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Abstract

This phenomenological study explored counselors’ lived experiences of utilizing Eye
Movement Desensitization and Reprocessing (EMDR) with children ages 8 to 12 years of age.
Guided by a Husserlian approach, the research examined how clinicians make meaning of
adapting EMDR—traditionally conceptualized as a structured, eight-phase protocol—for
developmental and relational responsiveness within child psychotherapy. Through
phenomenological reduction and epoché, counselors described a shift in consciousness from
viewing EMDR as a rigid procedure to experiencing it as a flexible, relationally attuned process

grounded in the child’s lived world.

Counselors described the phenomenon of implementing EMDR with children with
playful adaptations and co-regulation. The noesis revealed how counselors’ empathic perception,
clinical intuition, and attentiveness to children’s verbal, bodily, and play-based expressions
guided moment-to-moment therapeutic adjustments. The counselors emphasized suspending
preconceived assumptions of EMDR, instead recognizing healing in children as nonlinear,

embodied, imagistic, and often expressed symbolically through play.

The phenomenon studied emerged as a blend of structure, creativity, and relational
presence. While maintaining core EMDR components, counselors experienced effective practice
as rooted in attuned responsiveness rather than technical adherence alone. Findings suggest that
the therapeutic power of EMDR with children lies not solely in protocol fidelity, but additionally
in the intentional, relational aspect within which structure and intuitive attunement interweave to

facilitate integration and healing.
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Chapter 1: Introduction to Study
Introduction

Eye Movement Desensitization and Reprocessing (EMDR) is a type of
psychotherapy that was originally named Eye Movement Desensitization (EMD)
developed by Francine Shapiro in 1987 (Shapiro, 2007). EMDR was developed to be
used with adults to alleviate distress associated with traumatic and distressing life
experiences, specifically Post Traumatic Stress Disorder (PTSD). EMDR is an eight-
phase structured therapy that encourages the patient to briefly focus on a trauma memory
while simultaneously experiencing Bilateral Stimulation (BLS) or left-right stimulation
which can include pulsers, auditory stimulation such as tones, or eye movements. EMDR
focuses on directly altering the emotions, thoughts and responses that are associated with
traumatic experiences. EMDR therapy focuses directly on the traumatic memory and is
intended to change the way that the memory is stored in the brain which then reduces or
eliminates problematic symptoms. EMDR is conducted in individual therapy with an
EMDR trained therapist who conducts one to two times per week for a total of 6-12
sessions. (Shapiro, 2001).

This chapter includes a review of the key points that I explored in the study,
including: (a) background on the current topic, (b) the problem statement, (c) the purpose
of this study, (d) the significance of the study, (e¢) the research question, (f) the nature of
the study, (g) constructs defined, (h) sources of data, (i) limitations, (j) data collection and

(k) a summary of the above.



Background

Since being developed by Shapiro in 1987, Eye Movement Desensitization and
Reprocessing (EMDR) has been supported by many randomized controlled trials (RCTs)
and is internationally recognized as an effective treatment for a wide range of disorders
(Shapiro, 2017). Shapiro found that the use of BLS, in conjunction with focused
attention on event-related images, beliefs, emotions, and somatic responses, facilitates
increased awareness, internal stability, and resilience. (Shaprio, 2017). EMDR is a
comprehensive approach in which procedures and protocols are geared to contribute to
positive treatment effects. According to Shapiro (2017), for many clients it appears that
by processing experiences they can make appropriate cognitive and emotional
connections and adaptive behaviors along with insights and positive self-concepts.

Solomon, Solomon, and Heide (2009) found EMDR to be an effective treatment
modality to help client reprocess experiences in order to gain insight and affect. EMDR
has been primarily used for treatment of PTSD, as the symptoms of PTSD are derived
from dysfunctionally stored experiences. However, EMDR therapy is also evolving as an
effective treatment modality to be used with ubiquitous events.

Problem Statement

Most of the research on EMDR has been based on studies conducted with adults,
therefore, there is limited research available on the use of EMDR with children (Shaprio,
1989). There is a gap in the research regarding how counselors can use EMDR with
children. This means that counselor educators and supervisors are ill-equipped to train
counselors to utilize EMDR with children. Children often have limited insight into

problems and are less able to communicate their problems due to their development.



EMDR does not require detailed insight or communication to process adverse
experiences, therefore, this modality will be able to be easily modified for the use with
children.

Since children are a unique population, some alterations to the EMDR 8 phase
protocol may be required to best meet the needs of this population. DiGiorgio, et al.
(2004), found that implementation of EMDR protocol was both possible and beneficial
for clients. Additionally, they found that modification of EMDR protocol could be used
to best meet the needs of the clients.

Purpose

The purpose of this phenomenological study is to explore the experience of
certified EMDR counselors when working with children ages 8 to 12 years of age. This
study will provide insight from EMDR therapists that work with children regarding their
experiences implementing EMDR and the results that they have experienced.

Due to their developmental stage, children have limited insight and communication
skills. This study will surpass the communication limitations of children by interviewing
counselors regarding their use of EMDR with children. These counselors will be able to
use not only their experience with the children but also their experience when
communicating with adults in their lives both at home and at school.

Significance

This research will fill the gap in research regarding using EMDR with children.
This study will explore this phenomenon and provide insight from EMDR certified
counselors that work with children regarding their experiences implementing EMDR and

the results they have experienced. Since EMDR is a relatively new modality it is still



relatively new to many counselors and to the general population and they know little
about it.

This study will explore lived experiences of EMDR certified counselors to assess
how they implement EMDR in practice with children. Questions regarding emotional
regulation, communication, behavioral regulation and interpersonal relationships will be
explored with the EMDR certified counselors as they implement EMDR. This research
will allow counselor educators and supervisors to receive better training when
implementing EMDR with children. EMDR naturally allows for processing experiences
even with a lack of insight, lack of communication, or lack of conscious memory.
EMDR certified counselors’ implementation of EMDR to increase affect tolerance in
children will be explored. EMDR modifications used by the EMDR certified therapist
such as, BLS, will also be addressed. BLS can be used by the children alone or in
collaboration with caretakers or other adults outside of session to further improve the
client's affect tolerance and improve emotional and behavioral regulation.

Oftentimes children with behavioral or emotional dysregulation can miss out on many
opportunities, academically and socially. They may not be able to retain attention in
school or their hyperactivity may result in behaviors that are not allowed in the classroom
and result in punishment. These children may also be excluded by social interaction by
peers because of these behaviors. This study will explore if EMDR certified counselors
have found EMDR useful in assisting children resolve underlying causes of behavioral
and emotional dysregulation and whether that influences their personal, social, and

academic experiences.



Research Question
What are the experiences of Eye Movement Desensitization and Reprocessing (EMDR)
certified counselors when using EMDR with children ages 8-12 as a treatment modality?
Nature of Study

In this transcendental phenomenology (TPh) qualitative study, my goal was to
develop a comprehensive understanding of what EMDR certified counselors experience
as they implement EMDR with children ages 8-12. TPh was largely developed by
Husseri, as a philosophical approach to qualitative research methodology which seeks to
understand human experience (Moustakas, 1994). Phenomenological studies presume
that only those lived experiences of a phenomena can communicate them to the outside
world (Mapp, 2008).
The participants include 8-10 EMDR certified mental health professionals in the United
States (i.e. registered mental health nurse, licensed social worker, licensed
psychotherapist, licensed counselors, or licensed psychologist) who have used EMDR
with children ages 8-12. I asked the participants in this study questions regarding their
use of EMDR with these children, including challenges, successes, training, and
suggestions.

Definitions

Eye Movement Desensitization and Reprocessing (EMDR): An eight-phase

structured therapy that utilizes BLS to aid clients in processing distressing memories

and/or feelings to increase insight, resilience, and behavior adaptation.



Possible Types and Sources of Data

Data for the study will include interviews with 8-10 EMDR certified counselors
from the Eye Movement Desensitization and Reprocessing International Association
(EMDRIA) database. Zoom interviews will be conducted with each participant. Follow
up interviews will be used as needed for any clarification.

Limitations, Challenges, and/or Barriers

In the interviews proposed by this study, the principles underlying privacy involve
issues of confidentiality of data (Groves et al, 2009). The counselor being surveyed must
abide by ACA Code of Ethics guidelines for privacy and confidentiality such as B.1.c.,
which states that it is the counselor’s obligation to protect the confidentiality of clients.
No identifying information will be given during the interview process.

Another possible limitation of this study is lack of trust. The interviewer is a
stranger, therefore, there is likely concern from the interviewee regarding trust. The
interviewee may choose not to share completely and may sensor out sensitive information
or information they are apprehensive about.

Another problem could be the lack of time for the interview. Since interviews can
be time consuming, having a limited amount of time can prove to be problematic. It can
inhibit the interview from gathering all the information needed. Time limitations on the
participants' part could deter participants from agreeing to be part of the study.

The final possible limitation for this study would be unintentional bias on the researcher.
Interviews could be biased or leading if the interviewer does not carefully ensure
neutrality. In addition, unintentional misinterpretation of answers could result in falsified

data.



Data Collection

For my research, I plan to use an interview format to obtain personalized data
collection. Qualitative interviewing provides an open-ended, in-depth exploration of an
aspect of life about which the interviewee has substantial experience, often combined
with considerable insight. (Charmaz, 2008, p. 29) The questions will be based on the
counselors’ perception only to gain insight into their experiences. I would ask questions
regarding the EMDR protocols used, diagnosis EMDR was used with, symptom changes,
distress management, and daily functioning. The questions are not intended to be
embarrassing or personal in nature. However, they will be open ended questions that the
therapists can elaborate on. By utilizing interviews, I can get deep, individual and
contextualized data (Ravitch & Carl, 2021). For my interviews I will use 8-10 counselors
that are certified in EMDR and work within the child population parameters that I wish to
study. Interviews will be conducted via Zoom with the interview being audio recorded.
Follow up interviews will be conducted as needed if questions or clarification is needed.
These follow up interviews will also be done via Zoom.

Summary

The problem that I addressed in this study is the lack of research related to using
EMDR with children as a counseling modality. In my study I will interview EMDR
trained and certified counselors regarding their use of EMDR protocols with children
ages 8-12 in order to assess the benefits and limitations that they have experienced in

implementing EMDR techniques with children.



Chapter 2: Literature Review
Introduction

The purpose of this study is to investigate the experiences of counselors certified
in Eye Movement Desensitization and Reprocessing (EMDR) who incorporate EMDR
with their work with children ages 8-12. EMDR is a relatively new treatment modality
created by Francine Shapiro (2007) that has been found to be effective for treating trauma
or adverse experiences in adult populations. However, most of the research on EMDR
has been based on studies conducted with adults and there is limited research available on
the use of EMDR with children (Shapiro, 1989).

This chapter will include a discussion of my literature search strategy and
literature search results. I will then review studies on EMDR with children, EMDR and
its use in combination with other modalities and EMDR use with disorders beyond
PTSD. I also will discuss limitations of studies and the gaps in the current research.

Literature Search Strategy

I accessed most of the literature in this review through the Walden University
Library. The search engines that I used were Google Scholar and the Eye Movement
Desensitization Reprocessing International Association (EMDRIA) website, and the
Francine Shapiro Library. The databases used for this literature search were PsycINFO
and EBSCO. The keywords and phrases used in this search were EMDR and children,
EMDR and play therapy, EMDR and kids, and modified EMDR protocol. The main body
of research that was generated from these searches regarded EMDR use with PTSD in
adult populations. There appears to be a gap in the research related to EMDR use with

children.



Theoretical Framework

This is a transcendental phenomenological study aiming to develop a
comprehensive understanding of what EMDR certified counselors experience as they
implement EMDR with children ages 8-12. Phenomenology is a form of qualitative
research that focuses on the study of an individual’s lived experiences within the world
(Neubauer et al, 2019). Phenomenological studies presume that only those that have lived
experiences of a phenomena can communicate them to the outside world (Mapp, 2008).
My study will be focused on Husserl’s transcendental phenomenology, focusing on
Husserl’s philosophical tenets noema, noesis, and epoché. Epoché will be used to
suspend the personal judgment going into this study to obtain noesis, or the highest
knowledge. By doing this noema will be obtained and the phenomenon will be assessed
instead of what is perceived. Phenomenology places a focus on the study of an
individual’s lived experiences within the world, presuming that only those that have lived
experiences of a phenomenon can communicate them with the outside world.

Transcendental phenomenology was developed by Edmund Husserl, as a
philosophical approach which seeks to understand human experience, to look at a
phenomenon and explore how it is perceived and experienced by the individuals that are
in the phenomenological event (Husserl, 1964). Husserl attempted to get the pure essence
of the phenomenon by using intentionality. Husserl introduced the concept of epoché, or
bracketing, as part of transcendental phenomenology which is the concept of an
individual consciously setting aside their current thoughts, beliefs, and judgments that
may lead to bias (Husserl, 1964). Husserl concluded by setting aside one’s own

understanding one can get the essence of the phenomenon without preconceived
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judgments, beliefs, or bias. Husserl also describes noema as the meaning one puts onto
what they see, touch, think or feel, which means that each experience has meaning for an
individual. While noesis is the way in which a noema is experienced (Husserl, 1964).
Essentially, noesis is thinking about and noema is the thing that is thought about.

Husserl’s transcendental phenomenological approach is used in research because
it allows the researcher to be removed from reconceived bias or prejudice by using
bracketing. Bracketing allows for a state of intentional suspension allowing the researcher
to get to the essence of the phenomena (Husserl, 1964).

Husserl attempted to minimize subjective thinking and overwhelming objectivity
by proposing that individuals position themselves differently in the world and their
thinking. Husserl proposed that the more people thought about their thinking, the more
they could know something clearly allowing them to categorize them generally within
their language and how they see the world Husserl, 1964).

Literature Review
History of Child Therapy

Sigmund Freud (1909), although he never saw children in psychotherapy, was the
first to recognize the therapeutic possibilities play held for children. Freud saw play as a
reflection of unconscious concerns and conflicts. Later expanding on his view of play to
include the role of processing, mastery, and abreaction. Erikson also believed play served
as the road to the unconscious for children. Erikson saw play as an ego function that
represented the child’s efforts to deal with their experiences (Erikson, 1950).

Play was first used directly in therapy by Hug-Hellmust (1921) who felt it was an

essential part of the child analysis, however, her work does not provide specific
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elaboration of her use with play in therapy. Anna Freud (1928) used play to gain the
children’s interest and engage them in therapy, opting to use toys as more of a therapeutic
alliance and the beginning of therapy and then moving to verbalization. Melanie Klein
(1932), in contrast, thought that play was a direct substitute for the verbalization used by
adults. She used play as a form of communication for children.

Structured child therapy began to emerge in the 1930°s and 1940’s and were
based on psychoanalytical theory and goal-directed interventions (Knell, 1993).
Therapists began to supply the children with materials they felt would be helpful in
working through conflict. At this time the therapists felt that the play had to repeatedly
reenact a conflict to overcome it.

Later Carl Rogers’s theory was used by Axline (1947) to create a play therapy approach
that utilized nondirective play therapy, which accepted the child’s capacity for self-
determination. In nondirective therapy, self-expression is done by the child by using the
natural medium of play. The use of nondirective play therapy increased in popularity in
the 1950’s but skyrocketed in popularity after Axline published Dibs in Search of Self in
1964.

Also, in the 1960’s behavioral therapists began to develop procedures to help
children and parents utilize the knowledge gained in treatment into the development of
more adaptive behavioral patterns outside of therapy (Russo, 1964). Behavioral therapists
largely relied on operant conditioning in their therapeutic approaches. The majority of
these approaches were taught to parents or teachers with the intention of them being

applied to their work with children.
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Challenges for Therapy with Children

Many children exhibit problem behaviors at some point in time which makes it
difficult to decipher between normal development and problematic behavior. In order to
know what to regard as problematic behavior counselors refer to what is known about
child development, as it provides a foundation from which to make decisions regarding
what is appropriate or normal behaviors during development (Knell, 1993). Still it is
difficult for counselors to determine if behaviors are typical or adaptive responses to
traumatic events or stressors. Similarly, even if a child is developing within the normal
limits, therapy may still be appropriate for that child depending on their life
circumstances.

Another challenge, probably the most critical, in working with children is their
cognitive functioning. The counselor must be aware of and mindful of the cognitive skills
of the child in order to develop and conduct appropriate treatment modalities.
Additionally, understanding the effectiveness of therapy relies on a sense of what the
child is capable of grasping cognitively (Knell, 1993). Additionally, when working with
children who have experienced trauma, counselors have reported having difficulties
engaging them in the therapeutic process, resistance to treatment, developmentally
inappropriate treatment approaches, lack of experience in adapting treatments to be
developmentally appropriate (Courtney, 2016).

Trauma in Children

Trauma can be classified as interpersonal or non-interpersonal. Interpersonal

trauma includes human actions, such as domestic violence, abuse, assault or war. While

non-interpersonal trauma includes life threatening illness, accidents and natural disasters.
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If a child experiences a traumatic event it is classified as a Type I trauma, however, if
prolonged suffering from enduring traumatic events takes place the event is classified as
a Type Il trauma (De Bellis & Van Dillen, 2005).

Post experiences of a traumatic event, children may present with a range of
disorders, including Acute Stress Disorder (ASD), PTSD, depression, generalized anxiety
disorder (GAD), childhood traumatic grief, phobias, and separation anxiety (Stallard,
2006). The symptoms of these disorders may vary in children due to the differences
between the children depending on their development stage (Beer & DeRoss, 2008).
Additionally, the trauma experiences may differ based on nature and severity of events
experienced and the proximity to the trauma, the child’s perception and subsequent
impact, time passed since the trauma occurred, and the trauma measurement (Salmon &
Bryant, 2002).

According to Courtney (2016), approximately five million children under the age
of 18 experience a traumatic event each year. The U.S. Census Bureau (2018) estimates
that annually approximately one million children are victims of trauma and of those 1,500
children die due to abuse or neglect annually. Additionally, nearly two thirds of United
States individuals will experience a traumatic event before their eighteenth birthday (U.
S. Census Bureau, 2018). Childhood trauma can have lasting effects and profound
consequences that last a lifetime if no intervention is done. Therefore, there is significant
concern surrounding unresolved trauma symptoms in children. Research continues to
emphasize the importance of adequate and early treatment interventions for trauma (Lenz

& Hollenbaught, 2005). Childhood is a time for development of social, emotional and
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psychological skills. The experience of childhood trauma limits immediate functioning
but also can affect long-term functioning (Lewey et al., 2018).

Untreated childhood trauma can lead to significant health risks in adulthood and
according to neuroscientists studying the impact of trauma on brain development,
untreated trauma can actually alter brain structure. When children are exposed to trauma,
their brains become hypersensitive to danger due to an activated fight or flight response.
In addition, the brain structures that regulate behavior, emotion, and memory actually
become smaller in size resulting in difficulties with attachment, learning, and emotional
and behavioral regulation (DNA Learning Center, 2018). The Center for Disease Control
and Prevention conducted an epidemiological study called the Adverse Childhood
Experiences (ACEs) study which was conducted on 17,000 people regarding 10 types of
childhood trauma. This study showed a direct link between childhood trauma and the
adult onset of chronic disease (Felitti et al.,1998). Trauma can result in long-term serious
mental and physical health problems (Felitti, et al., 1998).

Childhood is a critical period for social, emotional, and psychological
development (Lewey et al, 2009) in which trauma can severely impair. Lewery et al,
(2009), suggests that childhood trauma not only impacts an individual’s immediate
functioning but also can have lasting effects on functioning. Including physical,
emotional, cognitive, and social development (DeBellis & Zisk, 2014). Additionally,
Pynoos et al. (2009), report that exposure to trauma may lead to anxiety, helplessness,
hypervigilance, dissociation, impulsivity, and self-injurious behavior.

According to Richards and Rose (1991), PTSD is believed to be a conditioned

response to a traumatic event in which everyday events may become associated with the
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traumatic event and the stimuli produce the same response as the original trauma.
Avoidance typically takes place due to the memory of the trauma that can cause flooding.
History of Trauma Treatment

Cognitive Behavioral Therapy (CBT) is a well-established treatment for trauma
(Saxe, MacDonald & Ellis, 2007). Utilizing CBT for trauma in children is based on the
principles of cognitive and learning theories and aims to decrease negative child emotions
and behaviors, and to transform dysfunctional cognitions and attributions about the
traumatic event (Saunders, Berliner & Hanson, 2004). Additionally, CBT has been
expanded to include Trauma-focused Cognitive Behavioral Therapy (TF-CBT). TF-CBT
consists of creating a trauma narrative, in vivo mastery of trauma reminders, affect
modulation, cognitive processing, psychoeducation, relaxation, parenting skills,
child/parent sessions, and enhancing safety (Cohen, Mannarino, Perel & Staron, 2007).
Additionally, exposure-based techniques, such as flooding therapy and gradual exposure
have also been shown to be successful in treating children with PTSD symptoms (Saxe et
al., 2007). EMDR is considered a new, yet effective modality for treating PTSD.
EMDR and Children

According to Mitchell (1993), EMDR has been found to be effectively used with
children as young as three years old. Ahmad et al. (2008) conducted a study to test the
adapted EMDR protocol with children. The results of this study indicate that EMDR
adult protocol was successfully adapted for children and produces large effect sizes,
regardless of age. Rodenburg, et al. (2009), found that EMDR is efficacious in treating

PTSD symptoms with incremental efficacy when compared to established treatment.
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Shapiro’s EMDR protocol is rigid which can cause problems when counselors
attempt to use it with children (Parnell, 2007). However, Parnell’s adapted the EMDR
model which makes it easier for modification for children to occur. One major aspect of
Parnell’s modified EMDR model is to skip stages in the original model in order to protect
the therapeutic relationship between the client and the therapist (Parnell, 2007). Parnell
emphasizes the felt sense of safety of the client by utilizing and creating a trusting
therapeutic relationship which is ideal when working with children.

Empirical evidence studies have proven the use of EMDR treatment as successful
with children as young as 2 years old (Hensel, 2009). According to Francine Shapiro
(2017), to ensure the successful use of EMDR therapy protocol with children, the
counselor must create a safe psychological environment. In addition, the counselor must
be comfortable working with the children before EMDR protocol can begin.

Solomon, Solomon, and Heide (2009), found EMDR as an effective treatment
modality to help clients reprocess experiences to increase insight and affect. Children
often have limited insight into problems and are less able to communicate their problems
due to their development (Knell, 1993). EMDR limits the amount of insight and
communication needed in order to process adverse experiences; therefore, children would
be able to gain insight by using this modality. Since children are a unique population,
some alteration to EMDR protocol may be required to best meet the needs of the client.

According to Bastien et al. (2020) adverse experiences during childhood and
adolescence are risk factors for developing post-traumatic stress disorder (PTSD) or other
mental health disorders. Bastien et al, (2020), used a systematic review and meta-

analysis synthesizing studies investigating the effectiveness of psychological
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interventions for PTSD in children, adolescents and young adults. This article reviews the
effectiveness of psychological interventions, including Eye Movement Desensitization
and Reprocessing (EMDR), Trauma Focused-Cognitive Behavioral Therapy (TF-CBT)
and Cognitive Behavioral Therapy (CBT). The study compared EMDR, TF-CBT, and
CBT for effectiveness of treating PTSD. The results showed the TF-CBT should be the
first line treatment of PTSD in children and adolescents because of the larger evidence
base although EMDR was more effective. At the time of this writing, this study is the
most up-to-date, comprehensive and largest systematic review and meta-analysis of
psychological interventions for PTSD in children, adolescents and young adults carried
thus far (Bastien et al, 2020).

Lichtenstein and Brager (2017) investigated integrating EMDR and relationship
therapies for children with histories of complex trauma. The purpose of the study is to
evaluate how EMDR treatment is associated with improving well-being, general
functioning, and trauma symptoms. The study consisted of children ages 6-18 years old
who have been exposed to severe traumatic events. Strengths and Difficulties
Questionnaire (SDQ), Children’s Global Assessment Scale (C-GAS), and Trauma
Symptoms Checklist for Children (TSCC) were used before and after treatment to assess
for improvement. The average treatment length was 22 months, with the average session
number being 50. Despite having a limited population for this study, it is indicated that
complex traumatized children can benefit from EMDR integrated with relationship
therapy. It is recommended by Lichtenstein and Brager (2017) that more studies need to

be done on this topic with larger population sizes. Also, randomized controlled studies
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are needed to help determine which improvements are the direct results of EMDR and
relationship theory.

According to Shapiro (2017), there are multiple Randomized Controlled Clinical
Trials (RCT) that have reported positive EMDR treatment effects for traumatized
children. Many of these studies compare the use of EMDR with Trauma Focused-
Cognitive Behavioral Therapy (TF-CBT). De Roos, et al. (2020) present available
evidence on the effectiveness of Trauma Focused-Cognitive Behavioral Therapy (TF-
CBT) and Eye Movement Desensitization and Reprocessing EMDR) therapy for children
and adolescents with symptoms of PTSD. The results of the meta-analysis concluded that
both TF-CBT and EMDR therapy were effective in treating PTSD, with TF-CBT being
marginally more effective than EMDR. However, there are multiple studies that show
EMDR is effective and require fewer sessions than TF-CBT (De Roos, et al., 2001;
DeRoos, et al., 2017: Jaberghaderi, Greenwald, Rubin, Colatabadim, & Zand, 2004). De
Roos et al., (2019) recommend further research be conducted regarding the use of TF-
CBT and EMDR with PTSD in children and adolescents with larger population samples.

Based on research, McDermott, Drummond, and Kemp (2009) supported the use
of EMDR with children, providing a strong correlation between the treatment and PTSD
symptom reduction after 61 of their participants were experiencing significant trauma
symptoms. However, sensitivity and specialized training is needed when conducting
EMDR with the child population. Intentionality is needed to prevent the counselor from
moving too fast through EMDR when working with children. If EMDR is rushed, the
child may feel unprepared, retraumatized, dissociated, and may refuse to continue EMDR

(Shapiro, 2005).
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Adaptive Information Processing Theory (AIP)

EMDR is an evidenced-based theory that was originally developed in 1989 by
Francine Shapiro (Shapiro, 2001). EMDR is built on the framework of Shapiro’s
Adaptive Information Processing (AIP) theory. AIP theory is a conceptual theory derived
from evidence-based search into therapeutic treatment for traumatic stress responses
(Shapiro, 2007). AIP suggests that humans have a physiological based information
processing system which suggests experiences are processed and then memories are
stored through a memory network and can be accessed in the future (EMDR Institute,
2017).

Images, thoughts, sensations, and emotions are linked together in the memory
network and are added to as new experiences occur. However, when a traumatic event
occurs, the memory network can be negatively affected resulting in miscognitions
(EMDR Institute, 2011). Based on the AIP theory, traumatic memories are stored
maladaptively in the brain, away from the functional memory networks causing the
memories and their inherent affective, cognitive, and somatosensory components to be
disconnected from the brain’s adaptive memory processing system (Cusack et al., 2009,
Shapiro, 2001). AIP theory proposes that memories are not stored correctly due to the
psyche being overwhelmed, which inhibits proper memory storage (Cusack et al, 2009).
When traumatic events occur, the hippocampus and amygdala become overwhelmed with
sensory, cognitive and affective information. This causes the memory to store in its
original form with all the associated affective, cognitive, and somatosensory components
attached and filtered by the hippocampus like a normal memory would be (Shapiro, 2001;

Shapiro & Solomon, 2008; Siegal, 2002).
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Since traumatic memories are stored with all the original components, when the
brain retrieves the traumatic memory, it also accesses all the cognitions, emotions, and
sensory experiences associated with that traumatic memory (Shapiro & Solomon, 2008).
In addition, when the traumatic memory is triggered, the memory is further embedded
into the psyche in its maladaptive state which will result in more inferential association
(Bernard et al., 2015: Cohen, 2012).

EMDR

Shapiro found, by chance, that eye movement reduces the intensity of disturbing
emotions and miscognitions in certain circumstances (Shapiro, 2017). Shapiro believes
EMDR can be used to assist in processing memories by linking them to more adaptive
information. This is done by integrating them into adaptive networks, allowing the
psyche to be more equipped to process the memory and ultimately future similar
memories (Bernard et al., 2015). Following this discovery, Shapiro and other researchers
have conducted research on EMDR worldwide and EMDR has been used to treat several
mental health disorders (EMDR Institute, 2011). Shapiro (2002) and Greenwald (2007)
report that EMDR has been studied across 14 different populations and 30 studies
indicate positive treatment outcomes when utilizing EMDR techniques.

EMDR consists of an eight-phase protocol that includes client history,
preparations, assessment, desensitization, installation, body scan, closure, and
reevaluation (EMDR Institute, 2011). The number of sessions devoted to each phase
varies from client to client. Phase one involves taking a client history and treatment
planning. The second phase is the preparation phase in which the counselor prepares the

client for EMDR by introducing procedures, theory, expectations (Shapiro, 2017).
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Phase three consists of assessment, which includes determining the target and the
baseline response (Shapiro, 2017). The EMDR target is the material that the client is
asked to focus on during processing. A target can be a specific memory, experience,
image, or event. During phase three the client and counselor also work together to create
a negative cognition. The client is asked to identify a statement that expresses the
underlying negative belief or maladaptive self-assessment that goes along with their
target. The distress related to the negative cognition is assessed using the Subjective
Units of Disturbance (SUD). The SUD is used to allow the client to rate disturbances that
they are experiencing at the time on a 0 to 10 scale with 0 being no disturbances and 10
being the most disturbing. The SUD acts as a baseline for distress during processing
(Shapiro, 2017).

Once the client has identified the negative cognition associated with the target,
they then identify the desired positive cognition they would like to replace the negative
one. Here the Validity of Cognition (VoC) scale is used to assess baseline. The VoC is
how true the positive belief is to the client on a 1 to 7 scale with 1 being completely false
and 7 being completely true (Shapiro, 2017).

During phase four, desensitization occurs. The counselor utilizes eye movements
or another bilateral stimulation while the client focuses on their target for small amounts
of time. The counselor utilizes sets of this processing while assessing the client’s SUD
every 3 sets. The client and counselor continue to process until the SUD lowers to a 0 or
1 (Shapiro, 2017).

Phase five starts once the client has a self-assessed SUD of 0 or 1. This phase utilizes the

installation of the positive cognition. The counselor asks the client to hold the positive
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cognition in mind along with the target memory while BLS or eye movements are
performed. The clinician continues this process until the client rates their positive
cognition as a 7 on the VoC scale (Shapiro, 2017).

Once the positive cognition has been fully installed the client is asked to hold in
mind their target and positive cognition while they mentally scan their body from top to
bottom. Any residual disturbances in the body are noted and targeted for successive sets
(Shapiro, 2017).

Phase seven can only occur if the client has returned to a state of emotional equilibrium.
During this time the counselor provides the client with realistic expectations about
positive and negative responses that may surface during or after treatment (Shapiro,
2017).

The reevaluation of phase eight should be implemented at the beginning of each
new session. The counselor asks the client to reassess previously processed targets and
reviews their responses to determine if treatment effects have or have not been
maintained (Shapiro, 2017).

Evidenced-Based Research Supporting EMDR

Research has suggested that “In the hierarchy of research designs, the results of
randomized, controlled trials are considered to be evidence of the highest grade”
(Concato et al. 2000, p. 1887). Therefore, this literature review examined RCTs and
evidence-based research regarding the use of EMDR. A thorough search for RCTs of
EMDR with children and adolescents was completed.

At first Shapiro experienced harsh skepticism after publishing her initial research.

However, Shapiro continued her research ultimately leading EMDR to go from an
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experimental treatment to an evidenced-based treatment (Shapiro, 1989). Shapiro (2012)
initiated the first EMDR research in 1989, however, there have been many independent
longitudinal follow-up studies showing significant improvement that continues years
after the initial treatment.

Descriptive statistics was used by van den Berg and van der Gaag (2012) to assess
the efficacy of using EMDR with people with psychosis. In their study, t-tests showed a
significant improvement in pre- and posttest scores. Currently, decades of research
support EMDR as a reliable treatment method for multiple populations and a vast array of
psychological distress (Shapiro, 2012). The World Health Organization (2013) has
recognized EMDR therapy as a recommended treatment for children, adolescents, and
adults with PTSD symptoms.
In the Ahmad et al. (2007) 33 children ages 6-16 presenting with a PTSD diagnosis and a
history of various traumatic experiences received EMDR for 8 weekly sessions. In this
study 17 participants were randomly assigned the EMDR treatment, while 16 were
utilized for the control group. The results of this study indicated the participants who
received EMDR had diminished PTSD symptoms, especially with regards to
reexperiencing and avoidance features when compared to the control group. However,
the control group also had a reduction in PTSD related symptoms.
Limitation of EMDR Research

Oras et al. (2004) state: “Several controlled studies have been published showing
good results for EMDR compared with other methods in treatment of adult PTSD. In the
case of children, this important issue is still lacking” (p. 199). There are few RCTs that

have evaluated EMDR techniques being used with children compared to other standard
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trauma therapies. Ahmad, Larsson and Sundelin-Wahlsten (2007) reports “no controlled
study regarding the effects of EMDR has yet been published for childhood PTSD” (p.
349). Rubin et al. (2001) conducted a RCT of EMDR at a child’s guidance center. Their
results showed no statistically significant treatment effects of the children’s symptoms.

There is an insufficient amount of information regarding the effectiveness of
EMDR with children (Rubin et al., 2001). Muris et al. (1998) found that EMDR was
ineffective in reducing anxiety when implemented with children who were diagnosed
with a phobic disorder.

EMDR protocol modification

Shapiro (2017), described ways in which EMDR protocol can be modified in
order to be utilized with other treatment modalities such as exposure therapy,
mindfulness, and cognitive reframing. Parnell modified EMDR protocol to tailor to a
client's age, culture, education, type of trauma, and intellectual abilities (Parnell, 2007).
Parnell simplified the EMDR procedure by skipping steps that were found to not be
useful to the client because they would cause an “empathetic break in the therapeutic
relationship” or would “deactivate the memory network™ (Parnell, 2007, p. 39).

Like Shapiro’s EMDR model, Parnell’s modified EMDR protocol is made up of
stages. The first stage consists of creating safety; the second stimulates the client’s
working memory. During the third, BLS is used and lastly the fourth reinforces the sense
of safety. Parnell’s model is found to be more tailored to the client and is less rigid than
Shapiro’s EMDR model.

DiGiorgio, Arnkoff, Glass, Lyhus, and Walter (2004), found that implementation of

EMDR protocol was both possible and beneficial for clients and that modifications of
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EMDR protocol could be used to best meet the needs of the clients. DiGiorgia et al.
(2004) provided an initial exploration of how therapists from differing theoretical
orientations could integrate EMDR into their therapy session. This study consisted of
three male Caucasian therapists 57 to 71 years of age with different theoretical
orientations, psychodynamic, humanistic, and cognitive behavioral therapy. The
participants who were recruited through an e-mail request were mailed a research packet
containing demographic information forms, consent forms, and questions that would be
asked during the interview. Two phone and one in person interview was conducted and
audiotaped for debriefing. The information gathered included how often they use
EMDR, their EMDR training, current theoretical orientation, types of clients they treat
using EMDR, and how they use their approach with EMDR. The responses from the
interviews were analyzed using the 29 consensual qualitative research method (CQR). All
three participants in this study reported integrating EMDR into their practice, reporting
they deviated from Shapiro’s standard EMDR protocol. The participants reported their
theoretical orientation influenced the sequential order of the EMDR protocol. DiGiorgio
et al. (2004), acknowledges there is a growing interest in integrating EMDR with
different therapies. While this study had a limited number of participants (n=3), the study
found that EMDR can be effective when working with children. It is important to note,
however, that DiGiorgia et al. (2004) acknowledge that children may need a modification
in the EMDR protocol to meet their developmental level.

Courtney (2016) modified the use of EMDR protocol for use with children.
Courtney (2016) used an EMDR Journey Game as a tool that integrates creative

modalities with EMDR. The study explores the relationship between the use of the game
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and the clinician’s perceived client engagement. The study used an observational, cross-
sectional design to conduct online surveys of 69 EMDR-trained clinicians, half of whom
use the game and half who did not. Results show that clinicians were motivated to use the
EMDR Journey Game to engage children in EMDR to increase their confidence.
Findings also suggest the game was perceived to enhance children’s engagement with
EMDR. These results support that efforts for child experts to develop appropriate,
creative tools to adapt EMDR for children is necessary. It also suggests that further
exploration of using EMDR with children is necessary.

Additionally, Marquis (1991) reports that in seventy-eight cast studies, clients
were successfully treated with EMDR in only one session. Improvement in eating
disorders, PTSD, adjustment disorder, agoraphobia, panic, phobia, substance abuse,
dysthymia, anxiety, and personality disorders were reported.

History of Trauma Diagnosis

Post-traumatic stress disorder (PTSD) is an anxiety disorder that is rooted in the
experiences of events involving actual or threatened death or serious injury, or a threat to
a person itself or others when intense fear, helplessness or horror is induced at the time of
the event DSM-IV-TR (American Psychiatric Association, 2000). Post-Traumatic Stress
Disorder (PTSD) was first cognized by the American Psychiatric Association in the third
edition of the Diagnostic Statistical Manual, previously PTSD was not identified as a
disorder by itself, rather it was considered an anxiety disorder (American Psychiatric
Association, 1980).

Events that may potentially cause PTSD include abuse, neglect, war, or illness

(American Psychiatric Association, 2013). Symptoms of trauma include flashbacks, sleep
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disturbances, nightmares, intrusive thoughts, irritability, exaggerated startle response
(American Psychiatric Association, 1994; 2018). Acute stress disorder (ASD) is a
diagnosis given when the symptoms exhibited are less than three months in duration
(American Psychiatric Association, 2013).

EMDR use beyond PTSD

A wide range of RCTs has validated EMDR therapy in the treatment of PTSD,
however. EMDR protocol has also been successfully applied to the treatment of a wide
variety of clinical complaints. EMDR utilizes a three-prong approach focusing on the
past events, current stimuli, and positive future templates (Shapiro, 2017). By utilizing
this targeting strategy, EDMR protocol can be employed regardless of the diagnosis
(Shapiro, 2017). It has been shown that EMDR can extend to a broad array of other
symptoms and functional problems, including but not limited to, generalized anxiety
disorder, separation anxiety, phobias, Depression, disruptive mood disorder, adjustment
disorders, ASDs, and poor self-concept. In the van den Berg and van der Gaag (2012)
study, significant improvement was evident in their pre- and posttest with only 22.73% of
the participants meeting the diagnostic criteria for PTSD.

Marich (2010) conducted a phenomenological study where ten females who had
completed a recovery treatment program which utilized EMDR for addiction were
interviewed. This phenomenological study had four themes emerge. The participants
reported to have had a positive EMDR experience and credited EMDR with allowing
them to resolve core issues of their substance use. Participants connected negative
maladaptive beliefs as the catalyst for their substance abuse. Most participants credited

EMDR with aiding them in changing their perception of self which was found to be
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crucial in their recovery. It is important to note that Marich (2010) suggested further
research into the therapeutic relationship between the therapist and client in EMDR. This
correlates to Parnell’s adapted EMDR protocol which aims to protect the therapeutic
relationship.

Meentken, et al., (2020) investigate the short-term effectiveness of EMDR on
PTSD, anxiety, depression, and sleep problems in children after being hospitalized using
a randomized controlled trial. There were 74 children in the study, ranging in age from 4-
15. Half of these children were treated with EMDR, and half were treated with care-as-
usual (CAU). The study did indicate that EMDR may be superior in reducing symptoms
of blood-injection-injury phobia, depression, and sleep problems.

Soberman, Greenwald, and Rule (2002), studied boys in a residential or day
treatment facility that were exhibiting conduct problems but who also had symptoms of
traumatic stress were split into two groups, one utilizing treatment as usual (TAU) and
the other utilizing EMDR. This study showed a significant decrease in memory-related
distress in the EMDR group. In addition, this lower level of distress continued to past the
posttest into the 2-month follow-up. Also, there was noted to be a large and significant
reduction in behavioral problems being reported in the group who utilized EMDR.

While in a study completed by Wanders, Serra, and de Jongh (2008), children
who were suffering from both behavioral and self-esteem problems were randomly
selected to do either four sessions of EMDR or four sessions of CBT. The aim of both
treatment therapies were to treat distressing memories. The initial reports from parents,

mentors, and the children themselves show that the children’s behaviors and self-esteem
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improved significantly for both groups. However, at the 6-month follow up, the EMDR
group was shown to have a greater success at keeping this progress.

Symptom-based approach uses current problems to identify the earlier targets for
processing. By targeting and processing these memories new areas of inquiry and
investigation lead to self-efficacy. This process allows clients to identify negative
behaviors and feelings as being fed by unprocessed memories (Shapiro, 2017). Children
with complex trauma symptoms typically have experienced many adverse events during
their formative years of development. Therefore, they often suffer from a variety of
dysfunction, which can include affect dysregulation, negativity towards self or others,
unhealthy attachment, regression in development or behavior, and aggressive and
impulsive behavior (Shapiro, 2017).

Furthermore, EMDR has been found to be successful with symptom-based
protocol. Phillips (2021) looked at how EMDR differs from other approaches for the
treatment of PTSD. It, however, extended the use of EMDR beyond PTSD to be used for
other disorders because of its effectiveness with experiences that have an emotional
impact. EMDR was found to be helpful because it addresses the emotional impacts that
have been experienced. However, there are some downfalls found for EMDR, including
working with emotionally detached clients and clients not emotionally ready to explore
the experiences. Additionally, case studies have reported EMDR as a successful
treatment modality for agoraphobia, panic attacks (O’Brien, 1993), nightmares (Mitchell,

1993), and social anxiety (Puk, 1991).
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Extended Benefits of EMDR

Lempertz et al (2023) utilized EMDR as a short-term treatment for children
showing PTSD symptoms after experiencing a single incident induced trauma. The five
children, between 5 and 10 years of age, received EMDR treatment for 6 weeks. It was
found that PTSD symptoms decreased for all children after completing the treatment.
Specifically, reductions in hyperarousal and fears and clinging behaviors. Additionally,
parental stress levels were reported as reducing as well. Improvement in everyday routine
and stability were also observed. Furthermore, reductions in the parental stress levels, as
well as a recovery of everyday routine and everyday stability were observed.
Additionally, according to a study by Edmond and Rubin (2004), people who used were
able to more efficiently maintain results and facilitated more resolution at theirl 8 months

check in.
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Chapter 3: Research Method
Introduction

The purpose of the transcendental phenomenological qualitative study is to
explore lived experiences of therapists using EMDR with children ages 8-12 years old.
The study focuses on 8-10 EMDR certified counselors with a minimum of two years of
experience in providing counseling services through EMDR to children ages 8-12.
Counselors will be interviewed instead of the children to avoid negatively affecting this
protected population. The participants of the study will be recruited from an EMDR
International Association (EMDRIA) list of EMDR providers who provide services to
children.

This chapter includes an explanation of the research methods used to achieve this
study’s purpose, research design and rationale, and the role of the researcher. Sections
will include an outline of the sampling plan, data collection procedures, data analysis
plan, and the methods to promote trustworthiness of findings. This chapter will end with
a discussion of ethical procedures used in this study to protect participants from harm.

Research Design and Rationale

In this study, I sought to describe and interpret clinicians’ lived experiences when
utilizing EMDR with children ages 8-12 years of age. This study will utilize a
transcendental phenomenological qualitative approach to explore the following research
question:

RQ: What are the experiences of Eye Movement Desensitization and
Reprocessing (EMDR) certified counselors when using EMDR with children ages 8-12

as a treatment modality?
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A qualitative approach will be chosen for this study because it allows for
exploration of the counselors’ perspectives and lived experiences. A quantitative method
was not chosen for this study due to the use of numerical measurements which was not
conducive to studying lived experiences. Since this topic has not been widely studied, a
qualitative approach is appropriate to be used.

A transcendental phenomenological design was deemed appropriate for this study,
as it allows researchers to gain interest about the phenomena through the systemic
reflection on participants’ everyday lived experiences and perspectives when utilizing
EMDR with children within the age limit (Moustakas, 1994). Groenewald (2004), defines
phenomenology as a research design used to comprehend different phenomena based on
the lived experiences of individuals who have lived through the phenomena of interest.

Role of the Researcher

In this study, I will recruit and select the participants, interview the participants
via Zoom, transcribe the audio recording of the Zoom, gather the data, and complete the
analysis and interpretation of the data. Participants will be selected through the EMDRIA
website. Once selected, I will be responsible for relaying the informed consent and for
answering any questions prior to the interviews. Zoom interviews will be conducted with
the participants, if any clarification is needed this will be done through secondary Zoom
correspondence between the participants and myself. Both interviews will be transcribed.
Transcriptions will be intentionally bracketed from phenomenological themes. When
conducting qualitative research, the researcher has close involvement with the

participants. There will be no issues regarding personal or professional relationships
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between myself and the participants, as [ will not know the participants selected nor will I
have any supervisory relationship with these participants.
Methodology

Participant Selection

The participants for this study will be licensed mental health counselors who had
completed EMDR training, had a minimum of two years of experience utilizing EMDR
as two years is the time it takes to become certified as an EMDR therapist. with children
and are members of the EMDRIA database. All participants have experience using
EMDR therapy in their practice and were actively treating children ages 8-12.
Participants will be purposefully selected and emailed an invitation to take part in the
study. Snowball sampling will be utilized when necessary to recruit further participants.
With their willingness to cooperate, each participant will be emailed the informed
consent and will consent to participate in the study. A follow up Zoom interview will be
conducted for clarification as needed. .
Instrumentation

Semi-structured interviews will be completed via Zoom to ensure content validity
by interviewing each participant about their lived experiences of the phenomena of
implementing EMDR with children ages 8-12. I will ask the participants about their
experiences using EMDR therapy and how they have incorporated the modality as they
work with children. I specifically will ask about modification, strengths, and challenges
of using EMDR with children. Follow up interviews will be conducted for clarification
and deeper findings to fill gaps in the current research. According to Kruger (1988),

many of the information provided in the initial interview will need further extrapolation.
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I serve as the primary data collection instrument by sending out the emails and
conducting initial interviews. I too will be conducting any follow up interviews that may

be needed if questions arise or clarification is needed after analyzing initial interviews.

Procedures for Recruitment, Participation, and Data Collection

I will interview participants and collect the data via Zoom from a confidential
space. Zoom interviews will be audio recorded. Interviews will be transcribed to look for
gaps and themes in the data. All data will be grounded in lived experiences of
participants.

Data Analysis Plan

Below are the data analysis steps after interviews are conducted.

e  The first step of data analysis is to transcribe all the interviews.
These transcripts will be read and any information that is unnecessary will
be deleted.

e  Secondly, using each interview preliminary themes will be created.

e  Thirdly, preliminary themes will be further broken down into final
themes.

e  Next situated narratives will be created using experiences
thematically under each interview question.

e  From those situated narratives, general narratives will be created to
unify the participants’ experiences into general descriptions.

e  The general descriptions will create major phenomenological themes.
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Issues of Trustworthiness

In qualitative research, there are several methods that can be used to provide
trustworthiness of findings (Merriam & Tisdell, 2015). This study will use a committee
review. The committee is created from Walden University staff who will be utilized to

provide feedback regarding the study.

Ethical Procedures

Before any recruitment or data collection begins, institutional review board (IRB)
approval will be obtained. Due to the general information being shared by the
participants, as it lacks sharing of sensitive or controversial information about
themselves, it is not anticipated that participating in the study would pose any
psychological harm to the participants. However, the possibility of mild psychological

discomfort will be disclosed to participants in the informed consent.

Data collection with participants will be treated with sensitivity to avoid concerns
relating to confidentiality and anonymity. Each participant’s responses will be identified
with a number instead of their identifying information. Additionally, confidentiality will
be supported by keeping all email correspondence and audio transcriptions in password-
protected files and locking all hard copy materials in locked filing cabinets when not

being used by the researcher.
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Summary

The purpose of this chapter is to present the research design and methodology of
the study. The chapter is broken up into sections including research design and rationale,
role of the researcher, methodology, trustworthiness, and ethics. This chapter explains the
methods that will be used to explore counselors’ perspective and experiences when using
EMDR with children ages 8-12. A transcendental phenomenological qualitative approach
is selected for this study due to the desire to obtain lived experiences related to the
phenomena. A sample of 20 counselors with at least two years of experience in providing
EMDR therapy with children will be interviewed via email. Chapter 4 will explore the

data received from the study and dives deeper into the findings.
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Chapter 4: Results

Introduction

The purpose of the transcendental phenomenological qualitative study was to
explore the lived experiences of therapists using EMDR with children ages 8-12 years
old. The study focused on 8-10 EMDR certified counselors with a minimum of two years
of experience in providing counseling services through EMDR to children ages 8-12.
Counselors were interviewed instead of the children to avoid negatively affecting this
protected population. The research question for this study was:

Research Question: What are the experiences of Eye Movement Desensitization and
Reprocessing (EMDR) certified counselors when using EMDR with children ages 8-12
as a treatment modality?

Chapter 4 includes a description of the data collection process for this study,
followed by a data analysis process, finishing with a discussion of overall findings of the
study.

Data Collection

Participants were invited to participate in the study from the EMDRIA website,
once consent was given, one on one interviews were conducted via Zoom. Privacy was
ensured during these interviews, as the interviews were conducted in the office of a
private practice counselor with no other individuals present. All documentations from the
interviews have been kept in a locked file. Participants were informed of these
precautions to ensure they felt comfortable giving responses during the interviews.
Follow up interviews were conducted with three participants to clarify information to

gain a better understanding of participants' lived experiences.
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Data Analysis

Interviews were recorded and audio transcribed verbatim. The transcripts were
then read in entirety before removing any irrelevant and unnecessary information such as
filler words like ‘ah’ or “‘um’ or repetitive words. Each transcript was then read and
preliminary themes for each research question were created. These preliminary themes
were then broken down into final themes for each research question. Each final theme
was then looked at and situated narratives were created for each final theme under each
interview question. Once each participant had situated narratives created, these were
examined and unified into general descriptions for each interview question. The general
descriptions were used to create the major phenomenological themes.

Results
Introduction to Participant Demographics

The study participants in this study included eight counselors from around the
United States. All of the participants were EMDR certified and members of the EMDRIA
organization. Additionally, every counselor interviewed had experience implementing
EMDR with children ages 8-12 years old. The study participants range in age from 33 to

61. Their years of experience in the counseling field ranges from 2 to 19.

Table 1: Demographic Information of Participants

Participant Participant Participant Participant Participant
Number Gender Location Age Years of EMDR
Experience

1 Female North Dakota 30-34 1-5
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2 Female Montana 40-44 1-5

3 Female Minnesota 45-49 6-10
4 Female Colorado 60-64 16-20
5 Female Texas 45-49 6-10
6 Female Arizona 50-54 11-15
7 Female Washington 40-44 6-10
8 Female Minnesota 35-39 1-5

Introduction to themes

Following the steps of data analysis, five themes were created based on the

transcendental phenomenological approach. The themes were (1) Benefits Seen by

Counselors After Implementing EMDR with Children 8-12 years old, (2) Modifications

Made by Counselors when Implementing EMDR for Children 8-12 years old, (3)

Treatment Progression Seen by Counselors When Using EMDR for Children 8-12 years

old, (4) Limitations Seen by Counselors When Implementing EMDR with Children 8-12

years old, and (5) Regression Seen by Counselors When Implementing EMDR with

Children 8-12 years old.

Table 2: Table of Themes

P1 |P2 [P3 [P4 |P5 |P6 | P7 | P8
Theme 1: X |1 X | X [X [X | X | X [X
Benefits Seen by Counselors After Implementing
EMDR with Children 8-12 years old
Theme 2: X |1 X | X [X [X | X | X [X
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Modifications Made by Counselors when
Implementing EMDR for Children 8-12 years old

Theme 3: X [ X [ X [ X | X | X | X

Treatment Progression Seen by Counselors When
Using EMDR for Children 8-12 years old

Theme 4: X [ X [ X [ X | X | X | X

Limitations Seen by Counselors When
Implementing EMDR with Children 8-12 years old

Theme 5: X X [ X

Regression Seen by Counselors When Implementing
EMDR with Children 8-12 years old

Illustrated Themes

Theme 1: Benefits Seen by Counselors After Implementing EMDR with Children 8-

12 years old.

All the counselors perceived EMDR as a beneficial modality when working with
children aged 8-12 years old. Participant one noted being able to visibly see their client’s
physical demeanor changing, becoming more relaxed after using EMDR, “I have seen my
clients no longer slouching in their chair, uncrossing their arms, and putting their
sweatshirt hood down.” Parents also report these demeanor changes describing that their
child “looks happier, is more talkative and spending less time isolating,” according to

participant one. “It appears as though there is a weight that is lifted off of them,”
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participant one. Participant two states having, “parents begin to report their child as

improving in their day-to-day activities.”

Participant three described their child clients as being able to connect their
emotions with their body. Participant three discussed “having moments of connection”
where their child clients were able to make connections where they had previously been
stuck. Participant three also reports noting “they have improved expression and
communication...I have seen my clients learn to identify feelings and emotions they
didn’t before.” Participant four went on to describe their clients as being able to “expand
their emotional literacy and present as more communicatively open.” Participant four
goes on to explain “clients are able to use ‘I Feel’ statements in order to get their needs

met instead of behavioral outbursts.”

Five of the eight participants discussed their child clients as being able to more
insightfully identify and communicate emotions. Participant five discussed noticing their
clients were able to make more logical and clear-headed decisions and conversation. “ |
have been able to get their SUDS to decrease, which leads to them making more
logically, clear-headed decisions,” participant five. Participant five went on to describe
their clients as being more balanced in their logical and emotional brains, “overall

improvement in functioning is often seen.”

Half of the counselors noted seeing continued benefits as their clients” SUDS
continued to decrease. “ Symptoms were typically accompanied by excessive distressing
thoughts™ that typically would cause an “impairment in daily life,” participant six.

Participant six describes “clients are less distressed in session” while participant seven
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describes clients as having “their burdens” lifted. Participant seven describes seeing
clients “present as more self-aware and secure” and shame in self is replaced with self-
compassion. “They begin to understand their feelings are ok to feel...they are equipped
with tools to use to navigate through their uncomfortable feelings and experiences”
participant seven. Participant eight describes observing less distress and a more “positive

sense of self”” describing seeing clients present with more confidence.

Theme 2: Modifications Made by Counselors when Implementing EMDR for

Children 8-12 years old.

Five of the eight participants discussed having to make target modifications when
working with child clients. One discussed having to do EMD or EMDr instead of EMDR.
Three participants discussed feeling the need to lessen the target sequence or break down
the target into smaller sections. “Breaking down the target may be necessary, especially
with children who have experienced complex trauma,” participant one. Participant one
describes experiencing client resistance when processing complex trauma but breaking

down processing can help alleviate that.

Other modifications to the EMDR target were to focus on the feeling, instead of
the event itself, as the event appears to overwhelm or limit the processing. Participant two
describes having success when “focusing on the feel itself...it allows the children to have

a moment of success in session and leave the session feeling good.”

All eight of the participants mentioned feeling the need to modify EMDR with

more fun or playful BLS techniques. One counselor discussed utilizing drums or bubble
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popping while processing. Participant three discussed utilizing art and the sand tray,
stating having experienced “by utilizing techniques outside the child they tend to feel less

vulnerable and are more willing to open up.”

Three of the counselors discussed incorporating more tools into the EMDR
processing techniques to help guide their child clients. Participant three discussed using
an EMDR “flip chart in order to give a visual representation” of the EMDR target
processing procedure. Participant three states that by utilizing visual tools, the clients
appear more comfortable as they know what to expect. Another counselor interviewed
discussed using visualization, using light and color to aid in their child clients finding a
‘safe place.” “Using the term safe place can be a difficult thing for children to imagine,

especially if they have never felt safe,” participant four.

Two of the counselor participants discussed utilizing big body movements while
processing such as climbing on a rock wall, playing hopscotch, and doing yoga. “Not
only does this allow the process to be more engaging and fun, but it also allows the
children to make the body-mind connections which can then be normalized through
psychoeducation or bibliotherapy,” participant five. Participant six describes
incorporating “activities where the kids can get up and play and be engaged...they don’t
even know they are doing work.” Participant seven reiterated the use of play in
processing stating, “using drumsticks to process can be diagnostic”, by using the force of

the hit as a SUDS scale indicator.

It may also be beneficial to lessen the time spent processing the target due to the

limited attention of their child clients. Participant seven states that they have found it
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helpful to jump back and forth from processing to more child directive play therapy, this

“titrating helps the kids process without becoming overwhelmed or losing interest.”

Many child clients are not secure in their sense of self when they come to
counseling. This is something to be aware of and take into consideration when processing
distressing events. It is important to distinguish the negative feelings related to the event
from the child themself. Participant eight stated, “children have a hard time focusing on
a negative belief of self; therefore, we will instead focus only on the negative feeling.”
Participant eight goes on to describe having successfully accomplished this when

negative feelings are normalized in everyday events.

Theme 3: Treatment Progression seen by Counselors when using EMDR for

Children 8-12 years old.

All eight of the participants reported having progression in treatment with their
child clients. Five of the counselors discussed noticing their clients appear more
empowered and are more able to handle big emotions. Two counselors interviewed
discussed whether their clients were able to encounter stressful situations without

becoming as dysregulated as they previously had.

Four of the counselors discussed a change in their child client’s body. Participant
one noted their client’s demeanor in session starts to change, stating that “they appear
more relaxed and appear to want to attend sessions. They start to smile more and laugh in
session.” Participant two described their clients as “being more in their body” noting they

appear “more insightful and aware.”
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Four of the counselors mentioned specific environments in which their child
clients were reportedly showing improvement, including school, home, and outside
activities. Participant three stated having reports from school staff that their clients’
overall school functioning was improving. When asked to elaborate on this, participant
three stated that she utilizes “school resources in session. We role play using these tools
before I share them with the school. This allows them to practice using the tools in the

safety of the playroom before implementing them in stressful situations in school.”

Parents and caregivers also report improvement in regulation at home, noting their
children are displaying upbeat moods more frequently at home than previously seen.
Additionally, less irritability was being seen at home. Participant four describes her
clients as “being more capable of handling situations without behaviors.” “I often hear
that my clients appear to become more confident in themselves and their
decisions...reactivity is replaced with proactivity” participant five. Participant five
describes witnessing their clients' improvement in handling their emotions without big
behaviors which then leads to positive self-worth which can be reinforced with positive
reinforcement and support from others. Participant six discussed having clients improve
in outside activities, “I just have a parent report today that they have noticed their child
has been able to control their emotions while playing soccer, no longer melting down.”
Participant seven describes seeing a decrease in guardedness in their clients as “less
ruminating and intrusive thoughts™ are being reported. Participant seven reports seeing

clients appear to be more free and able to enjoy the fun of childhood.



46

Clients also exhibit fewer physical symptoms outside of session, such as stomach
aches or headaches. Participant seven noted, “parents start to report that their child is

calling home from school less often wanting to go home because they are sick.”

Sessions are reported to improve after processing distressing emotions and events.
“I see less diverting and deflecting happening in session when talking about hard
feelings,” participant eight. Participant eight also goes on to describe the clients as

appearing “more empowered.”

Theme 4: Limitations Seen by Counselors When Implementing EMDR with

Children 8-12 years old.

Perceived limitations of the use of EMDR with children 8-12 years of age include
shortened attention span, limited insight, guardedness and limited communication skills.
Participant one describes seeing clients “especially younger clients have difficulties
verbalizing their feelings or experiences.” While participant two agreed by stating “it is
important to get information from the child’s adults as children sometimes have
difficulties communicating what is occurring in their lives.” Two participants emphasized
the importance of getting the buy-in from the child’s supports. Participant three reports
experiencing, “When the adults within the home do not support the process, the client

will not be able to fully commit.”

Five of the participants reported guardedness as being problematic while

implementing EMDR with children ages 8-12 years old. Participant four stated, “I have
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encountered children who are untrusting of the EMDR process, they present as guarded

and take a while to open up in session.”

Of the eight participants, each participant verbalized a limitation of a shortened
attention span. Six participants verbalized the need to use creative ways to keep the
children engaged during the EMDR process. Examples of creative interventions given
included using drumsticks, puppets, or bubbles. Participant five stated, “with little ones, I
have found it necessary to make the EMDR process fun and engaging.” Participant five
reports using engaging activities to keep client engagement, “I will have the child come
up with a list of accomplishments and post them on the climbing wall. I will have them
climb their way up to the top bypassing each written accomplishment and ultimately

ringing the success bell.”

Half of the participants also verbalized a lack of insight as being a limitation when
implementing EMDR with children ages 8-12 years of age. One participant verbalized
that with the lack of insight it was felt that the counselor had to be more aware in order to
attempt to see themes in thoughts and behaviors. “Another added challenge when

working with children is their limited insight,” participant six.

Two of the participants also verbalized limited communication as being
problematic for some child clients. Participant seven stated that “their limited vocabulary

can make it more difficult for the counselor” to understand the child.

Children can be prone to avoid thinking about their distressing events and

emotions. Participant seven describes seeing “children regress, beginning to use
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behaviors more appropriate for younger children such as babytalk...this is their way of
avoiding.” “It can be difficult to get child clients to open up in session” participant seven.
Participant eight verbalized feelings as though some children avoid negative thoughts in
order to protect themselves or others in their lives. Participant eight stated that they have
witnessed children “becoming angry or resistant when beginning to process distressing

emotions.”

Theme 5: Regression Seen by Counselors When Implementing EMDR with

Children 8-12 years old.

Three of the eight participants commented on seeing some regressive behaviors
when implementing EMDR with children ages 8-12 years old. Participant three noted
seeing regression “when adults in the home don’t support or are a trigger.” Additionally
participant three commented that regression can easily occur if “there is inconsistency in

the home or school...a lack of collaboration.”

Participant six reported “seeing anger towards the counselor when attempting to
process trauma caused by the child’s loved one.” The counselor stated that this impeded
their working relationships severely. Repression or lack of collaboration was also
reported as being problematic when implementing EMDR with child clients. EMDR can
bring up uncomfortable feelings for the child, in order to avoid this, they can become
angry or hostile. Sometimes this anger can be towards the counselor as they are perceived
as the one to cause these uncomfortable feelings. The child may be too overwhelmed and

not know how to sort out their distressing emotions.
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Participant seven reported seeing child clients become defensive or shut down if
processing is too intense or too fast. “I have seen children regress, beginning to use
behaviors more appropriate for younger children such as babytalk...this is their way of

avoiding,” participant seven.

General Narrative

Participants described their experiences implementing EMDR with children ages
8-12 years of age as a process requiring adaptation, creativity, and developmental
sensitivity. All the participants found EMDR to be a beneficial modality when

implemented with children ages 8-12 years old.

Most participants found their clients to have improved insight and emotional
literacy after EMDR processing. Additionally, participants describe having reports from
their clients as to improved functioning with them describing being happier and more
confident. Several participants also reported seeing improvement in balanced thinking of
their clients. These participants described an overall decrease in their clients’ distress

ratings on the SUDS scale.

Several participants, however, reported needing to implement modification for the
EMDR processing. These participants described modifying EMDR targets, emotional
focused processing, or incorporating additional tools into processing. These participants
described these modifications as helping with their clients’ limitations such as, lack of

communication skills, insight and short attention span.
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A few participants reported seeing temporary regression in their clients. This
regression was described was an increase in distressing emotions and more

dysregulations being seen in and out of session.

General Description

Counselors describe implementing EMDR with children ages 8-12 years of age as
a process requiring adaptation, creativity, and developmental sensitivity which is found to
be a beneficial modality when implemented with children ages 8-12 years old.
Counselors find their clients to have improved insight and emotional literacy after EMDR
processing. Additionally, they describe having reports from their clients as to improved
functioning with them describing being happier and more confident. Counselors also
reported seeing improvement in balanced thinking of their clients and described an

overall decrease in their clients’ distress ratings on the SUDS scale.

Some counselors, however, reported needing to implement modification for the
EMDR processing. They described modifying EMDR targets, emotional focused
processing, or incorporating additional tools into processing. They described these
modifications as helping with their clients’ limitations such as, lack of communication

skills, insight and short attention span.

A few counselors reported seeing temporary regression in their clients. This
regression was described was an increase in distressing emotions and more

dysregulations being seen in and out of session.
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Phenomenological Reflection

The counselors’ phenomenological reduction reveals a meaningful shift in how
counselors understood EMDR with children. What first appeared as a rigid structured,
eight-step guiding protocol came to be experienced as a fluid, relational process that
requires developmental sensitivity and attuned adaptation. A process of relational and
developmental adaption used for processing directed toward the child’s lived experience
of distress, fragmentation, and resilience. Within this intentional field, EMDR evolve to
an act of attuned responsiveness that incorporated a semi-EMDR structure with an

inclusion of flexibility.

The noema of this experience is the perceived phenomenon of using EDMR as a
therapeutic modality with children utilizing playful adaptations and relational attunement.
Focusing on the counselors’ experience centers on facilitating healing through the use of
bilateral stimulation and regulation while observing the child’s shifting expressions,

emerging narrative.

The noesis revealed how the counselors’ perception, insight and empathic
understanding guides their therapeutic decisions. Making adjustments aligning with each
child’s readiness and emotional expression. The counselors’ consciousness is directed
towards readiness, attending to the child’s words, bodily shifts, and natural rhythm of
play. The essence of this phenomenon reflects a unified meaning: implementing EMDR
with children involves a convergence of structure, creativity, and presence, where healing
unfolds through intentional, relational connection rather than technical procedure alone.

Counselors adjust pacing, choosing pay-based techniques, interpretation and intuition.
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To utilize EMDR with children fully, counselors have to suspend presuppositions
about EMDR as a modality used with adults with trauma histories. Through epoche, they
set aside assumptions that EMDR needs a linear narrative to proceed desensitization.
Rather, with EMDR with children the healing appears nonlinear, embodied, imagistic,
and often expressed through play. The child’s mode of making meaning becomes the

guiding horizon for healing.

What emerges as the essence of utilizing EMDR with children is the dynamic
interplay between structure and intuitive attunement. While assessments and BLS are
necessary in EMDR the core of EMDR with children is the relational resonance between
the child and the counselor. It is not the structure alone that is integral but rather the way

the technique and attunement interweave.

Summary

The purpose of this phenomenological qualitative study was to explore the lived
experiences of certified EMDR counselors when working with children ages 8 to 12
years of age. To achieve this, one-on-one interviews were conducted with eight
counselors in the United States who have experience with implementing EMDR with
children ages 8 to 12 years of age. All participants were trained and certified in EMDR
therapy and members of EMDRIA in addition to having experience utilizing EMDR with

children 8 to 12 years of age.

This study was conducted utilizing five research questions. The first question was

regarding limitations seen while utilizing EMDR with children, while the second question
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was aimed at the benefits seen while using EMDR with children. The third question
began to dive deeper into the use of EMDR with children, asking specifically for
modifications that were made to the eight step EMDR protocol when utilizing EMDR
with children. Question four spoke to the outcome of treatment after the use of EMDR
with children ages 8 to 12 years old, asking specifically about progression and regression
seen. Lastly, the final question asked broadly about the changes in the child’s daily
functioning. The changes that were either witnessed or reported. Chapter 5 includes

interpretation and implications of these results.
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Chapter 5: Discussion, Conclusions, and Recommendations
Introduction

The purpose of the transcendental phenomenological qualitative study was to
explore lived experiences of therapists using EMDR with children ages 8-12 years old.
The study focused on 8-10 EMDR certified counselors with a minimum of two years of
experience in providing counseling services through EMDR to children ages 8-12.
Counselors were interviewed instead of the children to avoid negatively affecting this
protected population. The research question for this study was ‘What are the experiences
of Eye Movement Desensitization and Reprocessing (EMDR) certified counselors when
using EMDR with children ages 8-12 as a treatment modality?’

Interpretation of the Findings

This section interprets the findings related to counselors’ experiences using
EMDR with children as it relates the previous discussed review of literature. The analysis
moves beyond description to examine the meanings counselors ascribed to their clinical
engagement, attending to how EMDR is understood, adapted, and embodied within a
child-centered therapeutic context. Rather than conceptualizing EMDR as a fixed,
protocol-driven intervention, the findings suggest a shift toward a move flexible,
relational, and developmentally responsive process.
History of Child Therapy

Sigmund Freud (1909), although he never saw children in psychotherapy, was the
first to recognize the therapeutic possibilities play held for children. Play was first used
directly in therapy by Hug-Hellmust (1921) who felt it was an essential part of the child

analysis, however, her work does not provide specific elaboration of her use with play in
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therapy. Anna Freud (1928) used play to gain the children’s interest and engage them in
therapy, opting to use toys as more of a therapeutic alliance and the beginning of therapy
and then moving to verbalization. Melanie Klein (1932), in contrast, thought that play
was a direct substitute for the verbalization used by adults. She used play as a form of
communication for children.

Consistent with these findings, participants described focusing on play based
analysis and implementation when incorporating EMDR with children. They described
opting for utilizing play as communication rather than verbalization. The participants also
describe utilizing play-based techniques to maintain the children’s attention and
cooperation in session.

Challenges for Therapy with Children

Research suggests there are many challenges when counseling children. They
tend to exhibit problem behaviors at some point in time which makes it difficult to
decipher between normal development and problematic behavior (Knell, 1993). Another
challenge, probably the most critical, in working with children is their cognitive
functioning. The counselor must be aware of and mindful of the cognitive skills of the
child to develop and conduct appropriate treatment modalities. Additionally, when
working with children who have experienced trauma, counselors have reported having
difficulties engaging them in the therapeutic process, resistance to treatment,
developmentally inappropriate treatment approaches, lack of experience in adapting
treatments to be developmentally appropriate (Courtney, 2016).

Counselors in this study reported similar challenges which is why they found it

necessary to adapt the EMDR 8§ stage protocol to make it more flexible and engaging.
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Additionally, the counselors in this study reported finding it necessary to be attuned with
their clients, to aid in regulation and overall awareness of regulation in session.
Trauma in Children

Research has found post experiences of a traumatic event, children may present
with a range of disorders, including Acute Stress Disorder (ASD), PTSD, depression,
generalized anxiety disorder (GAD), childhood traumatic grief, phobias, and separation
anxiety (Stallard, 2006). The symptoms of these disorders may vary in children due to the
differences between the children depending on their development stage (Beer & DeRoss,
2008). Additionally, the trauma experiences may differ based on nature and severity of
events experienced and the proximity to the trauma, the child’s perception and
subsequent impact, time passed since the trauma occurred, and the trauma measurement
(Salmon & Bryant, 2002).

Childhood is a time for development of social, emotional and psychological skills.
The experience of childhood trauma limits immediate functioning but also can affect
long-term functioning (Lewey et al., 2018). This study saw alignment with the research,
as participants reported having vast improvements in other areas of life after processing
the trauma with their child clients.
History of Trauma Treatment

EMDR is considered a relatively new modality for treating PTSD. Cognitive
Behavioral Therapy (CBT) is a well-established treatment for trauma (Saxe, MacDonald
& Ellis, 2007). Additionally, CBT has been expanded to include Trauma-focused
Cognitive Behavioral Therapy (TF-CBT). TF-CBT consists of creating a trauma

narrative, in vivo mastery of trauma reminders, affect modulation, cognitive processing,
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psychoeducation, relaxation, parenting skills, child/parent sessions, and enhancing safety
(Cohen, Mannarino, Perel & Staron, 2007).

This counselors in this study verbalized utilizing aspects of these other treatment
modalities when implementing EMDR with children. Additionally, they also
incorporated more play-based interventions into their processing with children.

EMDR and Children

According to Mitchell (1993), EMDR has been found to be effectively used with
children as young as three years old. Ahmad et al. (2008) conducted a study to test the
adapted EMDR protocol with children. The results of this study indicate that EMDR
adult protocol was successfully adapted for children and produces large effect sizes,
regardless of age. Rodenburg, et al. (2009), found that EMDR is efficacious in treating
PTSD symptoms with incremental efficacy when compared to established treatment.

Shapiro (2017) described ways in which EMDR protocol can be modified to be
utilized with other treatment modalities such as exposure therapy, mindfulness, and
cognitive reframing. Parnell modified EMDR protocol to tailor to a client's age, culture,
education, type of trauma, and intellectual abilities (Parnell, 2007). Parnell simplified the
EMDR procedure by skipping steps that were found to not be useful to the client because
they would cause an “empathetic break in the therapeutic relationship” or would
“deactivate the memory network” (Parnell, 2007, p. 39).

Consistent with these findings, participants described adjusting pacing, language,
and duration to maintain engagement and regulation. This study extends existing

literature by illuminating how counselors experience these modifications as acts of



intentional flexibility while balancing fidelity with attunement to the child’s
developmental horizon.
EMDR use Beyond PTSD

EMDR can extend to a broad array of other symptoms and functional problems,
including but not limited to, generalized anxiety disorder, separation anxiety, phobias,
Depression, disruptive mood disorder, adjustment disorders, ASDs, and poor self-
concept. In the van den Berg and van der Gaag (2012) study, significant improvement
was evident in their pre- and posttest with only 22.73% of the participants meeting the
diagnostic criteria for PTSD.

Meentken, et al., (2020) found EMDR effective for PTSD, anxiety, depression,
and sleep problems in children after being hospitalized using a randomized controlled
trial. A study completed by Wanders, Serra, and de Jongh (2008), children who were

suffering from both behavioral and self-esteem problems were randomly selected to do
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either four sessions of EMDR. The initial reports from parents, mentors, and the children

themselves show that the children’s behaviors and self-esteem improved significantly.
Additionally, at the 6-month follow up, there was shown to have a greater success at
keeping this progress.

Consistent with these findings, counselors in this study reported having seen
extended improvement in aspects of their clients’ functioning as reported by teachers,
parents, and the clients. Improvement included social functioning, mood regulation,

behavior regulation, and overall mood improvement.
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Limitation of the Study

The sample served as a limitation for this study. It is a small homogenous sample
of eight counselors all located in the United States. The small sample size resulted in the
findings that may not signify a representation for the populations of counselors as a
whole. Therefore, the results of this study may only accurately represent the experiences
of counselors with similar demographics as the study participants. Since all participants
of this study were located in the United States this study may fail to fully represent the
experiences of counselors on a global scale. All participants in this study were female,
which limits gender diversification. In addition, the majority of participants were
Caucasian, which limits the ethnic diversity of this study.

Additionally, the participants of this study were all members of the EMDRIA
website which further limits the sample of the study. Since no counselors outside of the
EMDRIA certification were used in this study, the lived experiences of the counselors
may not accurately represent the lived experiences of EMDR trained counselors who are
not members of EMDRIA.

Recommendations

I recommend that further research be completed on the topic of implementing
EMDR with children. Future researchers could increase the sample size. By increasing
the sample size, the study could make a more significant impact to the in-depth richness
of the study.

Additionally future researchers could include a more heterogeneous sample. By
including a more diverse sample group the research results would be more credible. The

results of the study would better represent a wider range of counselors.
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Furthermore, an expansion of the geographical location of the study participants
could improve the study results making them more valid. By expanding this study to
include a global representation, the study results would account for a vaster counselor
experience.

Implications for Practice

The implications of this study indicate that EMDR was discovered to be an
effective modality when used with children ages 8-12 years old. As I discussed in
Chapter 2, EMDR has been found to be effectively used with children as young as three
years old (Mitchelle, 1993). This study’s findings were consistent with this evidence.

In the context of this study, participants felt EMDR was a beneficial modality
when working with children 8-12 years old. Participants verbalized their child clients as
having improvement in insightfulness, improved communication, and improvement in
decision making skills. Additionally, participants receive feedback from adults in their
clients' lives states that have seen improvement in the child’s demeanor, a decrease in
negative physical ailments, and improvement in social relationships.

Findings from this study suggest to effectively use EMDR with children require
counselor flexibility, creative adaptation, and relational attunement. Training programs
could integrate modules on development modification of standardized protocols and use
of nonverbal and play-based processing methods to maintain fidelity while enhancing

engagement.

Further implementation recommendations include expanding access to EMDR

interventions in school and community-based mental health settings. Collaboration
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among counselors, educators, and families can create trauma-informed environments that
normalize emotional regulation and resilience. Additionally, policymakers and school
administrators could support social change by advocating for funding and structured
programs that provide EMDR-trained counselors within public education systems.
Furthermore, including EMDR awareness and trauma-informed care within teacher

training and parent education can extend the model’s impact beyond the clinical setting.

At a broader social level, integrating EMDR into public mental health initiatives
could promote systemic changes by reducing the stigma surrounding trauma treatment
and increasing accessibility for underserved populations. Community outreach programs
and partnerships with child welfare agencies can ensure that children experiencing
adversity receive early intervention. These collective efforts can foster long-term social
change by supporting healthier emotional development and building community

resilience against the lasting effects of trauma.

Conclusion

The purpose of the transcendental phenomenological qualitative study is to
explore lived experiences of therapists using EMDR with children ages 8-12 years old.
The counselor participants in this study reported finding EMDR an effective modality for
treating children with a range of diagnosis from PTSD, depression, anxiety, social
phobias, and behavioral problems.

The counselors described modifying the EMDR protocol to use it with their child
population, stating that additional flexibility was needed to engage their child clients. The

counselors reported having to be attuned with their child client due to the limited insight
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and communication skills of their clients. Due to developmental levels of child clients,
the counselors found the counseling relationship to be of utmost importance. Short
attention spans of child clients were also taken into consideration by the counselors in
this study, as they found it necessary to make the EMDR protocol fun and engaging by

implementing play-based techniques to keep their clients engaged.
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