well received by soldiers, who often, more eastgept understanding emotional suffering when



framed in a matter of fact manner as within psyttysgcal terms (Russell, 2008). Further
research is needed to examine EMDR treatment asadgers with PTSD and more than one
trauma and explicate the underlying processes dfing through trauma.

Analysis of narrative provides an avenue with wtilgain insight into the internal
processes of working through trauma (Pennebakeeady&l, 1999; Capps & Bonanno, 2000). To
shed light on these processes, this study wiltlisdiscourse Attributes Analysis Program
(DAAP), a computerized program, to conduct lingaisnalyses. Studies using the DAAP have
repeatedly demonstrated patterns in linguisticyeea that are believed to reflect links between
types of language and respective underlying psychodl processes (Bucci & Maskit, 2007).
The DAAP is based upon Multiple Code Theory (Bu&dvaskit, 2006), which offers a
framework to explain emotional processing. It pregmthat information is encoded in three
modes: subsymbolic, non-verbal symbolic and vesaibolic and that communication is
fostered through referential links among the thmeeles. Narrative process encourages the
adaptive and necessary integration of the threediBa997).

In this study, the DAAP was applied to the verbaiMDR treatment of a veteran who
presented with PTSD and multiple traumas for tret fime. The nature of the data, a short, 12
session, successful treatment of PTSD lends isdlfto a thorough microanalysis. The data
from the DAAP was presented in the context of ditpteve description of the treatment process

with the veteran.



Chapter |: Literature Review
Posttraumatic Stress Disorder: An Introduction
Studies indicate that by adulthood most peoplerepce at least one event that may

induce traumatic implications (Kessler, Sonneganit & Hughes, 1994;itz, 1996). An
experience is defined agdumaticwhen it defines the way people organize their sgbset
perceptions” (van der Kolk, 2002, p. 60). Expodordauma permeates multiple levels of
functioning including psychological (Herman, 1992iplogical (Friedman, Charney & Deutsch,
1995; van der Kolk, 1994), social (Kulka, Schlend&irbank et. al., 1990) and spiritual (van
der Kolk & McFarlane, 2007). Experience of shortrtesymptoms and decrease in functioning
is common; however, humans have a tendency toddeerg (Bonanno, 2005) and only a small
percentage of individuals develop more severe,reb®ymptoms which meet criteria for PTSD
(Kessler, Sonnega Bromet & Hughes, 1995; Bonanated; Bucciarelli & VIahov, 2006;
Shalev, 2002). However, statistics capture th&stality that in certain contexts, such as
military service, where exposure to traumatic eseésnbngoing, stress levels are chronically
high, and dearth of mental health access prevaitiss are significantly higher. While lifetime
prevalence of PTSD among adult Americans is 6.8@3N2005), prevalence among Gulf War
veterans was reported as 12.2% (Kang, NatelsonaMdlee, & Murphy, 2003) and 13.8%
among a sample of veterans deployed to Iraq antlakigtan (Tanielian, 2008).

Uncharacteristic of DSM, the PTSD diagnostic craeely on specificity regarding a
known, external event.
(1) The person has experienced, witnessed, or d@m#ronted with an event or events that
involve actual or threatened death or serious ynjor a threat to the physical integrity of oneself

or others. (2) The person's response involved satéear, helplessness, or horror (APA, 2000, p.
467).



Although debates about defining and diagnosing P& been ongoing (e.g. Davidson and
Foa, 1991, Rubin, Berntsen & Bohni, 2008), the entitiy accepted criteria for PTSD symptoms
are organized into three categories: (1) intrusgsexperiencing of the event (e.qg. flashback,
nightmares, intrusive thoughts, emotional and pilggical distress when confronted by
reminders of the event), (2) avoidance/numbingnaigg stimuli associated with the event (e.g.
avoidance of thoughts, feelings and conversatibtiseoevent, inability to recall aspects of the
event, diminished interest in formerly pleasurabtperiences, feelings of detachment, restricted
range of affect and sense of foreshortened fuand)(3) symptoms of hyper-arousal (e.g.
difficulty with sleep, increased irritability, diffulties with concentration, hypervigalance and
heightened startle response). If criteria withiest categories are experienced for more than one
month and cause significant distress or impairnresbcial occupational or other important
areas of functioning, a diagnosis of PTSD may appBA, 2000).

While the fields of psychology and neurosciencetiooe to broaden our understanding
of PTSD, a meta-analysis of psychotherapy for teerder indicated that approximately 50% of
individuals who commence treatment fail to fullgoger(Bradley, Greene, Russ, Dutra, &
Westen, 2005)however, proponents of EMDR have reported higksraf recovery, particularly
from Big T traumas (Chemtob, Tolin, van der KolkR8ttman, 2000) and within significantly
fewer sessions than exposure-based treatmentswvitlar outcomes (van Etten & Taylor,
1998). Therefore, EMDR deserves the attention efaechers to uncover its precise, underlying
mechanisms and highlight which elements of thecéffe treatment may be extrapolated and
offer insight to survivors, clinicians and reseanshin healing trauma. The close analysis of a
case study undertaken in this project was intenoe@epen understanding of the trauma

recovery process.



Trauma and Processing of Memories

Distressing memories are the hallmark of PTSD (Ho@&van der Kolk, 2001). Since a
central tenet of the treatment examined in thidystEMDR, is exposing patients to memories of
their trauma (Chemtob, Tolin, van der Kolk & Pitm@000) the following section will describe
the literature on trauma and memory processing.

Clinicians and researchers have been grapplingatv traumatic memories are
processed and the differences between ordinaryranchatic memories for over a century (see
for example, Breuer & Freud, 1893; Janet, 188%t]ar898). Until relatively recently,
memories of traumatic events, unlike memories of-disturbing experiences, were believed to
remain fixed, unchanged (Hermann, 1992; van dek k®lFisler, 1995; van der Kolk & van der
Hart, 1991; McCloskey, Wible, & Cohen, 1998). White changing, non-static nature of
ordinary memories has been clearly illustrgtedhacter, 2001) evidence has emerged that
memories of trauma too are not static, but shitraime (van Giezen, Arensman, Spinhoven &
Wolters, 2005%0 that the same mechanisms may well underlierthmepsing of both ordinary
and traumatic memories. Furthermore, recolleabiodisturbing events is influenced by one’s
psychological state at the time (Cohen, Towbes|dtd¢o, 1988) and while memories recalled
by an individual of one event may at times evokenge emotion, at other times it may be
recalled with very little affect (Horowitz and Réiord, 1992 as in Brewin, 2001). Additionally,
investigations (King, King, Erickson, Huang, Shargiay & Wolfe, 2000; Koenen, Stellman,
Dohrenwend, Sommer & Stellman, 2007) suggest tithviduals diagnosed with PTSD are
likely to display variations in reporting, whichdmme increasingly more disturbing over time.

Such findings have led to debates about DSM diagnosntroversy about treatment



implications for trauma and newly developed modelsonceptualize the workings of memory
(van der Kolk & van der Hart, 1991; Brewin, Dalglej & Joseph, 1996; Brewin, 2001; Rubin,
2008).

Janet (1889) posited that humans utilized at Iwasdifferent memory systems when
processing disturbing experiences (van der KolkR2X0Almost a century later, Brewin and
colleagues (1996) fosterediaal system model for traumatic memories. In their exaton of
emotion and memory Brewin and colleagues have tutmstudy PTSD and proposed a model
for memory processing which comprises two interaciystems, the Verbally Accessible
Memory (VAM) and the Situationally Accessible Mem¢6AM) wherein one traumatic event
is encoded in both systems resulting in two forfanootional memory (Brewin, et al., 1996).
The VAM, based in the hippocampus, contains naaind inherently conscious memory. This
part of the memory system houses “a series of agodphical memories that can be
deliberately and progressively edited” (Brewinakt 1996, p. 677). The SAM, related to
operations of the amygdala, contains a differenbseepresentations, memories primarily
outside of one’s awareness (Brewin, et al., 1986¢ SAM also contains material that emerges
in flashback memories (Reynolds & Brewin, 1999pled automatically by internal or external
cues (Brewin, 2001).

Brewin’s (2001) work suggests that the likelihodc&draumatic memory to worsen or
become less intense depends, in part, on whidmeafito memory systems is more stimulated.
While the VAM is able to encode spatial and tempooatext, the SAM lacks such capacity.
Consequently, the SAM system fails to discern wiiethe traumatic memory is linked to a
present or past threat (Brewin, 2001). It is pakitet the SAM system contains significantly

more detail of the memory since in the VAM systemiralividual may only consciously process



limited information at a time and information presang during the traumatic event becomes
quite narrowed, focusing on the presenting thréabm an evolutionary, survival, standpoint it
is understandable that one would seek to encodwuak information as possible during a
traumatic event in order to develop protective natdms against impending threats to survival
(Brewin, 2001). The developers of the dual mensystem theory maintain that after the
traumatic event, flashbacks serve as a form in vtodransfer information from the SAM to the
VAM system (Brewin et al., 1996). As the informatiis adapted into the VAM system
flashbacks subside.

While integration is the sought after outcome ob&onal processing, Brewin and
colleagues (1996) maintain that there are threenpial outcomes when exposed to a traumatic
event: completed processing/integration, chroniotenal processing and premature inhibition
of processing. Completed processing “representslds stage in which the memories of the
trauma have been fully processed, or worked thrpagti integrated with the person's other
memories and sense of self in the world” (Brewialet1996, p. 679). Completed processing
may not always be achieved for a myriad of reasariading but not limited to: the severity of
the trauma, the chronic nature of the trauma, onaitg confrontation with the real threat,
devastating impact on sense of self and safetyjfahd “discrepancy between the trauma and
the prior assumptions is too great and the memodgsot be integrated” (p. 169). Chronic
emotional processing occurs when the patient resna@occupied and overwhelmed by the
initial traumatic event and related outcomes wiéad to exhibiting hallmarks of PTSD such as
persistent heightened arousal and attention andamelnnmases. The chronicity of such
processing often results in high co-morbidity ofSPIwith depressive, anxiety and substance

abuse disorders. Lastly, the premature inhibiti@mctessing occurs due to avoidance of verbally



and situationally accessible memories resultinghflimth psychological and social variables
(Brewin, et al., 1996). Avoiding activation of bathe SAM and VAM systems results in
attentional biases, possibly impaired memory ferttauma or related stimuli, phobic avoidance
of trauma-related situations and possible evideficg®@matization. Although the individual may
appear to have recovered from the trauma due tessful avoidance tactics, the unprocessed
memories remain vulnerable to stimulation at armopleent. Additionally, the detrimental
psychological and physiological consequences okrptessing intense affect have been clearly

illustrated (Pennebaker, Kiecolt-Glaser & Glas&88 as in Brewin 2001).

Multiple Code Theory

The multiple code theory (Bucci, 1997; Bucci, 20BRgci, 2003; Bucci, 2005, Bucci,
2007) offers a framework to explicate emotionalgessing. It accounts for a range of
functioning, adaptive to pathological, and seekiitther our insight into the multiple processes
that underlie the nonverbal and verbal realms hadmplications when modes succeed or fail to
integrate. The theory developed from Wilma Bucegslier work (Bucci, 1982; Paivio 1971,
1986) on Dual Code Theory where she examined thracteristics of linguistic expression as an
avenue to understanding emotions. While Dual Cdusoily established the verbal and non-
verbal modes, multiple code theory elaborates upertomplexity of internal emotional
processing by distinguishing between symbolic armbgmbolic and highlighting the
significance of links among the systems. Bucci psgs that information is encoded in three
modes: subsymbolic, non-verbal symbolic and vesaibolic and that communication is
fostered through “referential links” among the threodes. Narrative process fosters the

adaptive and necessary integration of the thre@7)19



The subsymbolic system is the main area in whicbtemal communication occurs
(2007). The subsymbolic system is most familiarezigntially, known as intuition and “the
wisdom of the body” (2007, p. 171), and entailstcarous or analogic processing. It is less
recognized theoretically (2007) while the symbalystem relies upon “discrete representational
entities” (p.170). The subsymbolic comprises matorisceral and sensory processes and may
be experienced in all senses but emerges most colypinaaste, smell and touch. Subsymbolic
processes may occur inside or more commonly outdidemediate awareness and are
necessary for the coordination of hitting a teroal, knowing our bodily states, and recognizing
the facial expressions and body language of othei®ir own visceral state (Bucci, 1994).
These processes are necessary for “listeningtiwéthhird ear” (Reik, 1948, as in Bucci, 2007,
p. 171) and the therapeutic moments when the tistiags an implicit knowledge of how to
respond to the patient.

The analyst is able to make fine distinctions amampgtient's states, including distinctions on
sensory and bodily levels, sometimes using his f@glings as indicators, and without being
able to express those feelings in words (Bucci,7129159).

While these processes occur rapidly, feel implaitgl are processed without discrete
categories, there is nevertheless a structuredraygpon which they operate (Bucci, 1994).
Bucci distinguishes subsymbolic processes frompsgalytic conceptualizations of primary
process in that the latter is chaotic, indicatit@ramitive internal operations and separate from
reality. Subsymbolic processes are: “organizedgsyatic, rational forms of thought that
continue to grow in complexity and scope throughideit (Bucci 2007, p. 170). The
subsymbolic mode model relies heavily on systerfesed by cognitive researchers
(McClelland, Rumelhart & Hinton, 1989). These resbars developed the Parallel Distributed

Processing (PDP) system and contended that activatiparallel neural networks occurs



simultaneously. The nature of the activation igsarglon interconnected sets of nodes in different
states of arousal. Interaction and feedback amoagets of nodes is ongoing where new input is
continually influenced by activation levels of theural networks.
Symbolic Processing

While the subsymbolic entails continuous shiftg, sgmbolic system differs profoundly
in that the symbols are discrete entities and adtweprocessing rules which are explicit (Bucci,
1997 p. 159). Symbols are: “discrete entities thédr to other entities and that can be combined
to generate an infinite variety of new forms” (By&905, p. 858). Symbolic processing falls
into two categories: nonverbal and verbal, manifigsh images and words respectively where
infinite versions of images and meanings may beld@ed. The symbolic processing occurs in
sensory experiences such as sight, touch, and daursight is most typically the one within our
awareness. Bucci distinguishes imagery from wandbat we have much more control over
words, which are: “the quintessential symbolic {62001, p. 47); however, images are crucial
in that they are required for the connection betwbe subsymbolic nonverbal and symbolic
verbal codes. Bucci maintains that language is gmilgnlinear in that we produce and
comprehend one message at a time. Language offieosla through which humans share and
reveal themselves, regulate themselves, and coneateritnowledge of a broader culture
(1997).
Emotion Schemas

Emotion schemas, a type of memory schema, develeprepeated interactions with
caretakers from birth (Bucci, 1997) and createfthemework for each individual’s interpersonal
world. They form the expectations we have of otlaerd how others perceive us and

consequently they develop the foundation for oselsse of self (Bucci, 2005). The emergence

10



of emotion schemas occurs within the nonverbalksysprior to the development of language
and gradually becomes linked with language (But297). Emotion schemas are developed
from all three modes; however, the sensory andlypoepresentations predominate. The
affective core of the emotional schema, compriddie@subsymbolic sensory, somatic, and
motoric representations, links images of one’s @rpees, and some language may be included
later in the process (Bucci, 2005). The affectioeeds in a continuous process of organizing
experiences into categories (Bucci, 2002). Bucoppses that emotion schemas are not discrete
entities with terms that merely name an emotiom.example, “We do not enter a state called
“hatred”; rather, we may have an intense desiteutd a particular person who is seen to play a
role in a particular scenario” (Bucci, 2005, p. B6lhe word angry or happy serves as a label so
the incident may be classified, but the nuancdebl@txperience and the particular emotional
experience are unique to the individual.

The emotion schema informs how humans make sensawéxperiences (Bucci, 1995)
and this phenomenon sheds light on the transferemwetertransference phenomenon (Bucci,
2005). While each individual has developed a schtam@ed to his repeated interactions,
schemas have the capacity to be changed, althbeghis a quality of rigidity in pathological
conditions (Bucci, 2005).

Referential Process

The referential process operates continuously tiivout the referential cycle and serves
to connect the three modes of the multiple coderth@ he integration that occurs in the
referential process allows humans to place words uy@n-verbal experiences and especially
emotional experiences (1994). The power of langtadactivate emotion, to soothe pain, or to

cause it, and the bidirectional relation betwe@&glemge and somatic events, is accounted for by

11



this process” (1994, p. 245). While it typicallyooes without work, obstacles arise when trying
to verbalize a new experience (Bucci, 2003). Evemore ideal conditions, without resistance
and defense, the referential process may neverletehpbe achieved (1997).
Referential Process in Psychotherapy

The three phases of the referential process, dr@ysabolizing and reorganizing are
described below. The process occurs repeatedlynagdssion and throughout the arc of the
entire treatment. The phases may occur in varibusnology and some phases may be more
central than others depending on the case (Bu@0i/)2 When therapeutic process is blocked the
referential process is stagnated. For exampletianpanay be stuck in the arousal phase.
Phase one

Arousal, the first phase occurs in the present nmbrering a session and is marked by
the activation of the “affective core”, subsymbddiadily and sensory elements of a disturbing or
dissociated emotion schema. During this phasedhier naturally experiences defenses to
guard against the distressing affect.
Phase Two

In the context of phase two, called symbolizing, shibsymbolic affective experience is
linked to images and words of the symbolic modee ifttegration of (1) representations of
interactions in the here-and-now, with the thertajgisd (2) verbal narratives of experiences or
dreams accounts for two main lenses with whichi¢anthe activated schemas. Bucci (2007)

elucidates the significance of this phase in trestm

This is the pivotal integrative process of the p®jogical cure. The connections of self and othast and present,
require representation of specific events in a time place context— what cognitive scientists aguroscientists
refer to as event specific knowledge or episodicanges, in contrast to general or semantic men®pgcific
events in narratives or enactments are powerfuhitiwg-emotional operations whose neuropsycholddiaae is
now fairly well understood. They are experienced processed in multiple systems, including all sens
modalities, motoric actions, and visceral and aoioic systems; they also potentially connect, throhigpocampal

12



and other neural routes, to the cortical associaieas, activating memories of the past and er@bbnnections to
language (Rubin 2005; Damasio 1999; MoskovitcH.e2@00).

Phase Three

Lastly, during phase three, reorganizing, the iithlial conveys the experience of images
and actions in the verbal form, words (Bucci, 19u¢ci, 2007). The patient becomes able to
reflect about narrative content in the therapetmiatext, gains insight linked to his affect, and a
shift in the disturbing schema becomes reorgani2adci recognized that each treatment model
will highlight its own perspective on this shift EMDR, Shapiro (2001) contends that the shift
is an experience of change in the traumatic merngking to more adaptive networks. Bucci
offers that regardless of what is highlighted inkerteatment approach, all patients will
experience a shift that becomes explicit and s@wel lof verbalization will take place. Some
examples of such shifts are: understanding thatuiheent experience differs from the past,
gaining insight into one’s emotional experiencepgnizing that one’s abilities to cope have
changed.

The process of attending to subsymbolic imageryendimultaneously placing words
upon one’s experience fosters potential shifthedxperience, the emotional schema (Bucci,
1997). Similarly, as will be discussed , (see s&ctin Eight Phases of EMDR, Chapter I, page
16), in the EMDR protocol, the patient is instrutte attend to imagery while selecting a verbal
cognition to keep in mind. Referential connectians most direct and at highest activity level
when the individual is speaking about concreteci$ipehings such as: “Beth”, “the wooden
table”. In step, the less direct and active conaoastoccur when the individual tries to convey
something more nuanced such as: a facial expreesithe experience of listening to a song.
Consequently, the connections are less directhsygubolic processes. In considering of the

bidirectionality of the referential activity, concteons from the verbal to nonverbal system is less
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direct when speaking in the abstract, using woud$ ss: “truth” or “injustice”. The meaning of

these words is embedded in connections to othedsvamd earlier nonverbal symb@l®997).

Eye Movement Desensitization Reprocessing: Thet Piglses

EMDR is composed of eight phases. The pace of eaxchtherefore the number of
sessions that the patient remains in each phases\{&hapiro, 1995). The treatment model
outlined below contains elements of various psyleli@py orientations and has been integrated
into treatments that exhibit primarily psychodynami cognitive behavioral and many other
approaches depending on the clinician.
Phase 1: Client History and Treatment Planning

The goal of phase one is to determine, througresang, whether a patient may benefit
from the treatment. Screening entails assessiragiany's physical ability (e.g. cardiac and
respiratory condition) and emotional ability to eopith high levels of disturbance. In the event
that current stressors appear overwhelming, tregtoenmencement may be delayed. If the
therapist determines the patient will benefit freMDR, treatment goals are established. During
the history taking, the patient and therapist fomushe presenting problem, related behaviors
and symptoms, and positive behaviors and attittltitsmay aid the recovery. Inquiry into
understanding the patient’s resources and suppsteras informs the process of stabilizing the
patient throughout the treatment. Ongoing staliibreand integration is necessary for EMDR'’s
effectiveness (Herman, 1992; Shapiro, 1995, 200%gcondary gains are emerging from the
presenting problem, a concrete plan is delineM#édle patient history and treatment goal
development are ongoing throughout the treatmbatinitial phase typically occurs within 1-2

sessions and focus is placed on one dysfunctioealary. Although it is not required to address
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each of the patient’s traumatic memories regardingpeated experience such as sexual abuse
by the same perpetrator, it is necessary to teeat aumatic event separately (i.e. each
perpetrator). The decision of which traumatic mas®to treat varies based upon the patient’s
particular history (Shapiro 1995; Shapiro, 2001)ti&ee pronged approach which evaluates
past, present and future targets is used” (Shap@l).
Phase 2: Preparation

The primary aim of the second phase, typically,sedsions, is to establish and
strengthen therapeutic alliance and orient theepato the treatment process highlighting the
active participation of the patient, determine @attiexpectations and address concerns, provide
psychoeducation about the presenting problem awhtide patient to call upon coping skills in
order to address the disturbance as it ariseerRatare provided with an audiotape of guided
relaxation techniques (e.g. “Safe Place” and “Lstytstam”), which quickly eliminates negative
somatic experiences, to employ before each seasidin between sessions as needed (Shapiro,
2001). The internal resources and support systgemsified in phase one are strengthened at

times through activities such as evoking and preiogspositive memories with EMDR.

The therapist teaches the patient techniques sutifreaise of metaphors. For example, patients

might be asked by the therapist to

(a)...imagine themselves being on a train and tdtbfrthe disturbance they may be
experiencing as merely the scenery passing by(bjaintain a balance between the role
of observer and participant and (c) when necedsange a “stop signal”, in order to
provide them with a sense of mastery over the evamd feelings that are taking place
during a treatment session (Shapiro, 2002, p.34).
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Phase 3: Assessment

The third phase entails the therapist and patielfdlmorating to identify the target issue- the
specific memory, its respective trigger, a futemplate (e.g. selecting a positive cognition that
reflects a healthy self-image), and then estalvigsbaseline responses. The VoC scale, a seven
point Likert Scale which ranges from “completelis& to “completely true,” is used throughout
the treatment to develop a baseline and assesgpthdic progres3.he patient is asked to

identify the sensory image that captures the tasgee. The approach ascribes several
significant factors to identifying the most sali@miage associated with the event: it serves as an
easily accessible representation of the encodeerexyge associated to the patient’s fears and it
is a “circumscribed representation of the targ8tigpiro, 2002, p. 35). The representation in this
form facilitates greater ease in fostering psycbial equilibrium when utilizing the coping

skills. Next, the therapist works with the patiemticcess part of the verbal processes by
selecting a negative cognition that reflects mgbéiga beliefs impacting his present day
experience. For instance, “I'm helpless”. The tpe&staims to shed light on how the cognitive
interpretation is no longer relevant renderingntdtional”. The approach notes the importance
of placing words on what had once only manifestetspeechless terror” (Rauch et al., 1996 as

in Shapiro, 2002, p.36).

During this phase a positive cognition, which irgmmates an internal locus of control
(Shaprio, 1995) is developed that will be utilizedubsequent phases to replace the negative
cognition. For instance, a patient might offer:nfinow in control”. The most effective positive
cognitions are (1) malleable and generalizablerenge of associated information and (2) feel

relevant to the patient’s daily experience (Shafp®65, 2001). The positive cognition is
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identified to pose another option with which topasd to the negative cognition. The approach
posits that the positive cognition offers hopevidrat may emerge at the end of the treatment and
motivation to continue despite the impending chmgéss. In order to determine the relevance of
the selected cognition the VoC scale is used wlyatebpatient is asked to assess how true the

positive cognition feels.

EMDR recognizes that the intellectual and verbatpsses differ from the pre-verbal so
that the patient is directed to judge the feelingadgut”, subsymbolic level. The therapist then
proceeds to pair the image and the negative keliehhance patient’s access to the encoded
traumatic material. The patient is instructed tdaghis emotion and the location of the physical
sensation. The emotional intensity is assessed Wwipe’s (1958) SUD measure, a Likert scale

from O to 10, ranging from no disturbance to theswdisturbance imagined.

Locating one’s physical sensation as the traunmagémory is recalled is central to the
treatment model. Shapiro (2002, p.37): “It appdiaas there is a physical resonance to the

cognitive process that can serve to focus clieattention and expedite processing.”

Phase 4: Desensitization

This phase was coined desentisization because ieattly treatment model
desensitization to psychological disturbance waghasized (Shapiro, 1989); however, over
time the treatment has progressed to an informgaronessing model and discovery of treatment
effects in other realms (cognitive, somatic, affegtemerged as illustrated in this phase of

treatment (Shapiro, 2002).
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The dual-attention stimulation is introduced irsthhase and continues throughout the
next three. The stimulation may be invoked witheapd eye movements, tones or taps while
patients focus on the earlier identified speciii@ge and negative cognition and on physical
sensations that arise. Access to the stored tracimgierience begins. The tone of the therapist
is intended to diminish patient performance anxatygl establish a setting conducive to free
associations so that the most salient traumatredtexperience arises naturally (Rogers &
Silver, 2002; Shapiro, 1995, 2001). Therapist indtons take on that of an acceptance and
openness to “notice”, to “let whatever happens kapg-ollowing a set of dual-attention
stimulation, the patient is instructed to “Let @ gnd take a deep breath. What do you get now?”
(Shapiro, 2002, p.38). Shapiro (2001) contendstthatstep allows the patient to gain a sense of
mastery over the emotional target and the physispéct, the deep breath, serves to momentarily
distract the patient from the traumatic materialtsd he may access the verbalizing processes.
The therapist continually assesses the verbal andvarbal responses and tailors the duration
and frequency of repetitions accordingly. Mid sasprogress is assessed by shifts in reported
images, thoughts, physical sensations, ancklyyng on the SUD level. Stress levels are
ascertained using quantitative and qualitative nmemsents to ensure that the positive cognition
is not introduced before sufficient processingha&f traumatic material is completed (Shapiro,

1995, 2001).

Phase 5: Installation

The emphasis during this phase is on installingiaagtasing the strength of a positive
cognition, selected by the patient, to replaceptieelominant negative cognition and enhance the

patient’s self-efficacy and self-esteem, whichegmhed crucial for positive therapeutic effect
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(Shapiro, 2001). Once the level of emotional inigris down to 1 or O on the SUD scale, the
patient pairs the positive cognition with the imag¢he traumatic memory. The level of
treatment effect is measured by using the VoC dcaladicate the extent to which the patient
believes the positive cognition. The therapist a@pé¢he set pairing the positive cognition and
the image as the patient experiences the positiage in an increasingly vivid and valid
manner. Shapiro (1995, 2001) contends that theip@siognition is eventually integrated and
generalized into the memory network. While the rteiance of the negative cognition indicates
unresolved trauma, more adequately processed mlateriudes positive cognition and

appropriate affect (Shapiro, 2001).

Phase Six: Body Scan

Physical resonance to the dysfunctional materiarges related to the original
physiological encoding of the trauma. During fhiese the patient is requested to scan his body
from top to bottom while simultaneously keepingnimd the traumatic event and the positive
cognition. The tension is noted and while in sonstances the mere identification process
allows it to resolve, other sensations need tahgeted for successive sets. This nonverbal
nature of this phase has been known to revealdersid resistance that were formerly
undetectable. The significance of the sensationengral as indicated by the fact that only once

all the disturbing body sensations are eliminaseithé treatment complete.

Phase Seven: Closure

The debriefing with the therapist, stabilizing teifues, and psychoeducation provided

in this phase are implemented at the close of esesgion to ensure that the patient is returned to
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a state of emotional equilibrium, regardless of thbeprocessing reached completion. The
therapist reiterates the normative process thatredn between sessions when disturbing
images, thoughts and feelings may emerge. In betsessions, patients engage in CBT-like
activities in which they identify and record reactipatterns and implement the self-control
techniques learned in Phase 2, which foster seditema (Shapiro, 2001). The patient is
instructed to maintain a journal of negative andifdpee cognitions, experiences, dreams and
memories which Shapiro contends aids “to cogniyiviestance herself from the emotional
disturbance through the act of writing” (2001, p.75 visualization technique is also suggested
by which the patient “takes a snap shot” of theudisance which will become a target in the
treatment. Daily relaxation or guided imagery tegbes are employed, at times utilizing pre-
recorded audiotapes, which assist in developingsalime of relaxation and diminish

physiological arousal associated with the trauntep8o, 2002, p.41).

Phase Eight: Re-evaluation

Each session begins with the elements of this ploaserve as an assessment of
treatment maintenance and identify potentially mangets for processing. Patients reflect on
targets addressed in prior sessions and revieyotineal logs to collaboratively decide whether
further processing is necessary. Both intrapsyahdat systems factors are considered to
determine the level of processing integration acde If new behaviors arise in response to the

processed material addressing them is prioritized.
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Adaptive Information Processing Model and HypothediUnderlying Mechanisms:

The EMDR approach is informed by the adaptive imf@tion-processing (AIP) model
(Shapiro, 1995, 2001, 2006; Shapiro et al., 2@6inerly referred to as the accelerated
information-processing model (Shapiro, 1995). The &odel is presented (Shapiro, 2001) as:
a working neurophysiologicdlypothesisbecause current understanding of brain physiolegy
not yet sufficient to verify its accuracy. Howeybecause this model is based on observed
treatment effects, it can serve as a clinical roag that is both explanatory and predictive, even
if it turns out that the neurophysiological detaifghe hypothesis are incorrect. (p. 54)

The AIP theory presumes that everyone has the tgpagrocess and resolve non-
dysfunctional experiences through an “innate pHggioal system that is designed to transform
disturbing input into an adaptive resolution angsgchologically health integration” (Shapiro,
2001, p. 54). Memories are woven in networks tlatain related thoughts, images, somatic and
other perceptual experiences where new perceptiopesent events are automatically linked
with associated memory networks (Buchanon, 200 &@lomon, 2008)The information
system processes the elements of one’s experiandestores memaories in an integrated and
accessible manner.

Daily emotional disturbances are processed andvessdout in the event of a traumatic
experience the system may go awry, leading assaciatormation to remain static, as
exemplified by symptoms of individuals with PTSDhe premise of the model is that
perceptions at the time when memories are stordesiressing, state-specific form continue to
be triggered by internal and external stimuli. Senhoding leads to
dysfunctionally stored, not properly processed magspwhere pathology is reflected in
maladaptive patterns of affect, behavior, cogniaod resulting identity structures (Shapiro,

2001).
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Within the AIP model, a patient’s presenting synmpgcare understood as resulting from
the activation of inadequately processed and storeaories. Shapiro emphasizes that affects,
sensations and attitudes are reflections of phygicélly stored perceptions and one’s respective
response, not merely direct reactions to past svent

EMDR aims to facilitate processing traumatic mem®ricontained in state-specific form
in the nervous system, into broader adaptive ndtsv(@olomon &Shapiro, 2008). Vander Kolk
and colleagues (2001) elaborate on this stateairtbiological stasis” (Shapiro, 2001, p.32)
wherein the neurological connections typically edllpon to resolve the disturbance fail to
interact.

Solomon and Shapiro (2008) suggest that the AlPeimedupported by neurobiological
theories regarding reconsolidation of memory, whinthcate a newly accessed memory may
become malleable and re-stored in a new form (C&hMcGaugh, 1998; Suzuki, 2004). They
highlight the distinction between the neurobiol@imechanisms of reconsolidation and
extinction, which operate based upon different psses (Suzuki, 2004). While reconsolidation,
a process hypothesized to occur in EMDR (Shapiesléiv & Maxfield, 2007 as in Solomon et.
al., 2008), entails the changing of the originalhmeey, in extinction a new memory “competes
with the old one” (Solomon et. al., 2008).

Information processing models related to “extinetimased exposure therapies” (Shapiro,
2008; Foa and McNally, 1996) maintain the centakt to be the shift in cognitive appraisal of
the trauma and behavior change via exposure toé#terial in a safe environment; however, the
AIP model presents this shift as merely a by-prodfiprocessing. The integration of adaptive
information to already familiar, previously storediormation in the brain is deemed the

mechanism of change (Solomon & Shapiro, 2008).
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Several hypotheses as to the mechanism by whiohnmaftion-processing becomes
uninhibited physiologically through stimulation lealveen developed over the past two decades.
Initially, Shapiro (2001) presented the followirtigconditioning elicited by a forced relaxation
response (Shapiro, 1989; Wilson, 1996); a transéition in brain state which activates and
bolsters the weak associations (Stickgold, 20023nounknown function of the dual-focus
information processing mechanism (2001, p. 552089, Gunter and Bodner presented four
treatment mechanisms which elaborate upon thosgir®8h(2001) initially presented and posited
that numerous mechanisms may work in tandem tlattre treatment gains so that an
integrative model may be required to reflect itmptexity. The hypotheses are as follows: (1)
shift of trauma recollection in working memory ($ira 2001; Gunter & Bodner, 2009;
Schubert & Lee 2009); (2) greater psychologicatatise from trauma; (3) enhanced inter-
hemispheric communication; and (4) “psychophysimalgchanges associated with relaxation or

evocation of a rapid-eye-movement-like brain sté@inter & Bodner, 2009, p.161).

PTSD and EMDR: Examining Efficacy

At its inception EMDR was used to treat trauma (tog 1989) and over time the
treatment protocol has been used to treat a widetyaf disorders, including but not limited to
dissociative disorders, substance abuse and pditgatisorders (Sikes &Sikes, 2003) and to
enhance athletic performance in subjects, evelnermbsence of psychopathology (Gracheck,
2011). Controversy over its efficacy for treatiragre disorders still persists; however, general
consensus now prevails among both proponents @ie$ ¢hat EMDR is among several
effective treatments for PTSD (Perkins & Rouanz8i02; Sikes & Sikes, 2003; Bisson et al.,

2007; Lilienfeld, 2009 as in Britt, 2009. decade after Shapiro’s (1989) first study, it basn
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approved as an effective trauma treatment by eskedal organizations including the American
Psychiatric Association (2004), the U.S. Departnoénteterans Affairs and the Department of
Defense (2004), the International Society for TratimStress Studies (Foa, Keane & Friedman,
2000; Chambless et al., 1998) and the U. K. Natimstitute for Health and Clinical Excellence
(2005).

Inconsistencies in the research findings are ramnfskes & Sikes, 2003) and reviews of
the research are strikingly polarized (Greenwa®®6l Nowill, 2010). This debate over EMDR
has fostered a vast body of research. In fact, ENHD&nong the most widely researched
treatments. The body of research on EMDR spanstywears and may be divided into three
phases: debates over effectiveness in treating PieSDIting in consensus on efficacy;
comparing efficacy with other trauma treatmentsH®SD; and examining hypotheses as to the
underlying mechanism(s) of EMDR, which remain indasive (Schubert & Lee, 2009).

EMDR has engendered diverse responses, among thamg sriticism (Herbert et al.,
2000; Lilienfeld, 1996; Greenwald, 1996). It apetre wide range of research findings and
responses, from proponents and critics, stemmeal &ronyriad of interacting factors: Firstly, as
Shapiro has argued (Britt, 2011) the new kid (thgy@n the block always receives scrutiny.
Moreover, this scrutiny was exacerbated by the pagenich EMDR was introduced into the
field, wherein approximately fifteen thousand thpests were trained within five years and by the
prematurely “overstated”, zealous language (Likahf 2009 as in Britt, 2009) and “commercial
promotion” (Herbert, Lilienfeld, Lohr et al., 2000, 954) in the context of quick adoption of the
treatment. Additionally, several scientifically nse@able factors about the EMDR research
emerged, which called into question findings refieesl by both proponents and/or opponents:

some studies demonstrated severe design limitafidéerdert et al., 2000; Perkins & Rouanzoin,
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2002) and some outcome research exhibited inadetpeattment fidelity. However, a review of
the studies indicated that higher EMDR treatmetdliiy resulted in better efficacy outcome
measures (Maxfield & Hyer, 2002). Lastly, a critiesaluation examining research on EMDR
concluded that there was inaccurate and seleap@rting of findings from both opponents and
proponents of EMDR (Perkins & Rouanzoin, 2002).

After the first decade of research, a review of BRIRerature (McNally, 1999)
purported that EMDR operated on a placebo effectvéver, McNally failed to include several
studies of subjects with PTSD, designed with wattdontrol groups, which evidence EMDR to
be more effective (Rothbaum, 1997; Wilson, BeckeFigker, 1997). Additionally, a meta-
analysis of EMDR research (Van Etten & Taylor, 19@8monstrated that effect sizes were
larger among EMDR groups than those in control @@ s such as a pill placebo. Research to
date, demonstrating that EMDR treatment effectdaageer and endure longer than placebo
effects in PTSD, refutes the notion that EMDR opegaimply as a placebo effect (Perkins &
Rouanzoin, 2002).

Evidence indicates that EMDR has consistently betiéccomes when compared to
waitlist or delayed treatment controls among vetsr@oudewyns & Hyer, 1996; Jensen, 1994)
and among civilians (Rothbaum, 19%¥ggeberg, Pagani, Sundin, Soares, Aberg- Wistedt,
&Tarnell, et al., 200 Randomized controlled studies comparing EMDR@&f’eness to that
of other PTSD treatment€&rlson, Chemtob, Rusnak, Hedlund, & Muraoka, 198&rcus,
1997;Scheck, Schaeffer & Gillette, 1998uggested that EMDR is repeatedly more effecs/e
reflected by the average effect size, 1.6 and @&8pectively (Schubert & Lee, 2009). While
evidence of treatments gains among civilian pagiernto experienced a single trauma are clear,

(Schubert & Lee, 2009) the research on veteranwie limited.
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A central question in the body of research is weetr not the underlying mechanisms
are based on novel discoveries or merely reflectiai processes as mobilized by exposure and
cognitive therapies (Shalev, Friedman, Foa & Ke2080). Meta-analytic studies comparing
the effectiveness of EMDR to exposure-based treatsriadicate no significant difference in
effect (Bisson et al., 2007; Bradley, Green, Rlagra & Westen, 2005; Davidson et al., 2001;
van Etten & Taylor, 1998). While acknowledging thaedence of EMDR efficacy in the
treatment of PTSD, critics claim that EMDR is bas@dn the same principles as exposure based
therapies and believe Shapiro and others falselieoa new principles underlie efficacy (Sikes
and Sikes, 2003).

Proponents of EMDR highlight findings of severaldies which distinguish EMDR from
the exposure-based treatments. A meta-analytiy sewealed that patients treated with EMDR
necessitated fewer sessions, three to six sesasoogposed to 14 sessions of the exposure based
treatment (Van Etten & Taylor, 1998). Additionaltgsearch suggests that EMDR alleviated
symptoms more rapidly than prolonged exposure (mgson et al., 2002) and did not
necessitate the homework hours required by expdsasged treatment (Rothbaum et al., 2005).
In other words, similar outcome benefits were eit@ibbut findings suggest the recovery is
more rapid and necessitates less treatment tinleBMDR. Furthermore, Shapiro (2002)
refuted claims that EMDR shares the same underlyiaghanism as other exposure therapies as
follows:

The possibility that EMDR could be a “variant ofp@sure therapy” is of particular

interest because EMDR'’s use of exposure is anititigb traditional practice-it calls for

interrupted rather than prolonged exposure witinels of free association (Rogers et

al., 1999; Rogers & Silver, 2002; Shapiro 1995,9,9901) both of which are

inconsistent with the principle and practice losg@&used in the exposure literature

(Boudewyns & Hyer, 1990, 1996; Chaplin & Levine819Chemtob et al., 2000;

Eysenck, 1979; Foa, Steketee & Rothbaum, 1989; &&alkaloupek, 1982; Lyons &
Scotti, 1995; Marks, 1972; Marks et al., 1998; Raah, 1978).
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Therefore, if EMDR followed the principles of expws therapies, the outcomes would
be sensitizing rather than desensitizing patightss exacerbating their symptoms, and no
research findings to date have provided such egel@lerkins & Rouanzoin, 2002 as in Nowill,
2010).

Comparing Processing Models:
The AIP, Multiple Code Theory and Dual-Represeatati

The AIP model hypothesizes that through a succkesstment of PTSD with EMDR,
integration occurs, fostering the traumatic mentorghift from its fragmented nature in
somatosensory and affective aspects to greatemaaia the verbal form (Shapiro, 2001).
Similarly, Multiple Code Theory (Bucci, 1997) sugtgethat the transition from predominantly
subsymbolic experience in the arousal phase tgratien among subsymbolic and gradually
verbal symbolic material in the reorganizing phiaseflected in therapeutic process research.
The Dual-representation theory (Brewin, 1996) moiat communication links between the
SAM and VAM encourage sensory information into vieebally accessible memory system.
Through the process of EMDR, the intensity of arferly intrusive, distressing memory
decreases or even reaches a painless threshdidtsetten recalled it is no longer a threat and
the patient feels a sense of mastery in his altditstop the recollection without maladaptive
avoidance (Hopper & van der Kolk, 2001). In dising clinical implications of the proposed
dual-representation memory system, Brewin and aglles (2001) suggest that treatment
should:

pay deliberate and sustained attention to the nbofetheir flashbacks, thereby encoding
the new information into the VAM system. This prsseisually occurs as part of

psychological therapies for PTSD such as proloreggubsure (Foa & Rothbaum, 1998),
cognitive processing therapy (Resick & Schnick&3)9and eye-movement
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desensitization and reprocessing (EMDR) (Shap#®ép)...

In its original form EMDR requires that patient€fs on an image corresponding to the
worst moment of their trauma, hold in mind a negatelated thought, and monitor their
mental processes as they follow the therapistigeiia with their eyes backwards and
forwards. In all these forms of therapy it is conmior patients to retrieve additional,
unremembered details of their trauma.

One implication of this model is that the goatluérapy is not necessarily to
construct a detailed, organized trauma narratiséas sometimes been suggested. Rather,
the goal is to incorporate into a verbally accdesmemory the set of detailed sensory
information that, in conjunction with other cuesgiffectively triggering flashbacks. For
example, this may involve specific sights such ps@ of blood or specific sounds such as
an ambulance siren. It is likely that the criticaks may be associated with the most
intense frightening or horrifying moments of thauma (sometimes referred to as
‘hotspots’), when the ability to consciously regisinformation was most impaired. A
focus on these specific moments, as is done in ENMBdRincreasingly in cognitive-
behavioural approaches, may be the most efficiayt ot abolishing flashbacks. (p. 162)

The notion that recovery from PTSD, relies upon edype ofintegrationbetween the
two systems (SAM and VAM) in the dual representatizodel (Brewin, 2001) is also noted in
(1) the hypothesized process in the Shapiro’s Atiéleh where traumatic memories are
assimilated into existing memory networks througdatment and (2) Multiple Code Theory,
where integration between symbolic and subsymbmobdes is related to well-being. All three
models converge in theorizing that (1) there argradenetworks where material is stored (2)
links among memory networks are crucial but inhibitett&auma, (3) the emotional impact of a
traumatic event may interfere with the capacitgdpture the experience in words or symbols
and (4) somatic or symbolized memories from thertra are evoked by heightened arousal, and
retrieval of traumatic memories is more likely whare is in the state of mind experienced when
the memory was first encoded (Rawlins, 1980 aamder Kolk, 1994).

However, the three models diverge in either themanation of the linking, integration

process or the underlying mechanism. Bucci corstdimat narratives foster integration while
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Brewin contends that flashback memories are theenobéhtegration. Furthermore, in the AIP
model,

it is assumed that processing new information énthierapeutic process aids in gesimiliation
of the trauma memory into existing memory netwoikis, assumed in dual-representation
theory that the new information creates new mersdhat compete with the old trauma
memories. This suggests extinctionmechanism over assimilation or reconsolidatiotraxima
memories (Schubert & Lee, 2009, p. 127)

As stated by Schubert and Lee (2009), while theAdiélel is based upon a reconsolidation
processing of the traumatic memory within one systibe dual representation model favors an
extinction based processing of the traumatic memarigMDR, it is proposed that
reconsolidation takes place over a short intervlidfving memory reactivation. At this time,
“the memory becomes labile and vulnerable to disoap (Taylor, 2009, p. 186)Through

pairing the most salient image of the traumaticéwvéth cognitions during dual stimulation

sets, the reconsolidation leads to decreased itytevisen the traumatic material is evoked.
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Chapter I1: Methods
Data Set:
The data set is comprised of 10 of the 12 sessibassingle case of EMDR treatment of
PTSD in a veteran. The data was accessed withsigtance of Dr. Paul Wachtel and Dr.
Francine Shapiro and was made available to theurgser for this project through the therapist.
The therapist provided informed consent to useahpes for research on EMDR. The data set

will be examined as discussed in the Proceduréoseloelow.

Subject:

At the time of treatment, the subject was a 29 pé&hy Caucasian, male, veteran, who
recently returned from deployment in Iraqg followiegposure to an improvised explosive
device (IED) blast, which resulted in a concusgaefined in the Veteran Affairs as a TBI,
traumatic brain injury). No previous psychologit@atment was reported. He had joint custody
of two daughters with his ex-wife, and was in agi@arm relationship with a female
psychologist. The limited information about hisldhood is as follows. He was one of two
children raised by both his mother and a father siiféered from alcoholism. The patient
recalled at least one incident of physical abusheahands of his father as well as chronic
neglect. The older sister, who was often leftaoedor the patient in his youth, tormented the
patient and threatened to kill him. At the age ohé® patient reported moving into the upstairs
apartment to live alone and at the age of 10, perted becoming the primary caretaker for his

three year old nephew.
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Veterans are typically treated by a team of prawdgon return from duty. As excerpts of the
transcript narrative reveal, while the subjeceisaiving the EMDR treatment he is also

attending occupational therapy and counselingtferTiBl.

Measures:
Referential Activity and WRAD

Bucci has developed a set of scales that measudeeeReal Activity, one’s ability to
place words upon one’s nonverbal experience (B2€€1). The measure assesses four
subscales: concreteness, imagery, specificity Endycof speech. Concreteness is based on the
degree of perceptual or sensory quality in speechyding references to bodily experiences.
Specificity refers to the amount of detail in dgsitons of events, people, objects and places.
Clarity relates to the clarity of the image as degd by language. Lastly, imagery refers to the
degree to which language evokes a correspondingriexge in the listener (Bucci, 1990; Bucci
& Kabasakalian, 1992; Kabasakalina- McKay, 1993).

The RA level may be reliably hand scored by trairegdrs or scored with a
computerized procedure. The Computerized Refetehtiavity (CRA) dictionary
(Mergenthaler and Bucci, 1999) was the initial comepized procedure for measuring RA. The
CRA dictionary is comprised of 181 words, dividetbitwo categories, words most commonly
used in high RA speech and words mostly commorgy uis low RA speech.

More recently a new computerized version was d@ezlpthe Weighted Referential
Activity Dictionary (WRAD) (Bucci, 2003), which hgzroven to have higher correlation than
the CRA dictionary when compared with hand scoraahé¢d raters. The WRAD is more

sophisticated than the earlier CRA dictionary im tways: (1) it assigns weights to each word in
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the dictionary that reflect a more precise levelRéf rather than merely assigning words to the
general “high” and “low” dictionaries and (2) ithdeveloped a construct for broad categories of
words such as locations, or proper names and wantd ptilized in contractions.

The WRAD was developed using 4 types of texts,té&8 in the total sample composed
of a set of Thematic Apperception Tests (TAT) resas, monologues, early memories and
segments of analytic sessions (Bucci, 2003). Tkis teere scored based upon the 4 subscales:
concreteness, specificity, clarity and imageryheaubscale score ranging from 0 to 10. The
scores were averaged to produce an overall RA sgme which the WRAD was based. The
WRAD is made up of 696 items. Most of the items4(6&re common words and the remainder
fall into categories: parts of words used in thgibeing of contractions such as “wouldn” (12),
parts of words used at the end of contractionsfékg words devised for disambiguation such as
“knowD” (2), and a neutral sound frequently transed as “mm” or “um” (1). The continuum of
WRAD weights lie between -1 to +1, progressing fnmmst commonly used words in low RA
speech to most commonly used words in high RA dp@&acci & Maskit, 2005). The
dictionary weight was adjusted aligning the averAfeAD weight of zero to be paired with the
neutral RA score of .50.

Inter-rater reliability of at least 0.80, as mea&suby Cronbach’s alpha, was reached by
the raters. WRAD targets the points at which lagguwould likely connect to subsymbolic
systems through descriptions of images or episaddsncludes pronouns, prepositions and
other function words that people use in differenb&onal and cognitive states (Bucci and

Maskit, 2007).
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DAAP and Additional Dictionaries

The Discourse Attribute Analysis Program (DAAP) stiuct measures are based on the
WRAD and several other dictionaries that have li@eated to assess the referential process
(Maskit & Bucci, 2007). The additional dictionari#st will be used in this project assess:
disfluency and reflection characteristics of theratave. In order to develop the dictionaries,
conceptual definitions of the dictionary contenerygvdetermined and judges identified words
from a vast array of texts. Reliability averagatgpve .80 was achieved among the judges
(Bucci and Maskit, personal communication, July2@)9 as in Kingsely, 2009).

The Disfluency dictionary is composed of words @@ commonly employed when one
is searching for the right wordsiean, like, know, kind, well, uamd includes incomplete words,
repeated words and repeated two word phrasesfagediges. “These lexical items may be seen
as gestures in verbal form, midway between vocatimand verbalization” (Bucci & Maskit,
2007, p. 1369).

The Reflection dictionary deals with how one tls@nd communicates thoughts. Items
are related to: cognitive functions (eagsume, think)ifficulties with these functionge.qg.
confuse) complicated communicative operatiomesy. obfuscajeand characteristics of mental
functioning €.g. creative, logical)(Bucci & Maskit, 2007). Based upon three juddbs,inter-
rater reliability obtained was .84 (Ben-Meir, 2005)

All of the computerized measures are developedapgptied utilizing the DAAP which
has a unique analytic feature in addition to theenmasic assessments of mean word usage. The
feature is a smooth weighting function which ouspaitveighted average of the word matches

for each second of time so as to capture all tbigothary matches within a small time frame and
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provide a graph which illustrates the shifting ussafwords from each dictionary. Additionally,
covariation among the dictionaries may be compuiduich demonstrates how high or low the
word usage is; in other words the processing reptes by the dictionary, and whether it is
moving together or in opposing directions withie tiarrative. Maskit and Bucci (2007) offer:
“For example, the covariation between WRAD and &#fbn serves as an index of the extent to

which the patient simultaneously is engrossedlimg¢ea story and reflecting on it” (p. 1370).

Procedures:

The aims of the study are to: (1) describe the iRat&al Process as measured by WRAD, DIS
and REF in an EMDR treatment and (2) use the meadarguide a qualitative description of the
treatment process of this short term, effectivattreent of a veteran. The 10 sessions were
transcribed by the researcher. The researcherethitened the transcripts according to the
transcription rules dictated for the Discourse itites Analysis Program (DAAP) in order to
measure WRAD, Reflection (REF) and Disfluency (DI®)e DAAP Rules (see Appendix A for
a detailed description) address ways to captureggsain speaker (i.e. therapist, patient), tactics
to note the use of compound words and to disamteguards that hold several meanings, such
as “like” and “kind".

The DAAP was used to obtain the WRAD scores andralittionary based scores, to produce a
marked transcript of the text and to develop algtamote shifts in each measure (WRAD,
Reflection, Disfluency). The shifts in each measueee examined to understand how they relate
to phases of referential process: arousal, symditadiz and reorganizing (please see page 13 of
chapter | for a description of the referential @e&).Due to the exploratory nature of the
research, the researcher used the output grapbsu® on areas of the narrative in which there

are peaks in WRAD. Research of RA scores indictitatd0.5 serves as a neutral midpoint RA
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value. In other words, a mean RA score above (cbnsidered to be high in RA and a part of
the narrative that attains a mean RA score bel&asOconsidered to be low in RA.

The researcher a) used the DAAP to assess tha leV&/RAD, REF and DIS in an
EMDR treatment and add to the limited literatureRo%in trauma narratives and b) conducted a
gualitative examination of each session providimgtailed description of the protocol adding to
the limited literature on the nuances of the EMDBcpss with veterans. The qualitative
examination included: a brief description of thell session including the EMDR phases
depicted, reported Subjective Units of DistressPptatings shifts and a thorough description of
the EMDR process with reference to shifts in thesoees of the referential process (WRAD,
Reflection, Disfluency) to decipher arousal, synwiol and reorganizing phases in the patient’s
narrative.

The following steps were taken: (1) Transcribedréerded sessions (2) Entered the
transcription rules dictated by DAAP (3) Used DAA&a output to develop graphs reflecting
the shifts among measures (WRAD, DIS, REF) for esdsion (4) Marked the patient’s
reported SUD (Subjective Unit of Disturbance) Isviéroughout the treatment. (5) Once graphs
and transcriptions were marked, the researcherumbed a qualitative analysis of the transcripts
alongside the graphs, to (a) Assess the majoissdiifhg multiple measures of WRAD, DIS,

REF and (b) Identify the phases of the Referedtaivity: arousal, symbolizing, reorganizing

(c) Note shifts if any in emotion schema.
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Chapter 111: Results

Introduction

The Results Chapter is presented in two partsathlPthe results of the findings of the
referential process for the overall treatment aiowided. This provides a bird’'s eye view of the
treatment. In Part Il, the qualitative analysi®ath session offers rich insight into the shifts in
the referential process and into the healing poésa veteran in an EMDR treatment.

The patient presents with a diagnosis of PTSD.grbgress of the patient may be
viewed from different lenses and perhaps most sogmitly the patient’s self report. The initial
symptom inventory score on the “Impact of Eventl&éevised” was a 69 and by session six
the score is decreased to an 8. The treatmentgeognay also be viewed through tracking the
therapeutic relationship. Observations regardirgaihance and the transference are included in
the qualitative description. The study focused xan@&ning his progress in treatment by
analyzing his linguistic patterns. To elucidate thiero processes within the treatment, a detailed
analysis divided by each session is presented.fdimsat was developed because (1) each
session has distinct qualities despite the stradt&@MDR protocol and (2) it offers a unique
opportunity to examine the language of the paieEMDR and how the narrative qualities
reflect the referential process.

The following format was developed for the ResUlkapter, Part Il. For each session the
following are discussed: a brief description of tiverall session including the EMDR phases
depicted and reported SUD ratings shifts and aotigir description of the EMDR process with

reference to shifts in the measures of refereatiiVity (WRAD, Reflection, Disfluency) to
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decipher arousal, symbolizing and reorganizing pba&s the patient’s narrative. The frequent
use of direct quotation from the transcript is pded to offer insight into the EMDR process
with military population and into the DAAP measurksPart Il, unless otherwise indicated, the
patient’s language appears in italics. The thetayas extremely attuned to the patient and often
expressed vocalizations such as “mm”. These wetadad in the quotations and appear in

parentheses in the midst of the patient’s narrative

Analysis Process

The process of analyzing these data parallelsdliernd’s treatment progress, a shift from
chaos to clarity. Transcribing and then analyzimgdessions was very challenging because the
patient’s language was highly disfluent and theepafcspeech was often pressured, particularly
in the first 2 sessions. This was particularly ewtdduring the free associative-like periods, when
the most direct trauma processing, the bilatenadugation, was not taking place. Additionally, a
challenge presented in that, with the exceptioseskion 10, the patient employed few words to
describe the traumatic experiences. Rather, hereeféo the incidents succinctly and vaguely.
This feature of EMDR is, in part, why many veteraggort liking the model, being able to heal
without verbalizing too much. It was only after degg the session transcripts multiple times that
the investigator was able to map out the traungetarand treatment progress. Punctuation was
added to the transcript excerpts for readabilityMmealizations such as “uh” and repetition in

language was not altered so as to illustrate thaegds in the linguistic patterns.
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RESULTS: PART |

Overview of Data

Throughout the 10 sessions, three combat inciderdsone incident with a fellow soldier
were formally processed employing the EMDR protoédiltraumas eventually achieved a SUD
rating of O and a Validity of Cognition Scale (VOG@f)7. This rating was re-evaluated multiple
times throughout the treatment to ensure that n@mpocessing was necessary and treatment
gains were maintained. In two sessions, sessiorbautand 7, the therapist and patient
discussed childhood traumas and his compulsivevi@havhich were not formally processed.
The relationship to his father and sister shed laghthe meaning the patient attributed to the
recent traumas in deployment. In other words, tiesas led him to respond to the traumatic
incidents as he did. While the childhood traumasret formally processed with bilateral
stimulation, the patient may have gained relighm intensity of these memories through
processing the current traumas and gaining insigbthow the incidents impacted him.

Sessions were not of uniform duration. They rarfgeah 45 minutes to 90 minutes, from
2281 to 5036 words spoken by the patient and frothtd 4466 words spoken by the therapist.
Most sessions began with free associative-likeatize followed by structured EMDR trauma
processing. Session 1 and session 7, in whichdiseyssed intake and the patient’s childhood,

respectively, are the only sessions in which natérhl stimulation was conducted.

Findings: Levels of WRAD, Disfluency and Reflectiothe 10 Session Sample

Numerous studies (Bucci & Maskit, 2007; Kingsle909; Nelson, 2010; Murphy, 2012)

on WRAD measurements have concluded that WRAD pigkevocative language narrative
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well and is considered high when above its neutnalpoint, .5 (Murphy, 2012). Reflection is
considered high when it is above .05 “based ondotatobservation of many sessions and other
text materials” (Murphy, 2012, p. 3). Studies o€ tBisfluency measures indicate that high
disfluency likely indicates the Arousal phase (KSley, 2009) but the authors of the DAAP
acknowledge that the exact nature of what this oreasaptures continues to be examiri&dce

no norms exist for RA in EMDR sessions, the means fthis data set were used to analyze and
describe shifts in the referential process.

The overall mean WRAD score for the treatment (&8s®n sample) was .464 with
ranges from 0.4965 in session 10 to .4301 in se$sigee Table 1). No published studies to date
have used the Discourse Attribute Analysis Prog(B®AP) in evaluating WRAD in EMDR
treatment. Provisional norms of the referentialcpss measures based upon 24 psychotherapy
sessions from distinct treatments indicate thatm&&RAD is .43 with a standard deviation of
.035, mean reflection is .093 with a standard dmnaof .018 and mean Disfluency is .05 with a
standard deviation of .022 (Maskit, 2012). The danmsychotherapy sessions did not include
any trauma treatments. The sessions were selactedtiie middle of CBT, psychodynamic or
psychoanalytic treatments. Provisional norms ofréferential process measures based upon 514
telephone conversations indicate that Mean WRADIE3, with a standard deviation of .037,
mean Reflection is .063, with a standard deviatbn02, and mean Disfluency is .079 with a
standard deviation of .031 (Murphy, 2012). The nseamd standard deviations from the data in
this study were: WRAD, .464 (SD=.019), reflectio§65 (SD=.007), disfluency, .066
(SD=.005). The data illustrated that the level dRXD is relatively high in the EMDR treatment
when compared to base rates from other psychothesxamples. For example, Murphy (2011)

reported means for samples that were both appragiynane standard deviation lower than this
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treatment. Below is a table (Table 2) providing theans from these data, the provisional norms
of 24 psychotherapy sessions and provisional ndvased upon 514 telephone dialogues via
telephone for comparative purposes. The means thenEMDR treatment are more similar to
those of the telephone conversations as opposieé fasychotherapy sessions. An understanding
of the WRAD levels in EMDR being more similar tons@rsations will appear in the Discussion
Chapter.

The EMDR treatment session mean WRAD score appelats/ely high compared to the
mean WRAD scores of the both telephone conversatenmd the psychotherapy treatment
samples (see Table 2); this suggests that in therityaof the sessions, the patient may have
been psychologically immersed in the traumatic &zeased upon a qualitative reading of the
treatment this is precisely the case. The patiethibéed this immersion both in the free
associative like periods, typically in the begirqiof each session and in response to questions of
the EMDR protocol. The data suggest that high WR#&> observed throughout the treatment
in all phases. Therefore, no conclusion may be dralout whether the high WRAD is due to
EMDR structured questions pulling for detailed, eative language, thus increasing WRAD. In
the following chapter, two speculations regarding high WRAD in the study are made and

discussed in light of the literature.
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Table 1

List of Sessions Mean RA (MWRAD) Scores

Session #

Mean WRAD Score

'Soooxlovm.bool\n—\

0.4901
0.4637
0.4522
0.4724
0.4607
0.4301
0.4705
0.4465
0.4578
0.4965
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Table 2

Comparison of Means and Standard Deviations (SDD#AP Measures in 3 Data Sets

EMDR Data Set (N=10) Psychotherapy (N=2Hnversations (N=514)

WRAD .464(SD=.019) .433(SD=.035) 453(SD=.037)
Disfluency .066 (SD=.005) .050 (SD=.022) .079(ST34)
Reflection .065 (SD=.007) .093 (SD=.018) .063(S29)
HPWRAD 309 (SD=.109) 212 (SD=.127) .309(SDZ)16
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HPWRAD

The high WRAD in the treatment was also examine@ims of HPWRAD, how high the
WRAD is when itis high. In other words if mean WRAD is likened to thean of walking,
strolling and running, then HPWRAD reflects just ttunning (Bucci, 2007)lhe HPWRAD
mean in this study was the same as the telephoneigations; however, when examining the
HPWRAD using each session as a unit, the unushaglylevels of HPWRAD in sessions 1 and
10 are immediately apparent (See Table 3 below).

The patient’'s speech was in the high WRAD zone@pprately 30 percent of the time
on average and in one session (session 10) whe imgh WRAD zone for over 50 percent of
the session. In contrast, base rates for the saohké psychotherapy sessions (Maskit, 2012)
from varying theoretical orientations showed pdtspeech to be in the high WRAD zone
approximately 20 percent of the time (about 1 stathdieviation lower than the current

treatment).
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Table 3

List of Sessions Mean HPWRAD Scores

Session #

Mean HPWRAD Score

5‘@ 0O~NOUTR WNPR

0.4041
0.2862
0.2626
0.3660
0.3455
0.1291
0.3324

0.1786
0.2524
0.5304
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Patterns in The Referential Process Phases

The EMDR AIP model hypothesizes that through a essiul treatment of PTSD,
integration occurs, fostering the traumatic mentorghift from its fragmented nature in
somatosensory and affective aspects to greatemaaia the verbal form (Shapiro, 2001).
Similarly, Multiple Code Theory (Bucci, 1997) sugtgethat the transition from predominantly
subsymbolic experience in the arousal phase tgratien among subsymbolic and gradually
verbal symbolic material in the reorganizing phiaseflected in therapeutic process research of
effective treatments.

While the properties of the WRAD dictionary and irogtions for the measure have been
established, the properties of the Reflection arsflizncy dictionaries are less clear at this time
(Murphy, 2012). The relationship between WRAD aredl&ction indicate the symbolizing and
reorganizing phases of the referential procespeively; however, the relationship of these
measures to Disfluency is not established (Mur@giiL,2). The manner in which the DAAP
measures are most informative are by using theimdasators to highlight micro shifts occurring
in the narrative segment. For example, when WRA&b@ve .5, the neutral midpoint, at any
point in a session one may return to the transtwigiin insight into why WRAD was high at
that moment in terms of the language content aaadimtext in the session. Therefore, the mean
calculations for Disfluency, WRAD and Reflectionaach session (Table 1 above and Tables 4
and 5 below) offer one description of the overaliag however since they cannot capture certain
nuances, the Results Chapter Part Il contextualimemeasures and offers insight into their
meaning. There was no trend in WRAD, Reflectio®@fluency scores from one session to

another; (i.e. an increase in Reflection over thatment arc). However, this is to be expected,
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since the patient was not processing one traumaldveessions. Rather he was bringing in new
material each session. Furthermore, as Bucci (288¢usses, the phases of the referential
process-- arousal, symbolizing and reorganizatioceur repeatedly within each session and in
various sequence. (Please see Chapter | page a3i&scription of the phases of referential
process.) This pattern was observed in the datdleWha few instances the phases of arousal,

symbolizing and reorganization were chronologicadst often they were not.
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Table 4

List of Sessions Mean Disfluency Scores

Session #

Mean Disfluency Score

'Soooxlovm.bool\n—\

0.0618
0.0644
0.0684
0.0608
0.0653
0.0729
0.0604
0.0582
0.0741
0.0721
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Table 5

List of Sessions Mean Reflection Scores

Session #

Mean Reflection Score

'Soooxlovm.bool\n—\

0.0554
0.0654
0.0710
0.0734
0.0744
0.0705
0.0613
0.0607
0.0566
0.0599
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Arousal

In examining narratives of the arousal phaselik&y that one will find the pattern of
high disfluency, low Reflection and low or fluctuag WRAD (Kingsley, 2009); however, as
stated earlier, the properties of the Disfluenatidnary are still being evaluated. In examining
narrative segments for disfluency, the presencestition, incomplete words and words used
when one is searching for right words (i.e. “yowWsi) prevail. Repetition in language may
serve as an indication of re-experiencing of thartra, a type of flashback. The process of
repetition may provide repeated exposure to a segaie¢he trauma incident and allow the
patient to habituate. This is precisely the thdmekiind Prolonged Exposure therapy (PE).
Repetition allows the patient to gradually becorasethsitized to the traumatic memory.
Futhermore, the parts of the trauma that are reg@as$ most disturbing, called hot spots, are
focused upon so that the patient has more opptesano repeat just that segment of the
incident.

In this study, high disfluency scores occurred iyasarly on in the sessions and
occasionally during the trauma processing but yambards the end of the sessions, suggesting
that the treatment processes within each sessigrhene fostered a decrease in arousal. These
findings are consistent with a primary aim of EMBDBatment, to decrease arousal and allow
memory processing and integration (Shapiro, 20Bdithermore, the finding supports EMDR
proponents’ responses to those who believe EMDReapdsure therapies have the same
mechanisms of change. An email from the therapisthiis study captures the differentiation
between the use of arousal in exposure treatmedt&®IDR treatments.

In Prolonged Exposure my goal would be to get tletas highly anxious as possible so the
client can live with such high intense activatibattdesensitization occurs. In EMDR the
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process is NOT to keep the client in such distbesso allow the memory to be reprocessed in a
manageable way. Metaphorically we describe the@ss as the train moving down the track.
The client is not held in such high levels of distbut through bilateral stimulation the memory
is processed to adaptive resolution. Attunememyispd part in the trust and rapport of the
client. I have numerous clients who could not stdahd the overwhelming treatment of PE
(holding them in such high levels of intensityydfere they dropped out of PE. They came for
EMDR treatment and they typically processed theesamamory effectively with EMDR in 2-3
sessions(Dr. Hught, February, 8 2013)
Symbolizing
The symbolizing phase is typically detected ingrai$ of high WRAD, low reflection and low or
fluctuating disfluency. As discussed earlier thees a high frequency of the symbolizing phase
throughout the treatment before, during and afterma processing. In this study, there were a
few instances in which the WRAD measure was high@hwith high Disfluency during the
symbolizing phase. This observation as well asrtt&nces of high WRAD throughout the
sessions led to a qualitative examination of theati@e segments to decipher whether there
existed any differences in the linguistic pattesh8VRAD before and after the trauma
processing. In order to assess whether these inarssigments connoted evocative language or
immersion in the trauma, an effort was made tosaskeguistic characteristics indicative of
reliving the trauma in retelling and examine theels of disfluency and reflection in instances of
high WRAD.

As noted earlier and discussed in the study linoitest;, the patient does not verbalize
much of the trauma processing, which occurs imséeduring the bilateral stimulation.
Therefore, over the course of the treatment, thag only one trauma incident that the patient

verbalized in detail both before and after somt@heftrauma processing. In step, the researcher

compared the two segments, both of which were mMyNRAD. The excerpts were qualitatively

! Pseudonym to protect patient confidentiality
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examined for the presence and absence of the fiophnguistic characteristics which suggest
immersion in the trauma: unusual attention to dlatalusion of visual imagery, incoherence,
shifts into the present tense and repetition oteghrases (Goldfine, 2010).

The excerpts, regarding a vehicle rollover incidaritag, and Table 6, comparing the

DAAP measures, are provided below, followed byszassion of the findings.
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Table 6

Measures in Trauma Narrative Before and After Sofitee Trauma Processing

Session WRAD Disfluency  Reflection
1 .64-.59 .01-.08 .01-.04
10 .60 -.56 12-.06 .03-.08
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Session 1:

Yeah there was uh, there was a vehicle rollover)(that, actually put me into the hospital for
about a week and a half (mm) and it was an actaatassion (mm) and head trauma (mm). We
were goingmiles an hour in pursuit of an enemy and, um wiagipened was | was cutting
across the median and | was trying to cut him wifn) and the vehicle, the flow of traffic behind
us was still you know, (mm) fully charging (mmytiaeren't slowing down. The convoy was
trying to get them to slow down (mm) but they wé@mm) and a vehicle came up and hit, my
driver's door (mm) and | had my arm out and it adfy) the crazy thing of it is that | had my

arm kind of out like this, the vehicle came up drdt a side of the vehicle and my arm,
throwing my arm back in (mm) tossing my body aactually, jerked the steering wheel (mm)
and in those vehicles (mm) if you're going too (ash) especially on, on unstable ground (mm)
you'll, any jerk wheel you can flip (mm) the vehighm) and, that's exactly what happen. It was
uh full vehicle rollover (mm) and my, gunner wapised underneath his (mm) his the shield th-
the shield. [takes deep breath] And uh | was wegany helmet but just the fact of that hard
blow you know, hitting on the door (mm) and thetiiny again (mm). Uh, they actually thought
that | had broken my back (mm) so they didn’t, theuldn't let me get out of the vehicle.
Actually cut me out of my uniform and (mm) you knmyt me on the med-evac helicopter so
yeah.

Session 10:

| remember uh [clears throat] being on the groumdiaih they were trying to get the the Bradley
hooked up to the vehicle so they could flip it predugh to get the the gunner out

and | remember uh Sergeant Joe who's not with ysxare he um he was running around you
know, trying to check and see if everything um gaasl and he was always a tough love guy
with me anyhow he was always kind of uh alwaysgwwethe cold shoulder but uh he came
around and was checking. Um, it was really hardfém-me to focus on anything

because | uh, | had lost my glasses in the in diieower. | remember that now and so everything
to me wasn't so clear. | don't see very well withray glasses so um | remember shouting out |
don't have my glasses. Can you please help menfynglasses? And | remember him recovering
my glasses for me. Like he went over and searctsédel the vehicle and found my glasses and
brought them over to me (mm). Um, so | remembemember that and it was uh. You know,
that means a lot to me now.

Linguistic characteristics in the first excerpteqarocessing, reveal that the patient may
be reliving the trauma. The patient shares an wwsuaount of detail and visual imagery. The
narrative is not coherent and was told at a rapmepCommas inserted for readability may

obscure this some. In the excerpt, the patientoésha physical reenactment within the session
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of how his arm was positioned at the moment ofait@dent, suggesting a sense of reliving (“I
had my arm out and it actually, the crazy thing of that | had my arm kind of out like this, the
vehicle came up and it hit a side of the vehicle ary arm, throwing my arm back in”). Towards
the end of the segment he takes a deep breattapgsentying to regulate the sense of immersion.
The pre-trauma processing excerpt also exhibitsrabexamples of repetition. He uses the word
“actually”, a word that may evoke a sense of alesm 6 times in the excerpt (full excerpt
guoted above). Other examples of repetition aredmeéd and highlighted by font below.

The convoy was trying to get them to slow down (butjhey weren’'t (mm) aral
vehicle came up and hit, my driver's door (mm) and had ny ar m out and ita2clially,
the crazy thing of it is thdt had nmy arm ki nd of out like this, thevehicle ¢ame up
and hit a side of the vehicle amdy ar m throwingny ar mback in (mm) tossing my body and

| @clfally, jerked the steering whe@inm) and in those vehicles (mm) if you're goimgfast (mm)
especially on, on unstable ground (mm) you'll, gesk wheel

In contrast, the excerpt from session 10, abous#mee trauma, is more coherent and the
speech is not pressured. The patient indicates hetiimmersed in the past trauma but rather in
the present tense by using the reflecting word &eroer”. Such language is indicative of the
ability to remove oneself from the experience ia tételling, to gain some distance.
Interestingly, he repeats the word “remember” seiraes which suggests that he is actively
reorganizing the material from the memory. Whileofffers detail in session 10, it's not overly
inclusive. These two excerpts may indicate crutitiéérences between language that is
evocative and language that reflects immersionaimnba. Since the excerpts are from the first
and last session of the data, changes in the Btigyiattern may also be confounded by other
factors over the course of treatment, not justraprocessing.

Both excerpts were examined for patterns in disityeand reflection measures and
differed in both measures. The measures for therpks in sessions 1 and 10 are provided in

Table 6 (above). It was hypothesized that in trengxde of high WRAD prior to trauma
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processing, the linguistic pattern may also reflegh arousal, as measured by high disfluency,
but that after some of the trauma processing théA\l/Rould be high and disfluency low,
indicating that the patient is immersed in tellthg trauma memory but is no longer in a state of
arousal or reliving and has attained some distandgstinction between past and present, which
trauma treatments seek to offer. There was no gatthrn in Disfluency observed within the
high WRAD narrative excerpts. The distinction irsfluency patterns is that in session 1 the
disfluency gradually rises whereas in session f@aitlually decreases. The Reflection measure
differences may shed light on the underlying traypmcessing mechanism. Reflection is higher
in the excerpt following trauma processing in s@sdi0.

Overall, in the treatment the symbolizing phaseauceboth during the free associative
periods and during trauma processing in which tgbe WRAD of the patient is at times
precipitated by an EMDR intervention. These findisgiggest that the overall organizing
structure of EMDR treatment may have led the pat@ibecome more detailed in his language
(Please see the discussion chapter for discussitve gpeculations regarding high WRAD).
Furthermore, the relationship between high WRAD higth REF may be a key indicator of high

WRAD narratives that connotes evocative languatfeerahan trauma immersion.

Reorganizing

The Reorganizing phase is typically detected itepas of high Reflection, low
WRAD and low or fluctuating Disfluency. Reflectiovas present throughout the treatment,
often after a high WRAD segment. The mean Reflaabibthis study (.065) compared to the
sample of psychoanalytic, psychodynamic and CBTlpstherapy sessions (.093) is

significantly lower. By comparing the mean Refleatfrom this study, the sample of 24
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therapies (Maskit, 2012) and the sample of 514 plummversations (Murphy, 2012), the sample
of psychodynamic and CBT treatments indicate adri¢gwvel of reflection (approximately 1.5
standard deviations) than EMDR and than everydayesation. Reasons for this difference
may be due to the varying task of EMDR and thekerdherapies and are discussed in the
following chapter. Additionally, some of the reonggation phases may be occurring more often
between sessions when the patient is instructedlite notes if any thoughts about the treatment
arise. For example, the trauma incident in whiehghtient was knowingly sent into fire fighting
with a malfunctioning weapon was processed in easéiwherein his SUD level was reported as
3 or 4 after the trauma processing. Upon retutthédollowing session, the SUD rating
commences at 1 (not a 3 or 4) and is processeldh@teports a 0. Based upon patient self-

report measures, this suggests Reorganizing maxehche continuing between sessions.
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RESULTS: PART Il

Results: Session 1

Overview:
The first recorded session, where the data forstioidy commences shall be called

session one. The recording begins in the middte@tession. As discussed in Chapter I, the
phases of EMDR are adaptable such that the pagacbfpatient and therefore the number of
sessions that the patient remains in each phagssyvaviaterial in this session alludes to
completing History and Treatment Planning, the fs8 phases in a prior session (please see
Chapter I, page 16 for a review of the Eight Phas€dVIDR). Prior to the recorded material, the
therapist and patient began phase 2, the Prepagaimse, in which they established guided
relaxation techniques and selected an image oae“Blace”. The recorded material in this
session continues with phase 2, wherein the th&réqmuses on strengthening the alliance and
orienting the patient to the treatment process.duadity of the narrative in this session may be
described as a type of free association. The pgaissociates and periodically the therapist
expresses attunement with non-verbalizations ss¢men’ and asks pointed question. There
are no SUD ratings in this session.

The themes of this session lay the groundwork fafeustanding the patient’s schemas
addressed throughout the treatment. Based upoe &Viline qualitative analysis of the session
data, the themes that arise are: significanceeofrératment and treatment frame; distrust of
others, particularly women; conflict between caaliand military identity; rigid gender roles;
preoccupation with power and respect of othersghyigilance to boundary violations; fear of

lack of control and experiencing significant PTSBngtoms.
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Line by Line Analysis:

In session one the patient sounds initially defens tone and language and it soon
becomes apparent that he is anxious about sedusgrgne with the therapist and ensuring that
his “chain of command is aware” that the treatmeif a consistent, weekly nature. He was
recently informed that his traumatic brain injulyB{) evaluations may be completed sooner and
therefore shorten his EMDR treatment time befoterneng to duty. This led him to come to
session today wanting to, “change it up”, wearirgydivilian attire rather than “come in as staff
Sergeant Jon&s It is possible that already in anticipation efténg treatment, the patient is
reflecting a wish to reveal more of himself to therapist and is grappling with his internal and
external identity, discussed in terms of attiree Tiherapist does not respond directly. Here, as in
many moments throughout the treatment, the thdrap@messes that he is listening with timely
and attuned, non-interrupting, vocalizations, saslimm” and “yeah”. As is characteristic of the
beginning of all sessions, the therapist asks #tiempt to update him since last session.

The content and language evidence significant P$Biptoms. The patient discusses
his goals, which entail returning to normalcy obbas such as playing and repairing guitars. He
repeats that he is seeking to emerge from a depeestate of isolation from things and “people
you love the most.” When asked about his nightmahespatient does not immediately reply to
the content of the question. He reports experientimitus. His WRAD, disfluency and
reflection are all high.
| have no idea what that is, but it was it wasadtnight. It was, | was lying down getting ready

to go to sleep (mm) and | had this ringing in my, @ad it was like in my, in my left ear. It
wasn't in both.

% This is a pseudonym. All names from this momerdughout the remainder of the presented
data are pseudonyms. All data has been deidentified
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Soon after, he discusses physically defending Hfnrsthe nightmares (*holding my hand over
my head”) and physiological reactions such as wakim sweat and having intrusive thoughts.
In the segment below he explains that his nightmare not solely combat related bur rather the
themes that prevail are interpersonal dynamicshichvhe feels blamed. The WRAD gradually
increases as reflection and disfluency decreasgestigg the symbolizing phase.

I'm not just saying like combat scenarios (mm).daying, um confrontations, with somebody
(mm) somebody trying to put the blame on me (mrb¢img an argument or something like that
(mm). Uh, sometimes I, | shout out.

The patient reports his anxieties and reiteratesraétimes that his negative experiences are not
solely combat related. The disfluency measuresstamty high and although it fluctuates it
remains high throughout much of this segment. WRWBtuates and it gradually rises to
slightly above the neutral midpoint. Reflection eens low suggesting he is in taeusal phase.
Some of them are (mm) you know, some are like yow ko pop up in your head and you think
about them but the things that pop in my head amesof the combat scenarios or it could be
things that have happened uh bad situations (mncedi have been in the service ( mm). That |
found myself involved with you know, others sosd{erm) or whatever you know, bad
confrontations (mm) or finding one of my soldidrattwas on drugs and he came up to me and
he was like people are going to come and get mé @nchall of this (mm). I'll have that pop

into my head (mm) you know, (mm) and I'll starbking about him (mm) and, | realize that you
know, | mean, things, absolutely are uncontroliean). | mean, it' s, I'll go from one thing to the
next and then I'll go into worry mode, it's liketart thinking about let's say a mission pops up in
my head, after that's done let' s say, I'll go ihke financial worry mode and I'm absolutely
stressed out (mm) you know, (mm) and I'll stamiking about finances and then starting
thinking about all of these, depressive down things

In a long narrative he repeats his anxiety aboaeriainty of what the Military will decide and
his lack of control over the process. The patieehtassociates to taking out his anxieties and

anger on others when he feels a lack of respechadttes his awareness of an interpersonal

pattern that arises in material throughout treatmen
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| realize that | was attacking her (girlfriend) 84 would attack one of my soldiers (mm) that
disrespected me.

He then proceeds to describe a specific vivid icidn which he felt the girlfriend “comes into
my world” and “peeks in” by reportedly oversteppithg boundaries of her gender role and
disrespecting him. Disfluency and WRAD are bothhhsgggesting the symbolizing phase.

I’'m paying. We’'re in a taxi. We went on a vacateomd | was in a taxi um had my good friend in
there in the taxi and she was in there too, Andalbars throat] there' s some uh it wasn't, it
wasn't a complicated process it' s just, | was gsviarought up that the that the man pa- pays
(mm) you know, (mm) and that there' s tw- two mehe vehicle (mm) you know, then they will
discuss (mm) how the payments (mm) going to bewd®h®&n does not need to worry about it
(mm) you know, that' s that' s the man' s (mmjrtae’ s job to decide (mm).

As he proceeds, the content and language choiogvladout the military, such as “peeking” is
similar to the language choice when describingghifriend’s intrusion. He likens his

experience of her to “non structured officers peghknto my business”. The segment is very low
in WRAD and Reflection and high in Disfluency sugtyeg the arousal phase.

[clears throat] and | think you know, | think thdbes have a lot to do with you know, being in
the military and having you know, non structureficefs peeking into my business (mm. mm.).
You know, | had a first sergeant that would congyamhat you got there? You got there? You
got a care package? Hey what you got? And he'lbg@amething out of it and take it. (mm ) and,
f- for me that kind of you know, that' s kindtbfy is mine (mm). This is my situation. You' re
not getting into it and now | found myself even koow, if | get something, I'll kind of just keep
it to myself and, not tell nobody about it.

He then exhibits an ability to reflect on his imtersonal emotional trigger. He proceeds to reflect
on his behavior with the girlfriend and with thedenlying themes regarding control, rigid
gender roles and boundary violations. As the thstapworking to develop an alliance, the

patient may be providing him with warnings abowgt iheéed for appropriate boundaries and a

strict treatment frame.
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The therapist directs the patient and asks if thhere a specific event that precipitated the
traumatic brain injury (TBI). The patient descripgsvivid detail, an incident in which he, as the
driver, is instructed to pursue a potential thredtich leads to the vehicle rollover. The WRAD
during this narrative segment is extremely highl] eleove the neutral midpoint. All three
measures fluctuate. When WRAD decreases, reflestmease and disfluency notably rises
towards the end of the segment. While this pateggests the symbolizing phase, upon a
gualitative reading the level of disfluency islatng. This segment raises the question about
whether immersion in one’s evocative narrative gstga positive prognosis in the treatment or
whether the patient is highly immersed and in paiving the vivid trauma memory.

Yeah there was uh, there was a vehicle rollover)(that, actually put me into the hospital for
about a week and a half (mm) and it was an actaatassion (mm) and head trauma (mm). We
were goingmiles an hour in pursuit of an enemy and, um wiagipened was | was cutting
across the median and | was trying to cut him wifn) and the vehicle, the flow of traffic behind
us was still you know, (mm) fully charging (mm)ytiaeren't slowing down. The convoy was
trying to get them to slow down (mm) but they wéemm) and a vehicle came up and hit, my
driver' s door (mm) and | had my arm out and itedly, the crazy thing of it is that | had my
arm kind of out like this, the vehicle came up hitc side of the vehicle and my arm throwing
my arm back in (mm) tossing my body and | actugdhked the steering wheel (mm) and in
those vehicles (mm) if your' re going too fast (respecially on, on unstable ground (mm)
you'll, any jerk wheel you can flip (mm) the vehighm) and, that' s exactly what happen. It was
uh full vehicle rollover (mm) and my, gunner wapised underneath his (mm) his the shield th-
the shield. [takes deep breathe through nose] Antlwias wearing my helmet but just the fact of
that hard blow you know, hitting on the door (mmgi@hen, hitting again (mm). Uh, they
actually thought that | had broken my back (mmjh&y didn’t, they wouldn't let me get out of
the vehicle. Actually cut me out of my uniform émdh) you know, put me on the med-evac
helicopter so yeah. So that was a hard one tooumexafter, after all of this they were like you
know, the military has to do an investigation (man)things, and, everybody had the same story
but it was like the investigator didn' t believeYibu know, he thought that he thought that it was
a reckless act or (mm) whatever (mm) and, that nmaeléeel like, wow (yeah) where's the,
where's the trust there? Like (right) [clears thtp&hen | was in the hospital, uh, when | had
like severe headaches, things you would have yow kimm) blurred vision (mm) when you
really lose your, your focus when you like haveaatission (mm). You' re trying to focus, like
after | think the third day or the fourth day l'agk the, the nurse if it would be okay if | just,
started walking around a little bit (mm) and theand up making my way down to the uh,
computer center, and | realize that it was readlyslow process for me to comprehend (mm)
what was going on with the compute. That it wasnt, pretty good with computers (mm) so for
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me to sit there and just stare at the computerestrén- kind of, get my my eyes and my mind
working again (mm) you know, like, trying to, tryito be able to focus on (mm) everything.

Central schema about mistrust prevail. He grappldsthe memory of being in a state of
recovery post rollover incident and the mistrusthaf military investigating the accident and his
role as driver. Soon after, he recalls his plateergeant’s eagerness for him to return to .dByy
attributingthe sergeant’s wish for his quick discharge astdues caring nature, rather than a
need for drivers on duty, it appears the patient berationalizing to defend against this
likelihood. The WRAD is high while reflection anéstluency remain low indicating the
symbolizing phase.

He wanted to take me out like r- second or thirgl da wanted to (mm) take me back into the
mission (mm). And you know, he cared about me framknow, what | mean, he cared (mm)
about me. He wanted to not see me in the hosgiah| if, (yeah yeah) | didn't have a serious
(mm) injury (right). When [ left the hospital | ditifeel like, | was completely healed.

The therapist asks what it was like to return onission not yet healed. He is helping the
patient access affect that arises and inviting toitlevelop potentially new meaning to his
trauma experience. The patient begins to articlistexperience of vulnerability. The WRAD is
low and Disfluency is high suggesting the arousaise.

You go right back into that protective mode of (m&€curity, security (mm) and, that' s what |
did but | felt that, it was a little blurry (mm) t@me (mm. You know, there was, | remember
sometimes after that, that traumatic, situation (ntimat | found myself even like dozing off
falling asleep (mm) at the wheel.

The patient then continues to describe a diffeiraitent following his return to duty in which
he was driving and blacking out due to concussyonpgoms. He describes several other
Military vehicles being blown up with road side éogives and his ability to step on the

accelerator and escape the next explosions déspit®ncussive symptoms. This trauma is not

processed in later recorded sessions.
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The WRAD is the highest at this point in the sessithe disfluency and reflection
fluctuate throughout, suggesting the symbolizingggh Since the narrative is extremely long, an
excerpt of the point highest in WRAD is providedieu of the entire segment.

It completely, put my body in shock (mm) and th#te reason why received an award is
because, everybody in that convoy went throughdduaie thing (mm). The first two vehicles got
blown up. They were, they were static in the sibmatThey got blown up, to the point they were
they actually had to stop you know, in the killeohhey had to stop (mm). | blacked out. My
vehicle was still rolling, | had came to a stop,tbe, with the vehicle. | came to a stop, and |
saw off to my left hand side. | saw a vehicle ppland it was my uh my replacement platoon
sergeant, and he pulled up and I just saw himdilkewindows were up. | just saw his mouth
moving, and you know, | was completely in shock.

When the patient completes the narrative, endirily kais ability to emerge with his unit alive,
the therapist makes an empathetic comment and séggeheduling the next session. The
patient apologizes for not working on EMDR in tlession and the therapist clarifies that this
session was a time to assess some targets foetiment. As the therapist says goodbye the
patient lingers briefly wishing to connect inforlyaHe talks to the therapist about taking his
girlfriend’s daughter camping and horse back ridimrgthe first time this coming weekend. The
patient tries to connect with the therapist andsdus seem to be aware of the cues ending the

session. The therapist is warm but maintains getriment boundary and ends the session. This

dynamic is typical of the session closures.

Results: Session 2
Overview:

Session two commences with the patient speakindyn@ainterrupted in a free
associative manner and the therapist typicallyaedmg with non-interruptive language such as
“okay” and vocalizations such as “mm”. This begmmbf the session is characteristic of the

treatment. The session then becomes more strudiyréee phases of the EMDR protocol.
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Several phases are covered in this session, pRdbesugh 7: Assessment, Desensitization,
Installation, Body Scan and Closure (please se@t€hg page 16 for a review of the Eight
Phases of EMDR). The therapist works with the patie define the trauma targets he wants to
process in the session. After discussing two targke patient selects a traumatic experience to
process in which he felt threatened by his lieuténBhe therapist proceeds with the EDMR
protocol. By the close of this session, the Subjedtnit of Disturbance (SUD) score shifts from
an 8 to a O after the bilateral stimulation.

Line by Line Analysis:

The session opens with the therapist asking thergatbout how he has been since the
last session. This question at the beginning oE#ssion is typical of the treatment. The patient,
perhaps unconsciously trying to alarm the therapidicates that he stopped compliance with
the medication that treats his PTSD symptoms oéraagd impulsivity. Soon after, upon
noticing his “fits of rage,” the patient resumedmgiance with the medication. He then
nonchalantly states “ So yeah that happened sieckast time I've seen you.” The patient
associates to his formal acceptance into the TraarBeain Injury (TBI) program and speaks
anxiously about his uncertainty of what lies ahatidr treatment and about his feeling a lack of
control. The following segment illustrates high kexs in disfluency suggesting the arousal
phase.

Sometimes, sometimes you know, what the futumng tp bring you know, you can, you can,
pretty much plow the path (mm). As of now it's kifikkind of like my life is in other people's
hands.

He then discusses being accustomed to having deamsaking capacity since childhood
and not being accustomed to the current senselihtacontrol in the Army. In the following

segment WRAD fluctuates and increases to well atioe@eutral midpoint for period of time.
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Disfluency rises as WRAD decreases and Reflectiarifates but remains low. This pattern
suggests he is in the symbolizing phase of refeesttivity.

Yeah, yeah it' s scary. | don't remember anythimgean, when | was a kid they leave the
decisions to my parents. But so since | was 9haen making decisions on my own, and now it's
right back to, you know, what do we believe? Ddeleeve that he can still perform as a

soldier? | don' t have a problem with deploymeittave an issue with getting blown up (mm).
Getting put into situations that are uncontrollalg any of us. Some of those situations there's
nothing, there's no amount of training that you ganthrough to avoid those scenaribsaean,

to fire fight you train, you train a lot to get m# fire fight. IEDs (improvised explosive deviges)
how much training can you actually, really go thgt@

The patient continues in the symbolizing phasdjase in which it is believed that
affective experience links to images and words. Wag it appears is in the here-and —now with
therapist. Below, the patient consciously talkswls friend but is also referring to his own
experience seeking therapy.

I' m a survivor you know, along with you know, éfxén communication with my old squad
leaders, some friends and stuff. My old squad legdeout of the service you know. He got out,
finished his uh, committed time and his wife tofd kaid you starting to act up, you got some
issues. He went and found out he has TBI (mm) PHSD3s going through therapy. He's a big
time supporter of EMDR.

Then, the patient enters the last phase of theeraial process, reorganizing in which the
speaker often recognizes his ability to cope. Pphisse is indicated by a decline in WRAD, and
steep increase in Reflection. He talks conscioabbyut a relationship to a male friend and
possibly unconsciously about the therapist. He@atas to the significance of having an ally to
talk to and soon associates to a contrasting expegiwith his female TBI counselor.

It's nice that I've got somebody there (mm) theairh call. A guy that' s been by my side the
entire time, you know. Then for him to say I'm ritgiere with you (yeah). Yeah and I think
another thing another thing that really bothers toe is uh like mixed information. You know, |
went to, my counselor this morning and I'd alwagsrbunder the consideration or the
understanding that a counseling session is thistdgmm) Well, | show up to go to counseling
with her and it's a gossip session for an hour gflifle. She even forgot what my name was. Me,

if ’'m doing counseling, | know I'm going to do ttead up before | counsel that solider (sure) .
Just to make sure that I'm on point.
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He proceeds to explain the upsetting interactiah wie female TBI counselor, possibly an
underlying message of warning the therapist no¢peat the rupture. A persisting theme of the
devaluation of women begins to emerge. He expk#e&ing EMDR treatment in lieu of the TBI
counseling and inquires about how many sessionairer appears he seeks the answer to
concretely know how much time remains, becauss hexious about abandonment.
Additionally, this inquiry is testing if the therigpis in the words of the patient, “on point”. The
therapist shuffles through his papers, perhapseited, as the patient is testing him. He examines
the notes to decipher what number session thegraamd answers moments later as the patient
wonders aloud if he will be transferred to anotBBIDR therapist. The therapist reassures the
patient: “We want to make sure you get the contynof care that you need. So that will be
there. We, we'll make sure of that.” The patieplies: Awesome, cool.

Then the therapist initiates the structured EMD#&qgrol by asking a direct question to
identify the trauma target for this session. Thexdpist reviews several targets and makes an
allusion that they were discussed previously. Whherpatient is asked if he has another target to
add, his WRAD peaks for the second time in thisisessuggesting he is immersed in telling his
experience and in the symbolizing phaBee trauma target he describes is related to an
experience of abandonment, the trauma he alludégitong repeating with the therapist
moments beforehand.

One that | can think of is, um is pretty rough &abwith. Uh it's not so much, | mean, | guess it
would be considered PTSD, but when | started baagining | called home and uh my wife had
told me, this was the day before my final. My wfd me that she didn't love me and she never
has and that she' s moving on, and you know, itlikasny whole life had ended and | almost
you know, basically | went up back up to my bumid Pcollapsed you know, | was just like what
the heck | mean, it was just it was absolutely itder But, uh you know, the guys stuck it

together with me..but that was a huge turning point in my life, wherest a lot of respect for
women.

66



The patient’s distrust of women emerges in thaeramaterial regarding female TBI counselor
and soon after the material above where he refhegadistrust of women and reliance on “the
guys” and perhaps the EMDR therapist.

The therapist inquires if the patient would likeptocess the incident with his ex-wife
through EMDR and the patient requests processhngVineyard” target. As per the protocol
(please see Chapter 1), they establish a non-vetbplsignal so the patient has a sense of control
over the process and can initiate a break if hemes overwhelmed. Additionally, the image of
the patient’s safe place, a beach, is reestabliSitezldialogue suggests that the safe place was
discussed previously.

A rupture in the therapeutic relationship ensuesyédver, since less than 25 words are
spoken by the patient in this sequence, the refiatectivity measures cannot be reflected on
the graph to capture this moment. The patient neguf the therapist visited the beach, his safe
place. The therapist states: “I haven't yet batdnd to.” The patient looks down, as if in shame
or disappointment and the therapist does not acletuge the apparent shift in affect. This
transpires at the precise moment where the tredtoadla for developing a sense of safety in
approaching the trauma narrative. In fact, theapist’s choice to indicate that he will visit the
safe place, the beach only superficially addreisesisappointment and simultaneously opens
the patient to a less boundaried frame and momeevability. It is common in EMDR and other
manualized trauma treatments for the therapistltovi the protocol and use the session time
most effectively for trauma processing. At timdsgrapists need to make rapid judgments about
whether to address the transference. Without alosatn of the patient’s response in the

session, no conclusion may be drawn; however, baiselde brief verbal exchange, the tone and
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body language of the patient it may be hypothesilzatthis is a small rupture in the alliance.
Despite this minor rupture, the patient proceedztaess his most disturbing trauma.

The therapist proceeds with the protocol, requgghat the patient recall a mental
picture of the worst part of the trauma in the yarel. The patient states seeing the lieutenant in
front of him after he emerged from the vineyarde Therapist asks what negative belief exists
and what positive belief he would like to have albddmself related to the image. The patient
replies: “I'm a coward” and “I'm confident in mygéltespectively. The patient rates the veracity
of his positive belief on a scale (the VOC) obl7tas a 2. The emotion he feels is “bitter”. The
level of Subjective Units of Disturbance on a sa#l® to 10 was reported as an 8. In calling up
the worst image of the trauma, the patient rededss it in his hands, knees and stomach. The
therapist initiates the bilateral stimulation aisétsathe patient to follow the lateral movement of
the therapist’s fingers with his eyes. After appmoately 30 seconds the therapist inquires:
“Take a deep breath. Let it all go. What do yourget/?” The therapist repeats this phrase after
every set of the bilateral stimulation. The patie&siponse after each set is as follotvs.

. Calm

I've seen my, my buddy Jim sitting in the disvgeat

. The old safe

. I'm standing in front of the house [clears thtpa

. I had absolutely no sense of fear, at that time

. Had absolutely no sense of fear at that time

. Profanity

. I can see myself in the, vineyard uh behindh#dtenal solider. It's to my right and | can see
that lieutenant is to my left

9. Nothing
10. Emotional

ONOUTAWN P

% Since referential activity is captured with 25 d®or more the measures may only be
discussed for the longer segments of speech.
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During the 3 following sets of bilateral stimulati¢#11, 12, 13), the patient’s language reflects a
peak in WRAD, suggesting that he is immersed iimtghis experience and may be in the
symbolizing phase.

11. | remember, seeing my lieutenant and [clearsat) we got a bunch of crosses in the mail
and uh he was a strong Christian man, as he saitltth was. But uh he wouldn't, he wouldn't
uh wear the cross because it had a, a ribbon oAnt he, never or quoted to use never use
profanity but I took that in offense. He wouldm&rsl up for uh his belief.

12. 1 see a Hum V [type of vehicle] sitting ouésad the bunker through the door.

13. Remember staging uh to go outside of the gatdtlee, it had to go up to

the CP. | remember everybody talking and distriaat he would do something to try to keep us
out longer and then seeing him come back to thielegelears throat].

14. A lot, a lot of mixed, things. I'm seeing Weveral different things right now.

15. Anxiety.

16. | just, | see uh just a, a blankness of, mikeximixed things like | see, | see the, the road b
it's just blank

17. Feel calm

18. Playing guitar [smiles, shakes head appearindisbelief] popped in my mind

19. Like I'm on my bunk and | can, see kind of begrybody was um living. | mean, certain
people that come to mind, that all live around me.

20. What comes to mind is [clears throat] um, prév&ole threatening to kill me.

21. A lot more clear picture of what | saw in mygrig conditions. Like the people are starting to
open up around the room. Now I'm starting to rem@mthere everybody lived, which bunk they
slept on. It's all. | can see it clear now.

During the narrative following the bilateral stimatibn set below he describes symbols and
struggled to decipher the image. The WRAD measpeek again suggesting the symbolizing
phase.

22. It's really weird but every time I- every tithe done this (mm) now (mm) every time | shut
my eyes, | see this symbol that um | don't | dovdtv what it is. But it's like, it's | see it
immediately when | shut my eyes and | breath ouh) And the symbol looks like um, like it's a
sketched tree, and it' s like uh sketched treeha#aost like the tail of corn (mm) or something.
(mm) Not corn but wheat (mm) but it looks likeeetr

23. Headache (mm). Yeah so it' s really weird

24. I'm not thinking of anything right now (mm) exteing's completely black

The therapist directs patient back to the origimalge of the trauma, the lieutenant’s face, to

reevaluate the processing and inquires what cooesd.

25. | see my, my lieu- lieutenant
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26. Dead bird. (mm) Laying on the ground. (mm)dcéethroat] | don't understand. That's what
| saw.

The therapist states: “Let me just check out howr yeeadache is now.”

The Patient repliedNo. It' s fine. It's just a sharp pain. That jusihte and wenilhe therapist
directs the patient back to focusing on the deedidnd facilitates another set of bilateral
stimulation which leads the patient to state:

27. 1, 1 don't know. I, | can't explain it. It alreblooks like uh, a structure of some sort bust lo
the, the image (mm) so | couldn't make it all tlag wut.

After the 27 sets of bilateral stimulation, therdpist asks patient to provide a SUD
level. The patient reports a zero out of ten. Whasked if his positive belief feels relevant or
another belief is more appropriate, the patiennhgka “I'm confident” to “I have recovered” and
provides his VOC rating (1 to 7) of how true itleas a 6. The therapist initiates another 2 sets
of bilateral stimulation with the positive beligicithe image of the trauma in mind and the
patient replies:

28. Back to a blank screen

29. Uh | was making something out but I, | lost it

He then provides a lower VOC rating (1 to 7) of hiowe it feels as a 5, decreased from a 6
moments earlier. The patient is instructed to cohdwbody scan and reports tension in right leg,
jaw, and left shoulder followed by a set of bilafestimulation.

30. | see a, big bright yellow spot as in likeatijook up at the sun (mm) that's what | what |
saw actually. It went away. It faded out and thieteime back.

The patient is instructed to do another body sciéim thve positive belief and trauma image, the

lieutenant’s face, in mind and reports feelingnihis head and right buttock.
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Bilateral stimulation and one last body scan alievieed by:
31.Right back to that, black page

In EMDR patient reports of “black” or “blanknesg'eaan indication that there is no
longer need for the trauma processing of the imtidehe patient then reports feeling a
headache. The therapist remarks that the patiasritdome good work today” and the patient,
unsolicited, expresses his experience of the EMDIR.a little bit confused too, like some of
the things, popped into my mind... but they do se&mthey are connected”. The therapist
normalizes the experience and the connectionsraliae with the Closure phase, inquires about
any positive statements or gains he wishes to rab&at the session, which is characteristic of
this treatment and future sessions. The patieiegepy calling attention to the smile on his own
face and declines the offer to evoke the imagas$afe place. As is typical of closing EMDR
sessions, psychoeducation is provided about howrtheessing of the trauma may continue:
“you may or may not notice new insights. Thoughtgdr@ams, memories, may or may not
become apparent. Anything comes up | would askjystito make a note of it bring it with you
next time.”

The therapist then asks for consent to use thededsession material to train other
EMDR therapists. The patient offers consent attniiguit to the desire to “benefit others”. As he

signs the consent the audio fades off.

Results: Session 3
Overview:

Session three commences with the patient speakiadynuninterrupted in a free
associative manner and the therapist typicallyaedmg with non-interruptive language such as

“okay” and vocalizations such as “mm”. This begmmbf the session is characteristic of the
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treatment. The session then becomes more strudbyrdee phases of the EMDR protocol
commencing with therapist conducting tHeghase of EMDR, Reevaluating. He checks in
regarding the trauma processing of the incidetthefieutenant in the vineyard from last
session. While at the end of last session themagported his SUD was a 0, he now reports a
SUD of 1. Such shifts are common in EMDR and indichat more processing is required. The
EMDR phases 3-7 are then repeated to processatinaar By the close of this session, the
Subjective Unit of Disturbance (SUD) score shiftei a 1 to a 0. Other trauma incidents to
process in future sessions are briefly discussddtapatient notices that processing the most
disturbing trauma, last session, has generalidifegts on the other traumas as he speaks of
them with less anxiety.

Line by Line Analysis:

Session three opens with the therapist invitingodwgent to fill him in on what transpired
since last session. The patient starts with a tnagrhigh in disfluency suggesting the arousal
phase. He discusses starting horse therapy ang assigned a “temperamental mayor” who
“had to be led”. His devaluing description of tleefale horse is similar to that of his ex-wife and
the female TBI counselor. Without segue he swidbeic to having moved into a new
apartment and organizing a bachelor party forlavietoldier.

The highest peak in WRAD occurs at this point ia slession. Disflueny remains high
and reflection fluctuates suggesting the symbaizihase. This is early in the session, before the
bilateral stimulation process. The patient retumthoughts of the move and reports that he left
after an argument with his girlfriend but was widlito give her a second chance as she provided

to him in the past. He speaks of them both stingghith depression. In the narrative segment
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he makes reference to insight about connectiongdeet affective states and behavior within
himself and the relationship.
Uh, Jane [pseudonym] and | had a huge blow up dedt her at the bar. | took all of my stuff
and left her. And um, it took me leaving her, fer to realize that she had been in a depression
all this time and she contacted me and she wagtkeknow, | realize you know, | realize where
I've been messing up and you know. Would you plgiaseme a second chance? And | said you
better believe it because she is giving me a sechadce you know. But it was, it got to the
point where you know, | treated her bad and hadavein realized that | was treating her bad,
you know. | was in a depression. She got into dpgassion.
He then enters a reorganizing phase marked byrhitgction and low WRAD. He discusses
waking with night sweats but not having any nightesasince the trauma processing last session.
Lately uh the only changes | can see is uh fofdkefew nights | haven't been sleeping. Just that
finding comfort in my sleep patterns. Uh, wakingamp having from my knee down to my feet
just soaking sweat. And it's not the rest of myyhaosdt from my knee to my feet and [clears
throat] not quite sure what that is. It' s almogiel as soon as | identify it you know, it dries up.
(Yeah) but | don- it' s something that I've neveet through before (mm). It just came out of the
middle of nowhere or so. | don't know. | don't knibi's something that could be possibly
caused from the medication I'm taking. (Mm) or (Mim) not sure. (Yeah) But my uh, | haven't
had a nightmare since the last time | talked to.you

The therapist asks whether the patient has notingahanges in behavior. This question
is immediately followed by an increase in WRAD defection and a decrease in disfluency
suggesting the symbolizing phase. He is both riéflgaipon and immersed in his narrative. The
therapist intervention may have contributed toghality of the narrative at this moment. He
notes that his fits of rage are no longer predéatthen associated to calling his squad leader to
update him on his progress and feeling appreciatitee leader’s returning the call since he
could sense in his voice the “inconvenience”.

After this initial free—associative like periodgettherapist asks regarding the patient’s
feelings about the trauma incident with the lieat@nn the vineyard since processing from last

session. The patient states that the thought beargysile to his face and reports a SUD of 1. He

elaborated that he felt some bodily sensationspaase to thinking about the trauma but “I
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mean, it's something that | can think about now lane@lly don't have too much issue with it.”
The therapist wonders if the patient would likevark on the trauma to decrease the SUD from
1 to 0 and they begin by recalling the calm saée@l As in the last session, the patient inquires
if the therapist has visited his safe place, albe@his was noted as a possible rupture in the
Results of session 2.The therapist makes a posayhg that he remembers the safe place, has
not visited and that he intends to. The patienhdsumomentarily disappointed as the therapist
proceeds with the EMDR protocol bilateral stimwdati Since there are very few words
exchanged (below 25) in this dialogue there areneasures captured on the graph to reflect the
guality of the narrative.

The therapist initiates the bilateral stimulatiomasks the patient to follow the lateral
movement of the therapist’s fingers with his ey@$ter approximately 30 seconds the therapist
states: “Take a deep breath. Let it all go. Whayalo get now?” The therapist repeats this
phrase after every set of the bilateral stimulatlarthe first set his disfluency is high but
decreasing, reflection is high and WRAD is low sesjgng it is the reorganizing phase. The
patient response after each set is as follows.

1. | feel awesome, seriously. | feel awesome. | ileel I mean, | pictured , | pictured my
lieutenant there standing, there with me afterlivew me on the ground . And | just um,
you know, | thought about what I, what | shouldénasid to him right then and there.
But | didn't and it doesn't affect me. It actualiyde me feel amazing cause as | was, as
you were doing the treatment, | was thinking alibase words that I, that I, would say to
him. That showed me you know. It showed me as thwdsng to myself about that
scenario, it sho- showed me where | was lackingl. that makes me feel much more
confident.

2. Completely black.

3. Same thing.

The therapist directs patient back to the originelge of the trauma, the lieutenant’s face, and

inquires, “What do you get?”
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4. Just a picture
5. Just completely gone

After the 4 sets of bilateral stimulation, the tq@st asks the patient to provide a SUD level.
The patient reports a 0 out of 10. The SUD deckfireen a 1 to a 0. When asked if his positive
belief feels “I'm better” feels relevant or anothmslief is a more appropriate, the patient changes
it to “I've accepted” and briefly elaborates up@elings of acceptance, forgiveness and
appreciation to be alive. When prompted to retelworst image of the trauma and think of his
positive cognition, he provides a VOC rating (I73cof how true it feels as a 7. The therapist
conducts a bilateral stimulation as the patierkdithe trauma image with the positive cognition.
The patient reports:

6. Just relaxed
7. Same thing

The therapist instructs the patient to conductdylszan and patient reports no bodily sensations
related to the trauma. He commends the patieniohard work and the patient expresses relief
and a sense of accomplishment in finally discusgiegrauma. Typical of EMDR, the therapist
gives the patient agency in deciding whether tagse another trauma in session or wait until
the next session. The patient discusses that tisé disiressing trauma is the one they processed
last week and completed in this session. He féélas a generalizing impact on the other
traumatic incidents since in his view they all ilweothe lieutenant. The patient elects to work on
another trauma incident next time and they iden#fgets discussed in the first meeting. The
therapist inquires about any positive statemenggaors the patient wishes to make about the
session, which is a characteristic part of the @®phase. The patient replies by discussing the
importance of facing one’s fears. He refers to éapteor of a child who may have fallen off a

ladder being taught to overcome his fear. He aliudea break in communication as the
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precipitant of the incident with the lieutenant arflects on the EMDR treatment as a positive
opportunity to “get emotions into it [the trauma)] Iscan get emotions out of it”. When the
therapist asks how the bilateral stimulation fetls,patient says he feels it's effective and
notices a 5 to 10 second headache that dissigdtegatient then expresses positive
transference suggesting that he trusts the thérapasthe EMDR process. He states that the
therapist is competent in the treatment so thahéag focus upon his emotional processing.

As is typical of the Closure phase, psychoeducasiganovided about how the processing
of the trauma may continue after the session. Hbiemt responds to the therapist’'s
psychoeduation about the EMDR process and repoetsaing his affect through treatment. He
conveys that EMDR is allowing him to “explore exgievhat happened” and “get emotions into
it". He elaborates on his experiences after sessibime narrative is briefly high in WRAD and
Reflection and low in disfluency suggesting thaim the symbolizing phase.
| go home and have complete silence in our apartndesst sit down and um | just sit there and
think about stuff and just completely relax. AndIBupick one thing and I'll just stick with that
because my attention of course since all of thigpleaed

They agree to continue processing the next traanget in the following session and as
the patient leaves the room he asks about thepis¢ésaEMDR training seminar and the

therapist confirms that he completed the seminanather site. The patient may be wondering

about how his recorded sessions are being usée imaining. The recording fades out.

Results: Session 4
Overview:

Session four takes place 2 weeks after the lasisedue to the therapist’s conducting
EMDR trainings at other sites. The session commendth the patient speaking about his

increase in nightmares and about anxiety regarti@gumber of session remaining in the
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treatment. The therapist responds with reassurangevide as many sessions as needed. The
patient then reports more about his trauma inc&lantl reflects on processing of the first trauma
target processed in session 2 and 3. The ses&nrb#tomes more structured by the phases of
the EMDR protocol. The therapist works with theigeatt in the Assessment phase to define 3
trauma targets he wants to process and select® gmecess within the session, an incident in
which he was sent by his superior to an alley dyfiire fighting military engagement with a
malfunctioning weapon. They conduct phases 3 thraugf the protocol. By the close of this
session, the Subjective Unit of Disturbance (SUtye does not shift from the initial SUD,
rating of 5. The therapist and patient use guideajery to place the remaining trauma in an
imaginary container.

Line by Line Analysis:

The audio sound of the recorded session four bggemimably moments into the
session, in the midst of discussion about traffittgrns driving to the session. The therapist asks
the patient about how he has been since the Issiose which is typical of the beginning of
sessions. The patient reports an increase in gigmares and indicates that the intensity of the
nightmares is similar to that which he experiengpdn return from deployment. He expresses
confusion, and seemingly underlying anger, aboaiiribrease in nightmares following a
successful trauma processing last session whdreiSWD level reached a 0. The veteran
discusses an increase in his anxiety during a tesgssion with his TBI counselor in which he
was instructed to watch clips from past militargagements. While veterans who return from
deployment are commonly seen in multiple treatmehtsimpact of the simultaneous treatments

is a confounding factor in assessing the patideNOR treatment progress. At this phase in the
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treatment it is possible that exposure to the Visoagery of a military engagement in another
treatment contributed to the patient’s increasgymptoms

In the initial narrative segment of the sessior,ghtient’'s WRAD varies slightly but
remains mostly high while reflection and disflueriltictuate, suggesting he is in the
symbolizing phase.
It's almost like my mind is programming possiblersrios and it's including family members
(mm) and friends (mm). Like uh one of the nightmaiead, had my mother in it and it was just
that she was present (mm) in the nightmare. Uh (sima)didn't play like a, a major role or
anything. She was just in the in the nightmare (mmaf last night was pretty bad too. | actually,
| don't think | actually got to bed until about fond | had my alarm set up for five. And | was
like, cause | woke up, | think | went to sleepdorour. | woke up at three and | was like man,
I’'m gonna stay awake try to get this out of my nariitle bit. Went back to sleep at four try to
get up at, at five.
He then explicitly expresses his fears about treatrtermination and being left to cope with the

trauma memories:

| was afraid to come here today because | was k@ what if you know, | know that we've only
got two sessions left you know, it' s like man wihabpen anotheftrauma incident]

The therapist replies:
“Yeah. So here is my commitment to you. It's th& got as many sessions as we need to give
you, finish with this. So, | will see you as long laneed to see you to get this through.”

After this exchange, there is a shift in the pdtseoontent and affect. It is possible that
he feels soothed by the therapist commitment, qdatily in light of the recent 2 week hiatus in
treatment. With the treatment frame secured, lablis to shift away from reporting symptom
intensity, perhaps unconsciously trying to engagetherapist. He begins elaborating upon his
fears of abandonment by the therapist and reponang in which he has felt alleviation of
symptoms.

It, it really was scaring me (mm) to think thatdnccome in here and the next couple of times
and now boom I’'m just on my own
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His narrative then moves back and forth betweemgahese fears and reflecting upon his
improvement in treatment thus far. He proudly réptrat he was able to be social, exhibiting a
decrease in his PTSD withdrawal. The patient theoudses how processing the most disturbing
trauma with the lieutenant in session 2 and 3 lbagipe generalizing effects in being able to

process the next trauma targets. Here there iarp sicrease in the WRAD.

I’'m glad that | picked [clears throat] the vineyafulst because that was, that was like a one on
one real confrontation with my lieutenant. You knoeally everything stirs around him.

The patient continues to discuss the trauma inticlemore detail. Towards the end of the
segment high in WRAD, reflection increases sugggdtie in a phase of symbolizing and then
moves towards reorganizing about forgiveness aodpance rather than blame of the
lieutenant.

Now that we- we've attacked uh the lieutenantok lat his decisions that he made, like with the
uh [clears throat] with the Jara [location] incideéfMm) of where, called out to do a patrol. We
were just doing normal patrol, calling on the phdhat uh, uh there was a child that was blown
up in the center of the city. So we got dispatdbegb out there. (Mm) and you know, kinda
perim-perim- perimeter it off and just to check aee if anything is going on. We were not
supposed to go in to that area of operation (mmjdsn't our area of operation. We were just
supposed to go, on the outside and patrol. (mmlieditenant heard some, fire being taken and
instead of getting on the radio or doing anything jwst went straight in (mm) and it was
basically just a set up ambush. (yeah, yeah) Angain know, for me to accept there was a
brand new lieu- lieutenanfmm) | mean, lieutenants (mm) they have a certaiauant of

training (mm). | have to accept the fact that, lael o make a decision at that point (mm). He
had to make a decision on, based on the situatmhragardless if it was right or if it was
wrong, | mean, there were guys in there that kriemas the wrong scenario. That we were not
supposed to go into that area of operations butodylsaid anything. They just allowed him to
lead us in (mm). So I've thought about that a ¢at know | really can't throw a lot of the blame
onto him because it's staff sergeants that tragatenants.

The following segment is precipitated by decred3sfluency. The narrative
captures an increase in Reflection about the impitte trauma and his EMDR process and

suggests the reorganizing phase.
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| mean talking about this stuff (Mm) and doing EMDR has been opening up a few things
(Mm). It brought up something that my mind compjetevered up. And this is something that |
know we need to uh touch base on (Mm). Not so thath ha- | have a sense of anxiety, but |
know that it was a very traumatic experience (Mmg adon' t remember a lot of it but I think
the more that I talk it through with you the eveorenwill come out.
Then, he discusses a different trauma in whicliifeisvas threatened by a fellow soldier. The
language depicts a sharp increase in WRAD whiclyestg the symbolizing phase.
Back out the fog at our bunker, uh there is thdrasolider and his, his name was James at the
time. He was another seargeant. Him and | got same kind of dispute and, he uh, he grabbed
his weapon system and threatened to kill me. Andadeactually taken this outside and he was
holding his weapon system up. Now | don’ t remeraberything that was said. | don' t
remember all of my actions (mm) but | do know thatwveapon system was loaded and | do
know that anytime he could have killed. me

The patient and therapist discuss which traungetahe patient wants to process
in this session and which targets they will prodadsiture sessions. The therapist then offers the
possibility of meeting twice per week and suggédgsussing scheduling at the end of the
session. It is unclear but it appears he might ludfezed an increase in frequency due to
logistical aspects of the treatment (the numbeafets, scheduling) or perhaps he was pulled
to action by the patient’s earlier anxiety abowradonment.

The therapist begins the trauma processing. Hethslzatient if he recalls his safe
place. In this session, unlike the last 2 the pati®es not ask the therapist if he has visitesl thi
site, a beach, and then express disappointmenthéttherapist for not having visited. There
may be numerous reasons for this change. It majtbkeuted to the repair in the relationship
when the therapist addressed the patient’s anal@yt the treatment frame and indicated he
would treat him as long as needed. Alternatelynlag be avoiding the question to avoid
disappointment.

The therapist requests that the patient recall maheicture of the worst part of the

trauma in the military engagement in Jara (locafiseaudonym). The patient states that there is a
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particular alley. The therapist asks what negdtiseef exists and what positive belief he would
like to have about himself related to the imagee phtient replies: “scared” and the therapist
clarifies that is an emotion. After briefly thinkjrand describing the feeling, the patient replies
“I'm stuck”. He offers the positive belief “I hawantrol”. The patient rates the veracity of his
positive belief on a scale (the VOC) of 1 to 7aa& The emotion he feels is fear. The level of
Subjective Units of Disturbance on a scale of @Qavas reported as 5.

As the patient focuses upon the worst image ofrdnema and the negative belief, the
therapist begins the bilateral stimulation and askspatient to follow the lateral movement of
the therapist’s fingers with his eyes. After appmately 30 seconds the therapist inquires:
“Take a deep breath. Let it all go. What do yourget/?” The therapist repeats this phrase after
every set of the bilateral stimulation. The patiesponse after each set is as follows.

In the first set the WRAD is briefly above the malimidpoint and disfluency is briefly
above the mean. After clearing his throat numetwass earlier throughout the session, here the

patient is able to notice this sensation.

1. I got uh notice a tightness in the back of the dtonm.) Um, it was really hard for me to
try to keep the focus on the situation and um lagidtle bit of a headache (mm, Okay).
But nothing that' s not lingering. It just kind cdme and now it' s going.

| get the, anxious and it’s like I'm, like I'm, I'oack feeling that fear.

I’'m feeling almost like, nauseous

Yeah the nauseousness is not there but | feelyrepécey right now.

I’'m noticing that my body is like having spasms jrivi@ah mostly on my left side of my
body, my arm, my chest my like pelvic area, myobkst (mm) and my left leg (mm). It's
not so much on the right hand side of my body

Well now I'm not thinking of the situation so mukim more thinking about my body
now.

ahowpn

In the following segment the narrative is briefighin reflection and low in WRAD
suggesting the reorganizing phase.

6. What | notice is that when your, fingers were, ntoghe left (mm) that my butt was
almost like clenching and | have the sense of aneeery time that I'm looking off to the
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right (mm) it' s like [takes deep breathe] it'sdikm getting these anxiety feelings (mm)
but | can't pair it up with anything

The therapist then tells the patient that it'sunsonscious processing and continues with the

bilateral stimulation.

7. 1, uh it was pretty much the same thing.

8. It's weird I'm still like really anxious that my tg's doing, crazy things (mm). | don't
have my mind on anything except for the exercise

9. Pretty much the same thing. I, just have uh, sligt@dache on the right temple
The therapist tells the patient he is going totsh# modality of the bilateral stimulation from
the hand movement to the tappers. The tapperseargysize pods, one for each of the patient’s
hands which alternate vibrations. The therapissdue explain the reason for changing the
modality. The therapist introduces it to the pdtemd the patient states: “It' s crazy. It's pgllin

my eyes to one side to the other.” They continué tie bilateral stimulation.

10. 1t just, I really notice the uh, how my, eyes weogking with my (mm) with the
vibration of my hands, went from one side to thénéonext (mm). | mean, I'm feeling
more calm now because that's where my focus is.

11. Mean, I'm seeing the same exact thing. I'm seamin the alley (mm). I'm seeing
sergeant Calvin in front of me and lieutenant bemme.

12 .Um okay wha- what came to my mind is uh when taestarted coming in I'm thinking
where the hell is this coming from? That' s exaitteywords that | was thinking.

13.That was | just feel like a shock on my body. I' i&now where it came from.

14. That was a strong one (Mm). Yeah I'm just kindlafk right now. | mean, I'm still
thinking of the alley

The therapist inquires if the patient believesdugent body sensations are related to the trauma
experience. The patient wondered if he is expemgnihie sensation of hitting the concrete when

he took position with his gun in the alley. Theytioue with bilateral stimulation.

15.Just, just kinda blank

16.Uh when | jerk that time | was thinking, of theinals | should have fired to the air (Mm)
so that could definitely be tied into into the adtsound of the rounds.

17. Just, just kinda blank.

82



18.They weren't hurting before
19 That time when my leg shook | had uh a shooting paiming up my leg (mm) and | had

another, uh hit and then that really tensed up aw §mm). It's like it happened right
there towards the end.
The therapist asks the patient to return to thgirmal image of the trauma and the patient
imagines : “Well | see myself pinned up againstwladl (mm). | see the alleyway”. They

proceed with the bilateral stimulation.

20.1 have no idea what my body is doing (mm) butd sitting here thinking about it. Uh,
trying to progress my mind a little more into tlwainds. | should be going by and seeing
the rounds (mm) following (mm) and that' s why mgybwas doing things like that.

The therapist clarifies that the patient’s body wesponding to the trauma incident. In the
following 6 bilateral stimulation sets the therapaks to the patient reminding him that the

incident is in the past, grounding him partly ie foresent session.

21 Well a lot more relaxed.
22 .Um, | can see myself inside of the school now.

23.Uh all | have is this uh a vision of us, consol&thtt, at the bottom of the stairs. We
haven't went anywhere (mm). That's, that's it.

24 That I'm on a the roof of the school. | climbed otve wall and I'm like looking around
seeing people that are firing down at the enemy.

25 Confusion.

In this last narrative of the bilateral stimulatithve Reflection is high, while disfluency is
low; however, the patient illustrates direct dissay as if he is speaking directly to the superior
who he feels endangered him. While the high Refleaneasure suggests the reorganizing
phase it is possible that in this short narrategnsent the dictionary captured the words
“thinking”, “focusing” and “confusion” which led #&nDAAP to suggest high reflection. This is

the only time in the treatment when the patientilgihdirect discourse, possibly an indication of

the immersion in retelling. It is possible the leekdisfluency and arousal may have been
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underestimated in the Disfluency dictionary. THsds light on the importance of qualitative

reading of session materials to accompany all DAA&INgs.

26. Just that | was really focusing on my body' s tiemcand | was thinking of the word
confusion (mm, mm) and it ties in a lot of things&es in, you knew myeapons system
is broke, why did you call me back out to goingpatrolled around the area (mm)? |
mean it' s just a lot of confusion

The therapist asks if the patient would like tqosfior the day. They debrief regarding the

session. The patient focuses the discussion al®pbhkitive experience of the new bilateral
stimulation modality, the tappers. They agree ®itigoing forward. He comments on the
trauma processing stating “I've been stuck onflustjust the alley scenario (mm) and now I'm
on top of the roof”. The feeling of being stuck whs patient’s negative cognition and in this
excerpt he alludes to a shift in the ability toesclater material in the memory, no longer being
“stuck™ in one site, the alley. On another levelils referring to progress in the trauma
processing.

Upon deciding to stop the trauma processing fisrgbssion, the therapist guides the
patient in developing imagery of a sealed containérld the trauma memories until next
session. The patient describes a steel contaimklikeamns it to the size of the therapy room,
possibly indicating his sense of containment arfieitgan the treatment. The description of the
container is based on an image he refers to frilman which Einstein is a character. In the
following segment the Disfluency and WRAD exhilhietsame patterns, starting high and then
decreasing suggesting the symbolizing phase.

No, but Einstein you know, the young Einstein teeltto um had this theo- theory to come up
with a nuclear bomb (Mm) and so and then therbisd huge capsule of which holds the
nuclear device (Mm) and it' s very well put togethied it' s, it' s all made out of steel. And there

is a door on it that you can access and you caritpudur clothes and it' s big. It' s probably
about as big as this room (Mm) so that' s goinggany container.
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Towards the end of the session the highest pefitiiegatient’s reflection occurs
suggesting the reorganizing phase.

| didn't realize like how far this would come (myou know. | didn't realize how, how much my
body and mind would be processing from (mm) ali. of

The therapist responds, by explaining the impattaafma processing on the body: “so
what you found yourself doing was reacting umgimis of body movements and sensations and
all of that was part of that memory”. This explaoatis followed by the patient describing his
physical sensations. It is not clear if these ssmssare due to the arousal of PTSD or to the
processing from EMDR in which the trauma is reléabeough the body as well as through the
narrative. Following the therapist’s psychoeduagtibere is a significant increase in the
patient’'s WRAD suggesting the symbolizing phases Pattern is evident at several points in
the treatment suggesting that the therapist intgime of providing some structure and
normalizing may allow the patient to feel safer acdess his experiences with more clarity and
vividness.

It' s funny. It makes me think about when I'm stagdip in front of a board or whatever. (mm)
the same thing is happening to me. It's not so msdnervous it seems like I'm just shaking
(mm) but there is a lot of things that happen. Asdhe same thing | had my haircut today and |
noticed | was just sitting there just in a statdilké just trance and | was noticing like littlecte
jerks and muscles doing things out of the ordinary.

The therapist provides psychoeducation about EMDRY discuss scheduling the next session
within the week or next week. The patient expressesety regarding the trauma processing,
especially more vivid memories and nightmares. éfectludes with preference for meeting more
frequently. 1 mean, to be honest with you | mean, | am scafelbimg this now (yeah) so the
more we do it the closer together it is the beittes.”

The therapist inquires what the veteran’s SUD lé&vedgarding the trauma. While at the

end of the bilateral stimulation he stated a 5iciatihg no difference from the beginning of the
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session, at this point he states it's a 3 or 4. J@dteent plans to exit to retrieve his calendanfro
his truck and they plan to meet at the entry windowchedule the following session. The tape

recording ends.

Results: Session 5
Overview:

In the last session, the therapist eased the patemxiety about the initially definitive
number of sessions offered and committed to prothdenumber of session needed to complete
the trauma processingn addition, they agreed to try to increase to belly sessions.

Session five commences with the Reevaluating PblaS®DR with the therapist
inquiring about the patient’s nightmares and SUfihgaof the trauma targeted in the last
session, being sent into firefighting with a malftianing weapon . The patient enters a long
narrative indicating significant improvement in ggt@ms and reflecting upon a positive
interaction with a fellow veteran about EMDR treatrh The session then becomes more
structured by phases 4 through 7 of the EMDR puadtdde trauma target from last session,
being sent by his superior to the alley during fighting military engagement with a
malfunctioning weapon, begins at a SUD of 1 andseaid. At the end of last session the SUD
for this trauma target was a 3 or 4. Presumablyespracessing continued internally between
sessions. A second trauma target is processelifehieing threatened during a dispute by a
fellow solider with a gun at the barracks. The Sleiel begins at a 3 and ends at 0 by the close
of this session.

Line by Line Analysis:
The therapist asks if the patient continues to magletmares and follows up inquiring

about any developments since last session. Thenpa&sponds by reporting not having any
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nightmares and discussing an interaction with agrotkteran, the evening prior, in which they
bonded over military experience and both benefitrogy EMDR. In this interaction, the patient
exhibits some trust of another and a decreasethdvaiwal. The ability of the patient to speak
about rather than avoid memories of his traumasekperience only mild anxiety in discussing
the traumas, and to support and feel supportedhbthar elucidates the decrease in his PTSD
symptoms. The session commences with the patieatistive reflecting high WRAD and high
disfluency suggesting the symbolizing phase.

No and I got up on time for work both days (oh)del# to work on time (yeah) so yeah that's
uh that's a definite plus (yeah) [therapist laughstient clears throat] Well last night | met

with a uh, a retired police officer and uh, he'giat basically a friend of a friend he was outside
the apartment | uh went down and kinda have, had&a therapeutic session with him (mm).
He told me that he's uh, he had started EMDR aykeavs back after he got out of the force and
uh what he had actually, he started it he did,itlalcouple of times (mm) and um didn't really
see too much of a difference but he went back.uhrte said after two sessions it was just it was
all in. It's uh he basically said that it's changki life. You know, it's really helped him a lot.
And I- he brought that up without me even mentigtivat | was in EM-EM, doing EMDR (mm)
and | was like wow. | was like I'm doing the sammiag you know, and he said that's awesome
(yeah). | brought down you know, some loud worda)nsome of the different things we talked
through different uh scenarios. He talked about kpaw, some of the things he was faced with
as a police officer. Even in a small town in Wyagnimm) and then | talked. | talked about some
of the things I've been faced with and | noticeat timy level of anxiety was a lot lower (mm) like
| really didn't kinda have a hard time reading @eard but | was actually talking through the
scenario it wasn't, near as bad as it used to lealfy. So and he did mention he was like you
know, um | gathered up some stuff. He's out haigng his daughter. He wanted to come and
see Fort Smith and uh gather up some stuff soma siiff that | had to give to him you know,
just to make his time here memorable (yeah). Uhwias, really nice for me. It made me feel
really, really good to be able to give him a pie¢evha- what I'm a part of (Sure,sure) and after
| did that he invited me up and uh he gave me aahoff duty badges and a uh and a knife
(mm) that he had carried for a long time in thec®or whatever (mm). So it was uh like | said
he mentioned it was very therapeutic and it, it feadoth of us to be able to (yeah). He said he
hasn't express his feelings about a lot of the #tat happened for a long time.

The patient then reports that he is relieved tehasgtorative sleep. They agree to
continue the trauma processing from last sessiba.tlierapist requests that the patient recall the
trauma incident but the patient does not recalctviiauma and attributes it to the imagery

exercise of keeping the trauma in a container. Wduexdl by the therapist he immediately recalls
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the incident of knowingly being sent into a firdftgvith a malfunctioning weapon by his
superior. The patient states his emotion as “ltderl anything.” The level of Subjective Units
of Disturbance on a scale of 0 to 10 was reporsetl @nd is felt in the chest.

As the patient focuses upon the worst image ofréena, the feeling in his body and any
related emotion, the therapist begins the bilatgraiulation with the tappers. After
approximately 30 seconds the therapist inquireaké&rla deep breath. Let it all go. What do you
get now?” The therapist repeats this phrase aftenyeset of the bilateral stimulation. The patient
response after each set is as follows.

1. Relief

2. Same thing. | was just focusing on, on the reli¢he situation.

3. Completely at ease with it

The therapist asks for the SUD level and the pategplies: 0. The therapist asks if his
positive cognition, “I have control” remains relenar if following the processing there is a
more appropriate phrase to reflect his feeling. pagent’s increased ability to trust others and
seek help is reflected when he uncharacteristiealks the therapist for help and decides his
positive cognition is: “| am brave”. He remarksttktze trauma processing allowed him to now
see the memory as integrated.

I'm trying to come up with a word for it (mm). M&yyou can help me out? (mm) It's, it's more
vivid it to me now (mm). It' s uh, | can see theation, more as a whole now then. (mm). So, |
think | have a better understanding of the situa@s a whole.

Therapist:You say you' re looking, looking for a positive wlotJm what word would best

express a positive feeling about yourself now asrgaall that incidert

Brave.
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The patient rates the veracity of the positivedfelihen thought of along with the image of the
trauma from 1 to 7 as a 7. The patient scans hdy Haring the bilateral stimulation.

4. Nothing at all.

The therapist explains that that trauma has bearepsed since the SUD is 0, the VOC is 7
and there is nothing arising in the body scan. keatient discuss the next target and if he
would like to begin processing today or the nessgm. The patient selects a target with a low
SUD, his life being threatened during a disputalsgllow soldier with a gun at the barracks,
and indicated he would like to begin in this sessithe worst image of this trauma is the other
soldier holding his weapon. The negative belieflism uncaring” and the positive belief is “ |
am empathetic”. The VOC, scale 1 to 7, linking plositive belief to the image is rated as a 5.
The emotion is scared and the SUD is a 3. Themdgels the trauma in his lower back, gut and
chest. As the patient focuses upon the worst inoagjee trauma, the feeling in his body and any
related emotion, the therapist begins the bilatgraiulation with the tappers. After
approximately 30 seconds the therapist inquireaké&rla deep breath. Let it all go. What do you
get now?” The therapist repeats this phrase aftenyeset of the bilateral stimulation. The patient
response after each set is as follows.

1. | can feel like um, just saying, just sayingt tilamyself. | am uncaring and looking at the
situation, um, in my head | was asking, uh, Priv@tée why this all started because that' s
something | can' t remember. I' m trying to triggieat in my brain and I, | got a sense of like um
the shooting anxiety (mm,mm.). It' s like the ymenves (right, okay). I'd say it was probably
like a twa

2. Still confusion.

3. Well this time when | was thinking it througimald some like, um muscle spasms in my left
side of my body and in my back.

4. Now my, my body was just doing the same thiwgs doing the last time. It was really
reacting to whatever. | can' t really explain it.

5. Just, uh, | feel less confused but | also fesd Uh focused. Uh | mean, that isn't overall |

mean, that is when | uh when | was looking at theson, this time. | felt that if everything was
kinda, kinda blurry (mm.) this time.
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6. Well, I, uh, was saying to myself that um, I'ddvave an understanding, of why this
happened. But | was telling Private Cole in my hwd, you know, | don't know why this
started but | must have triggered something. Andireow, | apologize for whatever | did or you
know, the, the word, uncaring popped up in my h&adl don't know if that was an actual
emotion but that's something, that it hit home whiought of the word so | (mm) | was
thinking | must've, | must've done something,iggar him. So I, | asked him for forgiveness in
my head you know (mm). | have, | have a good caglwiint. But there's still a sense of anxiety.
7. Really [clears throat] really just still tryintp, work everything out. | have my anxiety it'$ no
as bad as it was before (mm) thinking it througtt Bs, it's spending a lot more time trying to
diagnose and everything. Trying to (mm) paint tieeéupe of where we were, and how the
situation started (mm). So that's, that's reallyevehl am right now.

8. Really relaxed, thinking it through. It's, jdet whatever reason how my mind decided to
react on this one. That I'm having a hard time tleg (mm) you know. I'm having a real, real
hard time recalling the situation.

In the following segment the WRAD briefly rises abkdhe neutral midpoint. Reflection
starts high and gradually decreases as WRAD inessaggesting the reorganizing phase.

9. It' s funny. I think I just figured out the linkthink | figured out the, the whole link and wha
need to do, to get resolution on this. And thatiedd to contact Bob because he was present and
he has a very good memory and I, | think he hettiember more in detail. He was present

during this and | haven't spoken to him about i{reon) he uh, he had actually showed up. In the
room | saw that he was across from the bunk fromSuoeif he was, if he was present he sh- he
should have some memory of this.

The therapist inquires what the patient experiemde=n thinking of the trauma image and the
patient replies that he no longer experiencesdadris eager to complete resolution with the
incident. They complete the bilateral stimulation.

In the following segment Reflection is high whileRAD and disfluency are low
suggesting the reorganizing phase.

10. The word tha- the word popped, just poppedrnmgchead is acceptance (mm) and | was just
| was thinking about a conversation with uh withbBand thinking about the entire situation.
And if it was, if | was at fault that | would belalto accept it. Because for whatever reason |
cannot remember exactly what triggered him. | kiloat there was uh a dispute but | don' t
remember what it is so (mm) trying to set mysefoupthat if | was that trigger to why he you
know.

11. I would say that the uh it's probably about shene. But | feel that my um, my mind is
opening up more so it' s, it's that the uh my agxeestill there but | feel that I'm, um more
willing to, to attack the situation now.
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The patient reports a SUD level of between 3 arld the following segment the patient
begins to articulate gratitude for surviving anskeparation between past and present, another

indication that his PTSD symptoms are decreasing.

12. Well | started uh saying to myself, you knothatwvhat level of disturbance is this really?
And the past is the past. | can't, | can't change know, what happened. | mean, we're thankful,
very thankful that we're still alive. And that yknow, | shouldn't be pondering on something
that's done. So and | was very relaxed when | veargsgathat.

In the following segment the patient gains morezasdo other parts of the trauma
memory, particularly what precipitated the lifeghtening incident. The theme of boundary
violations arises again. In part, he was triggdrngavhat he perceived as the other soldier's
intrusive nature.

13. I think I'm gaining some understanding of urhythis situation could have occurred. And
uh just really narrowing it down and, the typetbie type of person that he is and the type of
person that | am. There was a conflict of intetaste from the start. And uh he's the kinda guy
that really like to get involved with whatever wgng on. And | do | believe that, there was a
conversation that was going on and he came intbdbaversation. And |, | think that' s how all
this got started.

14. Pretty uh, pretty calm about it. Thinking itynow, th- thinking about it now I'm pretty
calm.

15. 1 could definitely feel that I'm uh gaining &ptance wi- within myself (mm) and uh, that will
power, inside myself is coming out to honestly picttés (mm). Rather than like ponder on it.
16. Nothing really. | mean, | just, yeah.

The patient’'s SUD is 0 and they conduct anotherenbdateral stimulation set. The SUD
decreased from a 3 to a 0. In the following segsére patient describes the experience of a
somatic release of the trauma memory.

16. | can almost feel, this is crazy to say buan almost feel like this anxiety trying to leave my
body (mm). It's like it's, it's not, it's not disbing me. I-1, it' s a weird kind of anxiety. Itike

it's trying to leave my body.

17. [Smiles, shakes head] It's, it's crazy. It seéke everything went to right here [points td lef
lower abdomen].

18. I almost feel like | could throw this up iifl) wanted to (mm). I could feel that there was
even, that | could feel it my legs anymore (mmpuld feel it a little bit on the back of my right
kidney and then it also like shot over (mm). Sorlahfeeling it at all right now. Um, but as |
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was focusing on my body | was um telling myselfivaition. | was telling myself [clears throat]
you know, that | am strong, that | am brave and tiaan you know, fight this anxiety. And | was
asking the anxiety to leave my body [Clears throat]

After the 18 sets of bilateral stimulation, thertigast asks the patient if his positive belief
“I'm empathetic,” feels relevant or another beigemore appropriate. The patient changes the
belief to: “I'm rational”. When prompted to recdifie worst image of the trauma and think of his
positive cognition, he provides a VOC rating (I73cof how true it feels as a 7. The therapist
conducts a bilateral stimulation as the patierkdithe trauma image with the positive cognition.
The narrative is high in reflection, the highedlagion segment in the session. WRAD is
starting at slightly above the neutral midpoint @ledreasing. The language reflects that he has
gained distance from the intensity of the trauntas Pattern suggest the reorganizing phase.
19. Well with the word rational | strongly beliethet, [clears throat] whatever the scenario
was, there was the confrontation I think. In thabfzontation the we, uh, we came to an
understanding that | had to be rational, towards thhole thing. That it was, if it was a fault of
mine, it was something that | had to admit to rititegn and there. So you know, rather than
being irrational and acting act or doing somethimgyas able to be rational so that's the way
that | feel now. So that definitely stands as @&sev

The therapist instructs the patient to conductdylszan and patient reports no bodily
sensations related to the trauma. He begins theu@@hase of EMDR. He commends the
patient on his hard work and inquires if he wistteshare any insights that he gained from the
processing in session. The patient expresses ¢hatdnjoying the treatment and appreciating
the realization that he may communicate with hidybio foster healing.

In this segment the patient verbalizes one of thehealing processes in the EMDR
treatment. He elaborates that the experience fsrhental and physical. He reports that

observing his somatic reactions rather than meadyving them to occur in a disconnected

manner has felt productive. While he feels thertraus resolved, he remains aware that there are
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fragments he cannot recall. He illustrates awaretiest his response was normative when in a
life-threatening situation.

The therapist reminds him that trauma processing ¢oatinue and he should write notes
of any new thoughts for the next session. Wherthtepist reminds the patient of his calm safe
place, the beach, the patient remarks that he &zadthat he had no need to call upon the image
during any processing since session 2. In the&iexplanation of no longer relying on safe,
calm place imagery, it appears that the relatignshihe therapist has served to substitute for
the imagery of the calm, safe place. The patieptesses that as he grew more comfortable with

the therapist he did not feel a need for the cahfe place.

Results: Session 6
Overview:

Session six commences with the patient speakiongtalarious concerns. The therapist
redirects the patient and commences the ReevaluBtiase of EMDR by assessing his
frequency of nightmares and SUD ratings of thea@rratic incidents processed in earlier
sessions. The patient reports that while the SWB! llor the incident with the lieutenant remains
a 0, he feels slightly tense thinking about it. Therapist and patient conduct several sets of
bilateral stimulation to ensure the SUD is trul@.arhe other two incidents, the military
engagement in the alleyway and the soldier thra@agethe patient with his weapon, remained at
0 SUD level. In this session they do not processsva traumatic incident. Rather the patient feels
the alliance is strong and reveals to the therapisterns about what he perceives as compulsive
behavior. They enter a lengthy dialogue about #tgept's preoccupation with masturbation and

pornography. The therapist’s interventions are anatteristic in the latter half of this session in
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that he provides a lot of psychoeducation anddistfiosure. It appears the therapist feels
activated to help the patient and the patient nedpavith feeling safe and that his experience is
normalized.

In this session, the HPWRAD is the lowest of allsk@sion. The HPWRAD, the
proportion of words above neutral midpoint of WRADa segment, is .13 in the session. In
other words, 13% of the time the patient spealssnhirrative is above the neutral midpoint of
WRAD in the given segment. It is notable that witthis relatively low HPWRAD of the
overall session, the 3 points during which the WRgdaks in this session are markedly high
when compared to all 10 sessions. The WRAD at thes#s lies between, all between .58 and
.64, illustrating that when the patient is immersedis narrative, he igeryimmersed in it.

Line by Line Analysis:

The session commences with a typical opening questom the therapist, asking the
patient about how he has been since the last se§de patient responds with a lengthy
narrative, initially high in disflueny indicating@usal phase. He discusses cigarette addiction,
ceasing his 3-day trial of a sleeping medicatioth poor sleep hygiene, such as daytime naps.
Uh well um that um [clears throat] the night, thigimt of | had nightmares (Mm) but | haven't
had any since. So (mm.) uh [deep breath out] yehin't know if it was the, you know, the
stress of everything that | went through that day.

The therapist asks the patient to specify any teedaxing periods of time. This question
is not part of the EMDR protocol per se. It is pbiesthat the therapist is consciously or
unconsciously shifting the patient’s focus to hresgths rather than his struggles after
successfully processing several trauma incidentisdrpast several weeks. The patient briefly
complies and discusses enjoying playing music aptiaitly requests to return to the topic of

his cigarette addiction, “impulsiveness”, delingagm paying bills and concern about his not
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caring for others prior to being held accountahléhie military service. The patient remains in
the phase of arousal indicated by high disfluemzylaw WRAD:

Falling delinquent with my bills. And thinking thatu know, someness- somethings are, are a
necessities when really when they're not (mm). vnd think that, that part of me, that, that
narcissistic part of me, is, is where that kindsslilt's like, it's not so much, | don't having
feelings for other people or whatever (mm) but itou know, the impulsiveness.

As it will become more apparent later in the sesdioe patient is attempting to broach
concern about compulsive masturbation, about whecfeels shame. The therapist initially
misses the cue or chooses to stay on task by restiraj the EMDR processing but he later
addresses this concern with the patient.

The therapist reevaluates the trauma targets thia processed. The patient reports a 0
SUD regarding the military engagement in the a#legl a 7 VOC for “I am in control.” Similarly
he reports a SUD of 0 regarding the incident incwtdnother soldier threatens him with a
weapon and a 7 VOC for the positive belief “I ampathetic.”

The patient reports that while the SUD level fa thcident with the lieutenant remains a
0, he feels slightly tense thinking about it. Theripist and patient conduct several sets of
bilateral stimulation to ensure the SUD is trul@.ar he patient reports a VOC of 7, feeling that
his positive cognition, “I am confident,” is compéy true and remarks that he has been
“standing up” for himself in interpersonal circumstes since the processing. His body scan
reveals tension in the middle of the back and titeobks. They conduct several sets of bilateral
stimulation with the trauma image and the positiognition.

After approximately 30 seconds the therapist iregiifTake a deep breath. Let it all go.

What do you get now?” The therapist repeats thiagghafter every set of the bilateral

stimulation. The patient response after each st fsllows.
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1. Noticed some sensation in my feet (mm) and juktnehof a warm fuzzy (mm) kinda
feeling in my feet.

2. Pretty much the same um, same sensation and It sum®if it' s- | had a Mountain Dew
today (mm). | don't know that' s the caffeine ghdting that. (mm) cause it's the same
sensation. The only difference that | noticed wek my feet (mm) but I' m still, I'm
feeling that same sensation even right now (ok&g)'m not sure.

The patient’s narrative in the following segmerntiigh in Reflection and in WRAD. It
captures both reflection upon and immersion imlisative suggesting the symbolizing phase.

3. Well when I'm focusing on my body it's, it's pretiych that, the same thing. Um | do
have that kind of the, it's really hard to explaits almost like a sensation in my in my
buttocks (mm) you know, (mm) but and that's realipy feet. It hasn't come back to my
feet but | felt the sensation in my, in my buttocks

4. Yeah the, the more | focused on it the more litenge that it became. | started to feel it
a little more (mm) in my back (mm.) So kind of simgoup into my back.

5. Now what | notice is that just as the, the senboit 8ff uh | got | got some feeling in my
in my feet again (mm) but | was. | also had, it wasiing and going was the sensation |
had before (mm) but yeah just, just as it shut gfit the sensation in my feet.

6. Yeah, | mean, that time | was perfectly fine. Nesagons. You shut it off and | got like a,
a surge through my body (okay). Yeah that wasdweir

7. The same thing happened but it was it wasn't &ng# (mm) but the same thing still
happened.

8. Something that that popped up in my head other thzat | was focusing on. (mm) um,
is that um, my focus is so much better (mm). Songetihat popped up in my head is
that | don't have all these other things going tigh my head (mm). Like when we first
started seeing each other (yeah). Um, it was weives focusing on and | didn't feel
anything about it (mm) but | didn't have anythitgeepopping into my head (mm) and,
and | feel comfortable with that. (yeah). | waslhg&ustrated before with all these
other things popped up into my head (mm) so naam ljust focus on this one thing here
and (mm) so it feels really good.

9. Now my brain is really working cause uh um I'm stay to get a little bit of a headache.
| can feel that my (mm) eyes (mm) is they're, tbayorking along with you know, (mm)
working the muscles behind my eyes. | guess thh#s$ I'm looking for so.

After the bilateral stimulation sets the patiemudocts a body scan. In verbalizing his
experience to the therapist his disfluency decredlee therapist asks a question about his
bodily sensation and immediately following, theipat's reply reflects increasing WRAD. This
pattern suggests the symbolizing phase of theawefiat process. Here is another example of the

therapist’s intervention aiding the patient to siidm the arousal to the symbolizing phase.

96



I’'m trying to do a comparison. If um, almost likbem you're, when you're cold and you start to
get the shivers (mm). Sometimes you feel that sendike in your ears (mm) and up the back of
your neck (mm) kinda got the same thing. And it kasthrough this portion back of my head.

The therapist then asks for clarification regardigbodily sensations. The patient’s
reply reflects one of the highest WRAD segmenthetreatment with very low disfluency and
reflection suggesting the symbolizing phase.
That was the whole tingling (okay) and | did a adhn to my feet. That was the whole tingling
(mm). | didn't feel anything. | came all the waykap and that's when it happened (mm) and |
was doing a visual of every portion of my body tAdél way down to my feet, when | came back
up | got to my neck (mm) and once | got to my héelk that sensation in my (mm), in my head
(mm), in my ears.

The patient and therapist have a dialogue aboutitateral stimulation process, how it
feels somatically and the impact upon treatmenthisdiscussion the language of the patient
may reflect his preoccupation with wanting to dsshis concerns about compulsive

masturbation.

They have like a nervous jerk and it's, it's unoatable. It's like something (right) is firing
within themselves. It's something that they just t@ontrol.

The therapist then develops a metaphor about dlenia processing and the patient
replies joining in the metaphor. While EMDR enca@es the therapist to use metaphors in the
Preparation phase, the patient spontaneously rdsmpwith the metaphor may indicate that the
trauma narrative is less embedded. The therapestrbes verbose, explaining the trauma
processing and providing metaphdfghile metaphors created by the trauma survivoecefin
attempt to comprehend the trauma and reduce éasity by likening it to something less
disturbing, EMDR raises the question of the impddherapists providing metaphors to the

patient.
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The therapist reviews all the patient’s progreg&B)ghis decreases in SUD and VOC for
each trauma target. The patient acknowledges yehpeducation and shifts topics. He
discusses his other treatments for TBI. The foltapsegment illustrates the symbolizing phase
of referential activity: disfluency decreases, Refilon and WRAD increase, indicating he is
both immersed in the narrative and reflecting upon
| just did the, the first portion of the neuro feadk (mm) where they hooked up to the little cap
on my head (right). | had to focus. | had to shytayes, shut my eyes and not move my eyes at
all (mm). And they were tracking, I’'m pretty suoaiye up to date on how that's all done (mm).

It got sent in and | would get the results backhiree weeks. (mm). And I'll get started on the
neuro feedback (great, yeah). So I'm actually mgwhe stuff on the computer screen (mm).
Really excited to do that (yeah) cause | mean, ribaty ties in (mm). If | get more, that' s why

I’'m excited because if | get started on that irethiveeks that just makes me stronger (mm) to be
able to do this.

The patient continues to discuss his treatmeriteaVeterans Affairs. He reports that he
has not seen his counselor this week and then wtifprompting reports to the therapist that he is
no longer experiencing fits of rage and makes ai@agference to being concerned about his
“spontaneous” actions. He relates that his counsalks him about suicidal and homicidal
ideation every week and that he had passive suicidation but never a plan or intent.

The patient then expresses concern about being pooaddiction, a concern he alluded
to several times earlier in the session, and theathst inquires for more detail. The patient tells
the therapist that he trusts him and has neveusist these issues with others. He specifies that
part of his trust lies in the therapist’s also Igemnale. The patient believes he is addicted to
pornography, masturbation and gambling. The thetapplies with a lengthy narrative
normalizing pornography and masturbation in the lzainzone as ways to experience momentary
pleasure in a context of misery. The therapistharacteristic of his approach in this treatment,
discloses that his shy nature led him to mastuntzater than be socially active. The therapist

continues to use “I” rather than the more typical distancing “you” or "people” when

98



normalizing and providing education about the depelent of addiction. Throughout the
therapist’s narrative, the patient occasionally esakocalizations of agreement (“mm”) or says
“yeah.” Then the patient enters a brief narratizbigh disfluency, one of the highest in all the
treatment, suggesting the arousal phase of theergfal process. Interestingly, the WRAD is
below the neutral midpoint despite the specifiotyhe recalled memory.

Well I've noticed, like, with me, for pornographycamasturbation. | mean, it's, it's deep rooted.
You know, | found, found um, my, my father’s patash when | was like nine years old and um,
you know, there was a secretive thing. | knewithaas wrong. You know, and that | would
watch it when my parents were away or whenever.

As the patient clarifies that he feels addictedamography since childhood, long before
the military, the therapist then changes his noaima to not wanting to masturbate in combat
because there is no sense of safety there and abades to his personal experience. The patient
replies in a manner that indicates he feels comiidetand understood. He explains that his
behavior is negatively affecting his sex life witis girlfriend. The therapist suggests a book and
asks the patient to fill out a questionnaire trmtbmpleted when they first began treatment. The
guestionnaire is a symptom inventory scale calletgpact of Events-Revised”. The patient
smiles as they glance at it and note the markeliheéga his symptoms. The score decreased
from 69 at session 1 to the current score of 8.

The language of the patient and therapist soundse friendly and informal than in past
closings of sessions. For example, the therapistg¢o the next sessions as “meeting up” and
the patient requests that the therapist “hook” bpwwith the name of the author and book. The
patient takes the paper with the information arateshthat he and his girlfriend “connect
spiritually” during intercourse which he believesai gift from God. The patient is perhaps better

able to experience closeness with another and caoncate non-verbally through the body due

to the history of trauma. The language may alsmtaepreted as an unconscious communication
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and appreciation for the therapist-patient relaiop. Additionally, the description is
reminiscent of earlier narrative discussing thatkitial stimulation and somatic connection in
EMDR.
| have orgasms that go throughout my body, (ye&h)dtimulation without any type of
ejaculation (right). And | think that's on a we, sa&y that it's on a spiritual level (mm) it's to
where we're really tied into each other (yeah).dAm not even focusing on any type of
ejaculation or anything like that (sure, yeah). Ahdt' s where | really look at it at being you
know, a spiritual gift from god.

Perhaps the masturbation, which began in his psirabsence, was a way to self-soothe.
As he is more able to verbalize his experiencédefitauma, he also reports developing more
comfort articulating his feelings to his girlfrienddditionally, the EMDR premise of ongoing
engagement with the body in the treatment as wgatha therapeutic alliance may allow him to

decrease reliance on this self-soothing as illtestiran the next session. The therapist gently

interjects and ends the session.

Results: Session 7
Overview:

This session and session 1 are the only ones ichvthere is no new trauma processing.
In this session there are some elements of the ERBPHevaluating phase; however, no SUDS
are reported. The session begins with review op#teent’s current functioning, noting a
decrease in PTSD symptoms. The session focuséggratient’s childhood.

Line by Line Analysis:

The therapist inquires how the patient has beesegime last session. He replies with a
lengthy narrative about identifying his “hold bag¢ksrimarily asking others for help. Upon

reflecting on this pattern, in the past 2 weekgnh&ted a request for assistance with his
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delinquent bills from his chain of command. Theigratthen proceeds to compare himself with
recently returning veterans and his language stgg@é=mments of competition and pride in his
progress. He attributes his comparative succegettherapy: “I have a step ahead”, “I have the
advantage over a lot of these guys”. While havisgmse of a foreshortened future is one
common feature of PTSD, in this session, he exhthi¢ ability to be hopeful and develop
specific goals. He aspires to earn a Bachelorsegegnd reclass in the Military. The earlier
narrative, in which he recognizes his former rednce to seek help, leads the patient to discuss
his appreciation for therapy and reflect: “I fe&klit was definitely worth me going and askin-
asking for help”.

In describing some recent interpersonal experietieepatient illustrates the ways in
which decrease in avoidance symptoms of PTSD istaiaed. He reports having made contact
with his former squad leader and being able tousisseveral of the trauma incidents without
experiencing arousal symptoms. The patient speotasly re-evaluates 3 of the trauma
incidents and reports no negative response. Thaesgs low in WRAD and rising in
Reflection suggesting the reorganizing phase.
| thought about um, the incident in the in the yarel (mm) and, said to myself | have absolutely
no emotional draw. Like | can think about it. | catk about it. | can it's something I've
completely accomplished (mm) like thi- this is algbat | accomplished. (mm) | have, no
feeling or emotions. No longer does that effectifeyanymore

The patient briefly remarks that he is masturbal&sg since the last session and that he
discarded all his pornography but is strugglingwhis smoking addiction. The therapist helps
the patient assess his motivation for decreasie@thount of smoking and they agree to address
it with EMDR processing later in the treatment.

The therapist inquires if “there have been anyssgp” in the EMDR treatment. The

patient replies describing an ability to concemtrat decrease in PTSD symptoms. His language
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is high in WRAD and disfluency and low in refleatichough rising towards the end, suggesting
the symbolizing phase.

It's funny uh there was [clears throat] there waw/hile there, where new things were popping
up. Like new things in my mind of you know, sonteeo§cenarios and incidents that happened
(mm) but for the last, month | would say there,ijast have a focus on everything.

This is immediately followed by a further increaseeflection and decrease in WRAD
suggesting a phase of reorganizing. In the follgpgagment the patient exhibits recognition of
his abilities and reflects on the impact of thetneent.

Yeah as far as the EMDR process it's, I'm findiog that I'm at that stage of, of clarity (mm)
where | can actually tell that my mind processinggs better (mm) and my memory' s getting
better (mm). So, every time | go to uh, TBI,laytkeep saying is EMDR, EMDR. Like, they're
basically saying, our treatment is helping to sqroet but no where even close to what the
EMDR has done for you (mm) because this was ntystop (mm) before | started anything.

He elaborates upon his experience of clarity arstriges formerly feeling confused and
actively processing after early sessions requirgsg and isolation versus a more recent ability to
concentrate immediately after sessions. The patiees not oversimplify his healing process
and acknowledges he has more progress to makealieait then discusses how he used to feel
that “everything was controlling my life” and novot the first time in my military career |
actually feel like 1 have control”. This is partlof central schemas in the treatment and
articulated as his positive beliefs (“I have coljrcegarding the trauma target in which his life
was threatened by a fellow soldier. This illustsaieshift from earlier session themes.

The therapist reminds the patient of his wantingieok on some things mentioned last
session and the patient replies discussing chtbreat of violence within the family during

childhood and specifically his relationships wiik father and sister. He enters a long narrative

and one of the highest WRAD segments in the etrea@ment. The WRAD sharply increases as
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he discusses a specific incident of abuse by kiefaReflection and disfluency measures
fluctuate throughout, suggesting the symbolizingggh

| think that the relationship with my father (mm)a uh, it's, it's funny but in a lot the uh things
that | have done a lot of the decisions that I"agm | look at how my father was. (mm) and, |
see that I, I have a lot of him in me (mm). Andesofrthat’'s good (mm) and some of that's bad
(mm) | mean, it' s 50 50 right there (mm). Um, lae & very self destructive human being (mm ).
Um, before he died he had told my mom that he wHerloff um, that we were better off without
him than with him. He would be able to do moreu®mhil- when he was gone (mm) than he
could while he was alive. And, he was such a negdtiuman being the entire time that | knew
him (mm), You know, and, | know that had a hugecaifh my life (mm) and to be able to use
EMDR to go back to some of the incidents. As fathese is uh a night where, | was sleeping on
the floor and um, it was cold, it was a cold Mawmiater (mm) and | was sleeping on the floor.
And he was out at the bar, and | was sleeping erfltor next to the, the heater. Uh, | had the
blanket on me and uh, | had my, my feet up ag#westhe heater. And he came in. He was
stumbling in the, in the house and he uh he cana@dhe tripped over me. And instead of
saying an- anything to me or anything like thajpieked me up and he threw me (mm) against
the wall. And then he grabbed me again and he timevagainst the chair and you know, saying
some pretty bad things to me or whatever (mm).tAed he just left the room. Well after that
happened, the next day | told my mom. My mom aotgfd him about it but he was so drunk he
never remembered (mm). And, from that point oonltcknow, | don't remember how long it
was but | would go to sleep with a with a butchafk(mm). And um, there was like a protective
thing (mm). And | think that my dad felt very gudbout what he had done because he used to
stand by my, my door (mm) to look in at me. Liké&héorrible (mm) at what he had done
(yeah) so he would come stand in and look at nmeyitnedroom. And um, for me you know, |
was still, like what is this guy capable of? (righe¢ah) And the other thing | need to work on too
is that my sister was very regretful and reserttulards me. She was, up to a certain point she
loved that she had a little brother but then it Wlawas that third child. You know, (mm) she
wasn't the baby anymore (mm) and uh, she usedtaljcchase me around the house with
butcher knives (mm) and attempt to take my life)(mmd so, hence I've kind of tied that in why
| choose to go into the infantry (mm). | learnedvstal tactics at the age of seven (mm). Um, |
used to have to set up booby traps and hide ungidyed and um, | used to escape the house and
run to my mother's work. You know, (mm) three nait@sn the road to be able to tell her what's
going on.

After a very brief decrease in WRAD, he enters@sharrative with increased WRAD,
suggesting the symbolizing phase. He describesaateint that sheds light on the impact of
hyper vigilance from PTSD wherein about one yearwgen he felt his family may be
threatened. It appears he associates to this maisleonsciously contrasting his experience of

fearing his father to protecting his own childrenaa adult. Additionally, the hypervigilance
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exhibited below may now be understood as emergorg thildhood, not solely since the
Military traumas.

| was with my daughter and with Jane (girlfriend)uh Bayno Shopping Center. It was, uh year
and half ago. We went to the movies, and beforkeftvéo go outside | had noticed that there
was some partying teenagers out on the parkingrloey possibly, to me, they, they look like
possible gang (mm) and uh, so | thought about what to do, to get my family to the car.

The patient seeks help from the therapist to gaight into his experience of chronic
threat with his sister, his caregiver. The thertagexrifies the age difference and established that
the sister is significantly older. Though not egftliit is likely that the therapist is guiding the
patient, through socratic questioning, to validateexperience of fear. The fear-based
relationship to his sister, his assigned caregayides some insight into his distrust of
women, which has emerged as a theme in the sesBierttarifies that there was no element of
play in these scenarios. The patient returns to ones of his sister in a brief narrative with high
WRAD, fluctuating reflection and disfluency suggegtthe symbolizing phase.

She tried to get me in like lock downs holds. Stdhtry to, you know, (mm) to keep me from
escaping and | would every time (mm) and that's @gea young child. | had to go in into my
room and stand up against the door and think alaouéxit strategy. (mm) being five six and
seven years old (mm, yeah). You know, and it wouldn- | mean, at no point did it ever
become a game.

This is immediately followed by a high reflectidaw WRAD segment suggesting reorganizing.
Like when I'm just daydreaming and I’'m driving (ni}y. Just some of the things that will pop up
in my mind and (mm) | know that they must haveon@gntrolling factors in my life (yeah).
How | make decisions (right). Possibly why I'm, wiayn so, um, | don't want to say
spontaneous, well what's the another word for thatpulsive (mm). Why I’'m so impulsive
(mm.) I know it's, a lot of those you know, theatibn with my father and the situation with my,
sister that happened. | didn't have to but | chaoskasically take care of myself at a younger a-
age.

He describes at the age of 9 moving into the apartrabove his parents and often being

responsible for his sister’s 3 year old son. Herena very long narrative which maintains high
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WRAD and is followed by a period of high reflectienggesting the symbolizing phase followed
by the reorganizing phase.
We couldn't afford a sitter and there was timesrehdad to make the decisions of, do I, trust
my father to be able to take care of my little hestso | can go on to play with my friends? And
| would go play with my friends at a football gaared find my three year old little brother there
at the football game.
He proceeds in this lengthy high WRAD segment lio ahout feelings of sadness and guilt
about his nephew’s predicament, currently imprisenmThis is followed by a realization that
he developed a different, positive trajectory freimilar circumstances by seeking structure in
the Military.
Do | take the responsibility for it? No. They wemere than willing to help job train him and do
everything he needed to do to live on his own.aied at that so he got in trouble and now he's
in prison (mm). Um, | look at, | was at that poamte day in my life. you know, and decided to
join the military (mm) to give structure in my life

He proceeds in a lengthy high WRAD segment remgimirthe symbolizing phase and
moments later describes what he experienced ascelcturning point, a decision during
childhood in which he asserted himself. Thoughphgent does not make an explicit link
between asserting himself and the father’s deasmeéxt thought is regarding being relieved and
having a sense of rebirth when his father passey.aw
| came to my mom at age 11 and | said | cannobgbis school anymore. | cannot be abused
anymore from my peers (mm). | will travel miledag to go to a new school (mm) and, so |
found somebody to drive with. | went with uh toriteer school (mm). My dad had a heart attack
and we moved to a new city and it was like mybkifgan at that point (yeah). Walked into that
school and | was appreciated.
Lastly, in this lengthy high WRAD segment he pr@sda description of his father, which sheds
light on possible mental iliness.
He's just, a brilliant, brilliant man but he wasryesick in the head (yeah). Um, and I loved that
about my father. That he was so (mm) because ] ldeee history and | love psychology you

know, I've looked into you know, a lot of amaziagpde throughout our history (mm) and my
dad, is a lot like those guys. Where they werasmsayrt, so intelligent that they were at that point
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of insanity (yeah) and that's really how | saw @iypér (yeah). But he always wanted to do good
but he just, his mind was so caught up (mm) ithadl other stuff. Like he just used to do math
problems, like | found books of just, all theséedént, odds and, you know, math equations and
all this stuff (mm) but he would rather sit outhis van and smoke cigarettes and do this than he
would, spend time with his family (yeah).

Towards the end of the session there is a risefleation and decrease in WRAD and
very low disfluency suggesting the reorganizinggehd he patient recognizes the connections
between his childhood and compulsive behaviorsenihila non-arousal, low disfluency,
narrative. This excerpt exhibits the ability to redvom telling the narrative of the incident to
reflecting upon its impact on him as an adult ankihg his narrative to affect, developing
empathy for his child self.

There are some things that, were so messed up)(f@aine when | was child that | know that it
affects my everyday view on things. (mm) Andus$s jt's sickening that any child would have to
go through some of those things (yeah) or see sdie things that I've seen (sure) and, you
know, I'm definitely ready for it [targeting theitdhood trauma] cause it' s something | know
that, once | am completely emotionless about itpmimd opens up and then can actually
comprehend it.

The therapist says they can work on childhood teaand inquires if there are other
combat trauma incidents to address in future sessithe patient indicates that there are no
more combat incidents and reiterates the sensecofglishment in processing the first,
lieutenant trauma.

Following the material in this session the sig@ificimpact of the lieutenant trauma is
better understood. It appears related to the schdthais father and even precisely to similar
imagery. The patient is thrown to the floor by btite father and the lieutenant as the men stand
above him. Both are men who are in the role ofqutitg the patient and not only fail to protect

him from external threats but both actively plaga In direct danger.

In session 3 he statgsctured my lieutenant there standing, there vité after he threw me on
the ground
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In this sessiont was sleeping on the floor...He (the father) pickexlup and he threw me (mm)
against the wall.

The processing of the lieutenant trauma and thepleaitic relationship with an older male
figure may contribute to the processing of thetreteship to his father. His language illustrates a
sense of distance from the trauma and that he &iagéd) other perspectives. Futhermore, he has
forgiven the lieutenant.

The therapist provides psychoeducation about cosnmibehaviors as normative in
PTSD since they offer a means of numbing. The pakielieves processing the childhood
trauma will be challenging but he is eager to comifthem and achieve some resolution. They
discuss scheduling and tentatively plan to meetdahewing week; however the patient needs to
check with the secretary. Since the secretaryciatém outside the reach of the recording, the

length of time until the next session is not docnted here.

Results: Session 8
Overview:

Session eight commences in the midst of discustont the patient’s anxiety about
returning to active duty. The content of the dialegs regarding paper work and bureacratic
errors in his reenlistment contract. The first lzdlthe session is mainly the patient’s narrative
about his anxiety as well as ways in which he fee[ovement from the treatment. The second
half of the session they employ EMDR to processahigety about his future in the Military, the
balance of control he yields and that of the Militassigning his next deployment. The patient
reports an initial SUD level of 4 and a 0, aftersE®s of bilateral stimulation, by the end of the

processing in this session.
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During the first half of the session, when the gratis speaking in longer narratives the
graph reflects the measures captured. During tbenskhalf of the session, the active trauma
processing, the graphs of the measures depictdaistrather than curving lines, reflecting too

few words to be captured.

Line by Line Analysis:

The patient expressed concern about returning tg &nd that once again his role and
deployment location will be determined by the Miti after an upcoming meeting in which his
treatment progress will be reviewed. He reportsia goal is to attend school. He mentions
various options including leaving the Service tosoie employment as a paralegal, a physical
therapist or assistant in the medical field. Heregpes fears of being deployed to locations
where he may be in physical danger again and wédetveeen how he may respond to
deployment: exhibiting better coping mechanismrafies treatment or completely deteriorating.
The therapist segues from the patient’s vacillaimnRe-evaluation by inquiring about his
nightmares. The patient describes a dream aboetxhigfe and nonchalantly explains he may
be dreaming of her because he is in the early psookdivorce without her knowledge. He
proceeds to explain that his sleep is greatly im@do which also leads to his feeling more
motivated and productive during the day. Here tHRAD in his narrative is high while
reflection and disfluency are low suggesting thalsglizing phase.

Throughout the weekend | woke up early and wasvatetd and ready to go so. Yeah and there
was a lot. | was pretty productive you know, weritand raked the yard weekend, (mm) cleaned
up the house and you know, was pretty productiast hight | cleaned out my truck and (mm) so
it' s been good.

He continues his narrative above the WRAD neutpaitpand his WRAD increases

further to the highest point in this session sutiggshe symbolizing phase. He describes his
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improvement reflected by a PTSD and an anxiety sgmpnventory administered by his TBI
counselor.

Ms. Jones and | filled out my the uh PTSD chart iaméas zeros all the way down it and | filled
out the uh the anxiety one and there was a, | starene [laughs] (yeah). | scored a one and a
zero. It was like there was a front and a back to i

The reflection increases as the WRAD decreasesestigg the reorganizing phase as the
patient reflects on his sleep patterns, makingslinktween his sleep hygiene and sleep quality.
He ends the narrative with a summary statementaticig that he is proud of his progress in
treatment.

Where | am right now is pretty darn good. Yeah Bwvelbeen using a lot better [clears throat]
reasoning skills and yeah not so um, spon- or wireet the word | was using last session, not
spontaneous.

The patient expresses concern about ending higrieaés and returning to the Military
unprepared. One of the main themes of the treatreemrges: his sense or lack of control. In
the following segment his WRAD increases as disftiyeand reflection remain low suggesting
the symbolizing phase.

Again you know, | thought that | had more contmatiacome to find out | still have a little bit of
control but it could be from me being in the WTUtieo months and now I'm gone and one year
from now | could be back in.

The therapist makes a comment about the conflietstdtes that the patient’s
improvement, though appreciated, is leading tgothesibility of reentering the system that may
return him to the field and inevitably to risk afrther injury, trauma or death. The patient
responds using “we” in his narrative, a rare featfrhis language in the treatment. He may be
trying to engage the therapist in helping him aating his accountability to the patient. His

disfluency increases while WRAD remains low suggesthe arousal phase.

We want to make sure that we've got all avenugsstovered (right) before you just send me
right back in (sure) because I'm in fear of goireck through you know. It’s just like with you,
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you, you touch base with me to make sure that wewered those areas and you bring up the
stuff you know, to make sure that I'm not stilllheming any type of anxiety over those areas and
that I'm in fear of you know, going back into ithaut covering all those avenues and then find-
finding myself have to come back in you know.

As earlier in the session, he continues to vaeilta@tween this fear and reiterating his
improvement and coping skills. He wonders if he th@sability to lead soldiers in full
confidence and elaborates that he has confidenleading others but not into combat. In the
midst of this narrative he makes a striking statenadout the impact of trauma upon his
identity: “I lost a sense of who | am and who &llvays be over there”. In session one the patient
presents in civilian attire and comments on himisethe third person entering as a civilian.
Perhaps this was an attempt to readjust to beingeland perhaps it also reflects a deeper sense
of fragmentation in his sense of self as the qaditeles to. He follows this statement with
hoping that the Military recognizes his past cdnition and supports his development by
placing him in non-combat deployment. Towards the ef this narrative segment he
rationalizes the potential shift into a non-comtwdé reminding himself that he “served a cause”
and “benefited the military” even though his whobreer may not be as an infantryman.

The patient and therapist decide to use the EM@Rg®sing to target his anxiety about
his future in the Military. The patient reports timental picture for the trauma processing of his

anxiety regarding the Military Board’s decision abais future.

I’'m thinking then that it'll be this actual scrimg@board or whatever that decides you know,
one way or the other you know, and have, | guessng to hear that

The therapist instructs the patient to think ofwhst part of the image and describe a
negative cognition about himself. The patient repdit am afraid”. His positive cognition is I
am fortunate” and he rates its veracity, scaledl 7, as a 5. He reports that his emotion is

“nervous”, his SUD level, is 4. The body scans eds¢ension in the upper torso, stomach and
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heart. As the patient focuses upon the worst inohdgjee anxiety and the negative belief, the

therapist begins the bilateral stimulation. A@proximately 30 seconds the therapist inquires:

“Take a deep breath. Let it all go. What do yourget/?” The therapist repeats this phrase after

every set of the bilateral stimulation. The patsponse after each set is as follows.

1. | feel it in my stomach like it's butterflies. Bwtas able to separate myself from it so

2.
3.
4.
5.

6.

| feel like the kind of like light chills. Like ramg up my back and a little bit down my
legs.

Like a tingling sensa- [patient laughs] a tinglisgnsation.

It's pretty much the same, the same thing. I'mtistgito feel it in my feet.

Well, | can feel my uh my body definitely reaat tth as mental processing. That's the
first thing that I've taken in is how my body iscéing to it.

Still just like nervous trem- trembles.

The therapist asks where he feels it and the gat@ties in his stomach. They resume the

bilateral stimulation

7.

My, my, my body is just on fire | mean, as far laghe tingling sensations and nerves. |
can't even think up anything cause I'm very rea&ctormy body right now.

The therapist inquires about the SUD level andptiiteent reports a 2, a 2 point decrease. He

adjusts the vibration intensity on the bilaterahsilation and they resume the sets.

8.
9.

Pretty darn calm
I’'m still calm but | noticed some shaking in mydeg

10.Just uh feel the same. Didn't really have any bedgtions that time. I'm starting to get

like so relaxed that I'm almost tired now. It's klaior me to open my eyes.

The therapist laughs and adjusts the intensith@fibrations on the bilateral stimulation

tappers. The patient responds stating that it feddsing.

11.I'm not really getting anything because my mind pescessed that, uh, | was just kind of

alerting myself for really no reason (mm) as llstd have control (mm). I'm possibly
overreacting so, yeah | mean, | don’t, my mind prstcessed that so.

12. I'm good
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When asked if his positive belief “| am fortunateéls relevant or another belief is a more
appropriate, the patient maintains the same pedialief and states:

It works. I'm fortunate to be able to have somebwtyp cares that mu- that much, for me to be
that honest.

It is unclear to whom the patient is referring hgirece his narrative during the bilateral
stimulation was not detailed; however, it is likéhat he was directly or indirectly referring to
his feelings towards the therapist. He reports lipositive cognition is completely true, a

VOC of 7. They conduct a set of the bilateral station.

13.Just relaxed (mm) completely. | wasn't thinkingwthanything.

He scans his body with the anxiety image and p@sdognition in mind and notices his
sensations from before are no longer present. Adrapist introduces a new intervention. He
asks the patient to think of his positive cognitaord to imagine applying himself effectively in a
challenging situation. The therapist conducts &s¢ $et of bilateral stimulation and the patient
reports he feels “good” and the vibrations are ilegthim to feel sleepy.

In the following segment the patient elaboratesnughe relaxing effects of the bilateral
stimulation. The vibrations may serve to decreas@tousal state and link this experiential state
with the imagined impending circumstancéke patient asks if he may purchase the vibrating
pods used for bilateral stimulation as a sleepidg®&he therapist replies that he recently heard
of something similar and would find the informati@mm him.

As is characteristic of the end of sessions Clophese, the therapist inquires if the patient
would like to share any insights or positive statahregarding his work in this session. The
word “overcome” comes to mind and notion of not éating the small stuff”. The patient is

reminded that processing may continue and he isugaged to write notes for next session and
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use his relaxation exercises with the positive degn“l am fortunate”. They discuss scheduling

and the patient indicates that he has an appoirttateady scheduled for the following week.

Results: Session 9

Overview:
Prior to this session, the therapist and patiedtdsdablished that this was his last

session. Therefore, throughout this session tHergas under the impression that this is his last
EMDR session. In the last exchanges of this sesh®therapist offers to meet with him again.

Session nine commences with the patient speakiogtébe road trip he plans to
commence after session. He will pick up his daugtaed they will stay with him for a few
days. They re-evaluate the last 3 trauma targetabmare reported with a SUD rating of 0. The
session then becomes more structured by the pbates EMDR protocol. They conduct
elements from phases 3 through 7 of the protocath& than imagine a past trauma, he
imagines a challenging scenario with his daughteupled with the positive cognition “I am
empathetic.” There are no SUDS reported. The VO&7idoth before and after the processing
but there is shift in the patient’s language. Tigtothe processing, he gains a sense of
confidence in his ability to care for and be emp#thwith his children

During the first half and towards the end of thessen, when the patient is speaking in
longer narrative segments, the graph reflects thasores captured. During the middle of the
session, the bilateral stimulation process, thplygaf the measures depict short lines rather than
curving lines, reflecting too few words to be captl
Line by Line Analysis:

Session nine commences with the patient describimgriving route that he plans to

take later in the day to pick up his daughtersafonad trip. The narrative is high in reflection
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and WRAD is below the neutral midpoint suggestimg teferential phase of reorganizing.
Characteristic of most sessions, the therapist malgeneral inquiry about how the patient has
been since the last session. The patient repl&witdeng recently acquiring a puppy. His
language is highly disfluent, low in WRAD and refien which suggests arousal phase. He
focuses upon the dual nature of the relationshipthe power dynamic with the pet, stating:
Well you know, | mean, it's uh, that she realithes$ I'm the master but she’s trying [therapist
laughs] she' s trying to train me as I'm trainingrh

The description of the female dog is reminiscerthefpatient’s language and tone when
describing the female therapy horse and womensitifeisuch as the female therapist, his ex-
wife and his sister. He explicitly makes this liakd draws parallels between these “stubborn
broads” which leads the therapist and patientughaogether. The patient describes the
challenge and the reward of training the puppyhéfollowing segment his WRAD increases as
reflection and disfluency decrease suggestingyhwslizing phase
| got a stubborn horse (mm) you know, and my comsparto that was my comparison to my ex-
wife. | went from one, one stubborn broad to ano#ra then another and now | got another
stubborn broad [therapist and patient laugh] butise uh, it's challenging but it's very
rewarding at the same time.

The therapist inquires about sleep problems angdkient playfully responds: “I don't
know. How is it?” This playfulness as well as tip@staneous joining laughter of the dyad has
increased over the treatment, suggesting a stitingae. The increased ability to play is
indicative of shift in the trauma and the abilitylde in the present. He elaborates that he no
longer experiences any nightmares and is ablesapsl

The therapist asks if the patient has noticed dwayges in his behavior or thoughts or

memories. The patient’s narrative becomes disfluent in reflection with fluctuations in

WRAD. He becomes agitated describing an incidenkewdriving in which his anger escalated
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rapidly. Within moments of his response he was #&bleflect on his behavior and noted that
this was an improvement from before treatment. fhiieene of initial agitation followed by
exhibiting self-regulation continues as he recaltecent incident with his ex wife. He noticed
his increased ability to mentalize, “get into othepple’s shoes” and be less “self centered”. For
example, in the argument with his ex-wife he thdwajiout her state of mind with the children
and the impact her recently quitting smoking hadhenmood and subsequently their interaction.
He comments on his increased ability to “be ratibaad reports that his girlfriend notices it as
well.

He begins a long narrative that is high in WRADhafiuctuating disfluency and
reflection measures suggesting the symbolizingg@Hhaghe following narrative the patient
exhibits that the PTSD symptoms of withdrawal anthhing are decreasing. His capacity for
intimacy and the quality of his interpersonal relaships are improving. The highest point of
WRAD in the narrative occurs when he looks at Inifrggnd and tells her that he’ll meet her at
the house.
| was telling you about how we were going to regkatsecond phase of our relationship. | took
her out on a date and it was pheno- it was phenam&Ye had a great time and it was. She had
told me. She had told me that you know, in alltreteships that the butterfly effect goes away
and | told her | said you know, what if you're maih love with somebody that butterfly effect
does not go away you just need to know how tolst@bstabilize your relationship. Step outside
of it and look at it and um we got that butterffieet back (mm). You know, both us you know, it
was we were both bubbly and you know, we went & s a half without seeing each other,
sustaining from that and then um with control luedty was a little bit spontaneous but
controlled. | was sitting with her after the gamehier car and | said start up your car. She was
thinking that we were just gonna have to separatbat point and | said start up your car. She
looked at me and | said I'll see you at the ho&gel went and | got in my truck and | met her at
the house. We went back to the house, sat on tleh @nd watched uh a little bit of Survivor
together and then uh we slept in the bed. Wetdmidwve sex or anything. Just snuggled and
really enjoyed our company.

The patient then makes a playful comment addingttfgaonly other update since last

session is that his football team won the gamey Téuggh together again. The therapist directs
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the patient toward EMDR processing and asks whéthevould like to do trauma processing
considering he has a long road trip ahead of hter akssion. The patient requests reviewing his
“control issues”. The therapist reevaluates allrgets that were processed by instructing the
patient to recall each trauma image and the reispgoositive cognition. The patient reports O
SUDS for all targets. Furthermore, his responsistitates that the trauma processing led him to
develop a completely different meaning of the ieaid This significant explanation is not
captured by the measures.

Brings a smile to my face, face because all thesple in that situation all, all survived. It's a
very happy thought to me now rather than disturbing

The next segment of his narrative is very highigildency and very low in WRAD
suggesting the arousal phase. The patient is tignkd what he might have said to instigate the
soldier who threatened his life.

So cause as | think of it now I'm like you knowrdbably did say something you know, I'm
more than, more than, more than likely | said sdvimegt that triggered this guy (mm) you know,
(mm) and you know, at first, I, | wasn’t empathétion) you know, but us- using the you know,
using that that positive statement (mm) | am engiatlyou know, shows me that | can, | can
approach any situation.

He then articulates his understanding of the cistances and exhibits empathy, his
positive cognition, as his Disfluency decreases\&ftAD and reflection slightly increase.
That' s where | am now. Putting myself into somgladse's shoes, thinking about what | say
before | say it (mm, mm). You know, cause you riew@r people come from all different walks
of life (mm) and | know that his childhood was fyrebugh.

Typical of EMDR and the sessions in this treatmtd,therapist allows the patient to
guide the treatment process. The control givehegtient is central to all trauma treatments

and particularly to this patient due to the saleeatcontrol in his childhood and combat trauma

incidents. The therapist inquires what he processéte past that he may want to apply over the
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next few days with his 9 year old daughter andar wéd step daughter during their road trip. He
describes the younger daughter’s excitement akmucoming birthday and anxiety about how
he will manage his emotions on a long road trignvaityoung child. The therapist makes a link
between the patient’s past processing and theljgaiisel circumstances. He suggests that his
positive cognition “I am empathetic” may be chatjed in the coming days and the patient
immediately agrees. The patient provides a detaiésdription of his plan to manage the trip and
exhibits the ability to think about the experieifican the children’s perspective. He describes a
structured plan in which the girls and he may apdite each step. Furthermore, he planned
activities to foster joyfulness on the trip. Theridwpist asks him to rate the veracity of the belief
“I am empathetic” in thinking of his time with tlggrls. The patient responds with a 7,
completely true. He guides the patient to imaginedao of being with the children and
challenges that may arise. He imagines the oldézrdeading the younger sister to cry and his
anxiety level raising as he is driving. They comoeethe bilateral stimulation.

As the patient focuses upon the anticipated cir¢antes and the positive belief, “l am
empathetic”, the therapist begins the bilaterahstation. After approximately 30 seconds the
therapist inquires: “Take a deep breath. Let igall What do you get now?” The therapist
repeats this phrase after every set of the bileséiraulation. The patient response after each set
is as follows.

1. Okay. | got it. Slight tightness in the chest now thought about the fact that | don't smoke
around the girls so that's going to be you knowcafrse, of course I'm not just going cold
turkey it for the, for the trip. I'll use a patchr eomething but uh in order to be empathetic | have
to make sure that I'm, I'm stable myself (mm) idesrto be able to relate to the girls so.

2. Some of the things that were uh popping througheayg are different ways that | can uh help
soothe the situation instead of doing somethingybsspontaneous or compulsive (mm) uh

impulsive | guess is the word so uh. Like singisgag or changing up, ch- changing up the
environment.
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3.Don't be in a rush, at all. Do not rush this at @&ihm). That | have that. | have that feeling
inside of me that if I, if I rush this and | showyatype of stress to these girls it will be an
absolute horrible trip. And that's the feeling thdtave right now.

4. Uh that one was just completely relaxed and calm.

5. Well | just came with a, uh kind of a, a solatialmost a, uh, | guess what you would call like
a pre mission order (mm). I'm gonna let the gin®Ww exactly what's going on before we even
embark on anything (mm). So you know, I'll sitgivés down and let them know exactly you
know, how long this trip is going to be and wedlayer uh some different ways to approach
situations. Like if they're uncomfortable insteddrying they can do something different, raise
their hand or you know. So | mean, that's sometthiagl need to think through a little more
thoroughly but | think making sure they're well paeed is going to help.

In the last response to the bilateral stimulatierikens preparation and consistency for
his children to a military process, pre missionessd His narrative in other sessions suggests
that throughout his childhood and in one of his batrirauma incidents he did not receive this
preparation. His ability to provide it to his chish may provide a repair for him as well.
Furthermore, his ability to anticipate his own neadd that of others in the future rather than
being immersed in the past traumas or presentvalrare positive indicators of his progress in
treatment. The therapist instructs the patienhittktabout the road trip imagery as well as “l am
empathetic” and report his VOC. The patient repbetgeels it's a 7, very true. He thinks of
reminding the girls that he loves them and will ¢éorhthem. They conduct a last set of the
bilateral stimulation and the patient reports:

6. Just calmness (good). About to fall asleep.

The therapist relates to the patient as a parentdking a brief comment on responding
to children based on an understanding of theirrfgelrather than being reactive. This process
entails a shift from reptilian brain processesyplent in individuals with PTSD, to more
evolved reasoning skills. In response, the patiestribes a past situation in which he was

initially unable to reflect on his daughter’s imal experience and as the interaction proceeded

he grew able to reflect and tend to her. His nasgatthen describing the past incident was
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detailed and high in WRAD suggesting the symbotjzahase. The reflecting decreases and the
WRAD increases again as he describes that havengttbngth to lead men into battle indicates
that he has the strength to manage the road ttiphs children effectively.

The therapist remarks that he is eager to heartabeurip and inquires if they have a
session scheduled for when he returns. The patidi@ates that this was the last appointment
and the therapist responds by offering anotheli@®$s work on other targets. The patient
immediately replies that he would like another s@sand he will schedule it with the secretary.
He notes that it may be difficult to secure chil@gcavhile he has the sessions but that it would be
useful to be in treatment to manage any anxietyrttegy arise while his daughters stay with him.
He expressed appreciation to the therapist andegmieint about seeing his own children shortly.
The therapist is affirming and indicating the cled¢he session. The patient directly expresses
gratitude, more explicitly than in past sessions:

Well | appreciate you being empathetic today (aatya in my, in my concer- in your concern
for my drive

As is characteristic of session endings, he emtérsef informal dialogue.

Results: Session 10
Overview:

Session 10 takes place exactly 2 months after@e8siThe patient has recently returned
to the Service and called the therapist for a foligp session due to a recent drill triggering an
unprocessed trauma memory. A recent vehicle rat avill triggered a trauma of his actual
vehicle roll over in the last deployment to Iragh& the patient enters he alludes to knowing
that he has 2 sessions, including this one, remginefore termination. Presumably they agreed

upon this when the patient called for a follow-@sson.
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Session ten commences with a brief dialogue alb@u? tmonth gap since last session.
Unlike past sessions where the patient typicalkst&eely and is then redirected to the more
structured EDMR protocol by the therapist, in $ession the patient seeks to commence
processing immediately. Through processing, afdeses of bilateral stimulation, the SUD
rating shifts from a 6 to a 0. The negative cogniiare reported as “I'm to blame” and I'm
worthless”. The positive cognition shifts from ‘idcthe right thing” and “I'm fine” to “I am

thankful”. His VOC shifts froma2toa?.

This session is the last session in the data seatise it is the last session recorded and
provided by the therapist. There is one more sedbiat takes place after this one, the following

week in which the target of this session is re+gatdd and the SUD remains a 0.

In this session, the HPWRAD is the highest ofati sessions. The HPWRAD, the
proportion of words above neutral midpoint of WRADa segment, is .53 in the session. In
other words, 53% of the time the patient speaksgh WRAD, his narrative is well above the

neutral midpoint of WRAD in the given segment.

In writing the methods section, prior to receivihgs data set, the investigator expected
all EMDR sessions to have narrative qualities thkase illustrated in session 10, wherein the
patient verbalizes his experience throughout thedsal stimulation sets permitting one to

analyze the progression of trauma processing ghgduigh each narrative segment.

The patient also notices that processing this teateals different than the others. He
elaborates, “there’s no one to blame”. While tHeeotraumas are directly interpersonal in nature

this incident is less so and perhaps therefore mistanced from his central schemas.
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Line by Line Analysis:

Session ten commences with a brief dialogue acledguhg the length of time since
the last session. The therapist, as is charadteoispast sessions, asks the patient how he has
been since the last session. The patient, awardéd¢haas only 2 sessions remaining, states that
he’ll quickly summarize his need for treatment. étgers a narrative with high levels of
disfluency, low WRAD and low reflection, indicatirng is in the arousal phase of the referential
process. There is some confusion, frequent repetitnd disambiguations. An excerpt follows:
I've already started the EMDR or I've started thm,uhe return to duty (mm) and uh, last
Friday, last Friday we did the roll over drills angm, | have had uh, non stop nightmares ever
since so what | did is | uh, I was thinking welhawis triggering this?

He reports returning to duty and being involvedadt over drills, which led him to
experience frequent nightmares. He requests tett#ng vehicle roll over incident in Iraq, which
resulted in his TBI. Although this incident wasdily discussed in session 1, when the patient
was given options of which traumas to process,iti@aot elect to work on this target in past
sessions. A key premise of EMDR treatment is aligithe patient to guide the process by

selecting the trauma targets (see chapter 2).

He then enters a period of high WRAD and low reftecwith decreasing disfluency
suggesting the symbolizing phase:
Going through the drills | didn't have a hard tinteverything was, everything was fine. Um |
was the squad leader. | had everything under conltidid everything right. Uh, after | was done

| was successful. | felt successful.

Then, WRAD decreases and reflection increases stiggeeorganizing:
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Even now I'm having a hard time sleeping so | diget hardly any sleep last night so (well)
that's why I'm just so, so thankful that you kntvat | called and got this reestablished because
you know, | had no idea when that was going tditit hit.

The therapist asks if he is ready to begin thegssing and if there are other incidents to
address. In a narrative segment in which WRAD @valthe neutral midpoint, the patient shares
a recent conversation he had with a squad leadardmg his nightmares wherein the squad
leader suggested a therapy reminiscent of EMDR .th&pist clarifies that this is indeed the
same treatment. The patient seems anxious and teegek whether the therapist would treat his
friend without all the treatment enrollment paperkvd he therapist assures him that the squad
leader may contact him for treatment and proceedsttup the bilateral stimulation tappers. He
asks the patient for the image that represents/tinst part of the trauma. He replies:

When uh, when it came to a complete stop andhestdnd and dust and everything's coming
(mm) all inside the vehicle and it's completelyitanside.

The therapist inquires about a negative cognifidre patient pauses for 27 seconds. The
therapist suggests the negative cognition may be ¢bing to die. I'm inadequate”. The patient
replies that he is struggling to find somethingateg because no one was at fault for the
vehicle roll over. He and the therapist discusscilmimstances and the patient states that prior
to the Military investigation he held the beliefrti to blame”, “I'm worthless”. His positive
cognition is: “I did the right thing” and I'm fin&The veracity of the positive statement with the
trauma image is reported as a 2. His related emagianxiety and his SUD level is 6. In calling
up the worst image of the trauma, the patient tisdeeling it in front of his head and chest. The
therapist initiates the bilateral stimulation. Afegproximately 30 seconds the therapist inquires:
“Take a deep breath. Let it all go. What do yourget/?” The therapist repeats this phrase after

every set of the bilateral stimulation. The pati&sponse after each set is as follows.
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The first responses begin to verbalize bodily semss and a realization that distances

him from blame, that anyone could have been dridumgng the incident.

1.Uh I'm about to say | was actually just, justtgeg into uh, into the beginning.

2. Well | can feel, | mean, it's, | can feel it @ller my body. | can feel it up my sides and my
head.

3. Uh what pops up in my head is that, | guessaagbody could have been uh driving the
vehicle that day. That's what popped up into mydhea

4. | remember the uh, the tactical commander thetd he, | remember him getting injured.
Uh, I didn't, some- that was a fact that I'd forgdt.

In the following response to a set of bilaterainstiations the WRAD, Reflection and
Disfluency are high with WRAD gradually decreasifigis suggests he is both immersed in
telling and reflecting upon his experience as ha&sses a sense of guilt. This pattern suggests
the symbolizing phase.

5. I remember uh the feeling, the feeling that | h&tdrat was done and we got pulled from

the vehicle. | remember uh looking back at theatetand | remember saying to

myself | wish that | was in worse condition thaam. Like | wish that | would be I, you
know, either dead or even you know, at the poimrevh couldn’t walk or something and
| think that seeing what had happened | had almdsad taken the blame for

it. So |, | felt very guilty and | remember layiog the ground saying you know, why did
this happen? You know, why am | not in worse skizgre | am?

In the following segment his WRAD slightly decreagelow the neutral midpoint and his
disfluency increases, suggestingreased arousal.

6. I've gotten where I'm in the hospital now anctldit was a traumatizing experience in it's

own because | had uh, all these marine guys thes weat were flown in you know, um some
were in pretty bad shape (mm) so um, just thinkingow that situation affected me
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In the following segment his WRAD sharply increasésle reflection and disfluency
decrease suggesting the symbolizing phase. Hdgetdhe time, fearing returning to duty after

the roll over, the fear that also led him to requleis session as he returns to duty now.

7. 1 remember that um even how bad the hospitallstb

didn't wanna leave. | didn't wanna, | didn’t wanula return to go right back into the mix and |
think about uh | was in there for seven days imatetli after | was released. | was right back
into the mix, right back into driving and doing #llat. And uh | remember while | was

there | had this fear of returning after the roiter.

The following segment begins in arousal phd$e disfluency begins high, with many
pauses, and gradually decreases, while the WRAEedses slightly but remains above the

neutral midpoint.

8. | remember uh Jeff, who uwmas a part of the, the first incident, one of tingt incidents that
we talked about. He uh, | remember him telling me know, you uh, you know, you almost, you
almost, killed me, you almost killed us. Um, it yest like there was there was no comforting at
all. That it was somebody had to be blamed you kaod | remember now that people were
saying well when you're going at that speed in a Hum V and you're crossing through a,
through a median, um through a median then youyat know, you have to control your
steering as you're going through. And you knowy thiere like well you probably, you probably
pulled it and flipped it so it was like they hadwoow that blame on me, somebody had to take
the blame.

The following segment continues to illustrate amuaal phase. The disfluency remains
high, but gradually decreasing and WRAD and reitbactow.
9. I still hear like the voices in my head you knofwm somebody you know, som- somebody's
to blame, somebody's at fault then | rememberrthestigator saying when we were all in the
room you know, filling out the sworn statementsaaiylis to blame. We're just trying to find the
truth (mm, okay) so that's, that' s what’s goingptlyh my head right now

All three measures fluctuate in the following seginé ends with a sharp increase in

Reflection and a decrease in WRAD below the neuatrdpoint suggesting the reorganizing

phase in which he is actively integrating the mater
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10. [grunt] | was just thinking about after | carback from the, from the hospital and | was uh
in backseat of the bunker. | remember them sayiayau are you ready to go? Are you ready
to go back out on a mission? Are you ready to t&¥thm like I'm not ready to be a

driver. Well you don' t have a choice in the maty@u know, we only have two drivers and you'
re our second qualified driver. In your absencehad somebody not qualified to drive

driving. So it was like it didn’t matter. It wasnki of psycho- psychologically messing with me at
that point. It's like it didn’t' t matter that thisven happened and that I'm a potential risk that i
this was my fault but it truthfully and honestly vas at fault for it why would they want me to
immediately go right back into driving? So they ethdip having me go right back into being a
driver um and | think my aware- my awareness, agdim driving abilities had become better
at that point. You know, | had finished out theldgment well and was able to you know, do
everything to the best of my ability but | thinkttbonflict there really with people saying, you
know, trying to throw the blame on me and sayirag its my fault um and instead of saying you
know, things like that happen, you know. And thathat I’'m trying to comprehend in my mind
right now. | had never been in through that sitaatbefore and crossing the median and in
pursuit of the enemy and try to stop an oncomirnjcle with weapons in it. So | had

never, I've never had to cross a medium or medtahat, at that speed so in my mind I'm trying
to you know, just accept the fact that there' $uimgt that | could have done or changed (sure). |
mean, if | would've been trained better.

In the following 3 narrative segments below, the MIRstarts very high and then
decreases to below the neutral midpoint. Thig siefurs when the patient transitions from
recalling the incident to speaking in more distanggjuage about his thought process at the time.
There is a dash mark (--) below to indicate th&.shhe disfluency is gradually decreasing
throughout the segment and reflection rises aetttkof segment 11 and through segment 12
when he gains insight into the larger context efdlecision making that led to the incident. He
begins to recognize that his negative cognitiomaflequacy may be false. The insight he gains
is linked to his affect as he reports feeling calimis suggests a shift from the symbolizing phase
to reorganizing phase.

11. I remember uh, when we first got over there lan&- they were looking for people to fill
positions. They had uh asked around the room. Weeg saying you know, who has a uh, who
has a military driver’s license? | didn’t have alitary driver’s license and | didn’t raise my

hand. They went around the room and then they askaygl well who has a civilian driver's
license? And I raised my hand and of course hieedutomatic the weapon, you know, the
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gunners, those guys they couldn’t be drivers unallsbe people that weren't qualified for the
position they didn’t raise their hands. Um, it caopeto me and it was between me and Jeff, who
was actually um in my vehicle almost for all thérertime. He didn’t have a driver’s license so
they wouldn’t pick him. So they picked me and leratmer walking next door to go get my
military driver’s license made up and | had nevaren a Hum V until | stepped on the ground
in Irag and we went outside and here's our vehidlesas like you know, here's like your Hum
V---- so uh what | was processing in my head i$ lthizdn’t have the proper training. | didn’t go
through the Hum V training. | didn’t know any- rgaanything about the vehicle. I'd learned
how to drive the vehicle and I'd take care of ithuit what | have going through my head now is
honestly | can't be uh to blame but | do know whatlld have needed, possibly would have
needed, to be done to preve- to prevent this frappéning possibly a second time would be
ensuring that | would have had the proper training.

12.The statement that comes to mind now is | dichall k could do and | feel a lot of confidence
in that.

13. 1 get a uh, a uh, | get a sense of calm now.

The next segment captures the highest WRAD insission. It gradually decreases but
remains well above the neutral midpoint throughbeatnarrative. Disfluency is also high and
follows the pattern of WRAD, gradually decreasimpe reflection measures remain low. This
pattern suggests the symbolizing phase.
14.Well | found some. | remember the humor. Theretiwvashree of us sitting in there. We all
got med evaced out and | remember we were alhgittiere in the reviewing room or whatever.
They come and they check you out. The gunner whaeovapletely trapped underneath the
vehicle wa- he had the the least amount of cononssid everything. | mean he was
good. He got out of there right away. | was theneseven days. The other guys they got out but
he was jus, he was over there laughing and jokimgut it. We called him old man. Like he had
been through anything and everything we called likenthe old war Vietnam vet you know
(yeah ) and uh he was just laughing and joking alitdike it was no big deal you know

In the following segment WRAD remains very high bantinues to gradually decrease
while Reflection increases. This pattern suggedtiegsymbolizing phas&he researcher’s

experience as a reader of this evocative segmeiniy Imoved and having chills, reflects

precisely what the WRAD measure seeks to capture.
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15. | remember uh [clears throat] being on the grdwand uh they were trying to get

the the Bradley hooked up to the vehicle so thelddtip it just enough to get the the gunner out
and | remember uh Sergeant Joe who's not with ysxare he um he was running around you
know, trying to check and see if everything um gaasl and he was always a tough love guy
with me anyhow he was always kind of uh alwaysgwwethe cold shoulder but uh he came
around and was checking. Um, it was really hardfém-me to focus on anything

because | uh, | had lost my glasses in the in diieower. | remember that now and so everything
to me wasn't so clear. | don't see very well withray glasses so um | remember shouting out |
don't have my glasses. Can you please help menfynglasses? And | remember him recovering
my glasses for me. Like he went over and searctsédel the vehicle and found my glasses and
brought them over to me (mm). Um, so | remembremember that and it was uh. You know,
that means a lot to me now.

In the following 2 segments (16, 17) the patiemiaeks on the emerging vividness of the
trauma imagery and is able to recall new detads tlad been dissociated.
16.Just uh, the, the painted picture is uh becomingemivid to me every time that I, that | go
back into it (mm, okay). Focusing on it.
17. | forgot, | had forgotten about a huge factbttos whole deal and it just came back to me.
Uh, before | got the go ahead to cross the medratha rear of the convoy has to hold the
security for you to be able to cross the road. Wiglen | was crossing the road a vehicle that
was traveling in the same direction came up andalbt clipped the side of the the Hum V (mm)
and my arm was outside of the window and it hadatllyt, it hit my, it hit me right here and it
just kind of jammed my arm up against the windawmember it hitting and then immediately
after. It was my hand, it was out the window andlly had one hand on the steering wheel and |
got hit. It jerked from one side and jerked to thieer then | pulled the wheel in the process and
that makes more sense to me. | remember seeingehite fly off the road into the ditch before
we rolled.

In the following segment the patient acknowleddpesrelief of integrating the
fragmented memory. The patient's WRAD remains tagt decreases to the neutral midpoint.
The reflection and disfluency measures fluctuate.
18. | feel almost uh relieved, that you know, thatwhole story is coming back to the,
from, from beginning to end. It makes makes meaftsl more comfortable.

Earlier the patient remarks that this trauma igedént in that there is no one to blame.

Through his processing it becomes evident thatehdlamed and sought accountability from
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superiors who he wished had conducted a thorouggsamient prior to sending the unit into

danger.

19. | remember the call uh being put up on the radid as taking the call. Um, stating exactly
you know, exactly that what color vehicle. It wastate Toyota pick up truck one personnel

with a one personnel with a machine gun (mm) angomnjust you don't think you just take the
call and just do it. And um, when everything wdasaid and done they actually found out that
uh, it was just an Iraqgi police officer just goihgme (mm). Um, and they always keep their
weapon system with them in the in the vehiclet ®@as a false report that was put on cause they
had classified it as enemy. And um, you know, thosehose are some of the coping things too.
I, I guess when everybody else went back to tharfdd went | medevaced out and | was gone
for seven days. They had done that we usuallyatd thasn't a part of. And uh, they could have
possibly went over like identified possibl- posgtigentification of an, an enemy vehicle before
sending out the status on it and um | wasn't a pathat. So all | knew was we were pursuing
the enemy and then end state report cause | adkauat & of course and they they told me that

it wasn't at all that. It was just some Iragi paiguy, police man going home.

The reflection measure is very high, the higheshiwithis session. It gradually decreases
in the segment. The WRAD remains above the nentighoint, though it decreases. Disfluency
follows the same pattern as the WRAD suggestingdbeganizing phase.

20. It's funny but | was actually thinking about howeathe showers [upbeat voice] (mm) were
thinking just how nice the showers were when | e@gn for a while. Cause we (mm) had, we
had a rough situation where we were and I, | wdsltlvery fortunate. | think they had
submarine sandwiches cause | remember like, | rdraegetting like a submarine sandwich
when | came back and it was sitting on my, sittingny bunk and uh, so it was

kinda like, kinda like heaven | guess (yeah). Mwmw? Recovery was rough because you're
around like screaming and moaning people but Iytell what you get a good shower and get a
uh, get something good to eat in your belly aftgrlmaving anything for so long. Yeah, that that
was just a big bright picture in my head (okay)stdorings a smile to my face

21.1 think I’'m just going back, like just the overwief everything pretty much.

The therapist checks what arises when calling eptiginal image of the trauma.

The patient replies:

| just get the incident
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They conduct another set of the bilateral stimafatiThe following segment begins with
high disfluency follow by high WRAD and reflectidallowing similar pattern suggesting the
shift from the arousal to the symbolizing phasee phtient is recalling details from after the
explosion. He refers to these details as “sidggiinThese are the fragments that can emerge
often after the central incident coaleces in thenong.
22. Jlaughs] Something, something else that occurs tgsnme in Iraq anytime that something
exciting happened you know, all the Iraqi peopleidgust you know, all their kids and
everybody would just come up to check it out tondes’'s going on and | could barely see
anything cause my glasses were gone but | remelmblang around and just seeing all theses
different colors and stuff come up to like the skeople trying to shoo them away because they
can't be too close to the operation you know, amd vemember the one guy coming up. Instead
he was screaming, screaming in Arabic you knowjahmessed up my you messed up my truck
you basically (yeah.) you know, and | was, | wks,ll was looking over and | remembered at
that point | remembered him hitting the vehicle {(namd how fast he was going and he passed a
military convoy (mm) but he came up in the armsi Kfeow, I'm sure that, I'm sure he was
probably saying give me, give me some money fdonmgy truck now (yeah) and yeah, | just
remember all the little side things (sure) that €ure) going on.
The therapist asks the patient his SUD level anaperts a 0. The patient changed
his positive cognition from “I am fine” to “I am #émkful”. The therapist instructs him to think of

the trauma image and the positive cognition ang#ieent reports a VOC of 7. The conduct

another set of bilateral stimulation and the patstates:

23. Calm

During the body scans the patient does not notiggension. He shares that he feels
better and feels he will benefit from the procegsiss is characteristic of the Closure phase, the
therapist inquires if the patient would like to shany insights or positive statement regarding
his work in this session. During this long narratsegment he is in the reorganizing phase. He
describes his experience of the bilateral stimoitatibration as calming and how he regulates its

intensity. He proceeds to describe that he typiqaibcesses and makes links after the session,
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likely a part of the reorganizing phase. He develapnetaphor of “unlocking the door” to the
memory through treatment. Improvement that he astisuch as initially needing to go home
and rest after session, has shifted to now beilgtalzoncentrate during the processing as well
as after session.

| think that the desensitizing pro- process happénsnce | get up and | leave here I think it
starts working. Things in my mind starts uh, adgualorking the situation out more (Yeah). |
think right now this is the process of where I'véacked the, the door. I've opened the door. |
got everything out in the open now. [clears throBitjat's why | remember at first | would get so
exhausted | just had to go home and take a napasttoo much for me because my mind wasn't
used to processing that much information all atearidow the healthier that | became | could
take on this information uh, be able to addresgyitt away.

The patient is reminded that processing may coatand he is encouraged to make notes
for next session or to think of his “safe plac&he patient comments that he plans to go the safe
place, a beach, in the summer. The therapist iteidae close of session and the patient
expresses gratitude. He briefly discusses havinfdence in himself and some anxiety. The
therapist inquires if they have a session timdaHerfollowing week established. The
patient replies affirmatively and the session efdkile the last session is not provided in the

data set, the therapist reports that in the Isstise he re-evaluates the target of session 10 and

the SUDS remains a O.
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Chapter 1V: Discussion

The goals of the study were: to describe the lef/edferential process, as measured by
shifts in WRAD, REF and DIS scores, in an EMDR tm@ent and to describe the treatment
process of a short term, effective treatment aétenan in which PTSD subsided as per a self-
report symptom inventory and the therapist's assest The key finding was that in this
EMDR treatment of a veteran with PTSD there wagyh level of RA. It was relatively high
when compared to base rates from other psychothesepples (approximately one standard
deviation higher). In the first section of this pker, the high RA level findings are discussed in
the context of other literature and speculatioesmaade regarding the reasons for high RA levels
in this treatment. In the next section there issauksion of the potentially unique characteristics
in the relationship between high RA levels and laage in trauma narratives. Lastly, the shifting
emotion schemas of the patient in this study aseusised, highlighting the role of the strong
therapeutic alliance in the treatment and how EMDISe of the negative cognition provides a

lens with which to assess schema shifts.

Level of Referential Activity Inthe EMDR Treatment

Link Between a Given Task, Referential Activitydlend Reflection Level

An effort was made to examine RA, as measured byAlyRn an EMDR treatment of a
veteran diagnosed with PTSD. No published studietate have used the Discourse Attribute
Analysis Program (DAAP) in evaluating WRAD in an BIR treatment. Furthermore, only a
limited number of studies have examined RA levelsauma narratives (Miller, 1994; Grayson,

1995, Jepson & Bucci, 1999; Goldfine, 2010). Irs thtiudy, the mean WRAD for the 10 sessions
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was .464 and ranged from 0.497, in session 103@4.4in session 6. The level of WRAD in this
treatment is relatively high when compared to bases from other psychotherapy samples. For
example, Murphy (August, 2011) reported meansdanes of psychoanalysis and mixed
psychotherapy that were both approximately onedst@hdeviation lower than the mean for this
treatment. Instances of high WRAD occurred througlloe treatment, before, during and after
trauma processing.

Studies (Bucci, Maskit & Murphy, 2009, May; Kinggl/€2009; Nelson, Moskowitz &
Steiner, 2008; Nelson & Poligano, 2009, May: Ne|010; Murphy, 2012) have established
that the WRAD measure is effectively differentigtinetween language regarding specific events
and other types of language. In an early studizendevelopment of RA measures, Rosow
(1997) found higher RA in non-psychotherapy samfilas psychotherapy. While initially it
was assumed the RA would be higher in the latteresindividuals are supposedly more often
emotionally engaged within session, upon closemexation it became clear that tteskof the
non psychotherapy materials led to high RA. Murf®12) sheds light on the meaning of these
finding based upon more recent research. For exgrapking a patient to develop a narrative of
one event, such as an early memory or dream ledught WRAD (Murphy, 2012). With this in
mind, it may be that the structure of the EMDR tim@ent, where the patient and therapist work
on one single event, one trauma incident, at a, taoeounts for the higher WRAD scores in the
current treatment.

The notion that EMDR influences WRAD may be conaapzed on two levels: (1) the
task of the overall treatment, including the patgeaxpectation of treatment task and (2) the
within session EMDR task/questions prior to eacthefpatient’s narrative segments. When

treatment commences, the patient receives psychagdn about EMDR. The task of the
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treatment is explained and expectations are adeltess step, the patient enters treatment with
an explicit task for the entire short-term treattneno process specific memories of trauma
incidents within a certain number of sessions. Aiddally, a sense of impending termination in
treatment often fosters focus upon the task. Hathigglarger task and treatment arc in mind
may have led to high WRAD throughout the treatm€woinsistent with this understanding, in
session 7, in which no trauma processing takeepgtee WRAD is high (highest peak at.74).
This suggests high RA may not be attributed tosghecific EMDR interventions per se but the
overall task of the treatment, the implicit treatteontract. Though the issue of broad
expectations of a treatment, or for that matteeoihterpersonal interactions has not been
studied directly with WRAD, this may be an impottanea for future research. In particular it
would be interesting to attempt to distinguish sgeheral expectations from particular tasks or
interventions within a treatment.

Findings of high WRAD, were not consistently prat@fed by a specific type of task
(EMDR questions/intervention) within each sessibime examples in which an EMDR
intervention by the therapist was followed by ireged WRAD may suggest that attuned, precise
guestions in a safe therapeutic relationship letiégatient’'s more detailed evocative language;
however, such questions may not be unique to EM®Rrger sample would allow future
researchers to explore the potential relationsbtpréen each EMDR task and WRAD scores.

One aspect of why verbal task is related to WRAEI is the length of narrative that a
given task requests. For example, in Five Minuttnblogues where research participants are
asked to tell about a recent event and speakfige dull minutes, most participants finish telling
about their event after the first 2 to 3 minuted #ven proceed to search for other things to

discuss (Bucci, 1984; Bucci & Freedman, 1978; D&dlucci, 1987; Jepson and Bucci, 1999).
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As a result of these brief bursts in narrative reresegments of text that focus on specific events
tend to have higher WRAD scores (Murphy, 2012}his study the patient's speech was in the
high WRAD zone approximately 30 percent of the tmneaverage and in one session (session
10) was in the high WRAD zone for over 50 percdrthe session. In contrast, base rates for a
sample of 24 psychotherapy sessions (Maskit, 2b&&) varying theoretical orientations

showed patient speech to be in the high WRAD z@pecximately 20 percent of the time

(about 1 standard deviation lower than the curtregitment). In part, this may be attributed to
the EMDR phases and question structure facilitagimgrt narrative bursts because of the ebb and
flow between verbal and non-verbal processing. Aaldally, many of the questions in the
protocol elicit brief responses.

The reflection mean in this study is .065. and eahfyjom .06 in session 1 to .07, in
session 5. This mean is more similar to that afraversational speech sample (.063) as reported
by Murphy (2012), both of which are significantbwer than the reflection mean in the
psychotherapy sample (.093) as reported by Ma2RitZ). Comparing the mean Reflection from
this study, the psychotherapy sample of CBT and@renantly psychodynamic therapies
(Maskit, 2012), and the sample of 514 phone comenss (Murphy, 2012), the sample of
psychodynamic and CBT treatments showed a highel ¢4 reflection (approximately 1.5
standard deviations) than EMDR and than everyday@sation. The task of psychodynamic
(and perhaps the CBT) treatments in the samplefatays on reflecting upon experiences. In
contrast, the task of EMDR emphasizes the memaggssing of the trauma material while
maintaining some distancing through dual attentutth bilateral stimulation (Shapiro, 1995,

2001). In EMDR, too much Reflection may be a bameetrauma processing, as it may increase
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the patient’s defenses, primarily the avoidanceiaht in PTSD, and hinder access to the
somatic experience and the affect.

Despite the overall Reflection mean for the ertieatment being low when compared to
other treatments, when examining the Reflectiomiwieach EMDR session the intermittent
presence of reflection is evident. In the curresatment, peaks in WRAD were often followed
by moments where the patient reflected on the migidn general, WRAD and REF tend to be
negatively correlated (Murphy, 2012), and as perioichigh WRAD decrease they tend to be
followed by periods of higher Reflection. The moverbetween WRAD and Reflection and
inherently symbolizing and reorganizing phasesucm treatments in which the therapist is
attuned and does not interrupt the natural proegssnd narrative flow. For example, Bucci and
Maskit (2007) showed that the alternation of WRAR &EF as measured by the REF_WRAD
covariation is associated with good psychotherapggss as rated by experienced clinical
judges. In the current study, though the overaklef REF is lower than in the comparison
sample, the REF_WRAD covariation of this treatmeronsistent with that of other treatments
(less than one standard deviation difference). Shggests that though reflection may be less
emphasized in the current treatment, the extewhioh the referential process is operating is
consistent with other treatment forms. Shapiro §)9ttes that for optimal memory processing,
the therapist should “let whatever happens happehis study, during trauma processing, the
therapist never interprets, reframes or inquiregiaithe patient’s narrative. Rather he repeats
“Just go with that” and at times offers distanciaghniques to remind the patient that he is not
reliving the trauma. According to the EMDR modaistallows the patient to process the
memory and maintain control over the process ancinge content. The attunement of the

therapist is apparent throughout the treatment inotine DAAP measures, as depicted by the
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ebb and flow between WRAD and REF, symbolizing seeatganizing, and in the qualitative
reading of the sessions.

There were several examples when the therapiséstmqun explicitly pulled for the task
of reflection in the patient. At the end of thessess, in the Closure phase of EMDR, the
therapist’'s questions regarding the patient’s imsig“Any new insights?”, “What did you gain
from the session?”) at times led to the highestgplas of the Refection measure.
Understandably, such questions foster languageestigg high reflection, the main linguistic
measure in the Reorganizing phase.

While it might be expected that there would be mpleasis on the task of reflection in
this treatment, where the patient significantlyréesed PTSD symptoms and more generally in
psychotherapy with positive outcomes, this studsesaother possibilities. It suggests that some
Reflection is necessary following high WRAD butttkize high levels of Reflection observed in
other psychotherapies may not be necessary fanagurocessing. This may be explored in
future research. One may examine whether the EREF relates to improvement measures in
treatments of PTSD. One might hypothesize that HRWRNd the degree to which the
REF_WRAD covariation is negative would be relatednproved outcome whereas REF alone

may not.

Trauma Narrative and High RA Levels

The high levels of RA, as measured by WRAD, befdtging and after trauma
processing led to examining which factors may aidistinguishing pre and post trauma
processing as captured by the DAAP measures andlagative assessment of the language. The

levels of Disfluency and Reflection were examinad an assessment of whether any linguistic
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characteristics distinguish the excerpts from beford after some of the trauma processing was
conducted. While it was expected that the data evotfer numerous opportunities to examine
such examples, the patient did not verbalize mui¢hsoprocessing. Therefore one clear example
in which the patient verbalized the trauma nargaiivdetail both before and after trauma
processing was assessed.

Both excerpts from before processing and aftergelportion of the trauma processing
was completed, were high, above the neutral midpdirs, in WRAD scores. The WRAD in
session 1 ranged from .64-.59 and the narratigession 10 ranged from .60-.56. The excerpts
differed in scores of the Reflection measure. Treempt following some of the trauma
processing illustrated higher Reflection: .03-i@8ession 10 as opposed to .01-.04, in session 1.
The disfluency, a measure that the authors of DAg&khowledge still requires greater precision
in understanding of what it captures, shifted fi@1n.08 in session 1, to .12-.06 in session 10.
The higher score in Reflection within the exceglkdwing some trauma processing may
elucidate one way to assess differences in thetgudlhigh RA and distinguish between the
underlying processes of reliving a trauma memorgwgworking through.

Linguistic markers illustrated differences betwdes trauma narrative excerpts. from
before and after some processing. Examining teedxcerpt, pre processing, reveals that the
patient may be reliving the trauma. The narratsveat coherent, overly detailed, exhibits exact
repetition and the patient’s physical movement teahacts the experience at the time of the
trauma. In contrast, the excerpt from after soraerra processing, in session 10, indicates he is
not immersed and reliving the trauma. Rather thguage is evocative and detailed but not
overwhelming. The patient’s language is more catiteaiad he appears to be in the present tense,

partly as indicated by his use of the reflectingadvbemember”. Linguistic characteristics
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examined in these two excerpts may shed light erdiffierences between language that is
evocative and language that reflects immersioraiana.

The WRAD measure is based on the combination obtiggnal 4 dimensions of RA:
specificity, concreteness, clarity and imagery. ffaama narratives, individually scoring these 4
measures and examining the linguistic charactesistich as repetition may yield a more precise
understanding of high RA in trauma populations betler distinguish between evocative
language and language indicative of reliving. lis tegard, concreteness and imagery might be
particularly important in differentiating traumageents from other narratives as discussed by
Jepson and Bucci (1999) (this study is discussetdubelow). Computerized versions of these
independent dimensions are in the process of lwkrgloped. Additionally, in employing the
DAAP, one may consider examining the levels of &gfbn in instances of high WRAD in
trauma populations as a potential indication af/ned) trauma versus processed memories. The
remainder of this section will discuss other stadi€RA and trauma to contextualize these
recommendations and the findings discussed above.

Earlier studies suggest that speech that is higbAypically reflects psychological
well-being (Bucci & Miller, 1993; Connelly, 1994a8istag, 1996) andw RA may connote
pathology. High RA levels indicate a strong ingggm between symbolic and sub-symbolic
modes (Bucci & Freedman, 1978; Bucci, 1984; Bucdler, 1993) wherein language is
detailed and the imagery evocative. Low RA leveés@mmonly indicative of vague language
and a weak integration between symbolic and sullslimmmodes (Bucci, 1997). However, the
few studies measuring RA in traumatized populatidtider, 1994; Grayson, 1995; Jepson &
Bucci, 1999; Goldfine, 2010) show that participagtibit high RA in the narratives they

provided.
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In a study of RA levels among a sample of intergewth Hurricane Katrina trauma
survivors (Goldfine, 2010), the mean RA was 0.5dldBne compares the RA mean in her
findings to the RA in two other data sets (Bucdvi&askit, 2005) and concludes that the
relatively high RA among the evacuees suggestdhianajority of the participants were
immersed in their narrative during the intervieval@ine explicates that the RA measure does
not differentiate between linguistic patterns ttedlect traumatic immersion and evocative
language. While a certain level of immersion iratkieg and retelling the trauma in detail may
foster integration of the memory fragments anddiaknong the somatic experiences and
language, in some cases the immersion may becametemse leading to overstimulation. Such
a state may lead to re-traumatizing rather thanntemded processing within treatment. Goldfine
concludes:

High RA in the trauma survivor may reflect the @mese of trauma-related pathology. An
important limitation of the RA measure is thatded not distinguish between evocative
language and language suggestive of traumatic isiorer As a result of this limitation, a non-
traumatized person and a traumatized person majeeequally High RA scores based on their
use of evocative language. However, the meaninigesfe scores differs. (p. 110)

The high RA findings of this study of EMDR lend gapt to Goldfine’s (2010) speculation that
high RA in the narrative of a trauma survivor regaiclose examination to determine if it
connotes pathology or well-being.

Qualitatively examining the lingtic features in the EMDR examples of high WRAD
scores before and after some trauma processinglegvdifferent linguistic characteristics. The
characteristic of repetition was examined by Halfa®11) in her dissertation. In discussing a
gualitative analysis of excerpts from a psychoamatyeatment, she stated:

High RA and low repetition sessions marked a symbw process where the patient was able to

bring to consciousness vivid memories and fantasidgferentiated space and time in the
presence of the analyst. In contrast, high RA agt repetition sessions revealed a traumatic

139



narrative associated with the evocation of rawd/ivodily images from patient’s past operations
that were highly disturbing. Patient lost the psgdpace between the immediacy of these
memories and her sense of self at that moment asdaund to be suffering “in the present
tense of the painful past” (Freedman and Laver#?2, pg. 192). This kind of remembering
has been linked with a form of retraumatizatiothi@ treatment (van der Kolk, 1989)
In this study, the differing qualities in the patis trauma narrative similarly revealed that after
some trauma processing, the patient's WRAD remadglal but his repetition decreased and he
appeared better able to differentiate between #@ony and the retelling. An EMDR study
(Lee, 2008) comparing the underlying process of BMID exposure therapies suggests that it is
the degree of distancing in EMDR versus relivingxposure that delineates a difference
between the two treatments. Distancing is mainthimethe dual attention through bilateral
stimulation, the therapist’s interventions encourgghe patient to remain in the present as he
narrates the trauma (“You are here now”) and thstaise of metaphors (“You are watching a
train pass”). Results indicate that there was meetation between symptom alleviation and
reliving responses in EMDR (Lee, 2008). The leviedistancing was significantly associated
with symptom alleviation and distancing was attréalito the bilateral stimulation more than by
therapist instruction. In this study, there wasigigant symptom alleviation and the patient and
therapist employed the distancing practices inftleareEMDR; however, the study aim was not
to assess the cause effect relationship betwetandisg and symptom alleviation and therefore
no conclusion may be drawn regarding this correfati

Grayson (1995) examined RA levels agnsubjects with a history of trauma. Each
subject was asked to share 4 memories from diffe@egories: traumatic, early, neutral and
recent, which were scored using the 4 RA scalesc{Bpity, concreteness, clarity and imagery),

the measures used prior to the development of &&FD She hypothesized that the traumatic

memory would exhibit lower RA; however, her findsnmdicated the opposite, higher RA
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levels. She attributed the high RA among subjextieir having worked through the traumas in
psychotherapy. Despite her conclusion, in her disicun, Grayson sheds light on the distinct
features that each dimension captures. When congptré early memories to traumatic
memories, she specified that the traumatic memasdeszd higher for sensory imagery than for
organization of speech. The notion of examining4lakstinct RA dimensions to identify such
differences may continue to yield greater undedsitagof the processes underlying shifts in
language that the DAAP captures.

An earlier study also highlights the onfance of examining the 4 distinct dimensions of
RA in trauma narrative. Jepson and Bucci (1999)mamed the RA levels of 15 physically
abused adolescents with the RA levels of 15 nors@dbadolescents. It was hypothesized that
abused subjects would struggle more with integggtirocesses and thus have lower RA. The
prediction that the physically abused adolescewtslavhave lower RA scores than the non-
abused adolescents, was not illustrated in the @agxre were no significant differences in RA
levels. Ultimately, the main distinction betweee tfuality of RA in both groups was: abused
adolescents had higher levels in 2 dimensions qfd®Acreteness and imagery scales. In other
words, they employed more evocative imagery thamtin-abused adolescents. The authors
discuss that the abused adolescents had a grediigrta symbolize and verbalize their
experience of the other and that perhaps they biganized their affective schemas around
abuse memories. In order to better understand thesepected results, the authors called for
further research. Based upon the more recent @saad the findings of this study it may be
possible that the high levels of imagery amongaitiesed adolescents was indicative of trauma
immersion rather than evocative language. Eaudgiss of RA separated the 4 dimensions into

concreteness and imagery (COMIM) and clarity aretdjeity (CLASP). The more recently
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developed WRAD measure is better able to captukSH_than CONIM. Concreteness and
imagery may indicate a different type of immersioithe narrative. Traumatic memories may be
more fragmentary, that is vivid with respect totgalar objects or moments as opposed to
organized into a more coherent narrative.

Another study of RA provides insightio the impact of task upon RA levels as well as
the important relationship between WRAD and ReitectWelsh (2009) examined the levels of
RA to analyze differences in linguistic processedarlying narration of stories about emotional
events and to measure differences in the emotiongct upon the storyteller. She relied upon
the measures WRAD and Reflection. It was hypotleesthat high WRAD, more detailed and
imagistic story telling, would be correlated witicreased emotional intensity and emotion
changes. This hypothesis was only partially suggbiVelsh speculated that high levels of
defensiveness in the non clinical population sampg have affected the results such that they
were less robust; however, based on the findingsieEEMDR study it may be that Welsh’s
inquiry to the subjects: “ tell as much detail amégery as possible” led to the defensive
narrative. Contrastingly, in EMDR, there is a natrsive stance and an effort to evade arousal.
The patient is not asked for detail. The patieribithink of the worst part of the trauma image
and he may choose to verbalize as much or asditil as feels appropriate. Allowing the
patient to regulate the amount of detail sharedfasigring distancing during the telling (i.e.
“You are here.” “You are watching a train pass”gynallow the trauma processing to excel and
result in high RA that connotes processed traumaaones.

Welsh’s discussion of the relasioip between instances of high WRAD accompanied

by high Reflection and high WRAD with the absent®&eflection shed light on the findings in
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this study of RA in EMDR. She offers that the latigay encourage a stuckness rather than

emotional change.

Without reflection, the event seems to have renthfixed or frozen in the participant’s

memory. While the high RA language keeps the tsliemotional level high, the absence of

Reflection in this narrative limits the teller’sibly to move forward in processing the event and

perhaps his life...(Welsh, 2009, p. 78)

This study of WRAD scores in EMDR suggests sinfilagdings; however, it adds that it is not

merely the presence or absence of reflection linerahe degree of reflection that interacts with

the WRAD measure in the narrative segment. Astithied in comparing the excerpt from

before trauma processing to after some trauma psotgin EMDR, the WRAD was high in

both instances and the reflection was presenttim éxcerpts. The Reflection range shifted from

lower in the pre processing narrative (.01-04)ighér in following some processing (.03-.08).
While Goldfine (2010) did not exiaie the Reflection measure regarding high RA

levels among Katrina Survivor trauma narrativegjistussion of her findings she acknowledges

that the relationship between WRAD and Reflectioowd be explored in future research and

refers to studies that support this view.

This pattern of fluctuating RA and Reflection sconeight serve as a graphical representation of

a flexible coping style, a style that has beeneatated with good prognostic outcomes in the

literature (Mancini & Bonanno, 2006; Bonanno et 2004). (p. 16)

In this study of EMDR, findings indicated a deceeasPTSD symptoms and high RA
levels throughout the treatment. Miller (1994) exasd the relationship between PTSD
symptoms and RA in early memories. He administéned5sCL-90-R Symptom Check List
(Horowitz, 1980) and Early Memory Test (EMT) amdiiginpatient PTSD Vietnam veterans

pre and post al2 week treatment. It was hypothesime symptom level and RA would be

positively correlated; however findings indicatezlahange in symptoms and a decrease in RA
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levels. He found no significant relationship betw&¥ SD symptoms and RA levels pre or post
treatment. In part, Miller attributes the decregdRA to the type of therapy that was provided,
“covering-up” or “sealing over” therapy in whichtpnts are encouraged to tolerate or distract
themselves from distressing symptoms. At the tifn@® study, this treatment was commonly
offered to this reportedly low functioning, inpattePTSD, population who were perceived to
not be able to make use of therapy that engaggsatient in understanding and reflecting upon
the meaning of the trauma and symptoms. Millerreffehe example of a patient who suffers
from recurring nightmares and is encouraged totjpe@celaxation rather than process and
reflect upon the nightmare. One of the aims of til@atment is to decrease affect intensity
among the patients. In contrast, in EMDR rathentt@ering up, the patient is encouraged to
uncover, to process the trauma at one’s indivigaak within the containment of the therapeutic
relationship and the protocol structure. The Milerdy was conducted prior to the development
of the DAAP. Examining the narratives in the DAARyreveal a low level of Reflection as

well as low WRAD. Similar to Grayson and Welsh’search this study sheds light on the
significance of Reflection as it related to WRADtiauma processing of memories.
Additionally, the “covering up” therapy and low Révels point to the earlier discussed

possibility that treatment task is an importantduetr of both WRAD and Reflection.

Emotion Schemas

Emotion schemas, a type of memory schema, develeprepeated interactions with caretakers
from birth and create the framework for each indiisl’s interpersonal world. This study sheds
light on Bucci’s eloquent description of changimgation schemas in treatment.

The trace of the dreaded trauma must be activatédteisession and in the relationship in order
for change to come about; but activated in suclayatat the tangle of avoidance and protection
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can be penetrated to some extent, and the schenpotantially be reconstructed rather than the
dissociation reinforced (Bucci, 2011, p.255).

Part Il of the Results offered a qualitative exaation of the treatment and inherently the shifts
in the patient’s emotion schemas. As discussed, theecourse of the treatment, there is a
significant shift in the therapeutic relationshijine patient in this study presented for treatment
of his combat PTSD; however, as sessions progrdsseglealed chronic neglect and instances
of physical abuse throughout his childhood. In gtigly the shift within the patient’s
expectations of the other was captured. This changmotion schemas may be examined from
multiple perspectives: the Referential Processsthfts from negative to positive cognitions
assessed in the EMDR protocol; the shifts in tieeajpeutic relationship and reports of shifts in
relationships to others.

Emotion schemas are the crux of change in theenetial process. (See Chapter I, page
12 for review of emotion schemas as understoodinvitte multiple code theory.) In this study,
the cycle through phases of the referential proaadsparticularly the high prevalence of the
symbolizing phase and the interplay between WRA® REF offer a lens with which to view
the processes that underlie the successful outaoBERIDR treatment. Shapiro maintains that
psychological health is contingent upon integratiagma memories into a more generalized
network of memories (1995). Similarly, Bucci offérat one’s ability to integrate material and
maintain flexibility in emotion schema is cruciakfpsychological well-being. According to
Bucci, the patient in this study would be concelited as having avoidant dissociation, rather
than adaptive dissociation (2011). The former tg8salone’s inability to function. The
avoidance permeates all aspects of one’s life. Vilhepatient in this study presented for
treatment, he exhibited numerous PTSD symptomkjdimgy those of avoidance. He suffered

from withdrawal, isolation and deep distrust ofethand avoided discussing his trauma
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memories. The intensity of the subsymbolic featusash as sensory and somatic processes, in
emotion schemas differentiates them from other nmgrmichemas. As exhibited in this study, in
the event of trauma, the memory may become stechkaining in the pre-verbal, subsymolic
level until it is activated and processed.

Bucci maintains that all 3 phases are necessary $bift in the emotion schema;
however, the interaction between the symbolizing) l@organizing phases is the most crucial.
The changes within the patient are partially ilattd in the shifts in the therapeutic alliance, th
one consistent predictor of treatment outcomessaa treatments and orientations. The
development of this therapeutic relationship fargras with PTSD is particularly challenging.
Inevitably, they present for treatment having elgrered a shattering of basic assumptions - that
the world is safe and that they may trust otherseAtral tenet of the EMDR protocol, and one
of the goals particularly in Phase 2 of the protoisodeveloping a “rapport” with the patient
(Shapiro, 2001). The therapist in this study MER was highly attuned and the dance
between the dyad was pivitol to the positive treattroutcome. There was a movement from the
patient’s fear of abandonment to a space for péayghter and a growing expectation of empathy
and consistency.

Negative Cognitions

In this short-term treatment with little explicddus on early relationships, evidence of
the schema is partially gathered based upon thaingethat the patient ascribes to his recent
traumatic experiences and to the verbal and nobalennconscious and conscious dynamic
evoked in the therapeutic relationshigdditionally, the patient's schema may be viewed
through the patient’s reported negative cogniti@hated to the trauma. The negative cognitions

that the patient reported in the treatment werea d coward”, “I'm stuck”, “I'm worthless”,
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“I'm to blame” and “I'm uncaring”. EMDR theory regmizes that negative cognitions regarding
the trauma being processed link to the internal ofappeated childhood experiences with early
care givers. Shapiro refers to this as “childhcalddr” (Shapiro, 1995).

Schema Therapy was developed to elaborate upornBE&d model. It is often used in
conjunction with EMDR (Young, 2002) and offers arfrework to identify and organize the
schema of the patient in this study. Young expéisd& schema domains: disconnection and
rejection; impaired autonomy and performance; imgehlimits; other directedness;
overvigilance and inhibition. The negative cogmsaf the patient in this study suggest the
patient’s primary schema domain is “disconnectiond gejection”. Within this domain the
authors outline 5 early maladaptive schemas: alrandot/instability; mistrust/abuse; emotional
deprivation; defectiveness/shame and social iswi&lienation.

The patient’s fears of abandonment and expectét@ainthe other is unreliable are
evident from the first session where he exhibitgety about the termination. The patient
appears to be testing the therapist. He warnhdrapist not repeat the rupture he has
experienced in another therapy and in early retat@s. The intensity of the affect leads the
therapist to become briefly flustered and seek/tocadisappointing the patient. He then
reassures him that he will receive “the continoitgare that you need”. The therapist explicitly
reassures the patient of his commitment four tithesughout this short-term treatment. The
patient evokes a dynamic in which the other isvat#id to ensure he does not feel abandoned.
While the verbalization of the therapist’'s consganontributes to the patient’s experiencing him
as a reliable figure, the treatment frame and tdreverbal communication contributes as well.
Throughout the treatment the therapist's uses oaNzations (“mm?”) is striking in that it

illustrates his consistent, gentle presence amd@thent to the patient who is preoccupied with
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fears of abandonment. In his discussion of EMDRgS&Ii offers (2002, p. 98): “The nonverbal
behavior of a psychotherapist is crucial for essainhg a sense of safety and security within the
fragile and vulnerable conditions of therapeutiakvb

In session 4 when asked to describe an imagesafieacontainer in which to place the
trauma until the next session, the patient likéescontainer to the therapy room, suggesting he
feels he is in a safe place and perhaps contaypéuelireatment and the therapist. By session 7
he explains that the therapist has replaced hig fuzg¢he image of a safe place. Young’'s
description of the safe place helps to understhisdsignificance: “When painful affect becomes
too intense, the client can imagine being in teafe place...a safe place allows clients to
modulate the amount of affect they are experieriqifigung, 2002, p.197). The patient’s
replacing the safe place with the therapist suggestt he is able, on some level, to conceive of a
non-abandoning figure and to trust another. Atethe of the treatment, the patient’s schema has
shifted. He has grown to rely on the therapist esdiable other and have an expectation that his
needs will be met. This shift was observed in détais language in session explicitly and
unconsciously about the therapist and in his bemakie seeks help in a manner he was not able
to prior to treatment and calls the therapist féwleow up appointment.

The expectation of abuse by and distrust of theranitially emerges in his narratives
about relationships to military superiors, hisfgiend, his ex-wife. Later in the treatment, he
explicitly relates this feeling to consistent nexley his parents and chronic threat of physical
harm by his primary caretaker, his sister andnae$i, his father. The expectation that the other is
untrustworthy and will hurt or humiliate him emesga his repeated descriptions of the
Lieutenant. For example, during one bilateral pssagy set he recalled thinking that the

Lieutenant would deliberately keep the unit oulamger longer than deemed necessary.
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Interestingly, the imagery of the trauma with Lenéint and the imagery of the trauma with his
father are similar, drawing a parallel not onlythie knowledge of abuse by both figures but
through the imagery of the other standing abovedmioh his physical sensation of being on the
ground. Both are men who are in the presumed figbeadecting the patient and not only fail to
protect him from external threats but actively pléem in direct danger when he is already
vulnerable -- in combat as an adult and sleepirg @sld.

In a later session, when the patient reportsahgsic memory of hitting the ground
during battle and feels the pain and flinchingha session, the memory may have greater
emotional impact because the somatic memory magbeciated with the childhood trauma of
feeling his body hit the ground as his father threm. EMDR, and in particular the Body Scan
Phase, sets out to achieve one of the goals oépsotg explicated by Bucdihe process of
verbalizing one’s experience while maintaining argection to bodily sensations allows for
transformation of experience (Bucci, 1997). Therdipist's EMDR intervention, requesting
labels for the formerly inchoate bodily sensatiaigwed the patient to feel the memory as less
foreign and the experience as more tolerable. Bgative cognition initially associated with the
trauma in which the Lieutenant pushes him to tleeigd was “I'm a coward”. It transforms to
“I'm better”, “I've accepted” and finally “I'm Brae”.

The schema of defectiveness and shame permeatgsdkment. He reports feelings of
being defective and unwanted as a child and fddreing rejected by superiors and by the
institution of the military. He exhibits hyperseingty to blame and shame. For example, in
processing the vehicle rollover incident, the istgnof his affect was regarding feelings of
shame that he was not “good enough” as a drivettatdthers blame him for the rollover.

Through processing, he recalled the military’s actability in the haphazard process by which
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he came to be a driver and the lack of traininggeeived. Integrating this part of his memory
allowed him to perceive his role in the incidentmiess emphasis on his feelings of inadequacy
and defectiveness. Later in the treatment, he é@elilpride in his role as a competent, caring,
empathetic father.

His expectation that desire for emotional suppalitnot be sufficiently met by others is
exhibited in the therapeutic relationship and pores of his early relationship to his parents, to
his ex-wife and in the current relationship witls Qirlfriend. In particular, his narrative
regarding lack of empathy from his unit and miltauperior during recovery after the accident
sheds light on his sense of deprivation. Whiléyeam he perceives his girlfriend as intrusive
and unsupportive, over the course of treatmengeperts experiences of relying upon her,
verbalizing his needs, and developing a sensetiofacy. In the second to last session, he
explicitly expressed appreciation to the therafaishis support and empathy. There is a shift in
his sense of the absence of guidance from othersfaieeling deprived of protection from those
from whom he should expect it. This is most evidargession 6 when the therapist becomes
uncharacteristically activated to self-disclose pralide psychoeducation to normalize the
patient’s experience and by his reference to repatiaterials. Over the course of the treatment
the patient develops a sense that he is suppoytdteliherapist and in an appropriately
boundaried manner requests his assistance witlgatawy the team meeting in which the

decision regarding return to duty is made towandseind of the treatment.

Study Limitations and Future Research

While the results of this study may offer insight fesearchers and clinicians in working

with trauma survivors, there were several limitatio be considered. Case studies offer
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invaluable insight into the therapeutic processyéwer, the sample of one subject places
significant limitations on the generalizability thfe study findings (Yin, 2003). Study findings
are confounded by the traits of the treatment Aedstibject. Since EMDR is a manualized
treatment, the characteristic of this treatment tmaynore readily generalizable to other EMDR
cases; however, the therapeutic dynamic as weltleapace of the interventions cannot be
standardized even in strict adherence to a gieatrtrent protocol. In this study, traits of the
patient, including but not limited to race, gendage, experience with childhood caregivers, and
trauma incidents, may render some findings spetifibe case.

Merrick (1999) offers that in qualitative reseathl investigator is accountable to
provide a detailed description so that the read®y gain insight into the subject and the
treatment process. Embedded analysis entails offstuch description of the case, treatment
shifts and observations regarding the therapeetationship. By providing this kind of
description, the author enables the reader to rmakeformed decision about whether findings
may be applicable to other patients. Merrick’s apph was undertaken in this study.

Utilizing data that had been gathered prior todtugly prevented the researcher from
being able to access some data that would hawsedldor a richer analysis of the treatment.
The researcher did not have access to the contpdetienent. Two other unrecorded sessions, as
well as additional case material -- the self-rejporentory scale, the TBI evaluation and the
patient’s notes which he was instructed to keepeasled, in between treatment sessions -- were
not provided.

The use of DAAP to analyze these data led to aditon since the DAAP is able to
produce reliable outcome data only on narrativensgds of 25 words or more. Much of the

EMDR process occurred in silence, non-verbally. M/BEMMDR has a clear protocol, it may be
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integrated with various psychotherapy orientati@@tsapiro, 2002). Prior to the researcher’s
access to the data in this study, the researchetraiaed by and familiar with EMDR conducted
by those with a psychodynamic background, whossntation often encourages patients to
associate and thus be more verbal in treatment(fiscussion of how EMDR is similar to the
early model of psychoanalysis, please see Wacdht8hapiro, 2002). In this study, the patient
was often succinct in his verbalizations. Thereftiie numerous segments of the transcripts
wherein fewer than 25 words were spoken in eachdtispeech are not reflected in the
discussion of the DAAP-identified phases of thereftial process. In the qualitative analysis,
the quotations and discussion of shorter narratggments were included and discussed so as
not to exclude potentially significant moments ahdts in the treatment.

In order to reexamine the findings in this casegtiuture researchers might consider
gathering a large sample of complete EMDR treatmetith veterans. The researchers might
examine the impact of each EMDR intervention ugangatient’s language to assess whether
specific tasks within the treatment foster a high Rhey might hone in on the relationship
between WRAD and Reflection scores. Furthermoradutition to the DAAP analysis,
examining the excerpts of high RA by rating eackhef4 dimensions individually would offer
greater precision in deciphering the qualities #pgiear to differentiate high RA that connotes
processed trauma memories and high RA that contrai@sa immersion. As noted earlier,
these 4 dictionaries are in the process of beingldped. The clinical implications of knowing

this difference would offer clinicians a tool toide the trauma treatment.
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Conclusion
EMDR is effective in treating PTSD; however the maasm of change that underlies the
treatment success is widely debated. These delhateded some clinicians and Institutions to
select other treatments for PTSD despite posigpents from veterans about not having to do
homework, the non-intrusive quality of the protoaol short-term effectiveness. An attempt
was made in this study to assess the ReferenbakBs, as measured by shifts in WRAD, REF
and DIS scores, and to provide a detailed qualéatescription to elucidate how the patient’s
PTSD subsided in 12 sessions.

This is the first study to examine levels of RAam EMDR treatment and more generally
RA in any trauma focused treatment. Additionalljyereas most EMDR studies have focused
upon one trauma incident, this study adds to thedd literature of EMDR treatment in the
military population with numerous trauma memorfgsveral interesting findings arose: WRAD
levels were high compared to other psychotherappkes, which may be attributed to task;
high RA appears to have different qualities in mnawsurvivors and requires further assessment
to decipher the meaning of the measure; the inierabetween WRAD and REF, symbolizing
and reorganizing appears significant in traumagssing and may relate to the significance of
distancing (versus reliving) fostered by the EMDRtpcol; schema shifted as depicted by
changes in the therapeutic relationship, the negatgnitions and patient reports of relationship
with others. These findings co —exist with the kiexige that the patient presented for treatment
with PTSD and terminated without PTSD over merdysé&ssions. While the researcher cannot
establish that there is a direct relationship betwie positive treatment outcome and the

findings, the co-existence calls for further resbar
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APPENDICES

Appendix A: Transcription Rules for DAAP03.4 (version 3)
Bernard Maskit and Wilma Bucci

| — ESSENTIAL TRANSCRIPTION RULES FOR ALL VERSIONS OF DAAP AND FOR
ALL DICTIONARIES

1. Word Processing Format. Do not use any of the typography or formatting tools of
your word processor, such as bold, italics, justification, etc. Make sure you write or save
your final version as a text (.txt) file.

Some word processors break words and insert hyphens. Make sure your word
processor does not do this.

2. Top Matter. The transcript begins with a confidentiality and/or ownership statement
provided by the project director with the tape being transcribed. Place this confidentiality
statement at the top of the transcript.

Follow this with a statement telling: the transcriber’s identifier (i.e., name or initials, as
directed by the project director), date of transcription, and name of study.

Write the name of the session on the next line.

3. Optional function - Classification indicators. You can choose any number of
classification terms depending on the organization of your study. For example, if your
transcript has several interviews, with different subjects, at different times, and each
subject is asked several questions, your classification terms might be: 'subject’, 'time’
and 'question’. If, for example, your first subject is labeled Lucy and the interview is at
time 1, and the first question concerns food, you would place the following before the
transcription of the first speaker:

\t subject:Lucy \t time:1 \t question:food

Note that each of the above lines contains a space after \t, but no other spaces.

If your transcript contains no other classification indicator, then you can proceed to the
first speaker. If you will have other classification indicators in the transcript, they must all
be identified as above before the first speaker.

The point of these classification indicators is that they can be used to aggregate data.
For example, if you want to see data for all responses concerning time 1, tell the
operator to aggregate subject and question. If you have a batch of files in a folder to be
simultaneously run, they must all use the same classification indicators, and, for each
run, they will all be aggregated the same way.

Then, when the interview turns to the next question, which might be love, you would
place the marker:

\t question:love

on a line by itself, just before the beginning of this part of the interview. There is no need
to repeat the information that the subject is Lucy and that the time is 1.

The program treats each change of classification as a new turn of speech, so you must
indicate who is speaking after each change of classification, even if there is no change
of speaker.That is, you must have a line beginning with \s

after each change of classification.
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All the classifications to be used in your study must be included in the first set of labels.
You cannot add a new classification after the beginning of the first turn of speech; and
you must spell the classification term exactly the same way each time you use it (the
program is case sensitive, spelling includes capital letters).

The classification terms, and the names of the instances of the categories (e.g., Lucy, 1,
food) must be made up of ordinary letters, either upper or lower case, and numbers; no
spaces or other keyboard characters are allowed; also no accented letters are allowed.
Again, the program is case sensitive, T and t are different letters.

4. Confidentiality. The transcriber must consult with the research project director
concerning the use of disguises. All proper names of persons, places and animals must
be changed; they are usually changed into other names of persons, places and animals,
of the same form, but some project directors prefer other codes. This replacement must
be done by the transcriber; the software will not do it. These changes must be listed in a
code book, and must not appear in any form in the transcript. The form and safety of the
code book is the responsibility of the project director.

5. Speaker designators. The sound track contains the voices of several speakers; name
these as speaker 1, speaker 2, etc. There is a special rule for psychotherapy and
psychoanalytic sessions, and similar dialogues, such as interviews; the patient or
interviewee is always speaker 1, and the therapist or analyst or interviewer is always
speaker 2. Note that this means that the first speaker on the transcript could be speaker
2; this is not a problem.

There is no a priori limit to the number of speakers. However, you cannot skip a number
in the ordering of the speakers: there must be a speaker 1; if there is more than one
speaker, there must be a speaker 2; if there are more than two speakers, there must be
a speaker 3, etc.

Each time there is a change of speaker, start a new line after a blank line. If the new
speaker is speaker 1, start this new line with the speaker designator:

\s1 If the next speaker is speaker 2, start this new line with \s2; etc. Note that there is no
space before the backslash, and that there is a space after the number; this is
important.

6. Non-interruptions. There is a special rule for turns of speech with no content, such as
the case of a speaker who is interrupted by someone else coughing, or laughing, or
saying just some non-word, such as “hm” or “um hmm?”. In these cases, and in these
cases only, start a new line and, if for example, the interruption consists of speaker 2
saying “hm?”, type:

\st 2 mm. (Again, note that the backslash occurs at the beginning of a line, and that
there are spaces

both before and after the speaker number.)

There is another special rule for interruptions that may contain words, but that do not
constitute a redirection of the speaker. Examples are that speaker 2 says: "yes", or "of
course”, or "but ...", and is then interrupted by speaker 1 continuing. In this case, start a
new line and type:

\sc 2 but

7. End of transcript. At the end of the transcription of the last speaker, start a new line
and type: \c9 Any material in the transcript after this will not be processed by DAAP.

8. Sounds other than spoken words. Events, or sounds other than words, should be
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noted in parentheses, as in (laughs), (coughs), or (telephone rings), etc.

9. Backslashes. The backslash may only be used as indicated above. It must always be
the first character of the line it is on.

10. Rules for words. The following are intended to standardize the decisions that the
transcriber will need to make. NOTE: These rules do not apply to items in parentheses,
as DAAP ignores all items included in parentheses (either round or square brackets).

*  Compound words. Write compound words such as "self_sacrificing" using the
underscore, rather than a hyphen. Please consult a dictionary if there is any doubt as to
whether a word is a compound. For example, while “self_sufficient” is a compound
word, “selfless” is one word.

"1 Here are the rules for extraordinary words: 1. A word or phrase that is in the
dictionary should be transcribed as written in the

dictionary (of course, replacing the hyphen with an underscore).

2. If there are two possible forms in the dictionary, such as “goodbye” or “good_bye”,
choose the simpler; i.e., no underscore.

3. If the dictionary offers one word or two, such as “chickenpox” or “chicken pox”,
choose one word; i.e., “chickenpox”.

4. If the item sounds as if it ought to be one word, but is not in the dictionary, such as
“bookturner”, and there is no such item in the dictionary, and both parts are words in the
dictionary, write it as two words; i.e., “book turner”.

5. If the item as spoken appears as one word, such as “nonbelief” and there is no such
item in the dictionary, and the two separate parts are not words in the dictionary (“non”
is not a word in the dictionary; it is listed as a prefix), then write this as a hyphenated
word; that is “non_belief.”

* Incomplete words. Denote an incomplete word by ending it with exactly one hyphen.
For example, if the speaker stutters and says: "f f fail"; this should be transcribed as "f-
f- fail"; note the spaces after the hyphens. If the speaker starts a word, hesitates, and
then either completes the word or says another word, type the first partial word with a
hyphen at the end, followed by a space. For example if the speaker says "some”, then
hesitates, then says "somewhat", transcribe it as "some- somewhat". The reason for this
rule is that DAAP counts incomplete words. However, if the speaker says “I I | don’t
know what to say”; these are not incomplete words, and this sentence should be
transcribed as shown.

If at all possible, do not use hyphens for any other purpose. Some word processors,
including MS Word, sometimes interpret hyphens used in other contexts as em-dashes
or en-dashes, which then appear in the logfile as words that DAAP does not know what
to do with; please try to avoid them.

* Unclear words. These are noted in parentheses; if the speaker says "the" followed
by one or more unclear words, type "the (unclear)". It is not necessary to try to preserve
the number of unclear words.

* Misspoken words. If the speaker misspeaks, or if you hear the speaker as
misspeaking, and there is no doubt as to the correct meaning, type the correct word.
For example, if the speaker says something that sounds like, “I want to Philadelphia
yesterday, and walked on Market Street”, this is clearly a misspeaking, and the correct
word is “went”, rather than “want”, so the transcription should read, “I went (want) to
Philadelphia ...”.
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* Apostrophes. Use apostrophes as usual for contractions, such as "don't", "can't",
"I'd", and for possessives. However, type “o_clock” rather than “o’clock”, as this is really
one word.

* Filled pauses. Sounds that have no meaning, such as “um”, should always be written
as “mm”. If there is any reason to attempt to preserve the original sound more
specifically, one can type the phonetics in parenthese, such as, “mm (um)”, or “mm
(hm)”. Note that “oh”, “ah”, and “mm_hmm” are words; the usual sounds in the “MM”
category are: “um”, “hm”, “uh”, “uhm”, etc.

* Numbers. Numbers up to ten in the text should be written out; that is, type “seven”,
rather than “7”. Numbers larger than 10 can be written as numbers, but without commas
or periods; that is, if the speaker says "two hundred thousand", you can type 200000.
For time, type “eight_forty five” rather than “8:45". Of course, speaker indicators must
be digits (1,2, etc.), and category designators can use digits, including such designators
as “mong4”.

11. Punctuation Marks. Use punctuation marks, such as commas (stops), periods (full
stops), semicolons, exclamation points and question marks as in customary usage.
They do not matter for DAAP, but can be used to make the text more readable.

12. Abbreviations. Some standard abbreviations are usually written with periods, such
as “a.m.”, while others, such as “S.U.N.Y”, are sometimes written with periods and
sometimes without. Do not use periods, but rather type, for example, “a_m”, since "am"
is a word, type “SUNY,” since this is not a word.

13. Pauses. You may use slashes (/), to indicate pauses of up to five seconds (one
slash for each second). Do not use longer dashes (em-dashes or en-dashes) or three
dots (...) for this purpose. You should leave a space both before and after each of these
dashes. (Some word processors, such as MS Word, on occasion, change hyphens to
em-dashes, and/or use special symbols for ellipses (...). These will have to be
eliminated one-by-one when the transcript is changed into a text file.)

Il. SPECIAL DISAMBIGUATION RULES FOR THE WEIGHTED REFERENTIAL
ACTIVITY DICTIONARY, VERSION 3 (WRAD3)

1  The word “kind” has two distinct meanings, as in “She’s a kind person”, and “what
kind of apples do you like?”. The first meaning should be typed as “kindAFF”, as in “Be
kindAFF to your poor old mother”, while the second meaning is typed as simply “kind”,
as in “There is more than one kind of happy relationship”.

2  The word “know” has two meanings, which are sometimes hard to distinguish. The
first is as part of the verb to know, as in “| know where I’'m going”. The second meaning
is as afiller, as in “We were in the car, you know, when she told me about Sarah”. Here
the first meaning should be typed as simply “know”, as in “I know what you're thinking”,
while the second meaning should be typed as “knowD”, as in “We were just strolling
down Fifth Avenue, you knowD what | mean, when the taxicab stopped right in front of
us.”

3  The word "like" has two major meanings, as a verb and as a comparative; it is also
very generally used as a filler. The verb form is disambiguated by typing "likeV", and the
comparative form is disambiguated by typing "likeC". Here are rules to help with this
disambiguation.

a. The word "like" is always a comparative after any form of "seem”, "look", "sound”,
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"feel", "smell" or "taste"; that is, "seems likeC ...", "look likeC ... ", “felt likeC ... “, etc.

b. The word "like" is usually a comparative immediately before "this" or "that"; for
example, “I won't put up with stuff likeC that.” However, there are exceptions, as in, “It's
like, this is a dingy rug,” or “I likeV that a lot.”

c. Anytime the word "like" is used in a sentence where the meaning would be
unchanged by removing this word, it is a filler, not a comparative. For example, “I ate
like about six red apples”.

d. When the word "like" is used with the meaning of “such as”, usually preceding an
example or list of examples, treat it as a comparative. For example, “I love soft colors,
likeC rose or amethyst”.

e. Ifthere is no obvious comparison being made, treat the word "like" as a filler. For
example, “I walked up to him, and he’s like ‘what do you want’, and I'm like ‘I need a
telephone’.

4. The word “mean” has two distinct usages. One is as an adjective, as in, “he’s
mean to me”, and the other is a verb, as in “What do you mean by that?”. The first
meaning should be typed as “meanAFF”, as in “Don’'t be so meanAFF!”, while the
second meaning should be simply typed as “mean”, as in “I mean to go ahead with my
plan”.

5. The word “well” has at least three distinct meanings. It is often used as a filler; it is
an adverb; and it has a special use as a form of conjunction. The filler use, as in, “Well,
then we like, you know, went to the country”, is transcribed as simply “well”. The
adverbial use, as in “I know him well”, is transcribed as “wellA”. The conjunction use, as
in “she knits baby clothes as well as sweaters”, is transcribed as “wellC”. Note that
wellC is always preceded by the word “as”.

6. New Disfluency Rule: A word that is not otherwise in the disfluency dictionary (that
is, it is different from: ""kind", "know", "like", "mean”, "mm" and "well") , but is used in a
disfluent manner, should have "DX" appended to it; e.g., "Well, this is sortDX of, you
knowD, well ..."
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