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This email was interpreted as a betrayal of Marie’s trust, and the relationship painfully
ended. The look on Marie’s face when she learned of the email was the visual marker of the
most distressing moment of this target memory. From this experience, Rosalin developed
the NC: “I’'m not trustworthy” which she hoped to change to a PC of “I am trustworthy”
(VOC 5/7). Rosalin felt shame and fear (SUDS, 8/10) in the core of her body.

Third target memory. Two years ago, Rosalin discovered that her current partner,
Jane, had an affair. The image that marked the most distressing moment of this target
memory was trying to sit at the dinner table “like normal” after learning of the affair.
Rosalin adopted an NC of “I’m not safe with others” and hoped to work towards a PC “T am
safe with others” (VOC, 0/7); however, she strongly voiced that she thought this PC to be
impossible since people look out for themselves. When holding both the image of sitting at
the dinner table and her NC in mind, she reported feeling fear, fury, and confusion (SUDS,
10/10) in the front of her torso.

Current triggers. Rosalin reported her current triggers as being startled,
experiencing noxious stimuli, lying in bed before falling asleep, and having sex with her
partner.

Future template. Rosalin hoped to be able to decrease her irritability and anxiety
when interacting with others (i.e., her partner, people at work) and be able to calmly interact
with her ex-partner rather than wanting to avoid her.

Phase 4-7: Desensitization, Installation, Body Scan, and Closure

Sessions 2 through 6 addressed Target 1, a memory in which Rosalin’s mother

physically attacked her. BLS led to changes in her perception of the memory, including

realizing that what had happened would not have actually killed her and that her father had
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been more active in protecting her than she originally remembered. Rosalin developed an
increasing awareness that it was easier for her to take care of others than herself and began
forgiving family members. Rosalin calmed with an increasing sense that despite her
family’s problems “we all did the best that we could.”

Fear of and desire to be like her mother was the focus of the 3rd session. Rosalin
saw how this ambivalence was replayed in her adult relationships. BLS allowed for a
shifting between anger towards her mother’s violent behavior and compassion towards her
mental illness. Rosalin observed physical sensations of “drifting away” when emotions
grew strong but was able to come back with breaks and the use of internal resources. With
guidance, Rosalin was able to use internal parts of herself (influenced by Internal Family
Systems [IFS] theory; Twombly & Schwartz, 2008), such as an internal grandmother part, to
provide support to her current adult self and her “younger self.” Time was taken during
BLS to tell Rosalin’s younger self that her adult self and a wise “grandmother” part were
there to support her. Rosalin took these internal parts to her safe place, which she reported
as self-soothing and containing. Use of internal resources allowed for continued processing
of emotionally evocative memories and a satisfying closure.

In the 4th session, Rosalin reported that during the previous two sessions she had
begun to experience her memory more as an adult than from the perspective of the 13 year
old girl. She had an increased understanding of the event; her memory had become more
visual than emotional, and she was more comfortable talking about these events. Rosalin’s
SUDS began at age seven, and she focused on the experience of being responsible for her
brother’s well-being. BLS was used to bring her SUDS down to 0 at which time Rosalin

noted yawning and feeling bored with talking about the event. A body scan with healing
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light imagery was used to address remaining muscle tension in her neck and led to insight
into similarities between her mother and current partner.

Current life experiences became a dominant and revealing factor in the 5th session.
Rosalin’s dog had become very ill. Rosalin felt overwhelmed by not being able to heal her
dog, partner, or mother. Rosalin cried and felt shame and anger about “crying like a little
girl.” Noticing these feelings during BLS created an opportunity for Rosalin to validate her
“younger self” that it was OK to cry. Internal resources were used to create a positive
closing experience of self-soothing and containment.

Focus on her dog’s health and subsequent feelings of rage and helplessness (SUDS,
10/10) continued into the 6th session. Rosalin recognized the terror she felt that “bad things
come out of the blue” and the origin of this fear; the unpredictable nature of her mother’s
outbursts. Rage related to “blubbering like a little girl” rather than being in control arose
and were alleviated during BLS leaving Rosalin with a new PC that when a an event or
crisis occurs “[she] can roll with it”. Due to the spontaneous arising of this PC and
reassessed SUDS of 0/10, installation of this PC closed the session.

Sessions 7 and 8 addressed Rosalin’s 2nd target memory. Rosalin entered session 7
th enthusiastically describing how helpful “I can roll with it,” had been over the week. To
her amazement, she had gone snowboarding, fallen hard, and experienced no fibromyalgia
flare-up. Reassessment of Target 1 indicated a sustained SUDS of 0/10, allowing for work
on Target 2 to begin. Rosalin focused on the most intense image, her NC: “I’m not
trustworthy” (VOC, 5/7) and feeling shame and fear (SUDS 8/10). Rosalin reported an
increased ability with BLS to “just walk around” in the scene without becoming emotionally

overwhelmed. Rosalin’s sense of detachment increased, she remembered positive things
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about the relationship, and she developed a sense that Marie could forgive her. Rosalin
reported a softening of her image of the event and SUDS of 0/10. “I can make a mistake”
was installed; one mistake did not define who she was.

Session 8, Rosalin reported no fibromyalgia flare-ups despite a trip to the dentist
(previously a reliable trigger) and going sledding. Reassessment of Targets 1 (SUDS 1/10)
and 2 (SUDS 1/10) occurred with discussion as to whether there was anything preventing
her distress from dissipating completely. Rosalin indicated that a little distress would allow
her to remember her lessons learned. Target 2 was reassessed for any remaining material to
be reprocessed. Rosalin reported an increased sense of compassion for herself and requested
installation of “I can roll with it.” A body scan indicated no tension; therefore, time was
taken to apply her PC to a future template of being able to run into Marie in the future and
feel calm.

Remaining sessions were dedicated to addressing Target 3, an event in which
Rosalin felt distrust in both her partner and herself. Seeing evidence of the affair was
Rosalin’s most intense memory image. She felt fear, anger, and shock (SUDS 9/10). Rather
than artificially refocusing on her NC, we focused on current, intense, physical sensations.
Rapid cycling through images led Rosalin to awareness of nausea. While focusing on her
sensation, Rosalin came to understand the degree to which she cared for Jane rather than
herself. Anger related to being the caretaker for her mother and Jane arose and fell from
awareness several times. At times of high emotional intensity, Rosalin felt “distracted”;
therefore, breaks between BLS were used for distancing and relaxation. Physical sensations

were used to reconnect to her anger. By the end of this session, Rosalin reported a greater
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understanding and compassion for how her relationship with Jane had come to infidelity.
This change in perspective provided Rosalin with hope for the utility of couples counseling.

Although session 9 had been challenging, Rosalin came to our 10th session with
continued dedication to TF-EMDR. In the past week, her dog had died and her father had
been hospitalized. Rosalin had experienced no fibromyalgia flare-ups in response. Instead
of feeling responsible for taking care of everyone, she had allowed her brother to step in and
take care of their father’s needs, allowing her to attend to her own needs. Rosalin observed
an increase in emotional intimacy with Jane and reported being able to go to bed without
obsessing over Jane’s affair.

The 10th session was dominated by Rosalin’s deepening understanding that it was ok
for her to take care of herself. Parallels between Jane and her own mother were further
elucidated and Rosalin became increasingly aware of how seeking “mother love” from Jane
limited their relationship. Rosalin had not been able to get this kind of love from her own
mother and deeply wanted to hold onto the possibility of getting it from Jane. Rosalin
vacillated between grief and anger over the shattering of her “mother love” arrangement
with Jane.

In the 11th session, Rosalin felt more irritable during the week; however, her Target
3 SUDS had dropped to 4/10. Chest restriction was observed during BLS and led to another
spontaneous PC: “ I can aspire to live with an open heart.” Believing she was not safe in
relationships had decreased her openness to human connection leaving her anxious. Now
Rosalin acknowledged that if something painful did happen “[she could] roll with it” and
could live her life “with an open heart.” Installation of the latter PC occurred until Rosalin

endorsed a VOC of 7.
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Rosalin reported leaving the 11th session with a sense of satisfaction that extended
throughout her week. When Jane brought up her affair, rather than feeling overwhelmed
with dread, fear, or shock, Rosalin used humor. When encountering “verbal trauma,”
Rosalin noticed her body flare coming, observed it, and let it subside. Reassessment of
Target 3 indicated a SUDS of 4/10.

Reprocessing led to increased acceptance of Jane’s affair. Rosalin now saw the
affair as a catalyst to learn to better stand on their own two feet, rather than relying so much
on the other. Defending against ever being hurt again was not realistic; therefore, it was
necessary to be willing to take care of herself. Rosalin acknowledged at times this might
mean prioritizing her needs over Jane’s. Rosalin imagined engaging in self-care, such as
moving her body, drinking water, and taking time with her cat while a PC was installed. To
end our work together, Rosalin scanned over her body, noticing places of tension and
allowing a radiating light to move to any cells that felt depleted.

Treatment Status at Completion of 12 Sessions.

Rosalin was able to address all past traumas targeted as evidenced by a SUDs 0-2 on
all targets by the 12th session and stable post-treatment SUDS and VOC scores. Current
stressors were addressed (e.g., illness and death of Rosalin’s dog); however, there were not
enough sessions remaining to isolate triggers identified at intake (e.g., being startled,
noxious stimuli, time laying in bed before falling asleep, and sex with her partner). Follow-
up meetings indicated that improvements had been made to all current triggers without
specific targeting. Future template was not addressed with Targets 1 and 3 as the primary
person involved had died and treatment ended (respectively). Time was taken to install PC

related to Target 2 in order to support Rosalin’s future template to calmly interact with her
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ex-partner rather than wanting to avoid her. Addressing present and future self-care needs
began spontaneously in the 12th session during installation of a PC. Additional time to
continue that work would have benefited Rosalin.

Outcome measures

Post-test. Following EMDR treatment, Rosalin participated in a closing interview
that included completing previously used outcome measures. At that time, notable
improvements were seen both on measures of physical and psychological pain (see Table 7).
A post-test score of 14.67 on the FIQ-R dropped Rosalin below the range considered typical
for a fibromyalgia population (36.7-76.5). This decrease was also seen in a drop of her SF-
MPQ-2 total pain score to 1.18. Both measures of psychological distress, the BDI-II and
TSI, demonstrated notable improvements. Rosalin’s total BDI-II score dropped to 1. All
clinically significant scores on the TSI dropped below one standard deviation from the
mean, and scores that had been within one standard deviation of the mean all dropped below
the mean score (<50).

One-month follow-up. In general, all improvements made were maintained at the
one month follow-up meeting. Minor increases were observed, but no scores returned to
pre-treatment levels. Minimal improvements were seen on the SF-MPQ-2 and BDI-II (see
Table 7).

Three-month follow-up. All improvements were maintained or improved at a three
month follow-up. Rosalin’s FIQ-R total score before EMDR treatment was 51.80 and
dropped to 11.67 (see Table 7), and her total SF-MPQ-2 score began at 3.77 and dropped to

0.64. Rosalin’s psychological distress had also decreased. Her total BDI-II score had begun
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at 9 and dropped to 0. All of Rosalin’s TSI scores dropped further below her one-month

follow-up scores.

Table 7
Rosalin’s Outcome and Process Measures
Pre- Post- 1 mo. 3 mo.
FIQ-R
Functional 19.30 2.76 6.33 1.70
Overall 10.00 0.00 2.00 0.00
Symptoms 32.50 12.00 11.00 10.00
Total 51.80 14.67 19.33 11.67
SF-MPQ-2
Continuous 7.17 2.67 2.88 1.67
Intermittent 1.00 0.50 0.00 0.00
Neuropathic 3.17 0.33 0.50 0.33
Affective 3.17 1.25 0.75 0.50
Total 3.77 1.18 1.05 0.64
BDI-II 9 1 0 0
TSI
Anxious Arousal 69 53 55 48
Anger/Irritability 83 61 66 51
Intrusive Experiences 81 56 58 53
Defensive Avoidance 77 56 58 52
First target memory
SUDs 10/10 2/10 0/10 2/10
VOC 3/7 6/7 7/7 7/7

Change in medication use. Near the end of her research participation, Rosalin
began taking Chinese herbs for memory. Reported changes to her fibromyalgia symptoms
appeared to have begun prior to taking these herbs. There were no other changes to the
nutritional supplements she had been taking at intake. No changes were made to Rosalin’s
use of her thyroid medications (e.g., levothyroxine and liothyronine).

At the three-month follow-up, Rosalin indicated she had remained on the
Guaifenesin protocol, which included 400mg of Guaifenesin a day. At the one-month
follow-up meeting, Rosalin enthusiastically reported not having her usual fibromyalgia

flare-ups related to physical activity nearing the end of EMDR treatment or one month after.
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Subsequently, she was not using her naproxen. At the three-month follow-up, Rosalin
further explained that in the past she had used naproxen to help her to manage her
fibromyalgia pain. She would take it consistently for three or more days in a row. Following
EMDR treatment, Rosalin was using single doses of naproxen (500mg) for pain related
specifically to strenuous activity (e.g., following lifting during a community work project) or
injury (e.g., MVA); this type of use occurred approximately one time a month.

In regard to self-medication with alcohol, Rosalin described a change in both
frequency of use and the reasons for use. Rosalin described that prior to EMDR she would
feel flooded with an emotion (e.g., irritation) and thus “not able to think straight,” which led
her to drink alcohol (red wine, 3 times a week; tequila 2 times a month; see Table 8).
Following EMDR, Rosalin wanted to “be more in the present” and was aware that
consuming alcohol was numbing her out to what she was experiencing in the present. She
described an increased awareness that having emotions was normal; there was no need to
numb them out with alcohol (or her own internal dissociation). Rosalin described that she
could now actively choose to have a glass of red wine or shot of tequila as a way of
celebrating with friends. Not only was her use of alcohol for different reasons but she
indicated her frequency of use was lower (red wine, 3 times a month; tequila, 1 time every 3

months).
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Table 8
Rosalin’s Changes in Medication Use Before and After TF-EMDR Treatment
Medication Prior to treatment Three-month follow-up
Guaifenesin 400 mg a day 400 mg a day
naproxen as needed, no longer for fibromyalgia
1000 mg, 2-3 days in a row pain, now only 500 mg per
strenuous activity*
Alcohol
Red wine 3x/ week (to relax) 3x/month (recreational)*
Tequila 2x/ month (to relax) 1x/every 3 months

(recreational )*

Note: * indicates a change
Grace

Case conceptualization. At the time of this study, Grace was a 29-year-old,
Caucasian, heterosexual female. She was in a committed relationship and had no children.
She had a Bachelor of Arts in psychology and was a full time student in a Master’s level
Creative Arts Therapy program. Grace had a history of inconsistent and unavailable
parenting, leaving her with a belief that she was unimportant and that there was no one on
whom she could rely. She was diagnosed with fibromyalgia when she was 19 years old.

Presenting problems. Grace heard about this study through a flier posted in an
academic institution she was attending. Grace had struggled with fibromyalgia symptoms
for many years and was seeking an adjunctive treatment to the pharmacological, bodywork,
and exercise approaches she was already using. At the beginning of this study, Grace
reported moderate symptoms, such as sensitivity to noxious stimuli, difficulty with memory,
low energy, itching, tenderness (especially her neck), and aching pain. She noted her
symptoms impacted her ability to turn in assignments on time, transport herself to social
events, and vacuum or scrub floors.

Grace presented with an awareness that several stressful events had occurred in swift

succession prior to her fibromyalgia diagnosis, and she suspected these may have



102

contributed to its onset. She was aware that numerous times throughout her life she had not
felt others had met her needs. Living with fibromyalgia required the support of others, and
she was aware that disappointments related to this need for support had impacted her current
and past romantic relationships. The following is a presentation of the course of Grace’s 12
treatment sessions, according to the TF-EMDR protocol.

Phase 1: Client history

Grace has one younger brother, her parents are married, and she remains in close
contact with her family. She divorced and is currently in a long-term, heterosexual
relationship. She is a visual artist and a musician.

Medical history. When Grace was 13 years old, a vacuum fell down on her head
and neck while she was cleaning some stairs. Not only did she experience pain but she also
indicated that “no one really took my pain seriously.” When she was 17 years old, she was
in a MVA in which the car she was a passenger in was rear-ended. Although she reported
being physically uninjured, she described herself following the accident as being “in a
constant state of panic.” After a series of stressful events, including an unhappy wedding,
death of her grandmother, a move out of state, and September 11th, she began having pain
throughout her body and was diagnosed with fibromyalgia when she was 19 years old. A
year later she experienced a remission of her symptoms; she indicated this has been the only
time in her life she was able to hold a full time job. Grace was in another MV A when she
was 22 years old. A few days following this accident, her fibromyalgia symptoms returned,
and she began having chronic migraines.

At 23 years of age, she was injured when she slipped at work. She was so worried

that no one would believe she had been hurt that she left the job. One year later, Grace
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required surgery due to an ovarian cyst. Most significant to this medical event was her
anticipatory fear and the realization of this fear that there would be no one to take care of her
after the surgery: specifically her mother and husband. When Grace was 27 years old, she
broke her foot stepping off of a bus. She described feeling “very unimportant” as she tried
to phone people to come to help her.

Fibromyalgia. Grace was diagnosed with fibromyalgia when she was 19 years old.
Since that time, with the exception of the year indicated above, Grace has experienced pain
and fatigue that impacted her ability to work, study, and socialize. At intake, Grace’s
fibromyalgia symptoms included moderate levels of anxiety, some difficulty with memory,
moderate sensitivity to noxious stimuli, and moderate trouble sleeping. She described her
pain as “aching, tenderness, and itching.” She has disability services at school related to her
fibromyalgia; specifically, she has difficulty completing assignments on time and is excused
from morning classes due to her struggle to wake-up and get moving in the morning.
Grace’s experience of physical pain was documented with a total FIQ-R score of 48.5,
placing her in the fibromyalgia range (36.7-76.5), and a total SF-MPQ-2 score of 3.41 (this
score is only used for comparison following treatment).

Fibromyalgia treatment. Grace’s non-pharmacological self care included walking
every day, having a massage twice a month, having acupuncture once a month, taking herbal
supplements and vitamins every day as well as Epsom salt baths occasionally, and
minimizing her dairy intake.

Medication use. Prior to and during her participation in this study, Grace used
prescription medications to manage her pain and depression symptoms (see Table 8§ for

dosages of medications related to fibromyalgia). Grace was taking Flexeril (10 mg/day) and
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Soma (125 mg/day) as muscle relaxants; trazadone (50 mg every night) for sleep; Bupropion
(150 mg/twice a day), and 5-HTP (100 mg/day) for mood symptoms. Grace was taking
medications for other conditions: Armour Thyroid; metformin to control blood sugar;
microgestin for hormone regulation; and azelastine for allergies. Grace was also taking a
multiple vitamin, iron, and vitamin D.

Mental health history.

Trauma history. Grace’s father was a pastor. Frequently, when her parents would
feel called upon by God, the family would move. Prior to graduating from high school,
Grace had moved 13 times. In the middle year of her senior year of high school, her parents
decided to move. Grace received many offers from families to stay with them so she could
graduate from her high school; however, Grace chose to go with her parents due to a sense
of guilt. Grace’s depressive symptoms began after this move. She changed from social and
happy to withdrawn and melancholic. She gained 15 pounds and lost interest in school.

Due to mental illness, Grace’s mother was unavailable throughout her childhood.
Grace felt many of her mother’s responsibilities were placed upon her and that most
decisions within the family were made based on her mother’s quickly changing moods.
Grace’s frustrations were compounded by an absence of trust and freedom that she thought
would come along with her added responsibilities. Instead, Grace had little choice regarding
what she would wear, what her room would look like, or whom she would date. Grace felt
considerable pressure to be sexually pure.

Grace had wanted to get married since she was four years old and thought of it as
freedom from the responsibilities of her family of origin. When Grace was 19 years old, she

had her chance. She perceived her bachelorette party as being disastrous, and, despite her
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better judgment, she had agreed to give her mother some responsibilities for the service.
Her mother did not complete these tasks, leading to a series of disappointments.

Growing-up, Grace described having one person who really took the time to get to
know her, a family friend named Grandma May. At the wedding, Grandma May had been
disturbingly absent. Grace had not been told the truth until after the wedding that Grandma
May had been hospitalized. En route to her honeymoon, Grace went to see her. She knew
she would not see Grandma May again, she did not want to celebrate her wedding, and she
did not want to begin the adult life her wedding had signaled. Grandma May died and the
events of September 11th both shook Grace’s sense of safety and impacted her ability to get
to the funeral.

Shortly thereafter, Grace was diagnosed with fibromyalgia. She found herself unable
to keep up with tasks and began to feel overwhelmed by a belief that the man she had
married did not know how to take care of her. After another MV A (he was the driver) and
feeling uncared for after a surgery, Grace felt “unable to trust him.” After 9 months of
couples counseling, Grace left the marriage. She was 24 years old.

Grace began a relationship with Jason, her current partner. Two years ago, Grace
ended the relationship in large part due to not feeling important in his life. Grace’s
depression and anxiety escalated, and they agreed to resume their relationship.

Previous mental health treatment. Prior to participation in this study, Grace had
participated in both couples and individual counseling. Difficulties in her marriage had
prompted counseling, and she continued with her own personal counseling after her
marriage ended. Grace had a positive association with counseling. Her last counseling

experience was with this researcher a year prior to her participation in the current study.
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Two years earlier, we had begun EMDR to address an unrelated matter, but her needs and
preferences at the time were for a traditional talk therapy. Grace independently heard about
this research and requested an opportunity to participate.

Mental status exam. During the initial mental status exam, Grace was well groomed
and did not appear to have any physical impairment. She was friendly and engaged, her
speech spontaneous, and her thought process congruent to topics at hand. Her short-term
and long-term memory, judgment, insight, concentration, abstractive capacity, orientation,
behavior, and affect were all within normal limits.

Grace denied hallucinations or delusions. At times, she has felt angry but reports
that no one would ever be able to tell. She reported having panic attacks two years ago
related to an MVA that included the following: palpitations, sweating, shortness of breath,
chest pain, nausea, light-headedness, fear of losing control, fear of dying, and hot flashes.
These panic attacks ended after she divorced her husband, thereby never being the passenger
in his car again. Grace also endorsed symptoms of anxiety that have occurred for longer
than six months: restlessness, easily fatigued, lack of concentration, irritability, muscle
tension, and sleep disturbance. She noted her experience of anxiety increases when she is
feeling “trapped with too much to do”; and that it can decrease her social interactions with
others.

Grace reported a prior diagnosis of “depression” and endorsed symptoms that had
lasted for longer than two weeks: frequent feelings of depression, an increase in weight,
problems with sleep, fatigue, slowed psychomotor, difficulties concentrating, anhedonia, a
change in appetite, and a tendency to withdraw. When asked how severe these symptoms

are, she indicated that at this time (with her medication) they are “mild.” Grace indicated
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there was a time in 2007 during which she was not able to sleep, was talkative, spent a lot of
money, and was somewhat distracted. She denied any thoughts or impulses towards
harming herself or others and denied any history of suicide attempt.

In relation to a MVA, Grace endorsed distressing recollections, dreams, a sense of
reliving and physiological reactivity, difficulty sleeping, and difficulty concentrating.

BDI-II and TSI scores. Grace engaged fully in all testing procedures and
demonstrated consistent validity scores on the TSI. Results were determined to be an
accurate demonstration of her experience. Grace’s score on the BDI-II (12) placed her in
the minimal range. On the TSI, Grace had no scores above the clinical range (+ 65). Scores
that fell higher than the mean (>50) included Anxious Arousal (58), Sexual Concerns (59),
and Dissociation (53). These scores were consistent with Grace’s own report.

Diagnostic formulation.
Axis I: Major Depressive Disorder, mild; Generalized Anxiety Disorder
Axis II: No diagnosis
Axis III: Fibromyalgia, polycystic ovaries
Axis IV: living on student loans
Axis V: 55
Phase 2: Preparation

In this meeting, Grace was provided with a description of what to expect during an
EMDR session and how to care for herself between sessions (e.g., journaling, setting aside
personal time after each session). She was introduced to BLS with eye movement and
vibrating hand paddles, and she preferred to use the latter. The remainder of the session was

used for internal resource building. Grace developed two personal resources with the use of
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BLS: a safe place and a green light to soothe physical discomfort. She was able to identify a
moderately stressful event in her life (SUDS 5/10) and then use connection with her safe
place during BLS to decrease her experience of distress (SUDS 0/5). Grace was pleased
with how relaxed she was able to become through this process. She became more
comfortable with BLS and discovered her ability in the EMDR process to ask for more BLS
when she needed it. This preparation served to improve the therapeutic alliance, Grace’s
sense of her own ability to ask for what she needs, and her agency within the EMDR
process.

Phase 3: Assessment

At intake and during the second session, Grace identified three traumatic events in
her life that she wanted to address. Grace described several events in her life that were
distressing, making it more challenging to collaboratively identify what the target memories
would be. This was in contrast to the other cases described in this study; however, use of the
8 phase protocol helped prioritize and categorize these memories. All targeted memories
occurred before her diagnosis of fibromyalgia.

First target memory. The first target and most upsetting memory for Grace was the
death of Grandma May, the person whom Grace felt was the most reliable person in her life
and whom understood her the most. The most intense image representing this memory was
that of her leaving Grandma May’s hospital room, waiting for the elevator to arrive, and
realizing she would never see Grandma May again. From this experience, Grace took away
two NC about herself: “it’s not fair” and “I’m out of control.” She hoped to work towards
the PC: “I’m in control” (VOC 3/7). When thinking about the above image and her NC,

Grace felt sadness for her loss, guilt that she had been preoccupied with her wedding, and
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anger that no one had told her how ill Grandma May really was (SUDS 7/10). She
experienced this distress in her throat, chest, forehead, and right hip.

Second target memory. The second event Grace chose to address was a time when
she was 10 years old. She had told a cousin that her parents still spanked her, and this
revelation had been made aware to her own father. The most intense visual memory for
Grace was when her father confronted her. Grace’s NC was “It’s my fault” and she hoped
to be able to move towards a PC of “I’'m ok (VOC 2/7). She reported feeling a sense of
guilt (SUDS 7/10) and commented that it was hard for her to feel her emotions but easy to
feel tingling in her arms and a feeling of fatigue all over her body.

Third target memory. The third event also occurred when Grace was 10 years old
and related to Grace’s mother being frequently unavailable due to illness. Grace visualized
her mother being inaccessible behind the door of her bedroom. Grace identified several NC
that she took away from this experience, the most significant being “I’m all alone” and “I’m
unimportant.” PCs Grace wanted to work towards were “I’'m loved” (VOC 1/7) and “I’m
important” (VOC 3/7). Grace felt anger and sadness when reflecting on this memory
(SUDS 5/10) and observed feeling tingling in her hands and a wave of fatigue through her
shoulders.

Current triggers. Grace reported her current triggers as being fibromyalgia flares
when her partner has not seemed attentive to her, incidents in which she must choose to ask
for what she needs, and high workload demands at school.

Future template. Grace hoped in the future to communicate more openly about her
needs, most notably with her partner, and she hoped to feel more confident when facing

challenges (e.g., balancing academic and personal health needs).
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retargeting represented a natural clustering of memories related to Target 1 and the “I’'m not
important” neural network. This new memory was worked on during sessions 10-12.

Near her 13th birthday, Grace had been vacuuming the stairs. The vacuum fell,
striking her on the back of the head and neck. Grace felt that no one took her pain seriously.
Additionally, Grace’s birthday plans were cancelled due to her mother feeling unwell.
Grace felt neither her physical pain nor the celebration of her birth was seen as important;
again, she perceived her mother’s needs were more important than her own. Seeing her
father on the phone and realizing “this is how it is going to be forever” was the most intense
part of this memory. “I’m unimportant” was her NC, and she hoped to work towards a PC of
“I’'m special” (VOC, 3/7). She felt disappointment, dread, and anger (SUDS, 5/10) in her
stomach, head, and arms (anger was again in her arms).

Reprocessing took Grace through feeling betrayed and insignificant. She smiled and
cried as realization of being important to her brother arose. Healing light was used to close
the session by decreasing her physical arousal and offering herself self-care.

In the 11th session, Grace reported feeling “more emotionally stable,” a decrease in
her pain, an increase in her ability to engage in activities, and improvement in her sleep
(e.g., feeling more rested in the morning). Grace described how much stress she had been
under and her surprise that she had not had a fibromyalgia flare up. Reprocessing focused
on the expression of anger regarding parentification during childhood. Grace began focusing
on a spontaneous PC of “I belong to myself” and images of strength. This generalized to
current challenges. Physical sensations continued to be a guide with an observation of

aching in her right foot that led Grace to awareness that she was ready to take the first step
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in belonging to herself. Closure focused on Grace, reminding her younger self ofhow
important and special she was despite outside opinions.

In the 12th and final session, Grace experienced a powerful release of chronic neck
pain. Following reassessment, reprocessing began with left hand pain which led to feeling
the burden of managing her mother’s needs, the burden of managing her own neck pain, and
the sense that her pain was not taken seriously. During BLS, Grace experienced a
“cracking” sensation in her neck, related to her injury with the vacuum cleaner. Grace
noticed her grief and the physical sensation of her tears rolling down her neck “like holy
water” as she spontaneously began gently rolling her neck and shoulders. Again, several
images came to Grace, leading her to focus on the phrase: “my inner world does matter, it’s
important” that was installed. Grace broadly smiled, her pain had gone completely. A body
scan addressed remnant sensation, and the future template of improved communication was
addressed for closure.

Treatment Status at Completion of 12 Sessions

Target 1 was resolved; Targets 2 and 3 were not formally addressed due to the
emergence of a progression memory and awareness of a significantly clustered memory
identified during history taking. Despite this change to targeted memories, it was observed
post-treatment that improvements made in the treatment of Target 1 had generalized to the
original Targets 2 and 3.

Grace’s current triggers of perceived inattentiveness of her partner and incidents in
which she must choose to ask for what she needs arose spontaneously during installation of
PC. High workload demands at school were not formally addressed; during follow-up

meetings Grace reported improvements to a level in which her functionality had improved.
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Subsequent to installation of PC related to the value of Grace’s needs, opportunity arose to
pair her PC with a visualization of Grace being able to communicate openly about her needs
with her partner. This installation led to behavioral changes outside of session and
generalization to interactions with friends. Grace would have benefited from additional
sessions dedicated to communicating her needs to family members.

Outcome Measures

Post-test. During a closing interview, Grace completed post-treatment outcome
measures. Notable improvements seen on measures of both physical and psychological pain
were consistent with reports of change she made regarding her presenting issues (see Table
9 for all scores). A score of 24.0 on the FIQ-R dropped Grace below the range considered
typical for the fibromyalgia population (36.7-76.5). This decrease in physical pain was also
seen in her total SF-MPQ-2 score drop to 1.44 from 3.41. Grace’s BDI-II score dropped
from 12 to 3. Her TSI scores had begun within a standard deviation of the mean but were
noted to drop to the mean or below at post-test.

Target memories had changed during Grace’s 12 EMDR session; Target 1, her most
distressing memory remained. When recalling this memory of the death of Grandma May,
Grace reported having no distressing emotions (SUDS, 0/0) and a strong PC (“I'm
important”; VOC, 7/7).

One-month follow-up. All improvements were maintained at the one-month
follow-up with the exception of the total SF-MPQ-2 score which had a minor increase (1.44
at post-test to 1.86 at 1 month follow up). FIQ-R, BDI-II and TSI scores all dropped below
post-test levels. When reviewing Target 1, Grace reported sadness (SUDS 1/10) that she

described as honoring the significance of Grandma May in her life and a feeling of gratitude
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that she had been able to know her. Grace’s VOC rating remained at 7/7 for her PC: “I'm
important.”

Although a part of the cluster of Target 1, I checked in with Grace about her memory
related to her 13" birthday and the vacuum falling on her due to its significant role in
addressing her neck pain. Grace reported no distressing emotion (SUDS, 0/0) but a minor
sensation in her neck which she described as a 0.5 out of 10. She indicated a strong belief
that “I’m important” (VOC 7/7).

Even though we had not done EMDR directly with Grace’s original
Targets 2 and 3, I asked her to reflect upon these to assess for generalization of therapeutic
gains to other memories. It was observed that Grace had begun to see these memories as
occurring simultaneously. She reported no emotional distress when thinking about them
(SUDS, 0/10). She reflected on how she had believed these experiences were “her fault”
(NC) and that now she believed “It’s not about fault, it’s about a broken system” (VOC,
7/7.) She described that on a recent trip home she had been able to talk openly with her
father, having a sense that “he loves me no matter what” and did not take her mother’s
unavailability (this time due to work) personally or become emotionally distressed.

Three month follow-up. Overall, Grace’s improvements were maintained or
improved at a three-month follow-up. Her FIQ-R total score before EMDR treatment was
48.50 and dropped to 21.00 (see Table 9), and her total SF-MPQ-2 score, which began at
3.41 dropped to 1.50. Her total BDI-II score had begun at 12 and dropped down to 1.
Regarding Grace’s TSI scores, all of these scores at intake had been higher than the mean
but within one standard deviation; at three-month follow-up they were all below the mean.

After completing the outcome measures at the three-month follow-up meeting, Grace
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indicated that she expected her anxiety scores to have increased due to a challenging quarter
of school, which was true. She indicated that despite this increase in anxiety, she had been
able to sustain her workload and not had a significant fibromyalgia flare-up. This treatment
gain was encouraging to Grace as the impact of her anxiety and fibromyalgia symptoms on

her productivity had been an issue of concern for her at intake.

Table 9
Grace’s Outcome and Process Measures
Measures Pre- Post- 1 month 3 month
FIQ-R
Functional 14.00 6.00 7.30 4.00
Overall 5.00 2.00 3.00 2.00
Symptoms 29.50 16.00 12.50 15.00
Total 48.50 24.00 22.80 21.00
SF-MPQ-2
Continuous 4.17 1.33 3.83 2.50
Intermittent 1.83 0.83 2.33 1.00
Neuropathic 4.0 2.33 1.75 1.67
Affective 3.75 1.0 1.75 1.50
Total 341 1.44 1.86 1.50
BDI-II 12 3 2 1
TSI
Anxious Arousal 58 47 37 45
Sexual Concerns 59 50 48 44
Dissociation 53 50 48 43
First target memory
SUDs 7/10 0/10 1/10 1/10
VOC 3/7 7/7 7/7 7/7

Changes of medication use. Before and during participation in this study, Grace
used prescription medications to manage her physical pain and psychological symptoms
(See Table 10). Approximately one month into her participation, she discontinued taking
Soma in favor of a Flexeril. One month after treatment ended, Grace reported having
decreased her sleep medication, (trazadone) from 50 mg to 25 mg per night. She expressed
satisfaction regarding this decrease and reported improvement in her sleep despite this

decrease. All other medications remained the same.
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Table 10

Changes in Medication Use Before and After TF-EMDR Treatment.

Medication Prior to treatment One-month follow-up
Flexeril 10 mg 1x/day 10 mg 1x/day

Soma 125mg 1x/day discontinued”
trazadone 50 mg as needed 25 mg as needed”
buPropion SR 150 mg 2x/day 150 mg 2x/day
5-HTP 100 mg 1x/day 100 mg 1x/day
metformin 500 mg 2x/day 500 mg 2x/day

Note.  indicates a change
Heather

Case conceptualization. At the time of this study, Heather was a 43-year-old,
Caucasian, heterosexual female. She was in a committed relationship and had no children.
She had a Bachelor of Arts in psychology and art history and worked as a Licensed Massage
Therapist. Heather was happily in a long-term relationship, however; she reported a long
history of sexual encounters involving alcohol and unhealthy relationships. She was
diagnosed with fibromyalgia when she was 31 years old.

Presenting Problems. Heather heard about this study through a continuing
education announcement associated with the massage profession. She described wanting to
try a new approach to her fibromyalgia management as she was experiencing persistent
symptoms. At the beginning this study, Heather’s symptoms included being tired upon
waking, being tender to the touch, feeling stiff, and being extremely sensitive to sensation.
She noted her symptoms made it difficult for her to sit for long periods of time and
prevented her from accomplishing her goals.

During our initial meetings, Heather tearfully described a history of sexual infidelity
and overly flirtatious behavior. She reported this behavior occurring when she wanted to

end a relationship or was afraid that her partner would leave. Recently she had been
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unfaithful in her relationship and was frustrated with her inability to break this longstanding
pattern of behavior despite understanding how self destructive it was. Heather was
insightful about how these acts of infidelity would decrease both her emotional and physical
pain for a time. She was also aware that although very happy in her current relationship, her
fibromyalgia pain had “started up again” right around the time when she began to assess that
this relationship had good long-term potential.

The following is a presentation of the course of Heather’s 12 treatment sessions
according to the TF-EMDR protocol.

Phase 1: Client History

Heather was the youngest of five children and was 5 years younger than her closest
sibling in age. She has been active in the lives of her mother, siblings, and nieces and
nephews. Heather did well in school but had some challenges getting along with female
classmates during junior high and high school. She completed an undergraduate degree in
psychology and went on to become a licensed massage therapist.

Medical history. Heather was born in 1967 and reported experiencing a notable
amount of illness, infection, and injury between the ages of four and nine. At four years
doctors identified that Heather was missing a disk. She reported that as she got older, her
back got stronger and that currently she only has problems when her activity level drops or
she gains weight. Heather reported heavy use of alcohol in her college years and after the
death of her father. Heather’s grandmother died of illness related to alcoholism, and her
sister underwent chemical dependency treatment for alcohol and marijuana.

Fibromyalgia. When Heather was 31 years old, she began having pain in her left

shoulder. She was in massage school and would receive treatments from her peers, took
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herbal supplements, and tried energy work to relieve her pain. She noticed that when she
broke-up with her boyfriend, her “first true love,” her symptoms improved,but they would
return when he would visit. When she was 33 years old, she was diagnosed with
fibromyalgia. At intake, Heather’s symptoms included the following: being tired upon
waking, being tender to the touch, feeling stiff, and being extremely sensitive to sensation.
Her experience of physical pain was clearly documented with a total FIQ-R score of 42.33,
placing her in the fibromyalgia range, and a total baseline SF-MPQ-2 score of 5.18 (this
score is only used for comparison following treatment).

Fibromyalgia treatment. Prior to her official diagnosis of fibromyalgia, Heather
tried using massage, melatonin, kava kava, valerian root, and energy work to manage her
pain. In 2009, she participated in study of Transcranial Magnetic Stimulation, which she
reported numbed her symptoms for approximately one year. She currently uses moderate
exercise and makes efforts towards a low stress lifestyle, a gluten free diet, and avoidance of
inflammatory foods, such as sugars.

Medication use. Heather did not rely on prescription medications before or during
her participation in this study. She did report using ibuprofen up to three times a month, but
preferred not to take it. She also reported using one glass of wine or a shot of tequila when
her pain was worse, four times a month, as a muscle relaxant. Heather used marijuana four
times a month for pain management when wine or tequila was not helping.

Mental health history.

Trauma history. When Heather was 4 years old, her grandmother, who lived with
her family, died of conditions associated with alcoholism. When Heather was 10 years old,

one of her sisters went into chemical dependency (CD) treatment, and it was questioned
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whether her father needed to go as well. Her family began going to therapy. Heather found
counseling upsetting, feeling like she needed to come up with things to confess in these
meetings. When Heather was between the ages of 10 and 11, her parents separated but
reunited after about one year.

When she was 10 years old, a man flashed her when she was walking to school.
Circumstances led to her needing to describe what had happened to her male principal and
two male police officers, which she found distressing. At this age, she also recalled how
upsetting it was that boys at school were grabbing her breasts. When she was thirteen, the
same man flashed Heather again. This time she got his license plate number, and others
reported instances of him flashing as well. The man was arrested, and Heather became
afraid of testifying against him. The man never appeared in court, however. Heather was
left feeling like there had been no justice.

When Heather was 15 years old, she went to a cabin with a friend to spend the
weekend with the friend’s aunt, uncle, and 30-year-old male cousin. The girls were served
alcohol. This was the first time Heather drank alcohol, and she felt shame about it due to the
past experience in her family with CD problems. Heather reported talking with the cousin
about her future goals, one of them being finding someone to love. She reported she became
intoxicated, was raped by the cousin, and then was told by him that she had “asked for it.”
Heather, who had been a virgin, felt ashamed that she had been drinking, was naked, and
had sex. She told two friends but no adults, and she did not see a doctor. Years later in
college she dated someone who commented to her that girls who got drunk and raped had

only themselves to blame.
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After completing her Bachelor of Arts, Heather began working for a psychologist.
She found this work intellectually stimulating and reported that he became “almost like a
father” to her. After allegations of child molestation, the psychologist shot himself in the
head, and Heather was left to shut down his practice. A short time prior she lost her brother-
in-law, the father of her niece and nephew, to a brain tumor. She was 24 years old.

Heather’s father was diagnosed with cancer when she was 36 years old. There had
been a good deal of hope that he would benefit from treatments; the cancer returned, and he
died of secondary complications. Heather broke up with her boyfriend, reported crying
every day for a year, and began drinking very heavily.

In the year prior to her participation in this study, a neighbor began leaving her
pornography and notes about sexual acts he wanted to do to her. Heather felt unsafe,
contacted the police, and obtained an anti-harassment order against him, which to date has
ended the harassment.

Previous mental health treatment. Heather’s initial experience with family therapy,
when she was 10 years old, was not experienced as positive. As an adult, she participated in
talk therapy that she described as helpful in increasing her understanding of how her rape
had led to self-destructive behaviors but stated ““I think [the insight] made me feel worse
because I couldn’t change it.” She had never experienced EMDR treatment.

Mental status exam. During the initial mental status exam, Heather was well
groomed and did not appear to have any physical impairment. She was friendly and
engaged, her speech spontaneous and her thought process congruent to topics at hand. Her
short-term and long-term memory, judgment, insight, concentration, abstractive capacity,

and orientation were all within normal limits. Heather reported having dyslexia, which has
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never been formally diagnosed. Although reporting a steady affect, Heather was quick to
become tearful when talking about difficult past and current events.

Heather denied hallucinations, delusions, or episodes of mania. She denied thought
or impulse towards harming herself or others. Heather denied feeling anxious or depressed;
however, she endorsed feeling restless, tiring easily, having muscle tension, experiencing
irritability associated with her pain, having difficulty concentrating, and experiencing low
self-esteem. She endorsed having crying spells but attributed these to pain. Heather
reported an ongoing phobia of turtles stemming back to being chased with them repeatedly
by boys. Heather described herself as someone who needs six to eight hours of sleep but
only getting five. When able to sleep, she described herself as a light sleeper who would
awaken due to pain. Many of these symptoms are indicators of anxiety, dysthymia and
fibromyalgia.

During the initial intake, Heather described avoidance of particular thoughts and
places and difficulties concentrating related to her father’s death. She denied this was an
issue regarding the rape she experienced. As EMDR treatment progressed, Heather
recognized her need to present as being unfazed by this trauma, and she began recognizing
her fear of going to bed, a need for her pit-bull to be in bed with her, tendency towards
distressing dreams about being chased, avoidance of older men with physical traits similar to
her attacker, and avoidance of her class reunion for fear of seeing the friend, whom she had
gone out to the cabin.

As noted in previous sections, Heather was distressed by her history of making
herself sexually vulnerable (e.g., drinking to excess and going home with men from the bar)

and use of sexual infidelity as a way of ending a relationship or managing fear about a
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relationship that was going well. She was able to describe an awareness of how this
behavior was connected to the rape she experienced but expressed deep frustration that she
seemed unable to stop this pattern of behavior. She was particularly distressed as she was
currently in a relationship that she wanted to protect and maintain.

BDI-II and TSI scores. Heather engaged fully in all testing procedures and
demonstrated consistent validity scores on the TSI; results were determined to be an
accurate demonstration of her experience. No experience of depression was identified by the
BDI-II (0). On the TSI, Heather had only one score above the clinical range (+ 65):
Dysfunctional Sexual Behavior (77). Scores that fell higher than the mean (>50) included
Tension Reduction Behavior (54), Anxious Arousal (53), and Dissociation (53).

Two things noted regarding the psychological outcome measures of the BDI-II and
TSI. First, as noted in the previous histories, as treatment progressed, Heather became more
and more aware of her tendency to tell herself and others that she was “fine” as a part of her
coping. It is thought that this tendency may have led to an under reporting of her BDI-II
scores. Second, the TSI’s focus on Dysfunctional Sexual Behavior was congruent with what
Heather verbally reported as her presenting behavioral problem at intake.

Diagnostic Formulation.

Axis I: Post Traumatic Stress Disorder

Axis II: No diagnosis

Axis III: Fibromyalgia

Axis IV: placed an anti-harassment order against a neighbor
Axis V: 55

Phase 2: Preparation
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A description of what to expect during an EMDR session and how to care for herself
between sessions occurred during the second session. Heather was introduced to BLS and
chose to work with the hand buzzers. She engaged in exercises using BLS to develop three
personal resources: safe place (a patio in Kona, HI), white and blue light to soothe physical
discomfort, and connection to a sense of mastery (work and candle making). She was able to
identify a moderately stressful event in her life and then use connection with her safe place
to decrease her experience of distress (measured via SUDS). Heather expressed satisfaction
with her ability to decrease her distress as well as a comfort with BLS.

Phase 3: Assessment

At intake, Heather identified two traumatic events in her life that she wanted to
address: a rape she had experienced and the death of her father.

First target memory. At the age of 16 years old, Heather was raped; this would be
her first target memory. Heather reported that the image that described the most intense part
of this first targeted trauma was when she could see and feel her assailant on top of her. She
spoke of a broken sense of trust that people (his parents) older than she would protect her.
This perception left her with a NC of “I’m not safe in the world.” She hoped to work
towards a PC of “I am safe” (VOC 3/7). Heather felt sadness for herself as a 16-year-old,
shame regarding her nakedness, and fear (SUDS 9/10). She noticed a burning sensation on
her sternum and pain between her trapezoid muscles.

Second target memory. The memory of the death of her father related to the first
event in regard to Heather’s fears that no other man would ever love her. As treatment
progressed, Heather became conscious of her assumption that her father would likely feel as

awful about her as she did about herself if he were to ever found out about her rape. During
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assessment, Heather identified an image of walking into her father’s hospital room as the
most intense image from this target memory. The negative cognition that she described
taking away from this experience was “He’s the only male that will love me.” She hoped
that we could work towards a new positive cognition “It is ok if I let someone else in” (VOC
2/7). When asked to hold both the image of the hospital room and associated negative
cognition in mind and notice any emotions that arose, Heather observed feeling fear,
anxiety, and sadness (SUDS 9/10), leaving her feeling “numb and buzzy all over.”

Current triggers. Heather reported her current triggers as being awareness that her
present relationship was going well, thus leading to compulsions to be sexually unfaithful
and interactions with men, automatically leading to overly flirtatious behavior or sexual
advances.

Future template. Heather hoped to have better communication with her boyfriend
and maintain monogamous behavior.

Phase 4-7: Desensitization, Installation, Body Scan, and Closure

Physical sensation was highly prominent in treatment during early sessions. Heather
reported increased back and shoulder pain immediately following our 1*' treatment session,
due to “stirring something up.” When asked specifically what emotions Heather noticed,
she frequently reported physical sensations instead. Heather reported a past tendency to
“numb out of her body” and in session would frequently report noticing “nothing” during
BLS. To address this experience of feeling “nothing,” a body scan from the top of her head
to her toes would be suggested. In these instances, Heather could always identify a physical
sensation, and BLS would proceed. Physical sensation proved to be a reliable method of

reconnecting with memory. During one session, Heather experienced a physical urge to run
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out of the office, which she related to feelings of wanting to run away from her assailant and
her current partner. She also endorsed tension in her jaw that was related to discomfort with
disclosing about herself. During these early sessions when sensation became intense,
focusing on a healing light source was used to bring physical discomfort down to
manageable levels that allowed her to proceed with TF-EMDR and in preparation for
closure.

After only two sessions, Heather reported increases in her dreaming, improved sleep,
and an ability to talk with a friend about her rape without “being as emotional.” She
reported experiencing fibromyalgia flare-ups that felt “different” from usual, which included
more difficulty concentrating rather pain sensations.

By Session 3, Heather demonstrated a greater ease in observing memories and
emotions as evidenced in a decreasing primary focus on physical sensation. Between
sessions, Heather reported feeling angry. She remarked that feeling any emotion was
unusual for her and suspected she had been “numbing out” in the past. BLS brought up
Heather’s anger and frustration with the adults present on the day of her rape. She was angry
they had both served her too much alcohol and not protected her from their son who raped
her. She became aware of her perception that these adults (nor current partner in regards to
current events), wanted to help her.

Improved pain and sleep hallmarked weeks three to five. Heather enthusiastically
reported falling asleep when she felt tired (instead of fighting to stay awake) and increased
dreaming which was startling only in its newness. These improvements encouraged Heather
to continue with TF-EMDR. However, there was an increase in her internal defenses

against working with painful memories. She felt dread prior to sessions, came late to
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sessions, and increased her numbing during sessions. IFS resource building (Twombly &
Schwartz, 2008) was implemented based on clinical need complimentary to the TF-EMDR
protocol.

As a way of establishing a treatment alliance with the internal parts of Heather,
related to Target 1, time was taken to calm with safe place resources. With guidance,
Heather identified three internal parts involved in the memory of her rape: 1) a 16 year old
“younger part,” 2) “I’m fine, Heather,” a part that downplayed her rape and told her to carry
on, and 3) a “validating part,” her adult self who could handle the memory. Honor was
given to the roles that all of these parts had played in allowing Heather to survive and
become a successful adult. During BLS, Heather asked “I’m fine, Heather” to step back to
allow her adult self to participate in TF-EMDR. She gave assurance to her “younger part”
that they were currently safe and able to access the skills and wisdom she had as a 43 year
old. Three sessions were all that were needed to introduce this idea, establish trust, and
become adept in applying this internal parts concept to our TF-EMDR work.
Desensitization and reprocessing continued, and the numbing and dissociative experiences
had ended by Session 7.

Heather continued to address her anger that adults had not protected her. She came
to a realization that it was likely that the adults had not known what had happened as they
were asleep when the rape occurred. This new realization challenged her NC that she was
so worthless that she did not deserve to be protected.

Session 6 marked a significant turning point. Heather reported increased
fibromyalgia pain, difficulty concentrating, and her first flashback in many years. She was

able to interpret these experiences as endorsements that her trauma memories were impacted



130

by our work. During the session, Heather reported an ability to experience her memories as
“old stuft” distinct from the present. This distinction led to an improved ability to remember
the memory “more accurately” and a decreased need to focus on physical sensation,
allowing for longer periods of desensitization. These changes led Heather to a clearer
understanding of what had happened, validation that she really had been traumatized, and
decreased self-blame.

Heather increased her understanding of how her rape was still impacting her present
in two regards. First, Heather realized she was addressing her fear of being in bed and
sleeping by always having her pit bull with her and by fighting falling asleep. In the past
she would tire at 10:00 PM but would busy herself in order not to fall asleep until 2:00 AM.
Second, Heather began to see how she was reliving her rape experience by drinking heavily
in bars and then putting herself in situations in which she could be exploited sexually,
further endorsing her maladaptive belief that she was ruined and worthless.

As of the 7™ session, Heather had no further flashbacks (she would not experience
them again), she felt less fibromyalgia pain, and she had an increased feeling of weepiness.
She was pleased with the latter as previously she would not allow herself to feel sad. She
recognized her tears were about forgiving herself for reliving her trauma again and again.

When it came time to readdress her target memory, Heather again felt “numb.”
Observation of the sensation of numbness led Heather to recollect an interaction with an
older man earlier in the week. During this interaction, Heather felt she could not speak up
for herself as she could not trust that she knew what was best for her. Through BLS, Heather
connected her loss of trust in herself during her rape and this recent interaction. Heather

realized that when her rapist told her “she asked for it,” this statement was “ridiculous.” She
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realized he could trust in her own assessment; she had not asked to be raped. When this
older man had recently criticized her business practice, she realized this, too, was
“ridiculous.” She could trust herself that she knew what was best for her business.
Installation of this new PC, “I can trust myself” followed.

During Sessions 8 and 9, Heather was ready to process the most disturbing part of
her target memory: when her rapist was physically on top of her. Heather tolerated the
memory, associated emotions, and physical sensations “as if it was a movie on the inside of
her mind”. Although she experienced physical sensation, it no longer dominated treatment.
Heather saw how she had begun to see herself as “ruined” and developed increased
compassion for herself, including a new PC: “I can be tender hearted towards myself.”

This compassion generalized from Heather’s traumatic target memory to her
experience of fibromyalgia. She was now able to be tenderhearted towards her experience
of the rape, but she struggled to be tenderhearted towards herself when feeling physical pain.
She tearfully stated, “nobody wants to hear [I’m in pain] all the time. I don’t want to hear
it!” Further installation of her new PC occurred and allowed for the containment she needed
to end the session.

In Sessions 10 and 11, further work was done with an experience of “not wanting to
be me” that Heather had been having since her rape. Associations during BLS led Heather
to insights as to how feeling ruined disqualified her from “finding love” or being lovable.
These beliefs left her solely responsible for all problems in her relationships. Heather
observed doubt and distrust in herself was related to physical pain in her shoulders. When
reassessing her target memory, a small amount of fear remained when thinking about her

rapist. Heather recognized she was angry with him, acknowledged she would never get an
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apology, and let her “younger self” know it was ok to feel sad rather than needing to be
“fine.” Heather reported physically feeling “lighter.” BLS focused on this sense of
lightness, which subsequently increased a sense of openness in her shoulders. Heather felt
happiness and excitement filling her shoulders, and she enthusiastically reported, “I don’t
have to focus on pain!” While smiling broadly, Heather described how she had first
experienced fibromyalgia in her shoulders and how she now believed it was that very pain
that had lifted.

Future templates related to Heather’s ability to trust herself and believe in her own
worth were installed following desensitization in Sessions 10 and 11. Heather focused on
her PC “I can trust myself” as she visualized talking with different men in the process of
selling her car. She also considered trusting her own assessment that she was worthy of
receiving a raise. She visualized asking for a raise while holding onto the belief that she
could trust in herself and confidently ask for what she needed.

In our final treatment session, Heather reported feeling flu-like symptoms that she
associated with fibromyalgia but denied having pain, problems concentrating, or feeling a
need to react to the flu-like sensations. Over the week she had experienced increased
feelings of grief regarding the death of her father. When reassessing her first target, Heather
noticed sadness over the “loss of some good years.” She had denied herself some joys (e.g.,
going to her high school reunion) and experienced hardship (e.g., sexually reliving her
trauma). She realized that she may have held back in her relationship with her father due to
fears that if he knew about her rape, he, too, would think she was ruined and unworthy (her
relationship with her father had been at issue in Target 2 which was not dealt with directly

due to a lack of time). BLS was used to address her grief over lost opportunities. During
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BLS, Heather took a moment to reassure the “younger part” of herself that it was ok to
experience this grief and that the adult that she now was could handle it.
Treatment Status at Completion of 12 Sessions

During the allotted 12 sessions there was only time to formally address Heather’s
first target memory. Follow-up interviews, indicated that treatment of Target 1 had
generalized to Target 2 to a degree that her SUDS dropped from 9/10 to 2/10 with a current
VOC of 7/7. The 2/10 was attributed to a belief that her remaining sadness was connected
to her honoring her father and typical of missing someone who has died. Heather also
identified that much of her past grief related to her father was due to a belief that upon his
death he would come to know about her rape and be disappointed in her. Reprocessing of
the memory of her rape freed her to see that her father would have still loved and believed in
her.

Following installation of PCs, there was a natural progression towards addressing
current triggers and future templates. During follow-up meetings, Heather reported real life
improvements to current stressors (€.g., elimination of compulsion to be unfaithful to her
partner when a problem arose or when things were “too good”) and successes related to
future templates. These templates expanded beyond those originally identified at
assessment related to in her new PCs (e.g., increased sense of self-worth led her asking for a
raise and confidence in negotiating sale of her car with men).

Outcomes

Post-test. In a closing interview, Heather completed all outcome measures once

again. Notable improvements seen on measures of both physical and psychological pain

were consistent with reports of change she had made regarding her presenting issues (see
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Table 9 for all scores). A post-test score of 8.0 on the FIQ-R dropped Heather below the
range considered typical for a fibromyalgia population (36.7-76.5). The decrease in physical
pain was also seen in the drop of her SF-MPQ-2 score to 2.91. Heather’s BDI-II score
remained at 0. Notably, Heather’s sole TSI score in the clinical range, Dysfunctional Sexual
Behavior, fell from 77 down to 44 (the lowest score possible). Decreases in scores that had
been within one standard deviation of the mean dropped below the mean of 50 (Tension
Reduction Behavior, 42; Anxious Arousal, 41; and Dissociation, 45).

One-month follow-up. All improvements were maintained at the one-month
follow-up, with the exception of one subscale of the FIQ-R (Her “overall” score began at 11
dropped to 2 and slightly increased to 3 at the one-month follow-up). Most scores dropped
even further from post-test levels (see Tables 11, 13-18).

Three-month follow-up. Overall, Heather’s improvements on standardized
outcomes measures were maintained or improved at a three month follow-up. Heather’s
FIQ-R total score before EMDR treatment was 42.33; three months post-treatment her score
was 17.33, dropping her below the range indicative of fibromyalgia. Improvements in
physical health were also seen in Heather’s SF-MPQ-2 score improvements. At intake
Heather’s SF-MPQ-2 total score was 5.18 and at three month follow-up had dropped to 0.64.
Heather’s psychological distress had also decreased. Her BDI-II score remained at zero
throughout the study; however, improvements were seen in her TSI scores (see Tables 15 &
16 respectively). Particularly noteworthy were improvements in Dysfunctional Sexual
Behavior. This was Heather’s highest score and at intake was in the clinical range (77); by 3

month follow-up, this score had dropped below the mean score (44). This drop was a
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notable change not only due to the large change in score but also due to the significance

Heather herself placed on the behavior it represented.

Table 11
Heather’s Outcome and Process Measures
Pre- Post- 1 month 3 months
FIQ-R
Functional 6.33 8.00 7.00 1.33
Overall 11.00 2.00 3.00 1.00
Symptoms 25.00 19.00 14.50 15.00
Total 42.33 29.00 24.50 17.33
SF-MPQ-2
Continuous 6.67 5.00 2.50 1.50
Intermittent 4.50 2.83 0.50 0.00
Neuropathic 5.00 1.67 1.67 0.33
Affective 4.25 1.75 0.75 0.75
Total 5.18 291 1.41 0.64
BDI-II 0.00 0.00 0.00 0.00
TSI
DSB 77 44 44 44
TRB 54 42 42 42
Anxious Arousal 53 39 37 35
Dissociation 53 45 41 39
First target memory
SUDs 9/10 1/10%* 1/10%* 1/10%*
VOC 3/7 6/7* 6/7* 7/7

Note. * Heather noted that scores of 0/10 or 7/7 were not realistic because there are real
dangers in the world. She felt comfortable with her SUDS of 1/10 and VOC of 6/7.
DSB- Dysfunctional Sexual Behavior; TRB- Tension Reduction Behavior;

Medications. Before and during participation in this study, Heather used over-the-
counter medications, alcohol, and marijuana to manage her pain symptoms. One month after

treatment ended, Heather reported having stopped using ibuprofen and marijuana for pain

relief and decreasing her use of alcohol (see Table 12).

Table 12

Heather’s Changes in Medication Use Before and After TF-EMDR Treatment
Medication Prior to treatment One-month follow-up
Ibuprofen 0-3 times per month no use*

Alcohol 4 times per month two times per month

Marijuana 4 times per month no use*
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Note. * change
Cross-Case Comparisons

The cases of Rosalin, Grace, and Heather were compared based on outcomes and
process scores obtained four times: prior to treatment, post treatment, and at one and three
months post treatment. Each measure (FIQ-R, SF-MPQ-2, BDI-II, TSI, and SUDS and
VOC) was examined for patterns among participants, and then a review was made of all
measures across the three participants.

Outcomes scores.

Fibromyalgia symptoms. FIQ-R scores for all three participants decreased from pre-
test to three-month follow-up (see Figure 3). Prior to EMDR treatment, all participants’
FIQ-R scores fell within a range characteristic to individuals with a fibromyalgia diagnosis
(36.7-76.5). At the 3-month follow up meeting, none of these participants’ FIQ-R scores

fell within that range.

H Pre
i Post
i 1 month

H 3 months

Heather

Figure 3. Overall fibromyalgia Symptom Scores
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Pain symptoms. The SF-MPQ-2 is intended to measure individuals’ pain
experiences over time rather than providing scores to indicate levels of pain or presence of
condition. With that understanding, it was observed that there was a pattern of lowered SF-
MPQ-2 scores for all participants from the initial pre-test to three months following

treatment (see Figure 4).
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Figure 4. Overall SF-MPQ-2 Scores

Depression Symptoms. Measures of depression via the BDI-II indicated
improvement from pre-test to three month follow-up for Rosalin and Grace (see Figure 5).
Rosalin’s BDI-II score began at 9 (within the mild range) and dropped to one at three-month
follow-up. Grace’s BDI-II score began at 12 (the top end of the mild range) and dropped to
one at three-month follow-up. Throughout her participation Heather denied experiencing

depression, maintaining a score of 0 at each administration of the BDI-II.
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Figure 5. Overall BDI-II Scores

Post-traumatic stress symptoms. Improvements in TSI scores were observed in all
three participants. Scores that initially began in the clinical range (above 65) dropped below
the clinical range, and scores that initially began above the mean but below the clinical
range (50-64) all dropped below the mean (see Table 16). This trend toward diminishing

symptoms was also endorsed by participant feedback during follow-up meetings.
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Figure 6. Overall TSI Scores at Pre-test and 3 Month Follow-up. Note. AA- Anxious
Arousal; Al- Anger/Irritability; IE- Intrusive Experiences; DA- Defensive Avoidance; SC-
Sexual Concerns; DIS- Dissociation; DSF- Dysfunctional Sexual Behavior; TRB- Tension
Reduction Behavior.

Process Measures. Process measures were used to guide treatment and to assess
changes achieved. Process measures included SUDS scores, which measured the experience
of distress when remembering the target memory, and VOC scores, which measured how
true a new PC seemed to the participant. A pattern was evident in these process measures;
as treatment progressed, participants’ distress when recalling the target memory (SUDS)
decreased while conversely the belief in the more adaptive PC increased (VOC).

Experience of distress. SUDS scores decreased for all participants during treatment
and they remained at low levels (1 or 2/10, see Figures 7 & 8) at three-month follow-up.
According to Shapiro (2001), it is not necessary for SUDS scores to drop to 0/10 if a slight
elevation is appropriate to the situation. For example, Rosalin indicated that due to her

introspective nature and desire to remember and learn from her mistakes, it would not make

sense for her to let go of all distress related to her Target 1.
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Figure 7. Target 1 SUDS Scores for All Participants. Note. Rosalin and Grace’s SUDS

scores are absent for a portion of time when we moved on to dealing with other Targets.
Heather on the other hand needed all of her 12 to address Target 1.

Belief in new, adaptive cognitions. VOC scores increased for all participants during

treatment (see Figure 8) and remained at 7/7 at three-month follow-up.
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Figure 8. Target 1 VOC Scores for All Participants.

Overall, it was observed that following EMDR treatment, improvements were seen

in both measures of physical distress (FIQ-R and SF-MPQ-2) and psychological distress

(BDI-II, TSI, SUDS, and VOC) for all three participants. It also appeared that as more



141

adaptive belief systems were adopted (increases in VOC scores), physical and psychological
distress decreased.

Participant observation of changes in symptoms and functioning. Cases were
also compared to assess reported changes in physical symptoms of fibromyalgia and day-to-
day functioning. Improvements in overall pain, pain in specific body parts, and sleep were
observed across cases. Additionally, improvements in ability to communicate with loved
ones and sexual functioning was observed.

Decreased experiences of pain. All participants described a decrease in the pain that
they attributed to fibromyalgia and a decrease in their own reactiveness to their pain. All
participants described a decrease in frequency of fibromyalgia flare-ups. These flare-ups
could include, but were not limited to experiencing the following: exhaustion, body aches
and pain, flu like symptoms, or concentration difficulties. Not only were flare-ups less
likely to occur after TF-EMDR treatment but participants reported that flare-ups did not last
as long when they did. Participants also reported a decrease in “tenderness to the touch.”
This decrease was described as pain experienced simply from light pressure on the body.
Participants reported continuing to feel aches and pains; however, it was less intense, and
they described these as the normal aches and pains that anyone in the same age group or
profession would feel.

All participants described a decrease in their worry or reaction to having pain.
Rosalin described an incident where she banged her leg, began to feel the pain associated
with the injury, and began to notice the beginnings of a fibromyalgia symptom flare-up. She
described realizing that it was just a banged up leg; it hurt, but she knew that the pain would

not last very long. Rosalin described this as a notable difference from her reaction to



142

physical distress prior to TF-EMDR treatment. Just as these participants had learned to
identify and then observe their emotions without trying to avoid the emotions or change
them, so it appears participants were able to observe the experience of physical pain without
needing to strongly defend against it or react with worry to it.

Improvements in specific body parts. Two out of three participants began their
participation in this study by identifying a specific area of the body that experienced intense
or continuous pain. Grace reported pain in her neck that had begun 17 years earlier after a
vacuum had fallen down on her, and Heather reported a pain in her shoulder that she
attributed to the initial onset of her fibromyalgia symptoms. During BLS, both Grace and
Heather experienced similar emotional crescendos and diminuendos related to their pain
(neck and shoulder), which resulted in identifiable moments of abatement of their
longstanding pain. At three month follow-up, Grace’s neck pain and Heather’s shoulder
pain had not returned.

Improved sleep. All participants in this study reported a remarkable difference in
sleep quality and duration following TF-EMDR. These improvements were observable even
within the first three sessions of EMDR for Heather and seemed to steadily improve as
treatment continued. Overall, participants reported an improved ability to fall asleep,
increased duration of sleep, increased sensation of feeling rested upon waking, and an
increased awareness of dreaming. During EMDR, Heather came to the realization of how
anxious she had been about going to sleep, keeping herself awake until her body could not
stay awake any longer, and wanting to have her pit bull in bed with her while she slept.

Rosalin also reported anxious rumination regarding details surrounding her partner’s affair.
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Directly addressing life events related to these anxieties allowed both participants to fall
asleep with greater ease.

Being able to fall asleep earlier and an ability to stay asleep longer contributed to an
increased duration of sleep, leaving participants feeling more rested upon waking. Prior to
EMDR treatment, Grace had required a few hours of resting on the couch in the morning
before she was able to begin her day; post TF-EMDR treatment, she reported being able to
begin her day with relative ease. Although both Grace and Heather brought dream content
to sessions, Heather referred to them the most. On several occasions she described being
almost startled by her dreams not due to upsetting content but merely due to her ability to
remember them. This was an improvement that she would frequently note as significant to
her; she now felt she was sleeping well and dreaming just like she assessed other people did.

Improvement in communication with loved one. Improvements in communication
were evidenced in the lives of all participants and led to increased senses of satisfaction
within significant relationships. Communication improvements were seen in relationships
addressed directly in treatment sessions (e.g., Grace being able to communicate her needs to
her partner) and in peripheral relationships (e.g., Grace was better able to express her
feelings with a close friend never mentioned in sessions). Improvements in communication
seemed to be related to participants’ increased ability to identify their needs and then be
willing to express them. This improvement was influenced also by an increased awareness
of participants’ need to care for themselves instead of automatically prioritizing others.
Decreases in overwhelming emotions during conversations allowed participants to stay
present in challenging conversations longer and be less likely to take the comments or

actions of others personally.
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Improved sexual functioning. An unexpected improvement across all participants
was sexual functioning. Prior to treatment, Rosalin became emotionally triggered and
subsequently engaged in obsessive thinking about her partner’s affair when sexually
intimate with Jane. Rosalin reported an increased sense of intimacy and a decrease in
obsessive thinking following TF-EMDR. Due to a memory that emerged through the
sustained attention on a physical sensation during BLS, Grace was able to identify
generational (e.g., her mother’s history of sexual abuse) and religious influences that
connected anxiety and shame to the experience of her sexuality. Reprocessing these
memories and beliefs led Grace to greater acceptance of her sexuality and a sense of
personal/sexual power. Subsequently, she was able to initiate a conversation with her partner
that led them to be in an open relationship and experience a greater sense of intimacy with
each other. Desensitizing and reprocessing the memory of Heather’s rape dramatically
shifted her valuing of herself allowing her to stop reenacting being sexually vulnerable or
using infidelity as a way of proving she was not worthy of a partner’s trust or affection.
Following TF-EMDR treatment, Heather reported greater satisfaction in her relationships

and decreased compulsion to engage other men sexually.
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Chapter 5: Discussion

This parallel multiple case study sought to explore TF-EMDR treatment of
individuals with fibromyalgia and a history of trauma. Convenience sampling narrowed this
exploration to an investigation of women diagnosed with fibromyalgia and having a history
of trauma. Two hypotheses regarding TF-EMDR treatment were investigated as follows:
Hypothesis 1: Use of the standard TF-EMDR protocol alone will decrease traumatic stress
symptoms.

Results supported this hypothesis. Improvements in TSI, BDI-II, and SUDS scores
demonstrated a decrease in traumatic stress and related psychological symptoms for all
participants. These score patterns were further endorsed by participant self-reports in
follow-up interviews. Participants reported a decrease in feeling overwhelmed by emotions
and an increased ability to observe, describe, and not be reactive to their emotions.
Participants increased their ability to describe their emotions rather than expressing their
discomfort as a physical sensation. Replication of this pattern of improvement in trauma,
depression, and pain symptoms has been observed in past EMDR and phantom limb pain
research (de Roos et al., 2010; M. C. Russell, 2008a; Wilensky, 2006).

Hypothesis 2: Direct treatment of traumatic symptoms associated with past distressing
events will lead to a lessening of symptoms of physical pain.

Results supported this hypothesis as evidenced by decreases in post-treatment scores
of the FIQ-R and SF-MPQ-2. These scores demonstrated a decreased experience of physical
pain for all three participants. By the end of 12 weeks of TF-EMDR treatment, all three
participants reported treatment gains in fibromyalgia symptoms with scores falling below

threshold criteria for diagnosis. Participant observations appeared to mirror results seen on
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standardized measures of physical and psychological symptoms, including improvements in
general and location specific experiences of physical pain, improved sleep, improved
communication with loved ones, and improved sexual functioning. Similar trends in the
improvement of physical pain have been reported in other studies of chronic pain, utilizing
the standard TF-EMDR protocol (e.g., Estergard, 1999; M. C. Russell, 2008a; J. Schneider
et al., 2008).

Limitations of This Study

Although appropriate for research directly applied to participants, theory exploration,
and initial investigations, results from case study design cannot speak to the cause of
improvement. Patterns within the current cross-case comparison suggest possible support
for the theory that TF-EMDR may decrease physical and emotional symptoms of
fibromyalgia by targeting experiential contributors (e.g., traumatic memories).
Generalizability is also at issue. This parallel multiple case study was able to elucidate the
experience of three women with a long history of fibromyalgia treatment and awareness of
the mind-body connection; results cannot be generalized to the fibromyalgia population at
large.

TF-EMDR may not be well-received or appropriate for all patients with
fibromyalgia. It is possible that individuals who have been recently diagnosed with
fibromyalgia may initially want to try medical or pharmaceutical treatments and are not yet
prepared to consider medical alternatives, such as psychotherapy. This consideration is
supported by a report of patient underutilization of psychological treatment for chronic pain
(Bennett et al., 2007), with only 8% of patients participating in psychotherapeutic treatment.

Additionally, EMDR may not be an appropriate treatment for all individuals experiencing



147

fibromyalgia, specifically for those who do not readily identify as having a history of
traumatic events. There may be several etiological paths to the manifestation of
fibromyalgia; it is possible that TF-EMDR may be most effective for those that arrive at a
diagnosis via an identifiable traumatic stress pathway.

Most importantly, the findings from this small multiple case study did not involve
random sampling, use of control groups, or random assignment that would permit inferences
on efficacy of EMDR as a treatment of FM. Moreover, there was no comparison of how
participants fared with the standard TF-EMDR protocol to any of the available
modifications. Therefore, the only conclusive statement that can be gleaned from this case
study is that more rigorous controlled research is necessary and that investigators may want
to consider utilizing the evidence-based TF-EMDR protocol with specialized treatment
populations, such as chronic pain conditions.

Other significant limitations to this study include the small sample, inclusion of only
White middle-aged females, sampling bias and demand characteristics, the overreliance on
self-report, and absence of physiological and/or collateral measures (e.g., physician ratings),
the lack of independent raters, and insufficient follow-up data to assess possible long-term
treatment gains or relapse rates.

Possible Explanation of Results in Light of the AIP model

Results observed in the current study appear consistent with propositions of the
Adaptive Information Processing (AIP) model (Shapiro, 2001). The AIP model assumes
that most of an individual’s dysfunction is derived from previous experience that has set in
motion patterns of affect, behavior, thinking, and ultimately identity (Shapirio, 2001).

Following a traumatic event, insufficient processing of information leads to a pathological
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structuring of neurological networks. Distressing emotions experienced at the time of the
traumatic event remain static. Months and years later, lack of assimilation of thoughts,
emotions, and behaviors related to the traumatic event may leave individuals vulnerable to
disturbing or even benign stimulation. The AIP model posits that pathology can be
addressed by targeting dysfunctionally stored information in the nervous system.

Fibromyalgia has a 46% rate of comorbidity with PTSD (Sareen et al., 2007). Both
conditions may have similarities in their sensitization of the central nervous system.
Fibromyalgia is considered a Central Sensitivity Syndrome (CSS), and it is suspected that
PTSD is as well (Yanus, 2007). Central Sensitivity (CS) “is manifested by abnormal and
intense enhancement of pain by central nervous system mechanisms” (Yanus, 2007a, p.
340). Yanus (2007a) described fibromyalgia as a hypersensitivity to pain and PTSD as a
sensitization due to a single event or accumulation of emotional stress over several events.
Yanus (2007a) suggested that CS is the cause of CSS just as Shapiro (2001), and her AIP
model suggested psychological dysfunction is caused by disruption of information
processing mechanisms and neural networks. It is possible that both premorbid traumatic
events and the traumas associated with subsequent chronic pain are stored within the same
neural channel (Ray & Zbic, 2001), making TF-EMDR suitable to address both
psychological and physical expressions of the trauma simultaneously.

This study was originally inspired by one woman’s description of a diagnosis of
fibromyalgia after a series of events that she found to be traumatic. In considering her
experience and Shapiro (2001) and Yanus’ (2007a) assertions regarding similar mechanisms
of action in maladaptive responses to trauma and fibromyalgia, the current study was

designed to explore if TF-EMDR would be effective in the treatment of fibromyalgia. It
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was thought that sufficiently processing dysfunctionally stored emotions, beliefs, and
behavioral responses would address psychological symptoms of trauma and physical
symptoms of fibromyalgia. Just as the TF-EMDR protocol could stimulate the brain’s
natural mechanisms for processing information to treat psychological distress, so could
EMDR treat physical expressions of distress (e.g., pain, fatigue, sleep disturbance).
Improvements in psychological and physical distress across these three case studies appear
to lend support to propositions of the AIP model and therefore the use of TF-EMDR in the
treatment of fibromyalgia.
Use of Standard TF-EMDR versus Modified EMDR Protocols

The standard TF-EMDR protocol was chosen for this study based on the premise that
treatment of experiential contributors (e.g., traumatic events) believed to underlie the
etiology and/or maintenance of fibromyalgia may improve outcomes. The overall decreases
across standardized measures of varied psychological symptoms (TSI, BDI-II, and SUDS)
and physical distress (FIQ-R and SF-MPQ-2) observed in this study, suggest that the TF-
EMDR protocol alone might be effective by directly targeting small “t” and big “T”
traumatic events often associated with fibromyalgia. This improvement was evident with all
three participants reporting fibromyalgia symptoms below diagnostic threshold. When
distress or trauma associated with having fibromyalgia arose naturally during the
reprocessing phases, it was addressed per the TF-EMDR protocol, and attention was then
returned to each participant’s trauma targets. Variation or modifications to the TF-EMDR
protocol, including the use of homework, was not needed to see improvements in
participants’ emotional and physical well-being immediately following treatment and at

three month follow-up.
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Caution regarding proliferation of modified EMDR protocols. Shapiro (2002)
encouraged adaptation of the TF-EMDR protocol based on clinicians’ specialized
knowledge as seen in the chronic pain work of Grant (1999), and Tinker and Wilson (2005).
Shapiro (2002), cautioned against the dilution of EMDR’s status as a well researched and
widely recognized evidence-based therapy when clinical adaptation and application outpaces
research. Use of EMDR in the treatment of chronic pain is one of these areas in which
clinical adaptation is out-pacing research. This imbalance can lead to problems for both
clinicians and researchers.

For instance, a clinician seeking out treatment options for chronic pain conditions
may erroneously generalize TF-EMDR’s evidence-based status for the treatment of trauma
to its exploratory treatment of other conditions, such as chronic pain. It is necessary to
clearly distinguish TF-EMDR from yet to be proven modified protocols. Statements drawing
readers’ awareness to the experimental nature of new EMDR protocols, such as those made
by Grant (2010) and de Roos et al. (2010), are required and may help to make this
distinction.

Additionally, proliferation of untested modified EMDR protocols can inadvertently
dilute the body of literature that supports TF-EMDR’s evidence-based status, fueling an
ongoing controversy and resistance toward EMDR. It can be argued that in the past the
EMDR controversy has propelled TF-EMDR researchers towards designing studies that
address these criticisms and strengthen our understanding of TF-EMDR; it can also be
argued that proliferation of various alternative protocols may actually intensify resistance to
EMDR and slow down scientific progress and broader acceptance of EMDR as evidence-

based practice.
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The preliminary findings from this multiple case study might serve as a “cautionary
notice” to future researchers, to first consider using the standard TF-EMDR protocol, which
is the only evidence-based protocol, prior to modifying treatment protocols. Future
researchers may want to compare the efficacy and effectiveness of the standard TF EMDR
protocol with any deviations, before publishing a “new” specialty protocol.

Chronic pain modifications: Adjunctive support for TF-EMDR. There is no
argument that the needs of patients with fibromyalgia and a history of trauma may vary from
those of patients solely dealing with trauma. It is reasonable for clinicians to use adjunctive
supports to address that which the TF-EMDR 8-phase protocol does not. Shapiro (2001) has
established a precedent for adjunctive support with the concept of cognitive interweaves.

The cognitive interweave was introduced to deal with complex and challenging
needs that a straightforward application of TF-EMDR has, for a time, been unable to address
(Shapiro, 2001). Typically, all direction for change is patient-centered; at times of
therapeutic impasse the therapist may be called to influence the direction by offering a
cognitive interweave, such as therapeutic statements or education. Shapiro (2001) indicates
“The cognitive interweave should be used when spontaneous processing is insufficient for
achievement of therapeutic goals” (p. 250). It is argued that this is exactly when chronic
pain variations would be added to the TF-EMDR protocol. When progress has halted,
chronic pain variations could be implemented in a manner that supports a return to the
principle TF-EMDR treatment. For example, Grant’s antidote imagery (2009a), de Roos
and Veenstra’s positive closure (2010), or the focus on current pain unrelated to trauma

could all support a return to TF-EMDR. Regarding current pain, it should be noted that a
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focus on physical sensation historically has been central to TF-EMDR (Shapiro, 2001) and
was observed in the current multiple case study presentation.

Shapiro (2001) is clear “the clinician should intervene only when needed and then as
briefly as possible” (p. 251). When patients are allowed to direct the course of therapy, their
internalization of insights and treatment adherence is increased. Shapiro provided the
following guidelines for the use of the cognitive interweave, which are easily generalized to
the use of chronic pain variations. For the purposes of this discussion, Shapiro’s
recommendations regarding cognitive interweaves will be applied directly to chronic pain
variations.

In assessing whether to use a chronic pain interweave, Shapiro (2001) guides the
clinician to assess whether the lack of treatment progress is due to an insufficiency of
something previous in treatment. This insufficiency could include inadequate preparation or
the clinician overlooking patient’s secondary gains related to chronic pain. Chronic pain
variations could be implemented to support primary TF-EMDR if the clinician becomes
aware of looping (high level of disturbance despite several sets of BLS and alterations to
type of BLS); insufficient information (if the patient’s life experience or education is
insufficient the clinician provides education); lack of generalization (from primary target to
ancillary targets); or time pressures (if distress remains high in the last third of the session or
if a target is multifaceted). Grant (2009a) recommends providing education about pain and
having pain patients leave treatment sessions feeling better. There is room in TF-EMDR for
these recommendations as well via cognitive interweaves. EMDR related protocols and
chronic pain variations may offer additional offerings to patients with chronic pain; their use

would be best understood as an adjunctive support of the TF-EMDR protocol.
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Therapeutic Lessons Learned: Themes From Treatment

Several recurrent themes emerged during the course of this study that will be
commented upon briefly. A review of transcripts, session notes, and interviews with
participants provided the author with an opportunity to consider a possible framework for
understanding the body and physical sensation in the use of TF-EMDR for patients with
fibromyalgia. Having an understanding of the role of the body made it easier to provide
education or reframing of participants’ physical experience in a way that honored their
bodies and their pain. Providing education to patients who are at an impasse is a part of the
TF-EMDR use of cognitive interweaves. The author observed that during the treatment of
past trauma participants’ physical expression of discomfort would often arise and could be
considered as carrying out four different functions: Reconnecting, Expressing, Distracting,
and Containing (RED-C).

Honor the purpose of physical pain. At the onset of treatment, all participants
expressed a belief that a mind-body connection was likely involved in their experience of
fibromyalgia. Despite this understanding, participants still expressed anger and frustration
with themselves and their pain. This frustration is a common experience of patients with
fibromyalgia (Sherbourne et al., 1992). Participants were able to learn to observe rather than
react aversively to uncomfortable physical sensation during their TF-EMDR treatment.
Between sets of BLS, brief and gentle reframing by the author drew attention to how
physical sensation was serving the participants and to the option of being gentle with
themselves and their pain.

A clear example of learning to honor pain and understand the purpose of pain was

seen in the case of Heather. During TF-EMDR, Heather was able to see the “I’m fine,
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Heather” part of herself as tenaciously telling her she really had not been hurt by her rape;
she should keep living and move forward. At the time, this self-belief helped Heather
survive but prevented her from obtaining the support she needed; arguably this began her
suppression of feelings that would be stored in her body rather than being expressed. As
Heather learned to see and honor this challenging part of herself, she began to observe and
honor physical sensations in her body. Heather became aware of tension in her jaw that
indicated she was not saying something that needed to be said. She also began to connect
sensations of nausea during sessions with sadness and anger regarding her rape that had not
yet been acknowledged. BLS during TF-EMDR provided the supportive framework that
allowed Heather to observe, honor, and then make use of uncomfortable physical sensations.

Rosalin came to realize that her physical pain anchored her when her emotional pain
became so intense that she would begin to dissociate. In learning to observe rather than
impulsively react to her emotion during TF-EMDR, Rosalin reported an increased
awareness of the normalcy and purpose of emotional pain and a decrease in her physical
expression of pain when under stress. A shift towards seeing physical discomfort as a
supportive defender relaxed participants and seemed to transform their physical discomfort
into a resource (e.g., a signal that an emotional pain needed to be addressed) for both the
participants and the author. Opportunities to develop this appreciation and honor for the
body occurred during times of Reconnecting, Expressing, Distracting, and Containing
(RED-C).

Reconnecting. It is standard practice in TF-EMDR to assist patients with
reconnecting to that which needs restimulation or reprocessing via awareness of physical

sensation. This practice was frequently necessary for participants of this study. Either
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during times of highly evoking content or when trying to begin a session, physical sensation
seemed to allow participants to reconnect to their memories. When restimulation of a
traumatic memory rose to a level that required Grace to halt BLS, time was taken to calm
down through debriefing of what Grace had experienced. Grace was asked what she was
noticing, and all that remained aware to her was pain in her left hand. This pain made no
logical sense to her, yet she felt notable pain. Grace had begun to trust in the process of
observing emotions and her physical sensations (through several sessions of practice); she
was agreeable to “just notice” the pain in her hand as BLS resumed. This new ability
allowed Grace to connect with a memory related to earlier content that had been too
evocative to come to consciousness at that time (as seen by Grace ending BLS). Focusing
on the pain in her hand, reconnected Grace with this memory which led to a profound
insight that seemed to precipitate a healthy shift in Grace’s communication with others and
an honoring of her own needs and body.

Expressing. Physical discomfort was also seen to take on an expressing function
during TF-EMDR. Physical pain or discomfort would come to consciousness prior to
participants’ awareness of a thought or emotion. Communication through physical sensation
was seen on a few occasions, when Heather became aware of tension in her jaw.
Encouragement to simply notice the jaw tension during BLS led to Heather’s awareness and
subsequent expression of thoughts and opinions that she previously felt she was unable to
validate or say. Another example of physical sensation expressing an internal experience
occurred when Rosalin began to notice her own tendency to yawn prior to her assessment

that a neural pathway had been sufficiently reprocessed. In this case it can be seen how the
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body can express neutral or positive internal experiences, rather than just overwhelming or
painful ones, prior to their arising in consciousness.

Distracting. Physical sensation was also observed to take on a distracting function
for participants during BLS and between sessions. Physical distraction seemed possible
with either pleasant or unpleasant sensation. During the three-month follow-up meeting, the
author shared the observation that Rosalin would rarely name an emotion when asked what
her emotions were; she would state how her body felt. In response, Rosalin indicated that
focusing on her body had been her method of not numbing out (mild dissociation) in the
past. Instead of experiencing painful emotions, Rosalin would intentionally distract by
focusing on uncomfortable body sensations. Distracting in this way allowed Rosalin to
block out her emotions without completely disconnecting from her awareness. Distraction
with pleasant healing sensation was also actively used in sessions with all participants.
When feeling overwhelmed emotionally, an internal healing light resource would be used to
distract and self sooth, until the participant felt ready to return to the emotional or physical
discomfort being addressed.

Containing. The idea of the body as container of painful emotions or those believed
to be unable to be expressed is not new (Bion, 1962; Pollack, 2009; Sidoli, 2000). The body
as container was seen in the experiences of Rosalin, Grace, and Heather. Grace’s body
throughout her lifetime had become a container for overwhelming emotions that she felt
unable to express (due to fear of being shamed or a belief that expressing herself would not
make a difference even if it was spoken). Examples of her body holding unexpressed
emotions included the following: pain in her hand related to feelings of shame about

masturbation and her sexuality; tingling in her arms related to clenching of her muscles to



157

contain her anger; and pain in her neck related to sadness over not feeling that she or her
experiences were important to her parents. Understanding the body as a container could
allow clinicians to better educate clients as to the adaptability of this function. In this study
when this education was provided, it facilitated an honoring of the body for its efforts to
support the individual. Honoring seemed to allow for relaxation and a greater ability to feel
sensations that could lead to restimulation and reprocessing of traumatic memory.

Possible Disadvantages or Negative Side Effects of EMDR

There were minimal reports of unpleasant side effects of TF-EMDR during this
study. Feeling tired and having difficulty concentrating occurred primarily in the hours
directly following treatment session. Following one night’s sleep, these side effects were
resolved. Early in treatment, fibromyalgia flare-ups occurred. These seemed related to
discussion of traumatic events and early desensitization of targets. Additionally, one
participant experienced a flashback for the first time in several years. Although she was
able to see this as a sign that TF-EMDR was creating internal shifts, it was a disturbing
experience resulting from treatment.

Coluzzi and Berti (2011) recommended physicians clearly communicate side effects
to patients, as side effects were the primary reason for non-adherence. The side effects
observed in this study were discussed and normalized in the preparation stage of TF-EMDR.
Participants reported advanced warning being helpful, with two participants enthusiastically
reporting flare-ups as self-determined signs of early progress. Participants described
becoming accustomed to fatigue and foggy thinking as treatment progressed, with some
describing these side effects as giving them permission to take more time for themselves

after session than they would normally.
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Although all participants in this study benefited from TF-EMDR treatment, current
uncertainties as to which fibromyalgia patients might benefit from psychotherapy and then
which psychotherapy (EMDR, CBT, or BT) leave clinicians unable to discern the most
efficacious approach for individual patients. Uncertainties about best practices put patients
at risk of wasting their time and resources on treatments that can only offer the possibility of
helping. Additionally, patients are placed at risk to adverse reactions noted above, such as
fibromyalgia flare-ups, without solid treatment reasoning.

Thorough medical histories should be taken prior to treatment to assess EMDR’s
impact on current medical issues. Comorbidities of fibromyalgia and anxiety have been
documented (Schmechle & Edwards, 2011) and may result in fibromyalgia patients’ use of
anti-anxiety medications, such as benzodiazepines, which have been known to reduce
EMDR treatment efficacy (Shapiro, 2001). Collaborative planning for patients’ abstaining
from use of these as-needed-basis medications in the hours prior to EMDR treatment can
address this treatment challenge. Caution should be taken in providing EMDR treatment to
patients with a history of seizure, as there have been reports of EMDR both triggering a
seizure (G. Schneider, Nabavi, & Heuft, 2005) and extinguishing their occurrence (Kelly &
Benbadis, 2007).

Potential Benefits of TF-EMDR in the Treatment Fibromyalgia

There are several potential advantages of using the standard TF-EMDR in the
treatment of chronic pain disorders, such as fibromyalgia. The following benefits were
reported in participant interviews and demonstrated in outcome measures.

Clear focus of treatment. All participants reported appreciation for the structured

and focused nature of the TF-EMDR protocol. All three participants had engaged in
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traditional forms of talk therapy before participation and specifically noted that the EMDR
approach gave them a sense that “we were getting down to business.” Regarding previous
talk therapies, both Rosalin and Heather reported the emotional strain of retelling their
traumas and the frustration with development of personal insights that had not resulted in
notable changes in their behavior or symptoms. Rosalin and Heather felt frustrated that they
were just “stirring it up,” without any result.

Although some time was needed initially for participants to get used to the different
format of EMDR compared to traditional talk therapies, familiarity occurred within a few
sessions. After becoming familiar with the format, participants learned that although there
was time for discussion (especially to moderate speed of processing), targets collaboratively
identified at the beginning of treatment were always given primary focus. TF-EMDR was
“stirring it up” but the reasoning for doing so was clear and the format predictable.
Participants indicated this provided a measure of assurance during challenging times.

A sense of purpose or focus was also achieved with identification of target memories
and regular measurement of SUDS and VOC. Each week there was a general understanding
of what would be worked with and an opportunity to measure our progress. It is thought that
the focus provided by TF-EMDR’s structure and the collaboratively constructed targets may
have led to an increased sense of alliance with the author/EMDR therapist and therefore a
stronger treatment adherence.

Efficient. Notable improvement in psychological and physical symptoms related to
trauma and fibromyalgia were observed in 12 sessions. Participant reports indicated
awareness of improvement in their functioning mid-way through treatment (although formal

measurement was not done until after the 12™ session). In their systematic review of EMDR
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treatment of MUS, van Rood and de Roos (2009) noted pain symptom improvement in 6.8
sessions. This efficiency could make TF-EMDR appealing to patients (especially those that
are underinsured), insurance companies, and providers dealing with high case loads. EMDR
may be more efficient in achieving changes in pain intensity than alternative
psychotherapies. Thieme and Gracely (2009) found that long-term change in pain intensity
was related to a greater number of CBT treatment hours (24 hours on average). Treatment
with CBT under 20 hours duration was found to have only short-term changes in pain
intensity.

Costs of treating chronic pain and opportunity costs related to lost productivity
weigh heavily on patients and society (Robinson et al., 2003). Due to the long duration of
their experience of pain, patients are likely to feel some degree of hopelessness and/or
exhaustion. Distress related to illness and pain is especially common for patients with
fibromyalgia who may also be dealing with the negative stigma of their illness (Lempp,
Hatch, Carville, & Choy, 2009). Therapy that efficiently delivers positive effects is needed.
The DVA and DoD (2010) indicate EMDR is effective in the treatment of PTSD in part due
to its rapid therapeutic gains in comparison to traditional talk therapies. de Roos and
Vennstra (2010) echo praise for rapid treatment gains seen with EMDR and indicate that for
patients with chronic pain EMDR is also able to generalize trauma improvements to overall
functioning.

TF-EMDR efficiency is also demonstrated in the treatment of chronic pain, including
fibromyalgia, in its flexibility of use in a variety of different treatment environments with
very low technological demands. M. C. Russell, Lipke, and Figley (2011) drew attention to

the desirability of this in treatment of combat stress. Integration of TF-EMDR into medical
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centers or pain clinics would require little physical adaptation to treatment facilities or
significant increases in operating costs. In the current study “Thera-tappers,” compact and
portable hand buzzers were used for BLS; traditional BLS through eye movements would
require no equipment at all. Whether physicians provided outside referral or offered on-site
opportunities for treatment, TF-EMDR could be an efficient vehicle for the delivery of pain
management treatment for fibromyalgia patients.

Treatment adherence. High treatment adherence was observed in the current study.
All three participants fully engaged in and completed all treatment and follow-up sessions
(16 meetings). Rescheduling or missed appointments were negligible. Participants’ self-
motivated interest from the beginning of participation is likely a factor in their consistent
participation; there are several components of the TF-EMDR experience that are thought to
have positively impacted treatment adherence.

Patient centered. Early beliefs that fibromyalgia was an exaggeration or fictitious
illness (van Wilgen et al., 2008) and frustration with lack of responsiveness to treatment
contributed to strained relationships between patients and treatment providers. Good
communication and relationship between fibromyalgia patients and treatment providers can
improve treatment outcomes (Dobkin et al., 2009; Koudriavtseva et al., 2011). Elements of
TF-EMDR specifically address the development of a strong treatment alliance and
collaborative working relationship that focuses on patients’ wisdom regarding themselves.
Continuous assessment of SUDS creates numerous opportunities for alignment between
clinician and patient. This alignment is crucial as differences in the clinician’s and patient’s
perception of the patient’s health or emotional well-being negatively impact treatment

alliance (Dobkin et al., 2006; Sewitch et al., 2004). Ray and Zbic (2001) point out EMDR’s
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collaborative identification of targets, use of patients’ own internal resources, and patients
identification of their own new PC allows for establishment of greater treatment alliance and
investment in treatment. In the current study, it was observed that all three participants
made unsolicited reference to feeling supported, listened to, and cared about by the
treatment provider.

Increased experience of self-efficacy. Self-efficacy is an essential factor in general
adherence to medical interventions (Griva et al., 2000) and fibromyalgia (Lynch, 2004).
Patients’ active involvement in the development of new, more adaptive PCs is a central
component of the EMDR process. These PC contribute to an increased sense of self-
efficacy. In the current study, it was observed that the development of PC directly related to
traumatic events generalized to improvements in overall experiences of self efficacy. For
example, Rosalin developed a PC “I can aspire to live with an open heart,” related to dealing
with the wound of her partner’s infidelity. In subsequent sessions, Rosalin began to
spontaneously apply this openness of heart to herself, and she became aware of her own
need to take care of herself both in her relationships and in light of her fibromyalgia. She
began to visualize a future in which she could validate slowing down and effectively attend
to her own needs.

Directly addresses symptoms of depression and trauma. Depression (Clauw &
Williams, 2002) and trauma (Raphael et al., 2004) have been observed to be comorbid with
diagnoses of fibromyalgia. Treatment adherence for general medical conditions is
negatively impacted by patients’ experiences of depression (Bautista et al., 2012; Tarrants et
al., 2011) and trauma (Zen et al., 2012). In a study of myocardial infarction, trauma was

linked more closely to non-adherence than depression (Shemesh et al., 2011). As an
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evidence-based treatment of trauma, TF-EMDR has the potential to address comorbid
psychiatric factors that may negatively impact treatment adherence in addition to decreasing
physical symptoms of fibromyalgia as seen in this study.

Treatment adherence factors related to other psychological treatments of chronic
pain. TF-EMDR may address limitations of other recommended psychological treatments
for chronic pain or fibromyalgia. In the current study, it appeared that EMDR did not
require the use of homework and provided a structure that made treatment tolerable. Both
factors likely contributed to treatment adherence.

In the current study, no homework was assigned. Participants were encouraged to
make a note of dreams/nightmares or thoughts/emotions if they thought it helpful for
containment or as a reminder to discuss in the next session. During follow-up meetings,
participants were asked what they would have thought about having homework and
responses were mixed. Rosalin indicated she would not have wanted to do homework as:
“some sessions were so big that I didn’t want more.” However, Grace, indicated that she
liked journaling and would have been open to that type of homework. Grace could see TF-
EMDR “was working” and reported being willing to try other recommendations, such as
homework. Based on improvements seen in the current study without the assignment of
homework, it is speculated that homework is not necessary for improvement but could be
suggested on a case-by-case basis to further enhance therapy for those patients who identify
as being interested in an added treatment component.

All three participants in this study described times at which they considered dropping
out of the study or missing a session. Despite this, all participants remained engaged in

treatment, and all experienced improvements in their psychological and physical symptoms.
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Rosalin, who reported dreading coming to sessions halfway through her participation,
indicated the following as helpful to maintaining her adherence: (a) the education as to why
EMDR was increasing her distress and how to pace the speed of processing; (b) her own
observation that for the first two sessions addressing a target memory was challenging but
subsequently get easier; (c) awareness that EMDR also offered pleasant experiences (e.g.,
safe place resource); and, perhaps, most importantly; (d) she could see her progress through
consistent measurement of SUDS, and she knew her short-term discomfort was worth it in
the long-term.

Implications of the Study

A multiple case study design was chosen due to its applicability to the real life
circumstances and treatment needs of study participants. In this spirit, clinical
recommendations for TF-EMDR treatment of patients having fibromyalgia for a number of
years who have a history of trauma are provided, followed by recommendations for future
research.

Recommendations for practitioners. Several recommendations for practitioners
emerged during this study including utilizing the TF-EMDR protocol, building and
maintaining a strong treatment alliance, building internal resources and psychoeducation,
attending to emotions, and attending to the physical body.

Utilizing the standard TF-EMDR protocol. Results of this study suggest the TF-
EMDR protocol may be effective in addressing the needs of patients with a history of
trauma (whether these traumas are a one time event or a series of events). It is
recommended that when working with patients with fibromyalgia or other CSS or chronic

pain conditions, clinicians thoroughly assess for a history or symptoms of trauma via clinical
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interview and/or psychological testing. When a history of trauma is present, the TF-EMDR
protocol should be considered, given its status as a recognized evidence-based treatment of
trauma (e.g., APA, 2004).

de Roos et al. (2010), and Wilson and Tinker (2010) similarly recommend use of the
TF-EMDR protocol to treat trauma memories and trauma related to having pain with
patients experiencing PLP. Both groups of authors advise use of specialized chronic pain
EMDR protocols to treat current pain only once past trauma has been processed with the
standard TF-EMDR protocol.

EMDR clinicians are also advised to avoid redirecting patients to trauma memories
when pain sensation or memories related to having pain arise as this might interfere with the
patient’s own adaptive neural reprocessing. If pain sensations arise during BLS, standard
therapist response to “just notice that” should be given, along with other free associations.
In the current study, when a participant was unable to remain focused on a target memory of
trauma due to her frustration with having chronic pain or symptom exacerbations,
encouragement to “just notice” provided insights into targeted trauma memories as well as
relaxation and symptom abatement.

Clinicians should wait to provide treatment for comorbid psychiatric conditions (e.g.,
CBT or psychopharmacology) until completion of TF-EMDR as these conditions may be
simultaneously treated (van Rood & de Roos, 2009). For example, decreases in depression
scores in the current study were reported coinciding with traumatic stress and pain symptom
relief. If replicated, TF-EMDR treatment could decrease time and cost of treatment.

Building and maintaining a strong treatment alliance. Psychological distress

impacts treatment adherence (Sherbourne et al., 1992); it is essential that therapists prioritize



166

the establishment of a healthy treatment alliance. This strong alliance is even more
important with patients having a diagnosis of PTSD (Keller, Zoellner, & Feeny, 2010) and
those who originally sought treatment from a medical facility (van Rood & de Roos, 2009).
A systematic review of EMDR and MUS reported an initial dropout rate of 10-32% (van
Rood & de Roos, 2009; CBT treatment has been noted to have a drop-out rate of 26%;
Thorn et al., 2011; Whetherell et al., 2011). Authors speculated that this drop-out rate might
be due to dissonance between patients’ perceived etiology of illness or pain and the
perceptions of the health care providers. In the current study, during follow-up meetings, all
three participants indicated that trust and comfort with the EMDR therapist played an
important role in keeping them engaged in treatment and final assessments on the value and
meaning of the EMDR work.

Incongruence between patients and health care providers in regard to patients’
experience of pain has been found to negatively impact treatment alliance (Sewitch et al.,
2004). During EMDR, the frequent use of reassessment of SUDS and VOC scores creates
frequent opportunities for alignment between EMDR therapists and patients, allowing
therapists to more fully understand their patients’ pain experiences and allowing patients to
feel more understood by therapists.

At the beginning of each session assessment of physical symptoms of fibromyalgia
and experiences during the week provide an opportunity for normalization of distressing
secondary effects of TF-EMDR treatment outside of the session (e.g., flashback, increased
intensity of dreaming, pain flare-ups, apprehension about coming to session) as well as time
for reflection and celebration of improvements. In the current study, participants began to

spontaneously initiate reflections on changes and improvements they observed as treatment
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progressed and they noted their own awareness of change reinforced their commitment to
the TF-EMDR process even when they knew treatment was uncomfortable at times.
Creating a regular time for brief discussion of discomforts, challenges, and improvements
seemed to help strengthen the treatment alliance.

Building internal resources and psychoeducation. Therapists should ensure
adequate time for development of internal resources and psychoeducation regarding what to
expect from the TF-EMDR treatment process. These elements are recommended by Shapiro
(2001) for the treatment of trauma and appear to be important in the treatment of
fibromyalgia, based on the results of this study. As noted in the current case studies and
cross-case comparisons, all three participants made frequent use of internal resources
established in the preparation phase and commented upon how these internal resources were
important in helping them weather challenging episodes in treatment.

Participants reported that psychoeducation as to what to expect during EMDR helped
them tolerate discomfort in session and temporary crescendos of symptoms part way
through treatment sessions (e.g., Rosalin experienced an increase in irritation and anger;
Grace experienced a surge of emotions when engaging in a conversation about Grandma
May during a family visit; Heather experienced a flashback). Information describing
temporary increases in symptoms, more active dreaming, and the need to set aside personal
time following sessions were reported to be helpful by all participants. Reframing of
increases in physical or psychological symptoms was seen to increase participants’
commitment to treatment as they perceived these increases as evidence of change.

Psychoeducation that provided an alternative perspective on participants’ physical

pain was helpful in keeping participants engaged in the treatment process in the face of



168

internal defensive slowdowns or physical symptom flares. Discussion occurred as to how
adaptive it was for the body to be able to take responsibility for holding tension and pain that
participants felt unable to emotionally tolerate. Physical pain could be the result of the body
taking on this additional responsibility. Since participants seemed to be more comfortable
tolerating physical sensation than emotions, this pain could be seen as the body’s effort to
support and cope rather than a betrayal or weakness.

Heather’s experience was a successful example of the supportive efforts of her body.
By the 5th session, Heather had begun to come late to treatment sessions and reported
increased anxiety beginning a few hours before our sessions. When her tardiness and
anxiety was reframed as part of defenses intending to protect her, it was possible to honor
her defenses, allowing them to subside. Efforts were made to make it unnecessary for
Heather to dropout of treatment entirely in order for her internal defenses to achieve their
goal of protecting her.

Attending to emotions. Participants in this study had difficulty initially identifying
emotions versus physical sensation. This could be interpreted as alexithymia, a difficulty
with putting words to emotions. Alexithymia has been associated with fibromyalgia (Huber,
et al., 2009; Sayar et al., 2004; Steinweg et al., 2011). Based on these case studies, it is
recommended that clinicians remain cognizant of and actively address potential alexithymia.
Strategies may include the following:

1. Psychoeducation defining alexithymia and the purpose of emotions. The TF-
EMDR practitioner would be encouraged to consider supporting the patient’s observation,

identification, and description of emotions.



169

2. Practice identifying emotions associated with physical sensations. This effort can
be done during assessment and reassessment phases. Asking patients to identify where in
his or her body each identified emotion is provides him or her with practice identifying
emotions without significant adjustment to the TF-EMDR protocol. Additionally, practice
identifying emotions can be provided by soliciting a SUDS rating for each individual
emotion instead of one overall rating of distress.

Addressing alexithymia may improve patients’ ability to engage in TF-EMDR
treatment. If so, it is speculated that improvements in interactions with other health care
professionals may benefit. Steinweg et al. (2011) described the challenge for medical
professionals to fully assess and address patients’ concerns when patients are not able to
articulate multiple and complex interactions of symptoms.

3. Observation of emotions and sensations without any effort to change them. This
observation can occur during standard use of BLS. At the beginning of BLS, gentle
reminders to “just notice that (emotion) without trying to change it or make it go away” can
be offered. In this study, this practice provided the support and structure participants needed
to learn to observe emotion rather than impulsively react to it.

4. Development of self-care plans for challenging emotional times. In the current
study, development of self-care plans naturally arose near the end of the 12 weeks as
participants’ comfort experiencing emotions and compassion towards themselves increased.
Acknowledgement of patients’ skillfulness in providing self care for their bodies and

physical pain can be used to support emotional self-care plans as well.
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It should be noted this study did not investigate the experience of alexithymia directly; it
emerged as a theme during analysis of session transcriptions. These recommendations
require further study.

Attending to the physical body. When working with a patient with fibromyalgia, it
stands to reason that the clinician would attend to the patient’s physical experience. When
working with such a patient who also has a history of trauma, it is recommended that the
pain in the body not be the focus of treatment, but past experiences of trauma should be
addressed. Pain that arises in and out of session can be honored as serving a purpose rather
than vilified as a terrible burden. Clinicians can consider the role of the physical body by
reflecting on its roles in reconnecting, expressing, distracting, and containing (RED-C).

Recommendations for future research. Additional case study research by an
independent researcher replicating the methods used in this study could be done to build
upon the replication logic established in this study (Riedl, 2007). Mounting case study
research, including the current study, also indicates a need for RCT investigating the use of
EMDR in the treatment of chronic pain. These RCT are necessary to compare the standard
TF-EMDR protocol with other accepted and recommended treatments (e.g., CBT) and
modified EMDR pain protocols.

If there 1s reason for use of modified pain protocols, research investigation of the
order of treatment targets (e.g., (a) trauma memories, (b) pain-related memories, and (¢)
current pain [de Roos & Veenstra, 2010]) is needed as there are currently no definitive
guidelines. Research identifying patients for whom EMDR is contraindicated or ineffectual

are also needed. For instance, exploration of how patients’ perceptions of events related to



171

onset of their chronic pain would help to identify chronic pain patients who may not benefit
from TF-EMDR.

Ever increasing proliferation of modified EMDR protocols requires RCT to
investigate the causes of change offered by different approaches. RCTs could address
questions, such as: (a) under what conditions should TF-EMDR be used in the treatment of
chronic pain, (b) what if any modifications to the TF- EMDR protocols for chronic pain
offer additive benefit, and (c) does combining EMDR with other traditional psychotherapies
(e.g., CBT) improve treatment outcomes?

Research arising from clinical practice can directly benefit patients/participants and
is essential to development of more effective treatment options. As noted previously,
caution must be taken in balancing clinical adaptations with research that supports the use of
those adaptations. Practitioner-researchers are recommended to incorporate as much
structure and use of standardized measures of change as possible into their research, with
awareness of measures (e.g. BDI-II) already represented in the literature. Based on themes
and changes observed across cases in the current study, it is recommended that future
research consider how TF-EMDR may impact the decrease of catastrophizing and anger and
the increase of self-efficacy, forgiveness, and sleep. These factors have all been related to
the experience of fibromyalgia (Campbell & Edwards, 2009; Lynch, 2004; Rosenzweig &

Thomas, 2009; Toussaint et al., 2010; van Middendorp et al., 2010).
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Chapter 6: Conclusions

Fibromyalgia, a syndrome characterized by chronic pain and fatigue, negatively
impacts the lives of patients, their families, and society at large. Its unknown etiology places
strain on patients and providers as effective treatments are wanting. The grouping of
fibromyalgia as a CSS (Yanus, 2007a) acknowledges the likelihood of biopsychosocial
origins, including psychosocial trauma. The standard TF-EMDR protocol (Shapiro, 2001),
is an evidence-based treatment of trauma (e.g., APA, 2004) and was considered as a viable
treatment option for individuals experiencing fibromyalgia with a history of exposure to
traumatic events that may contribute to the cause, maintenance, or exacerbation of their
medical conditions. Until this study, there has been no research on the TF-EMDR protocol
specific to the treatment of fibromyalgia. Research investigating the use of EMDR in the
treatment of chronic pain conditions is growing and divides along the lines of use of the
traditional TF-EMDR protocol and EMDR chronic pain variations (Grant, 2010) and
modified EMDR protocols (Ray & Page, 2002). The current study chose to investigate the
most evidence-based protocol TF-EMDR.

The primary aim of this multiple case study was to explore two hypotheses related to
the treatment of fibromyalgia: 1) Use of the standard TF-EMDR protocol alone, will
decrease traumatic stress symptoms, and 2) Direct treatment of traumatic events or
psychophysical symptoms associated with past distressing events will lead to a lessening of
symptoms of physical pain. Cross case comparison indicated similar patterns of symptom
improvement among all three participants. Following EMDR treatment, improvements in
physical and psychological symptoms improved to an extent that none of the participants’

FIQ-R scores placed them in a range indicative of Fibromyaliga, and measures of
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psychological distress had meaningfully dropped. Current study results are illustrative of
TF-EMDR treatment of women with a history of trauma, farther along in their experience
and understanding of fibromyalgia and traditional treatments, who are open to
conceptualizing their experience through a mind-body connection, and are adherent to
treatment.

Pain protocols that diverge from the TF-EMDR protocol (de Roos & Veenstra, 2010;
Grant, 2010), make an effort to adapt the TF-EMDR protocol for more efficacious treatment
of patients, including current pain not associated with trauma. As of this time, solid
evidence for the use of the evidence-based TF-EMDR protocol has not yet been established
in the treatment of chronic pain; it is premature to develop new variations. Modified EMDR
protocols should be considered as experimental and need to be rigorously tested in
comparison to standard TF EMDR protocol and other evidence-based interventions. Until
such time, use of modified EMDR protocols may better be considered as adjuncts to the TF-

EMDR protocol, similar to a cognitive interweave.



174

References
Ablin, J. N., Shoenfeld, Y., & Buskila, D. (2006). Fibromyalgia, infection and vaccination:
Two more parts in the etiological puzzle. Journal of Autoimmunity, 27, 145-152. doi:

10.1016/j.jaut.2006.09.004

Affleck, G., Urros, S., Tennen, H., Higgins, P., & Abeles, M. (1996). Sequential daily
relations of sleep, pain intensity, and attention to pain among women with

fibromyalgia. Pain, 68, 363-368. doi: 10.1016/S0304-3959(96)03226-5

Alexander, R. W., Bradley, L. A., Alarcén, G. S., Triana-Alexander, M., Aaron, L. A.,
Alberts, K. R., ... Stewart, K. E. (1998). Sexual and physical abuse in women with
fibromyalgia: Association with outpatient health care utilization and pain medication
usage. Arthritis Care Research, 11(2), 102-115. Retrieved from
www.rheumatology.org/publications/acr/

American College of Rheumatology (2002). Guidelines for the management of rheumatoid
arthritis: 2002 update. Arthritis and Rheumatism, 46(2), 328-346. Retrieved from
www.rheumatology.org/publications/ar/

American Pain Society (2005). Retrieved September 16, 2011, from
http://persweb.connect2amc.com/APS/Default.aspx?Tabld=55&Productld=473

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental
disorders (4th ed., text rev.). Washington, DC: Author.

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental

disorders (4th ed.). Washington, DC: Author.



175

American Psychiatric Association. (2004). Practice guideline for the treatment of patients
with acute stress disorder and posttraumatic stress disorder. Arlington, VA:
American Psychiatric Association. doi: 10.1176/appi.books.9780890423363.52257

Amir, M., Kaplan, Z., Neumann, L., Sharabani, R., Shani, N., & Buskila, D. (1997).
Posttraumatic stress disorder, tenderness and fibromyalgia. Journal of
Psychosomatic Research, 42, 607-613. doi: 10.1016/S0022-3999(97)00009-3

Amir, M., Neumann, L., Bor, O., Shir, Y., Rubinow, A., & Buskila, D. (2000). Coping
styles, anger, social support, and suicide risk of women with fibromyalgia syndrome.
Journal of Musculoskeletal Pain, 8, 7-20. doi:10.1300/J094v08n03 02

Amital, D., Fostick, L., Polliack, M. L., Segev, S., Zohar, J., Rubinow, A., & Amital, H.
(2006). Posttraumatic stress disorder, tenderness, and fibromyalgia syndrome: Are they
different entities? Journal of Psychosomatic Research, 61, 663-669. doi:
10.1016/j.jpsychores.2006.07.003

Anderberg, U. M., Liu, Z., Berglund, L., & Nyberg, F. (1999). Elevated plasma levels of
neuropeptide Y in female fibromyalgia patients. European Journal of Pain, 3, 19-30.
doi: 10.1016/S1090-3801(99)90185-4

Arnold, L. M., Hudson, J. 1., Hess, E. V., Ware, A. E., Fritz, D. A., Auchenbach, M. B., . ..
Keck, P. E. (2004). Family study of fibromyalgia. Arthritis and Rheumatism, 50, 944-
952. doi: 10.1002/art.20042

Bandura, A., Cioffi, D., Taylor, C. B., & Brouillard, M. E. (1988). Perceived self-efficacy in
coping with cognitive stressors and opioid activation. Journal of Personality and Social

Psychology, 55, 479-488. doi: 10.1037//0022-3514.55.3.479



176

Barnes, D., Smith, D., Gatchel, R. J., & Mayer, T. G. (1989). Psychosocioeconomic predictors
of treatment success/failure in chronic low-back pain patients. Spine, 14, 427-430. doi:
10.2522/ptj.20110388

Basta, M., Chrousos, G., Vela-Bueno, A., & Vgontzas, A. (2007). Chronic insomnia and stress
system. Journal of Clinical Sleep Medicine, 2, 279-291. doi:
10.1016/5.jsmc.2007.04.002

Bautista, L., Vera-Cala, L., Colombo, C., & Smith, P. (2012). Symptoms of depression and
anxiety and adherence to antihypertensive medication. American Journal of
Hypertension, 25, 505-511. doi: 10.1038/ajh.2011.256

Beck, A. T., Steer, R., A., & Brown, G. K. (1996). Manual for the Beck Depression Inventory-
1I. San Antonio, TX: Psychological Corporation.

Beck, J. G., & Clapp, J. D. (2011). A different kind of co-morbidity: Understanding
posttraumatic stress disorder and chronic pain. Psychological Trauma: Theory,
Research, Practice, and Policy, 3, 101-108. doi: 10.1037/a0021263

Beck, N., Parker, J., Frank, R. G., Gendin, E. A., Kay, D. R., Gamache, M., . . . Anderson, S.
(1988). Patients with rheumatoid arthritis at increased risk for noncompliance with
salicylate treatment regimens. Journal of Rheumatology, 15, 1081-1084. Retrieved from
www.jrheum.com

Bennett, R. (2005). The Fibromyalgia Impact Questionnaire (FIQ): A review of its
development, current version, operating characteristics and uses. Clinical and

Experimental Rheumatology, 23, S-154-S-162.



177

Bennett, R., Friend, R., Jones, K. D., Ward, R., Han, B. K., & Ross, R. (2009). The Revised
Fibromyalgia Impact Questionnaire (FIQR): Validation and psychometric properties.
Arthritis Research and Therapy, 11, R120.

Bennett, R., Jones, J., Turk, D., Russell, I. J., & Matallana, L. (2007). An internet survey of
2,596 people with fibromyalgia. BMC Musculoskeletal Disorders, 8, 27-38. doi:
10.1186/1471-2474-8-27

Bergmann, U. (1998). Speculations on the neurobiology of EMDR. Traumatology, 4, 1.

Bergmann, U. (2008). The neurobiology of EMDR: Exploring the thalamus and neural
integration. Journal of EMDR Practice and Research, 2,300-314. doi: 10.1891/1933-
3196.2.4.300

Biggs, A., Aziz, Q., Tomenson, B., & Creed, F. (2003). Do childhood adversity and recent
social stress predict health care use in patients presenting with upper abdominal or chest
pain? Psychosomatic Medicine, 65, 1020-1028. doi:
10.1097/01.PSY.0000097333.02618.8D

Bion, W. R. (1962). Learning from experience. London: Maresfield.

Bisson, J., & Andrew, M. (2009). Psychological treatment of Post-Traumatic Stress Disorder
(PTSD). Cochrane Database of Systematic Reviews, 3. doi:
10.1002/14651858.CD003388.pub3

Bogalo, L., & Moss-Morris, R. (2006). The effectiveness of homework tasks in an irritable
bowel syndrome self-management programme. New Zealand Journal of Psychology,

35, 120-125. Retrieved from http://www.psychology.org.nz/NZ Journal



178

Borrell-Carrio, F., Suchman, A., & Epstein, R. (2004). The biopsychosocial model 25 years
later: Principles, practice, and scientific inquiry. Annals of Family Medicine, 2, 576-
582. doi: 10.1370/afm.245

Briere, J. (1995). The Trauma Symptom Inventory professional manual. Odessa, FL:
Psychological Assessment Resources.

Brosseau, L., Wells, G., Tugwell, P., Egan, M., Wilson, K. Dubouloz, C., ... Veilleux, L.
(2008). Ottawa panel evidence-based clinical practice guidelines for aerobic fitness
exercises in the management of fibromyalgia: Part 1. Physical Therapy, 88, 857-871.
doi: 10.2522/ptj.20070200

Brown, J., Berensen, K., & Cohen, P. (2005). Documented and self-reported child abuse and
adult pain in a community sample. Clinical Journal of Pain, 21, 374-377. doi:
10.1097/01.ajp.0000149797.16370.dc

Brown, K.W., McGoldrick, T., & Buchanan, R. (1997). Body dysmorphic disorder: Seven
cases treated with Eye Movement Desensitization and Reprocessing. Behavioural
and Cognitive Psychotherapy, 25, 203-207. doi:10.1017/5S1352465800018403

Bryant, M.J., Simons, A. D., & Thase, M. E. (1999). Therapist skill and patient variables in
homework compliance: Controlling a uncontrolled variable in cognitive therapy
outcome research. Cognitive Therapy and Research, 23, 381-399.

Burckhardt, C., Clark, S., & Bennett, R. (1991). The Fibromyalgia Impact Questionnaire:
Development and validation. The Journal of Rheumatology, 18(5), 728-733. Retrieved

from www.jrheum.com/



179

Burgmer, M., Pogatzki-Zahn, E., Gaubitz, M., Wessoleck, E., Heuft, G., & Pfleiderer, B.
(2009). Altered brain activity during pain processing in fibromyalgia. Neurolmage, 44,
502-508. doi: 10.1016/j.neuroimage.2008.09.008

Burns, J. W., Quartana, P. J., & Bruehl, S. (2008). Anger inhibition and pain:
Conceptualizations, evidence and new directions. Journal of Behavioral Medicine, 31,
259-279. doi: 10.1007/s10865-008-9154-7

Buskila, D., & Neumann, L. (1997). Fibromyalgia syndrome (FM) and nonarticular tenderness
in relatives of patients with FM. Journal of Rheumatology, 24, 941-944. Retrieved
from www.jrheum.com/

Campbell, C., & Edwards, R. (2009). Mind-body interactions in pain: The neurophysiology of
anxious and catastrophic pain related thoughts. Translational Research, 153, 97-101.
doi: 10.1016/j.trs1.2008.12.002

Carosella, A. M., Lackner, J. M., & Feuerstein, M. (1994). Factors associated with early
discharge from a multidisciplinary work rehabilitation program for chronic low back
pain. Pain, 57, 69-76. doi: 10.1016/0304-3959(94)90109-0

Carville, S. F., Arendt-Nielsen, S., Bliddal, H., Blotman, F., Branco, J. C., Buskila, D., . ..
Choy, E. H. (2008). EULAR evidence-based recommendations for the management of
fibromyalgia syndrome. Annals of Rheumatic Diseases, 67, 536-541 doi:
10.1136/ard.2007.071522

Chakrabarty, S., & Zoorob, R. (2007). Fibromyalgia. American Family Physician, 76, 247-254.
Retrieved from http://www.aafp.org/afp.

Chrousos, G. P & Gold, P. W. (1992). The concepts of stress and stress system disorders.

Overview of physical and behavioral homeostasis. Journal of the American Medical



180

Association, 267, 1244-1252. Retrieved from
http://jama.jamanetwork.com/article.aspx?articleid=395527

Ciccone, D., S., Elliot, D., K., & Chandler, H. (2005). Sexual and physical abuse in women
with fibromyalgia syndrome: A test of the trauma hypothesis. Clinical Journal of Pain,
21, 326-334. Retrieved from journals.lww.com/clinicalpain/

Clauw, D. J., & Crawfford, L. J. (2003). Chronic widespread pain and fibromyalgia: What we
know, and what we need to know. Best Practice and Research Clinical Rheumatology,
17, 685-701. doi: 10.1016/S1521-6942(03)00035-4

Clauw, D. J., & Williams, D. A. (2002). Relationship between stress and pain in work-related
upper extremity disorders: The hidden role of chronic multisymptom illnesses.
American Journal of Industrial Medicine, 41, 370-382. doi: 10.1002/ajim.10068

Coluzzi, F., & Berti, M. (2011). Change pain: Changing the approach to chronic pain. Minerva
Medica, 102, 289-307. Retrieved from
http://www.minervamedica.it/en/journals/minerva-
medica/article.php?cod=R10Y2011N04A0289

Corbicre, M., Bonneville-Roussy, A., Franche, R., Coutu, M., Choini¢re, M., Durand, M., &
Boulanger, A. (2011). Further validation of the BDI-II among people with chronic pain
originating from musculoskeletal disorders. Clinical Journal of Pain, 27, 62-69.
Retrieved from journals.lww.com/clinicalpain/

Cui, J., Matsushima, E., Aso, K., Masuda, A., & Makita, K. (2009). Psychological features and
coping styles in patients with chronic pain. Psychiatry and Clinical Neurosciences, 63,

147-152. doi: 10.1111/5.1440-1819.2009.01934.x



181

Culos-Reed, L. R., & Brawley, S. N. (2000). Studying adherence to therapeutic regimens:
Overview, theories, recommendations. Control Clinical Trials, 21, 156S-63S. doi:
10.1016/S0197-2456(00)00073-8

David, D. (2007). Case study methodology: Fundamentals and critical analysis. Cognition,
Brain, and Behavior, 11,299-317. Retrieved from http://www.nova.edu/ssss/QR/QR3-
3/tellis2.html

Department of Veterans Affairs & Department of Defense. (2004). VA/DoD clinical practice
guideline for the management of post-traumatic stress. Washington, DC: Veterans
Health Administration, Department of Veterans Affairs and Health Affairs, Department
of Defense. Office of Quality and Performance publication 10Q-CPG/PTSD-04.

Department of Veterans Affairs & Department of Defense. (2010). VA/DoD clinical practice
guideline for the management of post-traumatic stress. Washington, DC: Veterans
Health Administration, Department of Veterans Affairs and Health Affairs, Department
of Defense. Office of Quality and Performance publication 10Q-CPG/PTSD-04.

de Roos, C. & Veenstra, S. (2010). EMDR pain protocol for current pain. In M. Luber (Ed.),
Eye movement desensitization and reprocessing scripted protocols: Special
populations. (pp. 537-558). New York, NY: Springer.

de Roos C., Veenstra A. C., de Jongh A., den Hollander-Gijsman M,. van der Wee N. J.,
Zitman F. G., & van Rood, Y. R. (2010). Treatment of chronic phantom limb pain using
a trauma-focused psychological approach. Pain Research and Management, 15, 65-71.
Retrieved from www.pulsus.com/pain/home.htm

Dobkin, P. L., Bernatsky, S., Sita, A., Civita, M., Filipski, M., & Baron, M. (2009).

Preliminary validity of the barriers to treatment adherence questionnaire in fibromyalgia



182

combining quantitative and focus group data. Psychological Reports, 105, 447-460. doi:
10.2466/pr0.105.2.447-460

Dobkin, P. L., Da Costa, D., Abrahamowicz, M., Dritsa, M., Du Berger, R., Fitzcharles, M. A.,
& Lowensteyn, 1. (2006a). Adherence during an individualized home based 12-week
exercise program in women with fibromyalgia. Journal Of Rheumatology, 33, 333-341.
Retrieved from www.jrheum.com/

Dobkin, P. L., Liu, A., Abrahamowicz, M., lonescu-Ittu, R., Bernatsky, S., Goldberger, A., &
Baron, M. (2010). Predictors of disability and pain six months after the end of treatment
for fibromyalgia. Clinical Journal of Pain, 26, 23-29. doi:
10.1097/AJP.0b013e3181b40ee6

Dobkin, P. L., Sita, A., & Seqithc, M. (2006b). Predictors of adherence to treatment in women
with fibromyalgia. Clinical Journal of Pain, 22, 286-294. doi:
10.1097/01.ajp.0000173016.87612.4b

Dworkin, R. H., Turk, D. C., Revicki, D. A., Harding, G., Coyne, K. S., Peirce-Sandner, S., . . .
Melzack, R. (2009). Development and initial validation of an expanded and revised
version of the short-form McGill Pain Questionnaire (SF-MPQ-2). Pain, 144, 35-42.
doi: 10.1016/j.pain.2009.02.007

Eccleston, C., Palermo, T. M., Williams, A. C., Lewandowski, A., & Morley, S. (2009).
Psychological therapies for the management of chronic and recurrent pain in children
and adolescents. Cochrane Database of Systematic Reviews, 15. doi:

10.1002/14651858.CD003968.pub2



183

Eccleston, C., Williams, A. C., & Morley, S. (2009). Psychological therapies for the
management of chronic pain (excluding headache) in adults. Cochrane Database of
Systematic Reviews, 2. doi: 10.1002/14651858.CD007407.pub2

Eisen, S., Kang, H. K., Murphy, F. M., Blanchard, M. S., Reda, D. J., Henderson, W. G, ...
Lyons, M. J. (2005). Gulf war veterans’ health: Medical evaluation of a U.S. cohort.
Annals of Internal Medicine, 142, 881-890. Retrieved from www.annals.org/

Estergard, L. (1999). Eye Movement Desensitization and Reprocessing in the treatment of
chronic pain (Doctoral dissertation). Available from ProQuest UMI No. (3336660.)

Favaro, A., Gerosa, G., Caforio, A., Volpe, B., Rupolo, G., Zarneri, D., ... Santonastaso, P.
(2011). Posttraumatic stress disorder and depression in heart transplantation recipients:
The relationship with outcome and adherence to medical treatment. General Hospital
Psychiatry, 33, 1-7. doi: 10.1016/j.genhosppsych.2010.10.001

Fergusson, D. M., Horwood, L. J., & Woodward, L. J. (2000). The stability of child abuse
reports: A longitudinal study of the reporting behaviour of young adults. Psychological
Medicine, 30, 529-544. Retrieved from
journals.cambridge.org/action/displayJournal ?jid=PSM

Flink, I. K., Nicholas, M. K., Boersma, K., & Linton, S. J. (2009). Reducing the threat value of
chronic pain: A preliminary replicated single-case study of interoceptive exposure
versus distraction in six individuals with chronic back pain. Behaviour Research and
Therapy, 47, 721-728. doi: 10.1016/j.brat.2009.05.003

Flor, H., Breitenstein, C., Birbaumer, N., & Fiirst, M. (1995). A psychophysiological analysis
of spouse solicitousness towards pain behaviors, spouse interaction, and pain

perception. Behavior Therapy, 26, 255-272. doi: 10.1016/S0005-7894(05)80105-4



184

Foa, E., Keane, T., & Friedman, M., J. (2000). Guidelines for treatment of PTSD. Journal of
Traumatic Stress, 13, 539-588. doi: 10.1023/A:1007802031411

Forbes, D., Creamer, M., Bisson, J. 1., Cohen, J. A,. Crow, B. E., Foa, E. B., Friedman M. J.,
Keane T. M., Kudler, H. S., & Ursano., R. J. (2010)._A guide to guidelines for the
treatment of PTSD and related conditions. Journal of Traumatic Stress, 23, 537-552.
doi: 10.1002/jts.20565

Friedberg, F. (2004). Eye movement desensitization in fibromyalgia: A pilot study.
Complementary Therapies in Nursing and Midwifery, 10, 245-249. doi:
10.1016/j.ctnm.2004.06.006

Goldenberg, D., Burckhardt, C., & Crofford, L. (2004). Management of fibromyalgia
syndrome. Journal of the American Medical Association, 292, 2388-2395. Retrieved
from http://jama.jamanetwork.com/article.aspx?articleid=199786

Gracely, R. H., Petzke, F., Wolf, J. M., & Clauw, D. J. (2002). Functional magnetic resonance
imaging evidence of augmented pain processing in fibromyalgia. Arthritis and
Rheumatism, 46, 1333-1343. doi: 10.1002/art.10225

Grant, M. (1999). Pain control with EMDR. Denver, CO: Mentor Books.

Grant, M. (2000). EMDR: A new treatment for trauma and chronic pain. Complimentary
Therapies in Nursing and Midwifery, 6, 91-94. doi: 10.1054/ctnm.2000.0459

Grant, M. (2009a). Pain control with EMDR: Treatment manual. Wyong, Australia: Mark
Grant.

Grant, M. (2009b). Change your brain, change your pain. Wyong, Australia: Mark Grant.

Grant, M. (2010). Pain control with EMDR. In M. Luber (Ed.) Eye movement desensitization

and reprocessing scripted protocols: Special populations (pp. 517-536). NY:



185

Grant, M. & Threlfo, C. (2002). EMDR in the treatment of chronic pain. Journal of Clinical
Psychology, 58, 1505-1520. doi: 10.1002/jclp.10101

Griva, K., Myers, L., & Newman, S. (2000). Illness perceptions and self-efficacy beliefs in
adolescents and young adults with insulin dependent diabetes mellitus. Psychology and
Health, 15, 733-750. doi: 10.1080/08870440008405578

Gunter, R. W., & Bodner, G. E. (2009). EMDR works... but how? Recent progress in the
search for treatment mechanisms. Journal of EMDR Practice and Research, 3, 161-168.
doi: 10.1891/1933-3196.3.3.161

Gur, A., & Oktayoglu, P. (2008). Central nervous system abnormalities in fibromyalgia and
chronic fatigue syndrome: New concepts in treatment. Current Pharmaceutical Design,
14, 1274-1294. Retrieved from www.benthamscience.com/cpd/

Hagglund K. & Fillingim, C. (1998). Cost offset from cognitive-behavioral interventions for
chronic pain. Archives of Physical Medicine and Rehabilitation, 79, S-83-S88. doi:
10.1016/S0003-9993(98)90130-7

Harris, C., & D'Eon, J. (2008). Psychometric properties of the Beck Depression Inventory-
Second Edition (BDI-II) in individuals with chronic pain. Pain, 137, 609-622. doi:
10.1016/5.pain.2007.10.022

Hauser, W., Bernardy, K., Arnold, B., Offenbécher, M., & Schiltenwolf, M. (2009). Efficacy of
multicomponent treatment in fibromyalgia syndrome: A meta-analysis of randomized
controlled clinical trials. Arthritis & Rheumatism, 61, 216-224. doi: 10.1002/art.24276

Hauser, W., Bernardy, K., Uéeyler, N., & Sommer, C. (2009). Treatment of fibromyalgia
syndrome with gabapentin and pregabalin--a meta-analysis of randomized controlled

trials. Pain, 145, 69-81. doi: 10.1016/j.pain.2009.05.014



186

Hiuser, W., Kosseva, M., Uceyler, N., Klose, F., Sommer C. (2011). Emotional, physical, and
sexual abuse in fibromyalgia syndrome: A systematic review with meta-analysis.
Arthritis Care Research, 63(6), 808-820 doi: 10.1002/acr.20328

Heim, C., Newport, D. J., Mletzko, T., Miller, A. H., & Nemeroff, C. B. (2008). The link
between childhood trauma and depression: Insights from HPA axis studies in humans.
Psychoneuroendocrinology. 33, 693-710. doi: 10.1016/j.psyneuen.2008.03.008

Heim, C., Newport, D., Bonsall, R., Miller, A., & Nemeroff, C. (2001). Altered pituitary-
adrenal axis responses to provocative challenge tests in adult survivors of childhood
abuse. American Journal Of Psychiatry, 158, 575-581.

Henderson, M., & Bass, C. (2006). Chronic pain: The role of psychosocial factors in common
musculoskeletal disorders. Psychiatry, 5, 52-56. doi: 10.1383/psyt.2006.5.2.52

Hekmat, H., Groth, S., & Rogers, D. (1994). Pain ameliorating effect of eye movement
desensitization. Journal of Behavior Therapy and Experimental Psychiatry, 25, 121-
129. doi: 10.1016/0005-7916(94)90004-3,

Imbierowicz, K., & Egle, U. T. (2003). Childhood adversities in patients with fibromyalgia and
somatoform pain disorder. European Journal of Pain, 7, 113-119. doi: 10.1016/S1090-
3801(02)00072-1

Ironson, G., Freund, B., Strauss, J. L., & Williams, J. (2002). Comparison of two treatments for
traumatic stress: A community-based study of EMDR and prolonged exposure. Journal
of Clinical Psychology, 58, 113-128. doi: 10.1002/jclp.1132

Jahan, F., Nanji, K., Qidwai, W., & Qasim R. (2012). Fibromyalgia Syndrome: An overview of
pathophysiology, diagnosis and management. Oman Medical Journal, 27, 192—-195.

doi: 10.5001/0m;j.2012.44



187

Johnson, M. H., & Kazantzis, N. (2004). Cognitive behavioral therapy for chronic pain:
Strategies for the successful use of homework assignments. Journal of Rational-
Emotive and Cognitive Behavior Therapy, 22, 189-218. doi:
10.1023/B:JORE.0000047307.90472.56

Kazdin, A. (2008). Evidence-based treatment and practice: new opportunities to bridge clinical
research and practice, enhance the knowledge base, and improve patient care. American
Psychologist, 63, 146—159. doi: 10.1037/0003-066X.63.3.146

Kazantzis, N. & Deane, F. (1999). Psychologists’ use of homework assignments in clinical
practice. Professional Psychology: Research and Practice, 30, 581-585. Retrieved
from: http://www.apa.org/pubs/journals/pro/index.aspx

Kazantzis, N., Busch, R., Ronan, K. R., & Merrick, P. L. (2007). Using homework
assignments in psychotherapy: Differences by theoretical orientation and professional
training? Behavioural and Cognitive Psychotherapy, 35, 121-128. Retrieved from
journals.cambridge.org/action/displayJournal?jid=BCP

Kazantzis, N., Deane, F., & Ronan, K. (2004). Assessing compliance with homework
assignments: Review and recommendations for clinical practice. Journal of Clinical
Psychology, 60, 627-641. doi: 10.1002/jclp.10239

Keel, P. J., Bodoky, C., Gerhard, U., & Miiller, W. (1998). Comparison of integrated group
therapy and group relaxation training for fibromyalgia. Clinical Journal of Pain, 14,
232-238. Retrieved from journals.lww.com/clinicalpain/

Keller, S. M., Zoellner, L. A., & Feeny, N. C. (2010). Understanding factors associated with
early therapeutic alliance in PTSD treatment. Journal of Consulting and Clinical

Psychology, 78, 974-979. doi: 10.1037/a0020758



188

Kelley, G., Kelley, K., Hootman, J., & Jones, D. (2010). Exercise and global well-being in
community-dwelling adults with fibromyalgia: A systematic review with meta-analysis.
BMC Public Health, 10, 198-209. doi: 10.1186/1471-2458-10-198

Kelley, S. & Benbadis, S. (2007). Eye movement desensitization and reprocessing in the
psychological treatment of trauma-based psychogenic non-epileptic seizures. Clinical
Psychology and Psychotherapy, 14, 135-144. doi: 10.1002/cpp.525

Kerkar, N., Annunziato, R. A., Foley, L., Schmeidler, J., Rumbo. C., Emre, S., ... Shemesh, E.
(2006). Prospective analysis of nonadherence in autoimmune hepatitis: A common
problem. Journal of Pediatric Gastroenterology Nutrition, 43, 629-634. doi:
10.1097/01.mpg.0000239735.87111.ba

Kiley, D., Lam, C., & Pollak, R. (1993). The study of treatment compliance following kidney
transplant. Transplantation, 55, 51-56. Retrieved from
journals.lww.com/transplantjournal/

Kim, D., Hwalliip, B., & Yong, C., Y., C. (2008). Validity of the Subjective Units of
Disturbance Scale in EMDR. Journal of EMDR Practice and Research, 2, 57-62. doi:
10.1891/1933-3196.2.1.57

Koudriavtseva, T., Onesti, E., Pestalozza, 1. F., Sperduti, 1., & Jandolo, B. (2011). The
importance of physician-patient relationship for improvement of adherence to long-term
therapy: Data of survey in a cohort of multiple sclerosis patients with mild and
moderate disability. Journal of the Neurological Sciences, 33, 575-584 doi:
10.1007/s10072-011-0776-0

Kroenke, K., Krebs, E. E., & Bair, M. J. (2009). Pharmacotherapy of chronic pain: A synthesis

of recommendations from systematic reviews. General Hospital Psychiatry, 31, 206-



189

219. Retrieved from http://www.ghpjournal.com/article/S0163-8343%2809%2900003-
6/abstract

Langhorst, J., Musial, F., Klose, P., & Hauser, W. (2009). Efficacy of hydrotherapy in
fibromyalgia syndrome: A meta-analysis of randomized controlled clinical trials.
Rheumatology, 48, 1155-1159. doi: 10.1093/rheumatology/kep182

Leahy, R. L. (2002). Improving homework compliance in the treatment of generalized anxiety
disorder. Journal of Clinical Psychology, 58, 499-511. doi: 10.1002/jclp.10028

Lee, K. & Chavis, D. (2011). Cross-case methodology: Bringing rigour to community and
systems change research and evaluation. Journal of Community and Applied Social
Psychology, 22, 428-438. doi: 10.1002/casp.1131

Lee, C., Gavriel, H., Drummond, P., Richards, J., & Greewald, R. (2002). Treatment of PTSD:
Stress inoculation training with prolonged exposure compared to EMDR. Journal of
Clinical Psychology, 58, 1021-1089. doi:10.1002/jclp.10039

Lempp, H., Hatch, S., Carville, S., & Choy, E. (2009). Patients' experiences of living with and
receiving treatment for fibromyalgia syndrome: A qualitative study. BMC
Musculoskeletal Disorders, 10, 124-135. doi: 10.1186/1471-2474-10-124

Leventhal, L. (1999). Management of fibromyalgia. Annals of Internal Medicine, 131(11), 850-
858. Retrieved from annals.org/

Lilienfeld, S., Lynn, S., & Lohr, J. (2003). Science and pseudoscience in clinical psychology.
New York, NY: Guilford Press.

Luber, M. (2010). Eye movement desensitization and reprocessing scripted protocols: Special

populations. New York, NY: Springer.



190

Lucey, B., Clifford, D., Creighton, J., Edwards, R., McArthur, J., & Haythornthwaite, J.
(2011). Relationship of depression and catastrophizing to pain, disability and
medication adherence in patients with HIV-associated sensory neuropathy. AIDS Care,
23, 921-928. doi: 10.1080/09540121.2010.543883

Ludman, E., Katon, W., Bush, T., Rutter, C., Lin, E., Simon, G., . . . Walker, E. (2003).
Behavioural factors associated with symptom outcomes in a primary care-based
depression prevention intervention trial. Psychological Medicine, 33, 1061-1070. doi:
10.1017/S003329170300816X

Lynch, G. (2004). Patient variables associated with treatment completion in a mindfulness
meditation-based stress reduction (MBSR) treatment for Fibromyalgia: Implications for
prescriptive matching and participation enhancement. (Doctoral dissertation).
Available from ProQuest UMI No. (3134190.)

Marcus, D. A. (2009). Fibromyalgia: Diagnosis and treatment options. Gender Medicine, 6,
139-151. doi: 10.1016/j.genm.2009.01.004

Marcus, S. (2008). Phase I integrative EMDR: An abortive treatment for migraine headaches.
Journal of EMDR Practice and Research, 2, 15-25. doi: 10.1891/1933-3196.2.1.15

Martinez-Lavin, M. (2006). Fibromyalgia is a neuropathic pain syndrome. The Journal of
Rheumatology, 33, 827-828. Retrieved from www.jrheum.com/

Masi, A., White, K., & Pilcher, J. (2002). Person-centered approach to care, teaching, and
research in fibromyalgia syndrome: Justification from biopsychosocial perspectives in
populations. Seminars in Arthritis and Rheumatism, 32, 71-93. doi:

10.1053/sarh.2002.33717



191

Maxfield, L., & Hyer, L. (2002). The relationship between efficacy and methodology in studies
investigating EMDR treatment of PTSD. Journal of Clinical Psychology, 58, 23-41.
doi: 10.1002/jclp.1127

Maxfield, L. (2008). Considering mechanisms of action in EMDR. Journal of EMDR Practice
and Research, 2, 234-238. doi: 10.1891/1933-3196.2.4.234

Mazzola, A., Calcagno, M. L., Goicochea, M. T., Pueyrredon, H., Leston, J., & Salvat, F.
(2009). EMDR in the treatment of chronic pain. Journal of EMDR Practice and
Research, 3, 66-79, doi: 10.1891/1933-3196.3.2.66

McBeth, J., Chiu, Y., Silman, A., Ray, D., Morriss, R., Dickens, C., . . . Macfarlane, G. (2005).
Hypothalamic-pituitary-adrenal stress axis function and the relationship with chronic
widespread pain and its antecedents. Arthritis Research & Therapy, 7, R992-R1000.
doi: 10.1186/ar1772

McCann, D. L. (1992). Post-traumatic stress disorder due to devastating burns overcome by a
single session of eye movement desensitizing. Journal of Behavior Therapy and
Experimental Psychiatry, 23(4), 319-323. doi: 10.1016/0005-7916(92)90055-N

McCarberg, B. H. (2011). Clinical overview of Fibromyalgia. American Journal of
Therapeutics, 19(5), 357-368. Retrieved from
journals.lww.com/americantherapeutics/pages/default.aspx

McDevitt-Murphy, M., Weathers, F. W., & Adkins, J. W. (2005). The use of the trauma
symptom inventory in the assessment of PTSD symptoms. Journal of Traumatic Stress,
18, 63-67, doi: 10.1002/jts.20003

McLean, S. A., Williams, D. A., Harris, R. E., Kop, W. J., Groner, K. H., Ambrose, K., ...

Clauw, D. J. (2005). Momentary relationship between cortisol secretion and symptoms



192

in patients with fibromyalgia. Arthritis and Rheumatism, 52, 3660-3669. doi:
10.1002/art.21372

Melzack, R. (1975). The McGill Pain Questionnaire: Major properties and scoring methods.
Pain, 1,275-299.

Melzack, R. (1987). The short-form McGill pain questionnaire. Pain, 30, 191-197. doi:
10.1016/0304-3959(75)90044-5

Mergener, 1., M., Ribas Becker, R. M., dos Santos, A. F., dos Santos, G. A., & de Andrade, F.
M. (2011). Influence of the interaction between environmental quality and T102C SNP
in the HTR2A gene on fibromyalgia susceptibility. Revista Brasileira De
Reumatologia, 51, 594-602. doi: 10.1590/S0482-50042011000600006

Minelli, A. & Vaona, A. (2012). Effectiveness of cognitive behavioral therapy in the treatment
of fibromyalgia syndrome: A meta-analytic literature review. Reumatismo, 64, 151-157.
doi: 10.4081/reumatismo.2012.151

Moldofsky, H., & Scarisbrick, P. (1975). Introduction of neurasthenic musculoskeletal pain
syndrome by selective sleep stage deprivation. Psychosomatic Medicine, 37, 341-345.
Retrieved from www.psychosomaticmedicine.org/

Moldofsky, H., Scarisbrick, P., England, R., & Smythe, H. (1975). Musculosketal symptoms
and non-REM sleep disturbance in patients with "fibrositis syndrome" and healthy
subjects. Psychosomatic Medicine, 37, 341-351. Retrieved from
www.psychosomaticmedicine.org/

Morley, S., Eccleston, C., & Williams, A. (1999). Systematic review and meta-analysis of
randomized controlled trials of cognitive behavior therapy for chronic pain in adults,

excluding headache. Pain, 80, 1-13. doi: 10.1016/S0304-3959(98)00255-3



193

Nees, F., Ruddel, H., Mussgay, L., Kuehl, L. K., Romer, S., & Schachinger, H. (2010).
Alteration of delay and trace eyeblink conditioning in fibromyalgia patients.
Psychosomatic Medicine, 72,412-418. doi: 10.1097/PSY.0b013e3181d2bbef

Niiesch, E., Hauser, W., Bernardy, K., Barth, J., & Jiini, P. (2012). Comparative efficacy of
pharmacological and non-pharmacological interventions in fibromyalgia syndrome:
Network meta-analysis. Annals of the Rheumatic Diseases. Advance online
publication. Retrieved from http://ard.bmj.com/content/early/2012/06/26/annrheumdis-
2011-201249.long

O'Brien, M. K., Petrie, K., & Raeburn, J. (1992). Adherence to medication regimens:
Updating a complex medical issue. Medical Care Review, 49, 435-454. doi:
10.1177/002570879204900403

Patten, S. B. (2005). An analysis of data from two general health surveys found that increased
incidence and duration contributed to elevated prevalence of major depression in
persons with chronic medical conditions. Journal of Clinical Epidemiology, 58, 184-

189. doi: 10.1016/j.jclinepi.2004.06.006

Pearson, H. J. (2009). Present and accounted for: Sensory stimulation and parietal
neuroplasticity. Journal of EMDR Practice and Research, 3, 39-49. doi: 10.1891/1933-
3196.3.1.39

Perkins, B. R., & Rouanzoin, C. C. (2002). A critical evaluation of current views regarding eye
movement desensitization and reprocessing (EMDR): Clarifying points of confusion.

Journal of Clinical Psychology, 58, 77-97. doi: 10.1002/j¢clp.1130



194

Poole, H., & Bramwell, R., & Murphey, P. (2006). Factor structure of the Beck Depression
Inventory-II in patients with chronic pain. Clinical Journal of Pain, 22(9), 790-798.
doi: 0.1097/01.ajp.0000210930.20322.93

Porter, N. S., Jason, L. A., Boulton, A., Bothne, N., & Coleman, B. (2010). Alternative medical
interventions used in the treatment and management of myalgic
encephalomyelitis/chronic fatigue syndrome and fibromyalgia. Journal of Alternative
and Complementary Medicine, 16, 235-249. doi: 10.1089/acm.2008.0376

Raphael, K. G. (2006). Fibromyalgia syndrome: A role for sexual abuse and other traumatic
events? Primary Psychiatry, 13, 61-65. doi: www.primarypsychiatry.com/

Raphael, K. G., Janal, M. N., & Nayak, S. (2004). Comorbidity of fibromyalgia and
posttraumatic stress disorder symptoms in a community sample of women. Pain
Medicine, 5, 33-41. doi: 10.1111/j.1526-4637.2004.04003.x

Raphael, K. G., Janal, M. N., Nayak, S., Schwartz, J. E., & Gallagher, R. M. (2006).
Psychiatric comorbidities in a community sample of women with fibromyalgia. Pain,
124, 117-125 doi: 10.1016/j.pain.2006.04.004

Raphael, K. G., Natelson, B. H., Janal, M. N., & Nayak, S. (2002). A community-based survey
of fibromyalgia-like pain complaints following the World Trade Center terrorist attacks.
Pain, 100, 131-139. doi: 10.1016/S0304-3959(02)00273-7

Raphael, K. G., Widom, C. S., & Lange, G. (2001). Childhood victimization and pain in
adulthood: A prospective investigation. Pain, 92, 283-293. doi: 10.1016/S0304-
3959(01)00270-6

Raphael, K. G. (1987). Recall bias: A proposal for assessment and control. International

Journal of Epidemiology, 16, 167-170. doi: 10.1093/ije/16.2.167



195

Ray, A., & Zbik, A. (2003). Cognitive behavioral therapies and beyond. In C. D. Tollison, J. R.
Sattherwaite & J. W. Tollison (Eds.), Practical pain management (pp. 189-208).
Philadelphia, PA: Lippincott Williams & Wilkins.

Ray, P., & Page, A. (2002). A single session of hypnosis and eye movement desensitization
and reprocessing (EMDR) in the treatment of chronic pain. Australian Journal of
Clinical and Experimental Hypnosis, 30, 170-179.

Rees, C. M. (2003). Mechanisms of change in CBT: Does homework matter? Australian
Journal Of Psychology, 55, 179-183. Retrieved from
http://www.tandfonline.com/toc/sbeh20/current

Rees, C. M. (2006). Book reviews. Cognitive Behaviour Therapy, 35, 183-184. doi:
10.1080/16506070600722423

Rehan, K. (2011). Fibromyalgia tender points: Why they're not the same as trigger points.
Retrieved from http://www.spineuniverse.com/conditions/fibromyalgia/fibromyalgia-
tender-points

Riberto, M., Pato, T. R., & Battistella, L. R. (2006). A comparison between post-traumatic and
non-traumatic fibromyalgia. Journal of Musculoskeletal Pain, 14, 13-20. doi:
10.1300/J094v14n02_03

Riedl, R. (2007). On the replication of positivist case study research. ECIS 2007 Proceedings,
(Paper 70). Retrieved from http://aisel.aisnet.org/ecis2007/70

Riva, R., Mork, P. J., Westgaard, R. H., Rg, M., & Lundberg, U. (2010). Fibromyalgia
syndrome is associated with hypocortisolism. International Journal of Behavioral

Medicine, 17,223-33. doi: 10.1007/s12529-010-9097-6



196

Robinson, R., Birnbaum, H., Morely, M., Sisitsky, T., Greenberg, P., & Claxton, A. (2003).
Economic costs and epidemiological characteristics of patients with fibromyalgia
claims. The Journal of Rheumatology, 30, 1318-1325. Retrieved from
http://www.jrheum.org/content/30/6/1318.short

Rosenzweig, T. M., & Thomas, T. M. (2009). An update on fibromyalgia syndrome: The
multimodal therapeutic approach. American Journal of Lifestyle Medicine, 3, 226-237
doi: 10.1177/1559827609331557

Rowbotham, M. C. (2005). Is fibromyalgia a neuropathic pain syndrome? The Journal of
Rheumatology, 75, 38-40. Retrieved from
http://www.jrheum.org/content/supplements/75/38.long

Royle, L. (2008). EMDR as a therapeutic treatment for chronic fatigue syndrome (CFS).
Journal of EMDR Practice and Research, 2(3), 226-232. doi: 10.1891/1933-
3196.2.3.226

Runtz, M. G., & Roche, D. N. (1999). Validation of the Trauma Symptom Inventory in a
Canadian sample of university women. Child Maltreatment, 4, 69-80. doi:
10.1177/1077559599004001007

Russell, M. C. (2008a). Treating traumatic amputation-related phantom limb pain. Clinical
Case Studies, 7, 136-153. doi: 10.1177/1534650107306292

Russell, M. C. (2008b). Scientific resistance to research, training and utilization of eye
movement desensitization and reprocessing (EMDR) therapy in treating post-war
disorders. Social Science and Medicine, 67(11), 1737-1746. doi:

10.1016/j.socscimed.2008.09.025



197

Russell, M. C. (2008c). War-related medically unexplained symptoms, prevalence, and
treatment: Utilizing EMDR within the armed services. Journal of EMDR Practice and
Research, 2,212-225. doi: 10.1891/1933-3196.2.3.212

Russell, M. C., Lipke, H., & Figley, C. (2011). Eye movement desensitization and
reprocessing. In B. Moore, & W. Penk (Eds.), Treating PTSD in military personnel: A
clinical handbook. (pp. 75-88). New York, NY: Guilford Press.

Russell, I. J., Orr, M. D., Littman, B., Vipraio, G. A., Alboukrek, D., Michalek, J. E., ...
MacKillip, F. (1994). Elevated cerebrospinal fluid levels of substance P in patients with
the fibromyalgia syndrome. Arthritis Rheumatism, 37, 1593-1601. Retrieved from
www.rheumatology.org/publications/ar/

Sareen, J., Cox, B., Stein, M., Afifi, T., Fleet, C., & Asmundson, G. (2007). Physical and
mental co-morbidity, disability, and suicidal behavior associated with posttraumatic
stress disorder in a large community sample. Psychosomatic Medicine, 69, 242-248.
doi: 10.1097/PSY.0b013e31803146d8

Schaefer, C., Chandran, A., Hufstader, M., Baik, R., McNett, M., Goldenberg, D., ... Zlateva,
G. (2011). The comparative burden of mild, moderate and severe fibromyalgia: Results
from a cross-sectional survey in the United States. Health and Quality of Life
Outcomes, 9, 1-13. doi: 10.1186/1477-7525-9-71

Schmechel, D. E., & Edwards, C. (2011). Fibromyalgia, mood disorders, and intense creative
energy: AIAT polymorphisms are not always silent. Neurotoxicology. doi:
10.1016/j.neuro.2012.03.001

Schmidt, N. B., & Woolaway-Bickel, K. (2000). The effects of treatment compliance on

outcome in cognitive behavioural therapy for panic disorder: Quality versus quantity.



198

Journal of Consulting and Clinical Psychology, 68, 13-18. doi: 10.1037//0022-
006X.68.1.13

Schneider, G., Nabavi, D., Heuft, G. (2005). Eye movement desensitization and reprocessing in
the treatment of posttraumatic stress disorder in a patient with comorbid epilepsy.
Epilepsy Behavior, 7, 715-718. doi: 10.1016/.yebeh.2005.08.020

Schneider, J., Hofmann, A., Rost, C., & Shapiro, F. (2008). EMDR in the treatment of chronic
phantom limb pain. Pain Medicine, 9, 76-82. doi: 10.1111/j.1526-4637.2007.00299.x

Schubert, S., & Lee, C. W. (2009). Adult PTSD and its treatment with EMDR: A review of
controversies, evidenc, and theoretical knowledge. Journal of EMDR Practice and
Research, 3,117-132. doi: 10.1891/1933-3196.3.3.117

Schweinhardt, P., Sauro, K. M., & Bushnell, C., M. (2008). Fibromyalgia: A disorder of the
brain? The Neuroscientist, 14,415-421 doi: 10.1177/1073858407312521

Seidler, G. H., & Wagner, F. E. (2006). Comparing the efficacy of EMDR and trauma-focused
cognitive-behavioral therapy in the treatment of PTSD: A meta-analytic study.
Psychological Medicine, 36, 1515-1522. doi: 10.1017/S0033291706007963

Sewitch, M. J., Dobkin, P. L., Bernatsky, S., Baron, M., Starr, M., Cohen, M. & Fitzcharles, M.
A. (2004). Medication non-adherence in women with fibromyalgia. Rheumatology, 43,
648-654. doi: 10.1093/rheumatology/keh141

Shapiro, F. (1989). Eye Movement Desensitization: A new treatment for post-traumatic stress
disorder. Journal of Behavior Therapy and Experimental Psychiatry, 20. 211-217.

Retrieved from www.sciencedirect.com/science/journal/00057916



199

Shapiro, F. (1994). Alternative stimuli in the use of EMD(R). Journal of Behavior Therapy and
Experimental Psychiatry, 25, 89-91. Retrieved from
www.sciencedirect.com/science/journal/00057916

Shapiro, F. (2001). Eye movement desensitization and reprocessing: Basic principles,
protocols, and procedures (2nd ed.). New York, NY: Guilford Press.

Shapiro, F. (2002). EMDR and the role of the clinician in psychotherapy evaluation: Towards a
more comprehensive integration of science and practice. Journal of Clinical
Psychology, 58, 1453-1463. doi: 10.1002/jclp.10104

Shapiro, F. (2007). EMDR, adaptive information processing, and case conceptualization.
Journal of EMDR Practice and Research, 1, 68-87. doi: 10.1891/1933-3196.1.2.68

Shemesh, E., Annunziato, R. A., Weatherley, B. D., Cotter, G., Feaganes, J. R., Santra,
M....Rubinstein, D. (2011). A randomized controlled trial of the safety and promise of
cognitive-behavioral therapy using imaginal exposure in patients with posttraumatic
stress disorder resulting from cardiovascular illness. Journal of Clinical Psychiatry, 72,
168-74. doi: 10.4088/JCP.09m05116blu

Sherbourne, C. D., Hays, R. D., Ordway, L., DiMatteo, M. R., & Kravitz, R. L. (1992).
Antecedents of adherence to medical recommendations: Results from the medical
outcomes study. Journal of Behavioral Medicine, 15, 447-468. doi:
10.1007/BF00844941

Sidoli, M. (2000). When the body speaks: The archetypes in the body. Philadelphia, PA:

Routledge.



200

Silver, S. M., Rogers, S., & Russell, M. (2008). Eye movement desensitization and
reprocessing (EMDR) in the treatment of war veterans. Journal of Clinical Psychology,
64,947-957. doi: 10.1002/jclp

Sinclair, V. G., & Wallston, K. A. (2001). Predictors of improvement in a cognitive-behavioral
intervention for women with rheumatoid arthritis. Annals of Behavioral Medicine, 23,
291-297. doi: 10.1207/S15324796ABM2304 8

Sondergaard, H. P., & Elofsson, U. (2008). Psychophysiological studies of EMDR. Journal of
EMDR Practice and Research, 2,282-288. doi: 10.1891/1933-3196.2.4.282

Staines, D. R. (2005). Therapeutic and preventive interventions for postulated vasoactive
neuropeptide autoimmune fatigue-related disorders. Medical Hypotheses, 65, 797-803.
doi: 10.1016/j.mehy.2005.03.007

Staud, R. (2002). The abnormal central pain processing mechanism in patients with
fibromyalgia. Fibromyalgia Frontiers, 10, 1-8. Retrieved from
http://www.fmpartnership.org/Staud2002.htm

Staud, R. (2007). Treatment of fibromyalgia and its symptoms. Expert Opinion on
Pharmacotherapy, 8, 1629-1642. doi: 10.1517/14656566.8.11.1629.

Stickgold, R. (2002). EMDR: A putative neurological mechanism of action. Journal of Clinical
Psychology, 58, 61-75. doi: 10.1002/jclp.1129

Stickgold, R. (2008). Sleep-dependent memory processing and EMDR action. Journal of
EMDR Practice and Research, 2,289-299. doi: 10.1891/1933-3196.2.4.289

Tarrants, M., Oleen-Burkey, M., Castelli-Haley, J., & Lage, M. J. (2011). The impact of
comorbid depression on adherence to therapy for multiple sclerosis. Multiple Sclerosis

International, Article ID 271321, 10 pgs, doi: 10.1155/2011/271321



201

Theadom, A., & Cropley, M. (2008). Dysfunctional beliefs, stress and sleep disturbance in
fibromyalgia. Sleep Medicine, 9, 376-381. doi: 10.1016/j.sleep.2007.06.005

Theadom A., Cropley M., & Humphrey K. L. (2007). Exploring the role of sleep and coping on
quality of life in fibromyalgia. Journal of Psychosomatic Research. 62, 145-51. doi:
10.1016/j.jpsychores.2006.09.013

Thieme, K., & Gracely, R. H. (2009). Are psychological treatments effective for fibromyalgia
pain? Current Rheumatology Reports, 11,443-450. doi: 10.1007/s11926-009-0065-6

Thieme, K., Turk, D., & Flor, H., (2007). Responder criteria for operant and cognitive—
behavioral treatment of fibromyalgia syndrome. Arthritis and Rheumatism, 57, 830—
836. doi: 10.1002/art.22778

Tinker, R. H., & Wilson, S. A. (2005). The phantom limb pain protocol. In R. Shapiro (Ed.),
EMDR solutions: Pathways to healing (pp 147-159). New York, NY: W. W. Norton.

Torun, F. (2010). Treatment of vaginismus with EMDR: A report of two cases. Turk psikiyatri
dergisi/ Turkish journal of psychiatry, 21, 243-248. Retrieved from
http://www.turkpsikiyatri.com/en/default.aspx?modul=article&id=769

Toussaint, L., Overvold-Ronningen, M., Vincent, A., Luedtke, C., Whipple, M., Schriever, T.,
& Luskin, F. (2010). Implications of forgiveness enhancement in patients with
fibromyalgia and chronic fatigue syndrome. Journal of Health Care Chaplaincy, 16,
123-139.

Trickett, P., Noll, J., Susman, E., Shenk, C., & Putnam, F. (2010). Attenuation of cortisol
across development for victims of sexual abuse. Developmental Psychopathology, 22,

165-175. doi: 10.1017/S0954579409990332



202

Twombly, J. H., & Schwartz, R. C. (2008). The integration of the internal family systems
model and EMDR. In C. Forgash, & M. Copeley (Eds.) Healing the heart of trauma
and dissociation with EMDR and ego state therapy (pp. 295-311). New York, NY:
Springer.

Turk, D. C., & Rudy, T. E. (1991). Neglected topics in the treatment of chronic pain patients -
Relapse, noncompliance, and adherence enhancement. Pain, 44, 5-28, doi:
10.1016/0304-3959(91)90142-K

Turk, D. C., Okifuji, A., Sinclair, J. D., & Starz, T. W. (1998). Differential responses to
psychosocial subgroups of fibromyalgia syndrome patients to an interdisciplinary
treatment. Arthritis Care Research, 11,397-404. doi: 10.1002/art.1790110511

van den Hout, M. A., Engelhard, I. M., Rijkeboer, M. M., Koekebakker, J., Hornsveld, H.,
Leer, A., ... Akse, N. (2011). EMDR: Eye movements superior to beeps in taxing
working memory and reducing vividness of recollections. Behaviour Research and
Therapy, 49, 92-98. doi: 10.1016/j.brat.2010.11.003

van der Kolk, B., Roth, S., Pelcovitz, D., Sunday, S., & Spinazzola, J. (2005) Disorders of
extreme stress: The empirical foundation of a complex adaptation to trauma. Journal of
Traumatic Stress, 18, 389—399.

van der Roer, N., van Tulder, M., van Mechelen, W., & de Vet, H. (2008). Economic
evaluation of an intensive group training protocol compared with usual care
physiotherapy in patients with chronic low back pain. Spine, 33, 445-451. doi:
10.1097/BRS.0b013e318163fa59

van Etten, M. L. & Taylor, S. (1998). Comparative efficacy of treatments for post-traumatic

stress disorder: A meta-analysis. Clinical Psychology and Psychotherapy, 5, 126-144.



203

Retrieved from http://onlinelibrary.wiley.com/journal/10.1002/%28ISSN%291099-
0879

van Middendorp, H., Lumley, M. A., Moerbeek, M., Jacobs, J. W. G., Bijlsma, J. W. J., &
Geenen, R. (2010). The effects of anger and sadness on clinical pain reports and
experimentally-induced pain thresholds in women with and without fibromyalgia.
Arthritis Care and Research, 62, 1370-1376. doi: 10.1002/acr.20230

van Rood, T., & de Roos, C. (2009). EMDR in the treatment of medically unexplained
symptoms: A systematic review. Journal of EMDR Practice and Research, 3, 248-263.
doi: 10.1891/1933-3196.3.4.248

van Wilgen, P., C., van Ittersum, M., W., Kaptein, A., A., & van Wijhe, M. (2008). Illness
perceptions in patients with fibromyalgia and their relationship to quality of life and
castrophizing. Arthritis and Rheumatism, 58, 3618-3626.

Vitorino, D. F., Carvalho, L. B., & Prado, G. F. (2006). Hydrotherapy and conventional
physiotherapy improve total sleep time and quality of life of fibromyalgia patients:
Randomized clinical trial. Sleep Medicine, 7, 293-296. doi: 10.1016/j.sleep.2005.09.002

Wald, J., Taylor, S., Chiri, L., R., & Sica, C. (2010). Posttraumatic stress disorder and chronic
pain arising from motor vehicle accidents: Efficacy of interoceptive exposure plus
trauma-related exposure therapy. Cognitive Behaviour Therapy, 39, 104-113. doi:
10.1080/16506070903183570

Wasserman, D., Wasserman, J., & Skolowski, M. (2010). Genetics of HPA-axis, depression
and suicidality. European Psychiatry, 25, 278-80. doi: 10.1016/j.eurpsy.2009.12.016

Weaver, 1. C. (2009). Shaping adult phenotypes through early life environments. Birth Defects

Research. Part C, Embryo today : Reviews, 87, 314-26. doi: 10.1002/bdrc.20164



204

Westra, H. A., Dozois, D. J., & Marcus, M. (2007). Expectancy, homework compliance, and
initial change in cognitive-behavioral therapy for anxiety. Journal of Consulting and
Clinical Psychology, 75, 363-373. doi: 10.1037/0022-006X.75.3.363

Wicksell, R. K., Ahlqvist, J., Bring, A., Melin, L., & Olsson, G. L. (2008). Can exposure and
acceptance strategies improve functioning and life satisfaction in people with chronic
pain and whiplash-associated disorders (WAD)? A randomized controlled trial.
Cognitive Behaviour Therapy, 37, 1-14. doi: 10.1080/16506070802078970

Widom, C. S., & Morris, S. (1997). Accuracy of adult recollections of childhood victimization
Part II: Childhood sexual abuse. Psychological Assessment, 9, 34-46. Retrieved from
www.apa.org/journals/pas.html

Wilensky, M. (2006). Eye movement desensitization and reprocessing (EMDR) as a treatment
for phantom limb pain. Journal of Brief Therapy, 5, 31-44. Retrieved from
www.journalbrieftherapy.com/

Williams, D. A., Brown, S. C., Clauw, D. J., & Gendreau, R. M. (2003). Self-reported
symptoms before and after September 11 in patients with fibromyalgia. Journal of the
American Medical Association, 289, 1637-1638. Retrieved from
jama.jamanetwork.com/

Wilson, S. & Tinker, R. (2010). EMDR and phantom pain research protocol. In M. Luber
(Ed.), Eye movement desensitization and reprocessing scripted protocols: Special
populations (pp. 559-572). New York, NY: Springer.

Wingenfeld, K., Spitzer, C., Rullkétter, N., & Lowe, B. (2010). Borderline personality
disorder: Hypothalamus pituitary adrenal axis and findings from neuroimaging studies.

Psychoneuroendocrinology, 35(1), 154-70. doi: 10.1016/j.psyneuen.2009.09.014



205

White, K. P., Carette, S., Harth, M., & Teasell, R. W. (2000). Trauma and fibromyalgia: Is
there an association and what does it mean? Seminars in Arthritis and Rheumatism, 29,
200-216. doi: 10.1016/S0049-0172(00)80009-8

White, K., P., Nielson, W., R., Harth, M., Ostbye, T., Speechley, M. (2002). Does the label
"fibromyalgia" alter health status, function, and health service utilization? A
prospective, within-group comparison in a community cohort of adults with chronic
widespread pain. Arthritis and Rheumatism, 47, 260-265 doi: 10.1002/art.10400

Wolfe, F., Ross, K., Anderson, J., & Russell, I. (1995). Aspects of fibromyalgia in the general
population: Sex, pain threshold, and fibromyalgia symptoms. Journal of Rheumatology,
22, 151-156. Retrieved from www.jrheum.com/

Wolpe, J. (1958). Psychotherapy by reciprocal inhibition. Stanford, CA: Stanford University
Press.

Wood, P. B., Glabus, M. F., Simpson, R., & Patterson, J. C. (2009). Changes in gray matter
density in fibromyalgia: Correlation with dopamine metabolism. Journal of Pain, 10,
609-618. doi: 10.1016/j.jpain.2008.12.008

Yanus, M. B. (1984). Primary fibromyalgia syndrome: Current concepts. Comprehensive
Therapy, 10, 21-28. Retrieved from www.springer.com/medicine/journal/12019

Yanus, M. B. (2007a). Fibromyalgia and overlapping disorders: The unifying concept of
central sensitivity syndromes. Seminars in Arthritis and Rheumatism, 36, 339-356. doi:
10.1016/j.semarthrit.2006.12.009

Yanus, M. B. (2007b). Role of central sensitization in symptoms beyond muscle pain, and the
evaluation of a patient with widespread pain. Best Practice and Research Clinical

Rheumatology, 21, 481-497.



206

Yehuda, R., & McFarlane, A. C. (1995). Conflict between current knowledge about
posttraumatic stress disorder and its original conceptual basis. American Journal of
Psychiatry, 152, 1705-1713. Retrieved from ajp.psychiatryonline.org/

Yin, R. (2009), Case study research: Design and methods. (4th ed.). Thousand Oaks, CA: Sage.

Zen, A. L., Whooley, M. A., Zhao, S., & Cohen, B. E. (2012). Post-traumatic stress disorder is
associated with poor health behaviors: Findings from the heart and soul study. Health

Psychology, 31(2), 194-201. doi: 10.1037/a0025989



207

APPENDIX A
Intake Questionnaire

Pseudonym :

Intake Questions for EMDR and Fibromyalgia study

Fibromyalgia

1) Do you have a current diagnosis of Fibromyalgia? [] yes [] no

2) In what year did you initially receive this diagnosis?

3) Can you provide documentation of your Fibromyalgia diagnosis?

E.g. a chart note from your physician. [ ] yes [ ] no

4) Do you have any other medical conditions or injuries that are causing you pain?

(e.g. ruptured disk) [ ] yes [] no

If yes, please describe:

5) Besides medications, what other things do you do (and how often) to find relief from your

Fibromyalgia symptoms?




208

Mental Health

6) Please list: Current mental health diagnoses:

Past mental health diagnoses (if different than above):

7) Has anyone in your family been diagnosed with a mental health diagnosis? If so please

describe:

8) Has anyone in your family ever attempted suicide? [ ]yes [ ]no

If yes please explain:
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9) Have any of these ever happened to you?
Yes No

[] Suicidal thoughts: [ ] current [ ] Past: Date:

Attempted suicide Dates:

DUI Date:

O O O O
O O

Psychiatric Hospitalization = Dates:

Reason for admission:

]
]

Motor Vehicle Accident Date(s):

Childhood Abuse: [ ] Physical [ ]JSexual [ ] Verbal
Childhood neglect (e.g., not enough to eat, was frequently left alone)
Childhood witnessing of domestic violence

Divorce of parents when you were a child

Experienced abuse or trauma but did not feel your parent protected
you or believed you

Experienced frequent teasing or bullying as a child

Experienced significant illness of a parent as a child

Adulthood Abuse: [ ]| Physical [ |Sexual [ ] Verbal
Natural Disaster
Traumatic death of a loved one

Witness or victim of a terrorist act

O dood od oOdoodd
O dood od oOdoodd

Experienced war as a civilian



Experienced war as a member of the military
Your own divorce

Loss of a limb

O O O O
OO O O

Life threatening surgery

10) Have you ever done any of these things to feel better or relieve stress?

[ ]Jcutting [ ]burning [ ]hitting [ ] other self harm:

[ ]laxatives [ ]throwup [ ]recklessdriving [ |playing with weapons

11) Have you ever gone to counseling? [ ]yes [ ]no
If currently in counseling, please indicate:

Name of counselor:
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Phone number:

Condition or issue being treated:

12) Have you ever participated in EMDR treatment before? [ ] yes

Substance Use

13) If you consume alcohol, please indicate the number of drinks you have:

per day OR  per week

14) Please check all that you have used in the last year:
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[ ]Marijuana

[ ] Meth, speed, crank, crystal, cocaine, crack

[ ] LSD, mushrooms, PCP, hallucinogens

[ ] Vicodin, Oxycontin, Percocet, Codeine, ect.

[ ] Heroin, Morphine

[ ]Body building supplements, steroids, diet pills
[ ]Relaxers: benzos, Xanax, barbs, other pills

[ ] Ecstasy, club drugs, GHB, inhalants, sprays

[ ] Other:

16) Has anyone ever said you have a problem with alcohol or drugs? [ ] yes [ ]no

Support System

17) Who are the important people you can turn to in a time of need?

18) What do you do to take care of yourself when you aren’t feeling at your best?

19) Do you have a spiritual practice that supports you? If so, please describe.
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20) Is there anything else about you that you would like us to know?

Thank you for taking the time to complete this questionnaire.



APPENDIX B
Medication Log
Medication Log
Prior to treatment
Medication / Supplement Dosage

Following treatment

Medication / Supplement Dosage
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APPENDIX C

Closing Questions
1) How have you changed since beginning this EMDR study?
Consider: pain levels, thoughts, behaviors and feelings.
2) What was most surprising to you about your experience?
3) What did you like about this experience? What was helpful?
4) What did you not like about this experience? What was not helpful?
5) How has this compared to other treatments you have tried for your
Fibromyalgia?
6) Would you recommend this type of treatment to someone else? Why?

7) What else would you like to say about your experience?



