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Abstract
This review systematically synthesized existing literature on group protocols of eye
movement desensitization and reprocessing (EMDR) therapy for treating a range of
mental health difficulties in adults and children. We conducted database searches on
PsychINFO, EMBASE, MEDLINE, Web of Science, The Cochrane Library and
Francine Shapiro Library up to May 2020, using PRISMA guidelines. Studies were
included if they used at least one standardized outcome measure, if they present a
quantitative data on the effect of group EMDR protocols on mental health difficulties
and if they were published in English. Twenty-two studies with 1739 participants
were included. Thirteen studies examined EMDR Integrative Group Treatment
Protocol (IGTP), four studies examined EMDR Group Traumatic Episode Protocol (G-
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TEP), four studies EMDR Integrative Group Treatment Protocol for Ongoing Traumatic Stress and one study considered EMDR Group Protocol with Children. Of the
22 studies included, 12 were one-arm trials and 10 were two-arm trials. We assessed
risk of bias using a revised Tool to Assess Risk of Bias in Randomized Trials (ROB 2)
and Risk of Bias in Nonrandomized Studies of Interventions (ROBINS-I). Overall, the
results suggested that Group EMDR protocols might be an effective tool in improving
a wide range of mental health-related outcomes including posttraumatic stress disorder (PTSD), depression and anxiety. However, the included studies are limited to
methodological challenges. The limitations and future directions are discussed.
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I N T RO DU CT I O N

these experiences “functional.” However, when a person experiences a
large amount of stress or one's processing system is “impaired,” certain

Eye movement desensitization and reprocessing (EMDR) is a psycho-

experiences might be stored in an unprocessed/dysfunctional form and

therapy technique that is informed by the principles of the adaptive

will therefore be a source of ongoing distress for the person.

information processing (AIP) model (Shapiro, 2007). According to the

The standard EMDR protocol includes eight phases designed to

AIP model, the human brain processes new experiences and makes

alleviate the toxic impact of these unprocessed memories and
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consequently ameliorate the person's mental health and well-being.
These phases include history taking, patient preparation, choosing

Key Practitioner Message

target memories, reprocessing and desensitization of disturbing
memories, installing of positive cognition, body scan, closure and

• Overall, group EMDR interventions significantly reduce

revaluation. Unlike other psychological therapies involving exposure

PTSD, depression and anxiety symptoms at post-

to memories of traumatic or otherwise adverse life experiences

treatment compared with pretreatment or control

(e.g., prolonged exposure), the reprocessing phase of EMDR includes

groups.

the application of a range of distinctive techniques known as “bilateral

• The included trials are highly heterogeneous regarding

stimulation” (BLS), most typically involving procedures to guide clients

sample group, setting, outcomes and number of sessions,

through sets of rapid eye movements while they focus on a disturbing

which implies the flexibility and feasibility of the group

memory with associated thoughts and feelings.

EMDR protocols for different sample groups.

EMDR is generally regarded as an intervention specifically aimed

• EMDR group protocols seem to have several advantages

at improving symptoms of posttraumatic stress disorder (PTSD),

including its capacity to reduce waiting times, using draw-

despite it was originally designed to address “experience-based”

ing or writing as a mean of expressing and offering group

psychological distress, more generally, that is, mental health difficul-

support.

ties that are brought about by exposure to adverse and potentially

• Quality of evidence is subject to a high risk of bias.

traumatic life experiences and circumstances (Shapiro, 1989).

Therefore, more trials with a robust methodology, larger

Much research has been carried out to evaluate the effectiveness

sample size with participants who meet full diagnostic

of EMDR on a wide range of mental health difficulties across different

criteria and follow-up assessment are needed.

groups and settings. Several studies found EMDR to be effective in
reducing PTSD, depression and anxiety and increasing quality of life
across a wide range of age groups and populations including clinical
and nonclinical groups (Acarturk et al., 2016; Ahmad, Larsson, &

EMDR in group format might represent a more suitable and resource-

Sundelin-Wahlsten, 2007; de Roos et al., 2011, 2017; Every-Palmer

effective option for delivering a potentially effective treatment to a

et al., 2019; Horst et al., 2017; Karatzias et al., 2019; Ostacoli

large number of people. Four different EMDR group protocols have

et al., 2018; Ter Heide, Mooren, Van De Schoot, De Jongh, &

been developed to rapidly improve the mental health and well-being

Kleber, 2016; Van Den Berg et al., 2018). Several systematic reviews

of individuals who have undergone traumatic stress. These include

and meta-analyses have attested its efficacy across a broad range of

(1) the EMDR Integrative Group Treatment Protocol (EMDR IGTP)

difficulties, including PTSD (Bisson et al., 2007; Chen, Zhang, Hu, &

(Jarero, Artigas, Montero, & Lena, 2008), (2) the EMDR Integrative

Liang, 2015; Ehring et al., 2014; Khan et al., 2018; Korn, 2009), medi-

Group Treatment Protocol Adapted for Ongoing Traumatic Stress

cally unexplained symptoms (van Rood & de Roos, 2009), depression

(EMDR IGTP- OTS) (Jarero & Artigas, 2017), (3) The EMDR Group

(Wood & Ricketts, 2013), anxiety (Yunitri et al., 2020), distress due to

Treatment Protocol (EMDR G-TEP) (Shapiro, 2013, 2019) and (4) the

natural disasters (Natha & Daiches, 2014) and chronic pain (Tesarz

EMDR Group Protocol Children (EMDR GP/C) (Korkmazlar, Bozkurt, &

et al., 2014). EMDR is now recommended to treat PTSD by American

Tan Tunca, 2020). These group EMDR protocols comprise distinctive

Psychiatric Association (Ursano et al., 2010), the World Health

features to adapt the standard eight phases of EMDR therapy for

Organization (WHO, 2013), National Institute for Health and Care

administration in a group setting (see Table 1 for a summary of the

Excellence (NICE, 2018) and International Society for Traumatic Stress

treatment protocols), considering intrinsic difficulties incurred in

Studies (ISTSS, 2018). Moreover, a recent study by the NICE guidance

group administration (e.g., the impossibility to verbalize unpleasant

development group for PTSD found that individual EMDR therapy is

memories, inclusion of strategies to work with groups of individuals

more cost-effective than other trauma-focused treatments including

with varying levels of literacy).
Although multiple studies have provided evidence for the

TF-CBT, non-TF-CBT, somatic/cognitive therapy, counselling and
psychoeducation (Mavranezouli et al., 2020).

effectiveness of group EMDR protocols in mental health, to our

While EMDR has been most commonly evaluated and applied as

knowledge, no systematic review has specifically summarized the

an individual intervention (i.e., administered by a single therapist on a

available evidence on the effectiveness of group EMDR protocols on

single client at any one time), this modality of intervention delivery

mental health outcomes. This review addresses this knowledge gap.

might not represent the most cost- and time-effective approach for
the growing volume of mental health difficulties globally (Gil-Rivas,
Handrup, Tanner, & Walker, 2019; Patel et al., 2018; Prince

2

METHOD

|

et al., 2007), as well as the mental health challenges faced by survivors
of incidents and crises that affect large numbers of individuals at the

2.1

|

Protocol and registration

same time, such as mass casualty events, natural disasters and the
impact of the recent COVID-19 pandemic (Salari et al., 2020;

This review was guided by the Preferred Reporting Items for

Vindegaard & Benros, 2020; Xiong et al., 2020). The delivery of

Systematic Reviews and Meta-Analyses (PRISMA) (Moher, Liberati,
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Details of EMDR protocols
EMDR IGTPa

EMDR IGTP-OTSb

EMDR G-TEPc

EMDR GP/Cd

Session
number

1 to 2 sessions

1 to 6 sessions

1 to 4 sessions

Single session

Duration of
sessions
(approx.)

50 to 60 min

50 to 60 min

60 to 90 min

3h

Targeted age
group

Children, adolescents and
adults

Older children,
adolescents and adults

Adults

Children and adolescents

Group size

3 to 150

3 to 150

1 to16

2 to 14

Facilitator

At least one EMDR
therapist and one
mental health
professional or trained
paraprofessional for
each 10 participants

At least one EMDR
therapist and one
mental health
professional or trained
paraprofessional for
each 10 participants

At least one EMDR
therapist and one
mental health
professional or trained
paraprofessional for
each 10 participants

2 EMDR therapists

Aim

To treat a single recent
critical incident with a
subsequent posttrauma
safety period

To treat population living
with recent, present, or
past prolonged adverse
experiences (e.g.,
ongoing or prolonged
traumatic stress)

To treat life-changing
events with ongoing
consequences, may or
may not be recent

To treat traumatic events

Equipment

A4 sheet

A4 sheet

G-TEP worksheet

A4 sheet

Group sharing
of
experiences

No

No

Advised but not necessary

Advised

Installation of
positive
cognition

No, because the
installation of a PC
cannot be conducted in
groups for the following
reasons: each
participant may have a
different SUD score,
blocking beliefs, or have
different timing for
processing and reach an
ecological level of
disturbance.

No, because the
installation of a PC
cannot be conducted in
groups for the following
reasons: each
participant may have a
different SUD score,
blocking beliefs, or have
different timing for
processing and reach an
ecological level of
disturbance

Yes

Yes

Using negative
cognition

No

No

No

Yes

Body scan

Yes

Yes

No

Yes

History taking

Individually

Individually

Individually or in a group
setting

In a group setting

Recommended
BLS

Butterfly Hug

Butterfly Hug

Tapping + eye
movements, Butterfly
Hug only for installing
resources

Butterfly Hug

Interventions
details

Phase 1

Phase 2

Client history

Client history

Present resource

Meeting with children

An individual session with
each client to take a
client's history

An individual session with
each client to take a
client's history

-Therapists and
participants introduce
themselves
-Participants rate SUD
-Stabilization using 4
elements exercises
-A safe place installation
via Butterfly Hug

-Therapists and
participants introduce
themselves
-Playing icebreaking
games
-Setting up group rules
-Psychoeducation on
trauma

Preparation

Preparation

Onset of trauma episode

Preparation
-Psychological debriefing
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TABLE 1

(Continued)

Phase 3

Phase 4

EMDR IGTPa

EMDR IGTP-OTSb

EMDR G-TEPc

EMDR GP/Cd

-Psychoeducation on
trauma
-Relaxation exercises
-Establishing a safe place
-Participants split their
page into four squares,
and label A, B, C and D.

-Therapists introduce
themselves
-Psychoeducation on AIP
model and trauma
-Relaxation exercises
-Teach butterfly hug
-Participants rate SUD
-Participants split their
page into four squares,
and label A, B, C and D.

-Participants are invited to
identify the traumatic
event they would like to
work with
-Draw or write about it
-Participants rate SUD

-Group sharing of
emotions, beliefs, and
coping mechanisms
-Client history of trauma
-Drawing a safe place and
installation via BLS
-Identifying available
resources, drawing an
installation via BLS

Assessment

Assessment

Past resource

Assessment

-Participants are asked to
remember the critical
incident and choose the
most disturbing part.
-Then, in Square A,
participants draw the
most disturbing part of
the event and are asked
to rate it using SUD

-To encompass the whole
traumatic stress
spectrum participants
are asked to run a
mental movie of the
whole event/
experience, from right
before the beginning
until today, or even
looking into the future
and choose the hardest,
most painful, or
distressing moment.
Then, in Square A,
participants draw that
moment.
-Participants rate SUD

-Participants are invited to
recall a good memory
-Draw or write about it
-Application of Butterfly
Hug

-Visualization of the
traumatic event on a TV
screen
-Participants rate SUD
-Body scan

Desensitization

Desensitization

Future resource

Desensitization

-Apply BLS until
participants feel in their
body that it has been
enough (average of 1 to
3 min).
-Square B: Participants
draw how are they
feeling at the moment
and rate SUD
-Square B instructions are
repeated for Square C
and D

-Apply BLS until
participants feel in their
body that it has been
enough (average of 1 to
3 min).
-Square B: Participants
draw how are they
feeling at the moment
and rate SUD
-Square B instructions are
repeated for square C
and D

-Participants select
positive cognitions from
a checklist to indicate
how would they like to
think about themselves
in the future?
-Draw or write about it

-Four sets of BLS
application as Butterfly
Hug
-Rating SUD after each set
-15 min break

Back to
target
SUD

Participants are asked to
look at all the drawings
and choose the one that
disturbed the most.
Then, to turn the paper
to the other side and
write the SUD they are
feeling now.

Participants are asked to
look at all the drawings
and choose the one that
disturbed the most.
Then, to turn the paper
to the other side and
write the SUD they are
feeling now.

-

-

Phase 5

Future vision

Future vision

Points of disturbance
(PoD) processing

Installation with healing
story and resource
development

-Participants draw how
they see themselves in
the future and the title
their drawings.

-Participants draw how
they see themselves in
the future and the title
their drawings.

-Participants identify PoDs
of the traumatic event
with no order while
tapping from one side
the worksheet to the
other side.

-A story is written by the
therapist which is
suitable to group
characteristics and the
traumatic event.

(Continues)
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(Continued)
EMDR IGTPa

Phase 6

Phase 7

Phase 8

EMDR IGTP-OTSb

EMDR G-TEPc

EMDR GP/Cd

-Once a PoD is identified,
participants draw or
write something to
represent it
-Rate their SUD level
-Nine sets of BLS
-Check SUD every 3 sets

-The story is read to
participants while they
are applying BLS
-Once the story is
finished, participants
draw the best part they
remember of the story
-Application of BLS

Body scan

Body scan

Episode level processing

Body scan with relaxation
exercises

-Body scan to identify any
other pleasant or
unpleasant memories.

-Body scan to identify any
other pleasant or
unpleasant memories

-Participants rate their
overall SUD level for the
whole episode
-Installation of PC

-Body scan
-Breathing exercises etc.

Closure

Closure

Closure

Powerful closure

-Relaxation exercises

-Relaxation exercises

-Stabilization using 4
elements exercises

-Bonding exercises with
themselves and loved
ones
-Application of BLS

Re-evaluation

Revaluation and follow-up

Follow-up screening

Revaluation

-The facilitators will
identify participants
needing additional time
to complete the
reprocessing of any
residual material
remaining from the
previous group sessions.
This assessment is
determined by taking
into consideration: the
client history, the
reports made by the
participant's relatives or
friends; the results
obtained in the scales;
the entire sequence of
drawings with their SUD
scale ratings (especially
the Back to target SUD);
the future vision
drawing and title; the
body scan; and the
facilitators report.
Provided extra session if
needed

-At the end of the group
intervention, the
facilitators will identify
participants needing
additional time to
complete the
reprocessing of any
residual material
remaining from the
previous group sessions.
This assessment will be
determined by taking
into consideration: the
client history, the
reports made by the
participant's relatives or
friends; the results
obtained in the scales;
the entire sequence of
drawings with their SUD
scale ratings (especially
the back to target SUD);
the future vision
drawing and title; the
body scan; and the
facilitators report.
Provided extra session if
needed

-Participants rate their
SUD
-Check PC

-Participants rate their
SUD
-If it is higher than 3,
referral to individual
EMDR

Abbreviations: BLS, bilateral stimulation; PC, positive cognition; PoD: points of disturbance; SUD, subjective units of disturbance.
a
EMDR Integrative Group Treatment Protocol (EMDR-IGTP) (Jarero et al., 2008).
b
EMDR Integrative Group Treatment Protocol Adapted for Ongoing Traumatic Stress (EMDR-IGTP-OTS) (Jarero & Artigas, 2017).
c
EMDR Traumatic Episode Protocol (G-TEP) (Shapiro, 2019).
d
EMDR Group Protocol With Children (Korkmazlar et al., 2020).
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Tetzlaff, & Altman, 2009). The systematic review was registered

revised. Disagreements were resolved through discussion, or a third

with PROSPERO (CRD42019147143).

reviewer were consulted. Data extraction included title, first author
and setting of the study, sample details including sample size, age,
gender, study design, the EMDR protocol used, session details

2.2

|

Eligibility criteria

(number and length), duration of treatment, quantitative findings,
drop-out rate, treatment fidelity assessment, longest follow-up dura-

As the aim of this review was to provide a comprehensive synthesis

tion, outcome tools, targeted memories and adverse effects.

of the effectiveness of group EMDR protocols in the available literature, we did not place any restriction on the specific population of
interest considered in the primary study nor the age group or gender

2.5

|

Risk of bias assessment

of the trial samples. We included studies testing the effectiveness of
any group EMDR protocols if they used at least one standardized out-

Two reviewers independently evaluated risk of bias across articles.

come measure and if they present a quantitative data of interventions

We used A Revised Tool to Assess Risk of Bias in Randomized Trials

on any mental health difficulties. We also included trials with or

(RoB-2) (Sterne et al., 2019) for studies that used randomization to

without a control group. No publication date, study design, setting,

allocate participants. Rob-2 assesses quality in six domains of bias:

age, gender or publication status restrictions were imposed but

selection bias, performance bias, detection bias, attrition bias,

English language restriction. Finally, we excluded studies that did not

reporting bias and other biases. For studies that did not use

provide primary quantitative findings on the effectiveness of Group

randomization, we used Risk of Bias in Nonrandomized Studies of

EMDR in peer-reviewed publications such as reviews, books, confer-

Interventions (ROBINS-1) (Sterne et al., 2016). ROBINS-1 assesses

ence abstracts or posters. We also excluded studies that group EMDR

quality in seven domains: bias due to confounding factors, selection,

protocol was combined with other therapies or interventions and did

classification, intervention, missing data, outcome measures and

not provide appropriate statistics to distinguish effects of EMDR from

reported results.

other therapies.

2.6
2.3

|

|

Data analysis

Search
Due to the heterogeneity in study design, interventions, outcomes,

We conducted a bibliographic search in PsychINFO, EMBASE,

follow-up periods and sample characteristics, a meta-analysis was not

MEDLINE, Web of Science, The Cochrane Library between 1989 and

possible. A narrative synthesis was undertaken.

March 2020. We also hand-searched Francine Shapiro Library and
Journal of EMDR Practice and Research as they have a special focus
on presenting EMDR studies. Ongoing studies were also searched in

3

RE SU LT S

|

the U.K. Clinical Trials Gateway and The ISRCTN Registry. Searches
was rerun in May 2020 to ensure the review was up to date before

3.1

|

Study selection

evidence synthesis was finalized. For all databases, the search terms
included combinations of Eye Movement Desensitization and

The flow of studies across the study selection phases is displayed in

Reprocessing, EMDR and group EMDR. As an example, the search

Figure 1; 22 articles met the eligibility criteria for inclusion in this

terms for PubMed were as followed: “Eye Movement Desensitization

review. Twenty-two articles were included in the systematic review.

Reprocessing” OR “eye movement desensitization” OR “eye movement desensitisation” OR “EMDR” OR “Group EMDR” OR “EMDR
group protocol”. The search was adapted for the other databases.

3.2

|

Study characteristics

Finally, we screened the reference lists of eligible studies and previous
systematic reviews and meta-analysis of EMDR for additional studies.



Participants: The total number of participants in the eligible studies

Finally, authors with relevant articles were contacted to identify newly

was 1739 participants. Sample sizes varied widely, ranging from

published articles. Two reviewers screened studies independently in

14 to 701. Twenty-one studies reported information on gender; the

two stages: title/abstract and full text. Any disagreements on studies

percentage of female gender in studies was between 8% to 100%

were solved through discussion and arbitration with a third reviewer.

with an average of 51%, whereas the percentage of male gender
was between 14% to 100% with an average of 49%. Twelve studies
included adults (<18 years) only in their samples; nine studies

2.4

|

Data extraction

included children only and one study had mixed groups including
children and adults. The age of participants ranged from 4 to

Two reviewers independently extracted data from the eligible studies.

84 years with an average of 31.72 years. Two studies recruited par-

The data extraction sheet was created, pilot tested in five studies and

ticipants who met full diagnostic criteria for PTSD. The remaining
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F I G U R E 1 Flowchart of the
systematic review process
[Colour figure can be viewed at
wileyonlinelibrary.com]

studies either did not assess any diagnosis before the experiment or





Comparator/Design: Twelve studies used a one-arm design with

recruited help-seeking individuals that did not fully meet diagnostic

pretreatment and posttreatment assessments. Ten studies used a

criteria for any disorder.

two-arm design; four articles tested the efficacy of Group EMDR

Interventions: As seen in Table 2, four different EMDR group

protocol against no-treatment control groups, four articles used

protocols were reported in 22 articles. Thirteen studies tested

wait-list control design and in two articles control groups received
either individual EMDR or TF-CBT.

EMDR IGTP protocol (Adúriz, Bluthgen, & Knopfler, 2009;
Allon, 2015; Brennstuhl et al., 2019; Harris et al., 2018; Jarero



Outcomes: In all studies, the primary outcome was the change in

et al., 2008, 2015; Jarero & Artigas, 2010; Jarero, Rake, &

PTSD scores. Secondary outcomes included depression in nine

Givaudan, 2017; Maslovaric et al., 2017; Morrissey, 2016;

studies, anxiety in eight studies, subjective units of disturbance

Passoni et al., 2018; Perilli et al., 2019; Trentini et al., 2018);

(SUD) in eight studies. For additional outcomes, please see Table 3.

four

articles

Givaudan,

&

tested

EMDR

Osorio,

2018;

IGTP-OTS
Josefa

protocol

Molero,

Givaudan, 2019; Osorio, Perez, Tirando,

(Jarero,

Jarero,

&

& Jarero, 2018;

Smyth-dent, Fitzgerald, & Hagos, 2019); four articles examined
EMDR

G-TEP

Hofmann,

2017;

protocol
Roberts,

(Lehnung,
2018;

Shapiro,
Tsouvelas,

Schreiber,

3.3

|

Risk of bias assessment

&

Chondrokouki,

The included articles varied regarding of risk of bias. Figure 2 shows

Nikolaidis, & Shapiro, 2019; Yurtsever et al., 2018); and one arti-

the assessment of the nonrandomized studies. Five studies had a high

cle used EMDR GP/C Protocol (Korkmazlar et al., 2020). Treat-

risk of bias, whereas the remaining nine studies received a moderate

ments lasted between one session to 10 sessions over 1 day to

risk of bias. The most common shortcomings were the lack of blind

10 weeks. The duration of sessions varied from 45 to 100 min.

assessors and the use of self-reported outcomes. Figure 3 shows that

Sixteen studies included follow-up periods ranged from 1 week

the risk assessments of the randomized studies. Three randomized

to 12 months after the intervention.

studies had a high risk of bias and five studies had some concerns of

126 (124)

37 (6)

36 (16)

34 (20)

16 (16)

20 (20)

24 (24)

37 (37)

70 (61)

66 (66)

18 (18)

116 (35)

Allon, 2015

Brennstuhl
et al., 2019

Harris
et al., 2018

Jarero
et al., 2008

Jarero &
Artigas, 2010

Jarero
et al., 2015

Jarero
et al., 2017

Jarero
et al., 2018

Korkmazlar
et al., 2020

Lehnung et al.,
2017

Maslovaric
et al., 2017

N recruited
(N in statistics)

Study characteristics

Adúriz
et al., 2009

Authors

TABLE 2

Italy

Germany

Turkey

Mexico

Bolivia

Mexico

Honduras

Mexico

USA

France

Democratic Republic
of Congo

Argentina

Country

Children
13 to 20 years
M = 16.28

Adults
M = 32.4

Children
6 to 13
M = not reported

Adults
26 to 79 years
M = 47.02

Adults
22 to 63 years
M = 35.26

Adults
36 to 68 years
M = 54.16

Adults
Not reported
M = not reported

Children
6 to 12
M = not reported

Adults
21 to 60 years
M = 42.5

Children
12 to 13 years
M = not reported

Adults
-

Children
4 to 17 years
M = not reported

Age group, age range
and mean age

Refugees

Victims of natural or humanmade disaster

Mixed

Victims of natural or humanmade disaster
Mixed

Mixed

Patients or their caregivers

Patients or their caregivers

Women

Women

Professionals who deal with
trauma

Mixed

Professionals who deal with
trauma

Victims of natural or humanmade disaster

Mixed

Mixed

Victims of abuse

Women

Victims of abuse

Women

Victims of natural or humanmade disaster

Victims of natural or humanmade disaster

Mixed

Mixed

Population type

Gender

One-arm
trial

Two-arm
trial

Two-arm
trial

Two-arm
trial

One-arm
trial

One-arm
trial

One-arm
trial

One-arm
trial

Two-arm
trial

One-arm
trial

Two-arm
trial

One-arm
trial

Study
design

-

Yes
RCT

No

Yes
RCT

-

-

-

-

Yes
RCT

-

No

-

Randomization

-

Wait-list control
group

Wait-list group

No-treatment
control group

-

-

-

-

TF-CBT

-

EMDR

-

Comparison
group

Not
reported

Not
reported

Not
reported

Not
reported

18 and 19

24

20

Not
reported

8 to 10

6 to 10

6 to 8

18 to 20

Group
sizes

KAPTAN ET AL.
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184 (63)

23 (18)

23 (23)

44 (33)

14 (8)

35 (35)

48 (48)

701 (332)

20 (20)

47 (47)

Morrissey, 2016

Osorio
et al., 2018

Passoni
et al., 2018

Perilli et al., 2019

Roberts, 2018

Smyth-dent
et al., 2019

Trentini
et al., 2018

Tsouvelas
et al., 2019

Yurtsever
et al., 2018

N recruited
(N in statistics)

(Continued)

Josefa Molero
et al., 2019

Authors

TABLE 2

Turkey

Greece

Italy

Ethiopia

USA

Turkey

Italy

Mexico

USA

Spain

Country

Adults
M = 37.91

Adults
M = 37.91

Children
5 to 13 years
M = 9.15

Children
12 to 17 years
M = 14.7

Adults
29 to 84 years
M = 62.9

Children
8 to 17 years
M = 12.4

Adults
M = 66.06

Children and adults
13 to 22 years
M = 16.71

Adults
18 to 51
M = not reported

Children
13 to 17 years
M = 16.36

Age group, age range
and mean age

Refugees

Victims of natural or humanmade disaster

Mixed

-

Refugees

Patients or their caregivers

Mixed

Mixed

Refugees

Mixed

Professionals who deal with
trauma

Patients or their caregivers

Mixed

Mixed

Patients or their caregivers

Professionals who deal with
trauma

Mixed

Mixed

Refugees

Population type

Male

Gender

Two-arm
trial

One-arm
trial

One-arm
trial

One-arm
trial

Two-arm
trial

One-arm
trial

Two-arm
trial

Yes
RCT

-

-

-

Yes

-

Yes
RCT

Yes
RCT

-

One-arm
trial
Two-arm
trial

Yes
RCT

Randomization

Two-arm
trial

Study
design

Passive control
group

-

-

-

Wait-list group

-

Wait-list group

No-treatment
control group

-

No-treatment
control group

Comparison
group

Not
reported

5

7 to 24

Not
reported

13

7 to 12

4 to 10

11 to 12

Not
reported

Not

Group
sizes

792
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Clinicians

Psychologists and
psychiatric nurse

Clinical psychologists

EMDR therapists

EMDR therapists

EMDR therapists

EMDR therapists

Paraprofessionals who
were trained in IGTP

EMDR therapists

EMDR therapists

Not reported

Allon, 2015

Brennstuhl
et al., 2019

Harris
et al., 2018

Jarero
et al., 2008

Jarero &
Artigas, 2010

Jarero
et al., 2015

Jarero
et al., 2017

Jarero
et al., 2018

Korkmazlar
et al., 2020

Lehnung et al.,
2017

Characteristic of
facilitators

(Continued)

Adúriz
et al., 2009

Authors

TABLE 2

PTSD
Depression

SUD
Posttraumatic stress

PTSD
Anxiety
Depression

PTSD

PTSD

Posttraumatic stress
SUD

Posttraumatic stress
SUD

PTSD

Posttraumatic stress
(re-experiencing,
hyperarousal, avoidance)
SUD

PTSD
SUD

PTSD
SUD

Outcomes

IES-R
BDI- II

SUD
CROPS

PCL-5
HADS

PCL-5

SPRINT

IES
SUD

CRTES
SUD

Not
reported

Not
reported

Yes

Yes

Yes

Not
reported

Not
reported

Yes

Not
reported

PCLS
SUD

SPRINT

Not
reported

No

Fidelity
measured

IES-R
SUD

SUD
CRTES

Measures

EMDR-GTEP

EMDR-GP/C

EMDR-IGTPOTS

EMDR-IGTP

EMDR-IGTP

EMDR-IGTP

EMDR-IGTP

EMDR-IGTP

EMDR-IGTP

EMDR-IGTP

EMDR-IGTP

Type of
protocol used

2 sessions
4h

1 day
1 session
-

2 days
6 sessions
6.5 h

2 weeks
4 sessions
-

3 days
6 sessions
6h

3 days
-

-

10 weeks
10
sessions
-

1 day
1 session
-

2 weeks
2 sessions
-

One day
1 session
2h

-Length
-No of
sessions
-Duration

-

Reported
-none

(Continues)

Not reported

12 months

Reported-none

3 months

Control group experienced an
increase in depression

Not reported

3 months

3 months

Not reported

14 weeks

6 participants from TF-CBT
needed individual EMDR

-

Not reported

Not reported

3 months

3 months

6 participants needed
individual EMDR

3 participants needed
individual EMDR

Any adverse
effect?

-

3 months

Longest
follow-up
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Not reported

EMDR therapists

Not reported

EMDR therapists

EMDR therapists

EMDR therapists

EMDR therapists

Social workers

EMDR therapists

Josefa Molero
et al., 2019

Morrissey, 2016

Osorio
et al., 2018

Passoni
et al., 2018

Perilli
et al., 2019

Roberts, 2018

Smyth-dent
et al., 2019

Trentini
et al., 2018

Characteristic of
facilitators

(Continued)

Maslovaric
et al., 2017

Authors

TABLE 2

Emotional states (distress,
anxiety
Depression, anger and
need for help)
PTSD

PTSD
Depression
Anxiety

PTSD
Depression
Anxiety

PTSD
Depression
Anxiety

PTSD
Depression
Anxiety

PTSD
Depression
Anxiety

Posttraumatic stress
(avoidance,
Intrusion,
Hyperarousal)
Adaptation to a stressful
event
Growth

PTSD
Depression
Anxiety

Posttraumatic stress (intrusion,
avoidance, Hyperarousal)
SUD

Outcomes

EMDR-IGTP

EMDR-IGTPOTS
EMDR-IGTP

EMDR-IGTP

EMDR-GTEP

Yes

Yes

Not
reported

Yes

Yes

Yes

Not
reported

IES-R
ISLES
PTGI

PCL-5
HADS
IES-R
CBI
AD-R
CNA
CRIES-8
DSRS
Scared
SPRINT
STAI.
The BDIII
HADS
PCL-5
ET-5
CRIES-13

EMDR-IGTP

EMDR-IGTPOTS

EMDR-IGTPOTS

EMDR-IGTP

Yes

Not
reported

IES-R
SUD

Type of
protocol used

PCL-5
HADS

Fidelity
measured

Measures

3 weeks
3 sessions
4h

2 days
6 sessions
6h

2 days
2 sessions
3h

3 sessions
4h

2 months
8 sessions
16 h

2 days
6 sessions
6h

-

3 days
9 sessions
8h

3 sessions
4.5 h

-Length
-No of
sessions
-Duration

Not reported

Reported-none

Reported-none

Not reported

Reported-none

Some participants reported an
increase in stress and anger

3 months

2 months

-

1 month

1 month

-

(Continues)

Not reported

-

Reported-none

Not reported

3 months

3 months

Any adverse
effect?

Longest
follow-up

794
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bias. This was largely due to allowing self-allocation after randomization or the use of self-report measures only. Among 11 studies who
had drop-out, only one study applied intention-to-treat analysis (ITT).

Not reported

Not reported

Any adverse
effect?

3.4

Synthesis of results

|

The trials varied concerning the treatment protocol used and the age
group recruited in the included studies. Therefore, we decided to
group studies regarding the treatment protocol and outcome. There-

1 month
3 days
2 sessions
8h
EMDR-GTEP

1 week
2 weeks
2 sessions
2h

that examined the clinical benefit of each EMDR protocols on a range

EMDR-GTEP

Type of
protocol used

-Length
-No of
sessions
-Duration

Longest
follow-up

fore, in the subsequent sections, we summarize, in turn, the findings
of mental health and well-being outcomes, including PTSD, depression, anxiety, SUD level, caregiver need/burden and emotional states.

3.4.1

|

EMDR IGTP

Posttraumatic stress disorder
Thirteen studies, including 10 one-arm trials and 3 two-arm trials,
examined the EMDR IGTP protocol. In their first one-arm trial with
adults, Jarero and Artigas (2010) delivered the IGTP protocol to

Not
reported

Not
reported

but the number of sessions was not reported. IES scores showed a
significant reduction in PTSD scores from pretreatment to posttreatment, which was maintained at the 14 weeks follow-up, which

BDI-II
IES-R
MINI

was done by blind assessors. In their second one-arm trial, Jarero
IES-R
JAS
STAI
SUD

Measures

Fidelity
measured

20 adult care staff. Participants received IGTP treatment for 3 days,

et al. (2015) tested the efficacy of six sessions of IGTP protocol in
reducing PTSD in adult female cancer patients. Participants received
six sessions of IGTP treatment over 3 days. Assessments showed a
nonsignificant improvement in PTSD scores, which was maintained at
et al. (2017) partially replicated their previous studies with a sample of
37 health care workers. In this study, participants were divided into
two groups with different follow-up periods (1 and 3 months). Following four sessions of treatment over 2 weeks, PCL-5 scores indicated a

PTSD
Depression

SUD
PTSD (avoidance, intrusion,
hyperarousal)
State and trait anxiety
Workplace affect

Outcomes

1- and 3-month follow-up periods. In the third study, Jarero

significant reduction in PTSD scores for both groups, which was
maintained at follow-up assessments. In the last one-arm trial with
adults, Morrissey (2016) provided results of 18 firefighters, emergency medical responders and paramedics who received IGTP treatment. In line with previous studies, IES-R scores suggested a
significant reduction in PTSD symptoms.

EMDR therapists

Therapists

Characteristic of
facilitators

16 children who lost their parents in a mine explosion, Jarero
et al. (2008) observed a significant reduction in PTSD symptoms following six sessions of IGTP. These treatment gains were maintained

Yurtsever
et al., 2018

Tsouvelas
et al., 2019

at both 1-week and 3-month follow-up assessments after the end of

Authors

TABLE 2

(Continued)

Of the 13 trials included in this section, 6 one-arm studies tested
IGTP in reducing PTSD in children. In the first one-arm trial with

treatment assessed by CRTES. In another study, Adúriz et al. (2009)
tested IGTP in 126 children aged between 7 and 17 years. In this onearm trial, participants received one session of IGTP treatment and
reported a significant reduction in PTSD scores at both posttreatment
and 3-month follow-up.

=IES-R avoidance
=IES-R intrusion
+IES-R
hyperarousal

+PCL-5

+IES-R avoidance
+IES-R intrusion
+IES-R
hyperarousal

Josefa Molero
et al., 2019

Morrissey, 2016

+PCL-5

Jarero et al., 2017

Maslovaric
et al., 2017

+SPRINT

Jarero et al., 2015

+IES-R

+ IES-R

Jarero &
Artigas, 2010

Lehnung et al.,
2017

+CRTES

Jarero et al., 2008

+PCL-5

+SPRINT

Harris et al., 2018

+CROPS

+PCSL reexperiencing
+PCSL avoidance
+PCSL hyperarousal

Brennstuhl
et al., 2019

Korkmazlar
et al., 2020

+IES-R

Allon, 2015

Jarero et al., 2018

+CRTES

PTSD/
posttraumatic
stress

Outcomes

Adúriz et al., 2009

TABLE 3

+HADS-D

=BDI-II

+HADS-D

Depression

+HADS-A

+HADS-A

Anxiety

+SUD
SCALE

+SUD
SCALE

+SUD
SCALE

+SUD
SCALE

+SUD
SCALE

+SUD
SCALE

+SUD
SCALE

SUD

=ISLES footing in a
world
=ISLES
comprehensibility

Adaptation to a
stressful event

+PTGI relating to
others
=PTGI new
possibilities
=PTGI personal
strength
=PTGI spiritual
change
=PTGI appreciation
for life

Growth

Emotional
states
Job affect

Caregiver
burden

Caregiver
need
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+IES-R

+CRIES-8

+SPRINT

+PCL-5

+CRIES-13

+IES-R avoidance
+IES-R intrusion
+IES-R
hyperarousal

+IES-R and +MINI

Passoni
et al., 2018

Perilli et al., 2019

Roberts, 2018

Smyth-dent
et al., 2019

Trentini
et al., 2018

Tsouvelas
et al., 2019

Yurtsever
et al., 2018

+BDI-II

+HADS-D

+BDI-II

? DSRS

+AD-R

+HADS-D

Depression

=STAI state
anxiety
=STAI trait
anxiety

+HADS-A

=STAI state
anxiety
=STAI trait
anxiety

? SCARED

+AD-R

+HADS-A

Anxiety

+SUD
SCALE

SUD

Adaptation to a
stressful event
Growth

ET-5

Emotional
states

+JAS negative
affect
=JAS positive
affect

Job affect

=CBI

Caregiver
burden

=CNA

Caregiver
need

Note: “+” means significant improvement at the final measurement point from the baseline or control group. “=” means no significant improvement at final measurement point from the baseline or control group.
“?” means it was not calculated. CRTES: Child's Reaction to Traumatic Events Scale-Revised. IES-R: The Impact of Event Scale-Revised. PCSL: The Peritraumatic Dissociative Experiences Questionnaire. SPRINT:
The Short Post-Traumatic Stress Disorder Rating Interview. CROPS: The Child Report of Posttraumatic Symptoms. PCL-5: The PTSD Checklist for DSM-5. CRIES-8: The Children's Revised Impact of Event
Scale. CRIES 13: The Children's Revised Impact of Event Scale. MINI: The Mini-International Neuropsychiatric Interview. HADS-D: The hospital anxiety and depression Scale. HADS-A: The Hospital Anxiety and
Depression Scale. BDI-II: The Beck Depression Inventory-II. AD-R: Anxiety and Depression Short Scale. DSRS: Depression Self-Rating Scale. SCARED: Screen for Childhood Anxiety Related Emotional Disorders.
STAI: The State–Trait Anxiety Inventory. SUD: subjective units of disturbance. ISLES: Integration of Stressful Life Experiences Scale. PTGI: The Posttraumatic Growth Inventory. ET-5: The Emotion
Thermometers. JAS: Job Affect Scale. CBI: Caregiver Burden Inventory. CNA: Caregiver Need Assessment.

+PCL-5

PTSD/
posttraumatic
stress

(Continued)

Osorio
et al., 2018
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FIGURE 2

Quality evaluation of nonrandomized studies [Colour figure can be viewed at wileyonlinelibrary.com]

Two trials were published by similar groups with child survivors

A sample of 14 children aged between 8 and 17 years received three

of Italy earthquake (Maslovaric et al., 2017; Trentini et al., 2018). The

sessions of treatment in an age-appropriate group. Out of 14, only

sample size was different between studies with 116 participants and

eight participants completed treatment and the 45 days follow-up

332 participants, respectively. In both studies with no control group,

assessment. Results indicated that PTSD symptoms, as measured by

participants received three sessions of treatment. Maslovaric

CRIES, significantly decreased at posttreatment and follow-up

et al. (2017) used IES-R to evaluate PTSD, whereas Trentini

assessments.

et al. (2018) employed CRIES. Analyses revealed that PTSD symptoms

Three two-arm trials tested IGTP against a control group. In the

decreased in both studies, which were remained at follow-up assess-

study, Allon (2015) used a parallel-group nonrandomized controlled

ments. However, the details of the follow-up period were unclear in

design to compare EMDR IGTP with individual EMDR in 37 adult

both studies. Another trial of IGTP with children was done after the

victims of sexual abuse. Eight participants were assigned to individual

terrorist attacks in Paris in 2015 (Brennstuhl et al., 2019). The 36

EMDR group, and 29 participants were assigned to IGTP group.

children, aged between 12 to 13 years, with peritraumatic dissociation

Following two treatment sessions, IES was administered. However,

received 1 session of IGTP intervention. The results indicated a signif-

due to large dropout, only the results of six women from group

icant improvement in PTSD symptoms as measured by the

treatment condition were provided. For that reason, despite the

Posttraumatic Check List Scale (PCSL). This result was maintained at

significant reduction in PTSD scores measured by IES-R, it is not pos-

the 3-month follow-up assessment. In the final one-arm trial of IGTP,

sible to compare individual EMDR to EMDR IGTP. In the second study

Perilli et al. (2019) recruited child refugees at an orphanage in Turkey.

with abuse victims, Harris et al. (2018) recruited 34 Spanish-speaking
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FIGURE 3

Quality evaluation of randomized studies [Colour figure can be viewed at wileyonlinelibrary.com]

females. Participants were randomly allocated to either a 10-session

Subjective units of disturbance

of EMDR IGTP treatment or a 10-session of TF-CBT treatment group.

In addition to the above effects, SUD was reported as an outcome in

Six participants from EMDR group and eight participants from TF-

five studies (Allon, 2015; Brennstuhl et al., 2019; Jarero et al., 2008;

CBT group dropped out leads a final sample of 20. Both groups

Jarero & Artigas, 2010; Maslovaric et al., 2017). Each study reported a

improved significantly the Short Posttraumatic Stress Disorder Rating

significant reduction in SUD scores between pretreatment and

Interview (SPRINT); however, participants in EMDR IGTP group

posttreatment assessment. The reduction in SUD score was higher in

exhibited a greater reduction on SPRINT scores than the participants

individual EMDR group than EMDR IGTP group (Allon, 2015).

in TF-CBT group. In a further study, Passoni et al. (2018) conducted a
randomized waitlist control trial. The study included 44 caregivers of
dementia patients and had trauma symptoms. Treatment consisted of

3.4.2

|

EMDR IGTP-OTS

eight sessions over 2 months. Participants were assessed at pretreatment, posttreatment and 4 months after randomization using

PTSD, depression and anxiety

IES-R. Results indicated that participants in the treatment group

Four studies tested EMDR IGTP-OTS. Three of these studies were

showed a significantly greater reduction in PTSD scores compared

RCTs, whereas the fourth was a one-arm trial. The RCTs were publi-

with the wait-list control group.

shed by similar author groups with different sample groups. In all
three RCTs, researchers tested IGTP-OTS against no-treatment

Depression, anxiety

control groups. In the first RCT, Jarero et al. (2018) recruited 70 adult

In addition to the above treatment effects for PTSD, the findings

cancer patients with PTSD diagnosis. The treatment group received

of two studies suggest that IGTP may be associated with improve-

six sessions of IGTP-OTS treatment. All participants were assessed at

ments in depression and anxiety (Passoni et al., 2018; Perilli

pretreatment, posttreatment and 3 months follow-up with PCL-5 and

et al., 2019). In their study with adult survivors of abuse, Passoni

HADS by blind raters. Results showed that all participants in the

et al. (2018) used Anxiety and Depression Scale—Reduced Form

treatment condition showed a significant reduction in PTSD, depres-

(AD-R). Results showed that participants in the treatment group

sion and anxiety scores at posttreatment and follow-up. In a similar

showed a significant and better improvement in anxiety and

study, Osorio et al. (2018) replicated the previous study with 23 ado-

depression scores compared with the wait-list control group. The

lescent cancer patients with PTSD diagnosis (aged 13 to 22 years old).

second study tested depression and anxiety by using Depression

Participants once again randomized to treatment (N = 11) or

Self Rating Scale (DSRS) and Screen for Child Anxiety Related

nontreatment control group (N = 12) and received six sessions of

Disorders (SCARED) (Perilli et al., 2019). However, due to the high

treatment. Blind assessors once again assessed the participants at pre-

level of dropout rate, the results of the two scales were not be

treatment, posttreatment and 3 months follow-up period with the

calculated.

same outcome measures. In line with the previous study, participants
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in the treatment group showed a significant reduction in PTSD,

studies, two studies showed significant improvements in depression

depression and anxiety at posttreatment and 3-month follow-up. In

scores from baseline to posttreatment, which were remained at

the third RCT, Josefa Molero et al. (2019) recruited a total sample of

1-month

184 refugee children (aged between 13 and 17 years) from refugee

Roberts (2018) also evaluated anxiety by using State and Trait Anxiety

camps in Spain. This study added an additional 3 sessions as partici-

Inventory (STAI). Symptoms of anxiety significantly decreased from

pants received nine sessions of EMDR over three consecutive days.

pretreatment to posttreatment. However, the results were not

Posttraumatic stress was evaluated with the PTSD Checklist for

maintained at 1-month follow-up.

follow-up (Roberts, 2018; Yurtsever et al.,

2018).

DSM-5 (PCL-5), whereas depression and anxiety were evaluated with
Hospital Anxiety and Depression Scale (HADS). Significant reductions

Subjective units of disturbance

were present in all outcomes at 3 months follow-up assessment in the

The study of Tsouvelas et al. (2019) was the only study that tested

treatment group.

G-TEP in reducing SUD score as measured by the SUD scale. Results

Smyth-dent et al. (2019) conducted a one-arm trial with child
refugees in Ethiopia. A sample of 48 children received six sessions of

indicated a significant improvement in SUD scores from pretreatment
to posttreatment.

IGTP-OTS. The assessment was conducted at pretreatment and
posttreatment to measure PTSD, depression and anxiety by blind
assistants. The results of this study confirmed the result of the pre-

3.4.4

|

EMDR Group Protocol Children

ceding studies as the results exhibited a significant reduction in all

PTSD and SUD

outcomes.

Only one study tested EMDR GP/C protocol in Turkey (Korkmazlar
et al., 2020). In this two-arm trial, children (6–13 years old) who lost

3.4.3

|

EMDR g-TEP

their relatives in a mine explosion, received one session of GP/S intervention either 3 weeks after the explosion or 18 months after the

Posttraumatic stress disorder

explosion. PTSD scores—assessed by CROPS and was measured only

Four studies tested G-TEP in treating PTSD, of which three were

for the waitlist treatment group—improved significantly, which was

randomized trials and one was a one-arm trial. In their RCT design

maintained at 12 months follow-up. In addition to the effects of

trial, Lehnung et al. (2017) delivered two sessions of G-TEP to 18 adult

PTSD, the findings suggested that GP/C was associated with improve-

refugees from Syria and Iraq. PTSD score was measured at pre-

ments in SUD scores in both treatment groups.

treatment and posttreatment by IES-R, and results indicated a significant improvement in the treatment group at posttreatment. However,
this study allowed participants self-allocation after randomization and

4
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lost the planned 3 months follow-up assessment. In another RCT with
refugees in Turkey, Yurtsever et al. (2018) recruited adult refugees

4.1

|

Main findings

with PTSD diagnosis who are living in a refugee camp in Turkey
(N = 47). Once again, two sessions of G-TEP were delivered, and

To our knowledge, this is the first systematic review examining the lit-

results showed a significant reduction in the number of PTSD diagno-

erature of group EMDR protocols on mental health difficulties and

sis. These results were maintained at 4-week follow-up assessed by

well-being-related outcomes. Even though randomized controlled

IES-R. In the final controlled trial, Roberts (2018) recruited adult

studies are few and of low methodological quality, the emerging

cancer patients in the United States. In this, a waitlist-controlled trial,

evidence suggests that group EMDR protocols significantly reduce

35 adults were randomized to a treatment group or waitlist group. All

symptoms of PTSD as the primary outcome. Significant improvements

participants received two sessions of G-TEP treatment. SPRINT

were shown also in depression, anxiety and SUD level.

scores showed the efficacy of GTEP protocol in reducing post-

EMDR group protocols appear to have several advantages. First,

traumatic stress significantly in cancer patients, which were

the expansion of EMDR to group setting suggest that group EMDR

maintained at 1-month follow-up in both treatment groups.

protocols have the capacity to scale up EMDR therapy to treat many

In the only one-arm trial of G-TEP, Tsouvelas et al. (2019)

participants at a time. Considering the high number of individuals with

recruited 20 health care professionals working at a mental health unit

mental health difficulties across the world (Benjet et al., 2016;

in Greece. Following two sessions of G-TEP, PTSD was measured by

Demyttenaere et al., 2004; Foote, Smolin, Kaplan, Legatt, &

IES-R, which showed significant improvement in avoidance, intrusion

Lipschitz, 2006; Kessler et al., 2017), this could lead reduction in

and hyperarousal symptoms.

waiting times across services. Second, the group protocols do not
require participants to share their traumatic experiences. Instead,

Depression and anxiety

participants are asked to work on a personal worksheet that is pro-

Three studies measured depression scores along with PTSD (Lehnung

vided by the facilitators. These two characteristics might remove fears

et al., 2017; Roberts, 2018 ; Yurtsever et al., 2018). All three studies

around confidentiality and self-disclosure and improve the functioning

used BDI-II to report changes in depression scores. Of these three

of groups. These features of protocols might also reduce highly
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common stigma and shame in help-seeking behaviours which in turn

protocol, whereas two studies used EMDR-IGTP-OTS protocol. This

increase

might be explained by the emergency situations that IGTP protocols

the

participation

(Schnyder,

Panczak,

Groth,

&

Schultze-Lutter, 2017; Schomerus et al., 2019). The structured

were delivered as treating victims/survivors was accepted primary.

worksheet might be also promoting autonomy, activity and control

Maxfield and Hyer (2002) also show the importance of observing

feelings of clients during the treatment. Finally, in line with the

treatment fidelity as they found a positive association of effect size

previous points, group settings might also create a sense of belonging

with the treatment fidelity. Fidelity was assessed in nine out of

and offer extra emotional support to participants. The group

22 studies in this review, but none reported the outcome of such

interaction can act as a third factor and improve the therapeutic

assessment. Moreover, out of the nine studies that assessed fidelity

relationship, which is highly beneficial for EMDR treatments as

assessment, only one study employed an independent assessor to

suggested by past literature (Dworkin, 2013). Moreover, given the

examine the fidelity assessment (Morrissey, 2016). Future trials

necessity of social interaction and relationships for healthy develop-

should carry out a fidelity assessment ideally by employing external

ment, not just in a social context but also in neural level

clinicians to improve the external validity of trials. It should also be

(Cozolino, 2014), the group EMDR protocols might be particularly

noted that the number of RCTs is relatively small with different meth-

effective as it does not only process trauma but it also offers

odological flaws including as small sample size. The majority of

emotional support (Nickerson, 2016).

included studies were one-arm design with only pretreatment and

A positive association between methodological quality and larger

posttreatment assessment, which limits long-term conclusions.

effect size in EMDR trials is long known (Maxfield & Hyer, 2002).

Another point to mention is the number of sessions and the dura-

When considering the quality of evidence in this review, despite

tion of treatment, which was varied largely. In most studies, the treat-

promising results, some studies have major limitations including an

ment lasted in a week with one or two sessions, which suggest that

absence of a control group, small sample size, lack of follow-up

group EMDR protocols might be a time-effective solution particularly

assessment and use of self-report measures only (see Table 4).

after where a mass incident took place such as natural disasters

First, the majority of studies recruited participants who were not

(Adúriz et al., 2009; Korkmazlar et al., 2020; Maslovaric et al., 2017;

diagnosed with PTSD, depression or anxiety. Only two studies rec-

Trentini et al., 2018). Moreover, the heterogeneity of treatment dura-

ruited participants with full diagnoses of PTSD (Jarero et al., 2018;

tion was quite high from 1 day to 3 months with one session to

Yurtsever et al., 2018). Despite both of the studies reported a

10 sessions. The high level of differences in number of sessions and

decrease in PTSD symptoms, only Yurtsever et al. (2018) provided the

treatment duration can be considered as another advantage of EMDR

percentage of decrease, which showed over 60% of the participants

group protocols as it shows the flexibility and the adaptability of

did not meet PTSD criteria after the treatment. The reduction in

EMDR for different groups and needs. However, the impact of the

PTSD, depression or anxiety symptoms was also evident in other

different number of sessions and treatment duration should be inves-

studies; however, this still requires future research to verify the

tigated in the future for different target groups to find the optimum

effectiveness of group EMDR protocols for participants that meet full

point.

diagnostic criteria for PTSD, depression, anxiety or other disorders.

Another important point regarding the effectiveness of interven-

The lack of clinical diagnosis limits the evidence for the participants

tions is the adverse outcome, which is very rarely reported in the liter-

who do not meet the diagnosis criteria. Furthermore, considering the

ature (Duggan, Parry, McMurran, Davidson, & Dennis, 2014;

included studies created homogenous treatment groups by recruiting

Vaughan, Goldstein, Alikakos, Cohen, & Serby, 2014). In this review,

participants that experienced similar or identical traumatic events, fur-

11 out of 22 studies did not mention adverse outcomes at all. Six

ther research is needed to understand differences in response to

studies reported no adverse outcomes, whereas the remaining five

treatment in mixed groups.

studies reported different levels of outcomes. In three studies (Adúriz

The recruitment was also biased with the participants who were

et al., 2009; Allon, 2015; Harris et al., 2018), some participants needed

able to access or willing to EMDR treatment. Most of the studies in

extra individual EMDR sessions, whereas in two studies, some

this review recruited their participants using convenience sampling

participants reported an increase in depression (Jarero et al., 2018) or

technique from places such as schools (Adúriz et al., 2009; Maslovaric

in distress and anger (Trentini et al., 2018).

et al., 2017; Trentini et al., 2018), workplaces (Tsouvelas et al., 2019),

On the positive side, the studies included in this review were

orphanages (Perilli et al., 2019), shelters (Harris et al., 2018; Josefa

conducted in different settings including countries from low-, middle-

Molero et al., 2019; Yurtsever et al., 2018) or clinics (Passoni

and high-income countries with different sample and age groups,

et al., 2018). Furthermore, with few exceptions, the sample sizes

which suggest the feasibility and acceptability of the group protocols

across studies were small. Therefore, the sample treated with the

across different cultures. This particularly highlights the usefulness of

included studies may not reflect the other groups of traumatized peo-

using worksheets and drawing as a means of expression in removing

ple as small sample sizes limiting the evidence to the treated

cultural barriers.

populations. Finally, in 11 studies, all participants completed the full

Turning to the characteristics of facilitator, it is known that the

treatment and follow-up assessments. In the remaining studies, the

trials with more experienced EMDR therapists show better outcomes

rate of dropout varied ranged from 2% (Adúriz et al., 2009) to 84%

in EMDR trials (Chen et al., 2015). In this review, 13 studies reported

(Allon, 2015). Out of these 11 studies, nine studies used EMDR IGTP

that the facilitators were trained in EMDR, whereas seven studies
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Incomplete
data

noted the treatment was delivered by therapist or clinician but did not
specify the qualification. The findings of this review did not provide
any specific association between the training and the outcomes. However, two studies employed nonmental health staff that deserves

Non-blinded
assessor

mentioning (Jarero et al., 2017; Smyth-dent et al., 2019). In these
studies, the treatment was provided by local individuals without
mental-health training but under strict supervision. The results of
+

+

these two studies demonstrated the successful use of social workers,
administration of EMDR group protocols in communities with few or

Single measurement
or self-report

Assessment related

teachers or other paraprofessionals, which suggests the successful
no mental health practitioners.
Opheim et al. (2019) criticized many systematic reviews on
EMDR and PTSD due to their searching strategies, lack of detailed
reporting of the review process and not following review guidelines. Therefore, we attempted to provide as much information as
possible by following the PRISMA guidelines. However, this sysNo fidelity
assessment

tematic review is not excused from limitations. First, due to heterogeneity in studies meta-analysis was not possible. Therefore, a
+

+

+

statistical synthesize of results was not possible. Second, as stated
above, the quality of evidence varied. This review relies heavily on
of self-report tools rather than diagnostic interviews, small sample
which EMDR group protocols was concurrent with other types of

+

+

sizes or dropout rates. Finally, non-English literature and studies in
+

No, or lost
follow-up

one-arm trials with different methodological flaws including the use

|

Conclusion

Overall, despite limitations, the included trials in this review suggest
that EMDR group protocols are promising in treating PTSD symp+

+

toms along with other mental health difficulties. However, given the
+

No control
group

4.2

methodological challenges, this review highlighted the need for
studies with more robust study designs and larger sample size with

Large drop-out or
exclusion

Study related

No
randomization

treatments were excluded.

validated tools and follow-up assessments. Future trials should also
assess how being in a group setting influences the outcome of the
treatment. This will allow further understanding of the role of
+

the group interaction in treatment effectiveness and show whether

effectiveness of group EMDR protocols with a comparison with
other group interventions, (b) to identify moderators/mediators of
the group EMDR protocols such as the number of sessions, gender,
age, ideal group size, facilitator characteristics, number of traumas,

+

+

also be useful to examine the efficacy of EMDR therapy across
+

Small
sample
size

protocols. It is also advisable to use qualitative techniques with par-

Yurtsever
et al., 2018

Tsouvelas
et al., 2019

Trentini
et al., 2018

ticipants and facilitators to explore the reasons for dropouts and
Smyth-dent
et al., 2019

Sample related

tiveness. Future studies are also needed (a) to evaluate the cost-

support network, attachment and ACEs. Comparative studies can

Limitations

TABLE 4

(Continued)

Low attendance
to sessions

the treatment content is the only mechanism underlying the effec-

withdrawals to identify recruitment barriers and enablers and to
develop strategies to improve or maintain recruitment. Pretrial
qualitative studies may also enlighten the issues related to the
preparation and recruitment such as screening procedures and how
to approach and how to introduce EMDR.
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