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Most research evaluating eye movement desensitization and reprocessing (EMDR) therapy has taken 
place in community settings, leaving the impact for service users within inpatient environments less 
clear. This systematic review sought to identify, summarize, and critically evaluate studies that investi-
gated the impact of EMDR on symptoms of posttraumatic stress disorder (PTSD) within adult inpatient 
mental health settings. Seven databases were systematically searched to identify published and unpub-
lished articles eligible for inclusion. Eleven studies, published between 1995 and 2020, were included 
within this review. All studies showed that EMDR improved PTSD symptoms, across a variety of study 
populations. However, these findings are limited by the (a) preponderance of case study designs (pre-
venting causal attribution); (b) provision of synchronous treatments; (c) poor methodological quality; 
and (d) high heterogeneity across studies. Prior research has shown EMDR’s effectiveness and safety for 
vulnerable populations. While the evidence is beginning to support its use with those experiencing PTSD 
symptoms within adult inpatient settings, it is premature to strongly recommend it as a routine interven-
tion. Future research within this area is recommended.
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I npatient settings belong to patients experiencing 
the most severe difficulties, including psychosis 
and bipolar disorder (White et al., 2014). The 

prevalence of  posttraumatic stress disorder (PTSD) 
within this patient group is also high relative to the 
general population (Grubaugh et al., 2012). Inpatient 
admissions aim to be as brief  as possible in order to 
enable the service user to return to their own envi-
ronment as soon as it is safe and reasonable to do 
so. During an admission, the service user will often 
receive a full multidisciplinary approach to care that 
will include professionals, such as psychology, occupa-
tional therapy, nursing, and psychiatry. Although the 
service user may be able to access individual or group 
psychological therapy during their stay, the brief  and 

unpredictable length of  many inpatient admissions 
naturally limits the number of  possible therapy ses-
sions (Paterson et al., 2018). Given the combination of  
complexity in service users’ presentation and some-
times short period of  admission, adaptions are often 
required to deliver effective therapy within inpatient 
mental health settings (Wood et al., 2019). This often 
involves flexible, short, ad hoc therapy sessions and 
a creative approach to engagement and intervention 
(Small et al., 2018). It is also important to note, how-
ever, that inpatient mental health settings themselves 
are not uniform in the therapeutic interventions they 
offer, with the availability and delivery of  psycholog-
ical therapy in particular often varying significantly 
across settings (Ghahramanlou-Holloway et al., 2012).
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Trauma-Focused Psychological Interventions 
Within Inpatient Mental Health Settings

There is evidence that some psychological inter-
ventions for trauma have been found to be effective 
in inpatient mental health settings. A naturalistic,  
multisite design study found that trauma-focused cog-
nitive behavioral therapy (CBT) can be delivered rou-
tinely and effectively within inpatient settings (Herzog  
et al., 2021). Further to this, a recent systematic 
review exploring acute inpatient mental health set-
tings found that psychological therapy was associated 
with reduced readmissions, depression, and anxiety 
(Paterson et al., 2018). Inpatient settings are often cen-
tered around a predominantly medical model of  care, 
yet it is clear that the support and involvement of  the 
wider multidisciplinary team is important when pro-
viding psychological trauma-focused interventions 
(Kerfoot et al., 2012), which have been deemed inap-
propriate without this support in place (Small et al., 
2018). Barriers are also present that make delivering 
psychological therapies in inpatient settings challeng-
ing. Concerns have been raised when delivering psy-
chological interventions to inpatients that the high 
level of  distress during a time of  crisis, may prevent 
service users from meaningfully engaging in therapy, 
leading it to be less effective (Evlat et al., 2021). This 
is further compounded by evidence suggesting that a 
common fear among therapists is that service users’ 
distress will intensify during trauma therapy, which 
could increase the individual’s risk (Van Minnen et al., 
2010). Moreover, the often restrictive inpatient envi-
ronment, although variable, can be experienced as an 
unsafe setting for the patient themselves in which to 
share their difficulties (Schizophrenia Commission, 
2012). However, findings have also revealed service 
users are dissatisfied with their inpatient experience, 
largely because of  the lack of  psychology provision 
(Wood & Alsawy, 2016).

Eye Movement Desensitization and 
Reprocessing Therapy

Eye movement desensitization and reprocessing 
(EMDR) is a trauma-focused psychotherapy devel-
oped by Francine Shapiro (Shapiro, 1989). The 
National Institute for Health and Care Excellence 
(NICE, 2018) has recommended the intervention 
for adults experiencing symptoms of  PTSD unre-
lated to combat trauma. The intervention has also 
been demonstrated as effective for PTSD in mul-
tiple meta-analyses (Chen et al., 2018; Khan et al., 
2018; Lewis et al., 2020; Mavranezouli et al., 2020). 

EMDR follows an eight-phase protocol guided by 
the adaptive information processing (AIP) model. 
This model proposes that traumatic experiences 
may be inadequately processed at the time of  the 
incident(s), resulting in dysfunctional information 
processing, which in turn may lead to symptoms of  
PTSD (Shapiro, 2001). The therapy, using the tech-
nique of  bilateral stimulation, is designed to activate 
the information processing system. This is thought 
to allow traumatic memories to be reprocessed and 
stored adaptively, enabling new learning to occur, 
thereby reducing distress and forming new cognitive 
understandings of  the event(s) (Solomon & Shapiro, 
2008).

EMDR and Severe Mental Health Difficulties

Over time, the application of  EMDR has extended 
beyond PTSD to support those experiencing trau-
ma-related symptoms with comorbid severe men-
tal difficulties (Valiente-Gómez et al., 2017). Within 
a recent systematic review, it was concluded that 
the intervention appears feasible and safe for indi-
viduals experiencing psychosis (Adams et al., 2020). 
The potential role of  EMDR as an intervention for 
affective disorders, has also been highlighted, with 
research suggesting EMDR may be a useful adjunc-
tive approach for bipolar disorder and major depres-
sive disorder, particularly when other interventions 
have been ineffective (Perlini et al., 2020).

EMDR in Inpatient Mental Health Settings

Within recent research examining the prevalence of  
PTSD experienced by patients accessing psychiatric 
inpatients units, it has been found that the majority 
(65.7%) had high scores on the Abbreviated PTSD 
Checklist (PCL-C), indicating a high likelihood of  
PTSD (Nowlin & Brown, 2019). For this reason, it is 
important that effective trauma interventions, which 
can be implemented to support those in inpatient 
mental health settings, are developed. It appears, 
however, that the vast majority of  research investi-
gating the effectiveness of  EMDR for those experi-
encing PTSD has been based in outpatient mental 
health settings. The evidence base for its use in inpa-
tient mental health settings is therefore less clear. 
Inpatient mental health settings differ significantly 
from outpatient settings, as they predominately 
provide time-limited support for people experienc-
ing acute mental health difficulties that cannot be 
managed within the community for a multitude of  
reasons, most often related to risk to either self  or 
others (Turel et al., 2019).
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Aims of Systematic Review

The primary aim of  this paper is to undertake a sys-
tematic review of  the impact of  EMDR on symptoms 
of  PTSD in adult inpatient mental health settings. 
There is solid evidence to suggest EMDR is effective 
with PTSD populations. As discussed, research within 
outpatient settings has demonstrated that EMDR 
is safe and effective with vulnerable clients, such as 
those with psychosis, bipolar disorder, and complex 
PTSD, as well as other comorbidities. Exploring 
the use of  EMDR with this population of  individu-
als and within adult inpatient mental health settings 
would have significant implications in determining 
the appropriateness of  the intervention. This would 
also help to address caution relating to whether this 
intervention is feasible, or could lead to an increase in 
distress at a time when service users are already vul-
nerable. A secondary aim is to review the quality of  
current research within this area, in order to reflect 
on the credibility of  the findings from papers identi-
fied. The researchers sought to answer the question: 
Does EMDR therapy improve symptoms of  PTSD for 
populations accessing adult inpatient mental health 
settings?

Methods

This systematic review was conducted in line with 
the Preferred Reporting Items for Systematic Reviews 
and Meta-analyses (PRISMA) guidelines (Moher et al., 
2009).

Search Strategy

In order to identify relevant studies, systematic 
searches took place in the following electronic data-
bases: PsycINFO, MEDLINE/PubMed, CINAHL, 
EMBASE, Web of  Science, and the Cochrane library. 
Further to this, in order to address any potential pub-
lication bias, the gray literature was also searched via 
OpenGrey. No year range was specified and the final 
database searches were completed in October 2020. 
The search terms used captured (a) the intervention 
“EMDR,” (b) “PTSD”. Search terms within each set 
were carried out specifically for titles and abstracts 
of  papers and were linked with the Boolean operator 
“OR” for each set and the operator “AND.” Reference 
lists within relevant papers were subsequently 
searched to identify any additional studies that may 
have been eligible for inclusion. Other search terms 
were initially piloted, including using variations of  the 
word “inpatient” alongside “EMDR” to capture rele-
vant papers. However, combining these elements in 

the search strategy significantly restricted the number 
of  papers identified, resulting in relevant references 
being missed.

Eligibility Criteria

The main inclusion/exclusion criteria to determine 
studies eligible to be included within the review is 
outlined in Table 1.

Inpatient mental health services vary significantly 
for different populations of  service users and across 
countries comprising different healthcare systems. 
However, as this area of  research is novel, any inpa-
tient mental health setting was considered (includ-
ing, but not exclusive to acute mental health units 
or forensic secure units). Studies in which service 
users resided at a mental health facility for reasons 
of  study practicality were excluded, as service users 
within these studies may not necessarily require the 
conditions of  care provided in inpatient mental health 
settings. Furthermore, studies comprised of  service 
users with comorbid presentations (e.g., depression, 
psychosis, and personality disorder) were included 
within this review in order to capture presentations 
of  severe mental health difficulties that are commonly 
found in inpatient mental health settings. Studies in 
which participants received both EMDR and another 
trauma intervention, such as prolonged exposure, 
were excluded, because a reduction in PTSD symp-
toms could not be primarily attributed to EMDR 
therapy.

Study Selection and Data Extraction

In line with PRISMA guidance (Moher et al., 2009), the 
study selection and exclusion process is highlighted in 
Figure 1. The first author completed the main search, 
references were collated using an EndNote software 
package, and duplicate articles were removed. All of  
the remaining articles were screened by their title 
and abstract against the exclusion and inclusion cri-
teria to determine whether each paper was eligible to 
include within the review. After excluding papers that 
were deemed unsuitable, the full-text versions of  the 
remaining papers were sourced and further screened 
using the eligibility criteria.

When queries surrounding the eligibility of  stud-
ies arose following this process, these were attended 
to and resolved through discussion between the first 
author and the research team. A second independent 
rater screened 10% of  the identified article titles and 
abstracts in order to assess reliability of  the screening 
process: there was a substantial agreement between 
raters at screening (κ = .738, McHugh, 2012).
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TABLE 1.   Inclusion/Exclusion Criteria Used in the Screening Process
Inclusion Exclusion

Published and unpublished studies with any design. Conference posters, abstracts, reviews, and proposals.
Participants age 18 years and over. Participants under 18 years of  age.
A measure of  PTSD symptoms. Studies that did not measure symptoms of  PTSD.
Studies examining the impact of  EMDR on symptoms of  

PTSD within inpatient mental health settings (a facility 
that a service user is residing in while they receive an 
intervention specifically for mental illness).

Studies whereby service users accessed support in inpatient 
settings, where the main focus of  intervention was not 
related to mental health (including physical general 
hospitals, nursing homes, prisons).

Studies using the EMDR intervention alongside treatment 
as usual (TAU).

Studies where EMDR was combined with other 
interventions that would not be considered TAU (e.g., 
trauma-focused yoga).

Studies where EMDR commenced within an inpatient 
setting (including studies where the intervention was 
continued on an outpatient basis).

Studies where EMDR started on an outpatient basis.

Studies available in the English language. Studies unavailable in the English language.

Figure 1.   PRISMA flow diagram of  systematic search.
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Disagreements at full text stage were due to 
uncertainties surrounding whether to include 
papers with a combat-PTSD study sample. This was 
discussed until a consensus was reached by the full 
research team and following assessment of  eligi-
bility against the criteria, it was agreed to include 
such studies. Data extracted from all eligible stud-
ies included the author, the number of  participants 
in each study, sample characteristics, diagnoses, 
age, gender, mental health setting, intervention or 

control condition (if  applicable), PTSD measure 
used, and main findings. Further information was 
also tabulated (see Table 2) regarding the details of  
the EMDR interventions provided in studies, includ-
ing a summary of  the EMDR intervention, fre-
quency, duration, and number of  sessions. Where 
missing data occurred, attempts were made to con-
tact the primary authors to obtain this information. 
All extracted data was tabulated and following this 
assessed for heterogeneity.

TABLE 2.   EMDR Intervention Detailed in Studies Included

Study authors Summary of  EMDR intervention Frequency of  
sessions

Duration 
of  sessions

Number of  
EMDR sessions in 
inpatient mental 
health setting

Ahmadi et al. (2015) Individual sessions of  EMDR therapy in 
line with thestandard EMDR protocol.

Not stated Not stated Not stated

Cerone (2001) Individual EMDR sessions using the 
standard protocol.

Once per week 90 minutes Up to 2 sessions

Fleurkens et al. (2018) Individual sessions in which the Dutch 
translation of  the manualized 
standard 8-phase protocol was used. 
This protocol was followed without 
adaptions.

Not stated Not stated 12 sessions

To prepare the patient for EMDR, a 
pre-session focusing on organization, 
emotional regulation skills took place.

During the course of  EMDR, 2 further 
appointments took place focusing on 
trauma-related stressors and to structure 
daytime activities.

Köhler et al. (2017) Individual EMDR sessions in line with 
standard protocol.

2 or 3 individual 
sessions a 
week (over 4 
weeks)

90–100 
minutes

Not stated

Kratzer et al. (2017) Individual sessions took place. Case 
conceptualization and intervention 
followed EMDR guidelines for 
psychosis.

Over a course 
of  12 weeks

100-minute 
sessions

10 sessions

Standard EMDR was used to process 
traumatic memories of  sexual abuse 
in childhood. The goal of  reducing 
psychotic symptoms was targeted by 
processing hallucinations.

Oh and Kim (2014) Individual sessions of  EMDR therapy. 
Sessions started after 4 weeks of  
admission for patient 1 and 1 week of  
admission for patient 2.

Once per week Not stated Patients had 
between 9 and 
10 sessions

(continued)
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Quality Assessment

The Effective Public Health Practice Project tool 
(EPHPP; Thomas et al., 2004) was used in order to 
assess the quality of  studies that were included within 
the review, allowing the findings to be evaluated criti-
cally. The EPHPP tool was chosen for this systematic 
review, as it is suitable for various kinds of  research 
design (e.g., nonrandomized studies and observational 
studies), while providing a framework to aid the assess-
ment of  quality. This tool is highlighted as appropriate 
for use with systematic reviews investigating effective-
ness (Deeks et al., 2003). The EPHPP also has been 
found to have adequate content and construct validity 
(Thomas et al., 2004), as well as having adequate inter-
rater reliability (Armijo-Olivo et al., 2010).

The EPHPP provides a clear framework for assess-
ing eight domains of  quality: (A) selection bias, (B) 
study design, (C) confounders, (D) blinding, (E) data 
collection methods, (F) withdrawals and drop-outs, 
(G) intervention integrity, and (H) analysis. In accor-
dance with the tool, components A–F were assessed 
against a criteria and assigned a rating of  strong, 

moderate, or weak. Components G–H were then 
assessed but no rating was assigned. A final global 
rating for each of  the 11 papers based on the quality 
scores was then assigned to the research based on the 
component ratings (Thomas et al., 2004).

Each paper was rated with regards to its quality 
by the first author. A second independent rater then 
also assessed the quality of  all studies. Inter-rater reli-
ability showed that there was a good level of  agree-
ment among the raters (κ = .785; McHugh, 2012). 
Disagreements in ratings were first discussed between 
the author and second rater; if  consensus could not be 
reached, then further discussion took place with the 
research team.

Analysis Strategy

A narrative synthesis was performed with the 
extracted data alongside the quality appraisal of  
selected studies. This approach was chosen because 
studies were heterogenous when considered together, 
varying with regard to design, inpatient mental health 
setting, participant sample, outcome measures of  

TABLE 2.   EMDR Intervention Detailed in Studies Included (continued )

Study authors Summary of  EMDR intervention Frequency of  
sessions

Duration 
of  sessions

Number of  
EMDR sessions in 
inpatient mental 
health setting

Proudlock and Peris 
(2020)

Individual sessions in which the standard 
protocol was used EMDR continued 
until patients rated their subjective units 
of  distress (SUDS) as 1.

2 or 3 sessions a 
week

90 minutes Patients had 
between 2 and 
32 sessions of  
EMDR and 
the majority 
required less 
than 12 (n = 46, 
M = 8)

Rogers et al. (1999) Individual session of  EMDR in line with 
standard protocol.

A single session 
of  EMDR

60–90 
minutes

Not stated

Silver et al. (1995) Individual sessions of  EMDR. Not stated Not stated Not stated

Yaşar et al. (2018) Individual sessions in which the standard 
EMDR protocol was used starting on 
24th day of  inpatient stay.

8 days between 
sessions

Not stated 1 session

Zimmermann et al. 
(2007)

Individual sessions of  EMDR, manualized 
intervention in line with the standard 
protocol.

Twice a week Not stated Not stated

Average length 
of  the 
intervention 
was 68 
(range: 7–221 
days) days for 
all patients
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PTSD, and evaluated study quality. As the small 
number of  available research studies included were 
diverse, with the identified research assessed as low 
quality, a meta-analysis approach was not considered 
appropriate (Higgins & Green, 2008).

Results

Overview of Studies

The studies included within this review (k = 11) were 
written between 1995 and 2020, and evaluated EMDR 
for those experiencing PTSD symptoms in inpatient 
mental health settings. The majority of  studies were 
conducted in United States (k = 3) and Germany(k 
= 3), with the remaining in Iran (k = 1), the United 
Kingdom (k = 1), Netherlands (k = 1), Turkey (k = 
1), and the Republic of  Korea (k = 1). All studies took 
place in inpatient mental health settings (k = 11), with 
the majority taking place in specialist PTSD inpatient 
mental health settings, specifically for the military 
(k = 6). A couple of  studies took place in psychiatric 
inpatient settings (k = 2). One took place in a forensic 
inpatient mental health setting (k = 1) and another in 
a psycho-traumatology inpatient setting (k = 1). The 
final study took place in an acute inpatient setting  
(k = 1), with a proportion of  the sample accessing cri-
sis resolution and home treatment teams (CRHTTs). 
Table 3 provides a summary of  the included studies.

Study Samples

A total of  327 adult participants were included in this 
review, with at least 191 receiving EMDR therapy and 
131 participating within the control or comparator 
groups. However, this is an estimate and exact num-
bers could not be calculated, this is because in one 
study the number of  participants in study groups was 
not provided (Rogers et al., 1999). Most studies (k = 6) 
included majority male samples and the mean age of  
participants within the studies ranged from 28 to 53 
years. Sample sizes ranged from 1 to 96 participants. 
All studies included individuals experiencing symp-
toms of  PTSD (k = 11), with the majority of  studies 
including individuals with varied and comorbid diag-
noses associated with severe mental health difficul-
ties (k = 7), including bipolar disorder, psychosis, and 
personality disorder. However, four studies excluded 
those experiencing comorbid presentations (k = 4).

Study Designs

The studies included consisted of  a program evalu-
ation: pretest–posttest design (k = 1), a single-case 
multiple-component crossover design (k = 1), a case 

study design (k = 2), case reports (k = 2), a retrospec-
tive quasi-experimental effectiveness study using a 
pre- and postdesign (k = 2), and a nonrandomized, 
exploratory pretest–posttest design (k = 1), and a ran-
domized pre- and posttest design (k = 1), and a ran-
domized control trial (RCT) was also included (k = 
1). Comparator or control groups were implemented 
in some studies; this included interventions involving 
rapid eye movement (Ahmadi et al., 2015), no eye 
movement (Cerone, 2001), exposure (Rogers et al., 
1999), biofeedback (Silver et al., 1995), and relaxation 
(Silver et al., 1995; Zimmermann et al., 2007).

Additional Treatment

Due to the nature of  inpatient mental health settings, 
in all of  the studies EMDR was used in tandem with 
treatment as usual (TAU). This often involved access 
to 24-hour care from trained mental health staff. The 
type of  usual treatments varied, and included psycho-
trophic medication (Kratzer et al., 2017; Oh & Kim, 
2014; Proudlock & Peris, 2020; Rogers et al., 1999; 
Yaşar et al., 2018), group therapies, mindfulness, and 
individual psychotherapy (Kratzer et al., 2017).

EMDR Therapy

Further information on the application of  EMDR 
therapy within the 11 studies included is presented 
in Table 2. The majority state they were guided by 
the eight-phase EMDR protocol when working with 
patients. The number of  EMDR sessions recorded 
in studies ranged from one to 32. However, many 
did not provide this information (k = 5). Regarding  
follow-up sessions, a single study reported that EMDR 
was started on an inpatient basis and continued on an 
outpatient basis (k = 1). Within the studies recording 
the frequency of  sessions, this tended to vary, ranging 
from two times a week to once every eight days. The 
recorded duration of  EMDR sessions was between 60 
and 100 minutes. However, it must be noted that a 
number of  studies did not provide substantial infor-
mation regarding details of  the application of  EMDR.

Outcome Measures

In accordance with our inclusion criteria, all studies 
included within the review obtained at least one mea-
sure of  PTSD symptoms (k = 11); this comprised of  
patient self-report or clinician administered measures. 
The Impact of  Events Scale (IES; Horowitz et al., 
1979), a self-report measure evaluating subjective dis-
tress caused by traumatic events, was the most com-
monly used outcome measure in the studies included 
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within the review (k = 3). A few studies employed the 
Impact of  Events Scale Revised (IES-R; Weiss, 2004), 
which includes further items assessing hyperarousal 
symptoms of  PTSD (k = 2). One of  the studies used 
the Posttraumatic Stress Scale-10 (PTSS-10; Weisæth 
& Mehlum, 1993), a measure of  PTSD symptoms 
(k = 1). Another study, investigating combat-related 
PTSD used the Mississippi Scale for combat-related 
PTSD (M-PTSD; Hyer et al., 1991) outcome measure 
(k = 1). The Posttraumatic Stress Disorder Symptom 
Scale—Self  Report version (Foa et al., 1993) was also 
used (k = 1), as was the Posttraumatic Diagnostic 
Scale (Foa et al., 1997) self-report measure (k = 1). 
Moreover, the Problem Report Form (PRF; Silveret 
al., 1995) a measure specifically designed for one of  
the included studies was employed (k = 1). Another 
supplementary outcome measure used included the 
Posttraumatic Cognitions Inventory (PTCI; Foa et al., 
1999), an instrument specifically measuring thoughts 
related to the traumatic event (k = 1). Variations of  
the Clinician-Administered PTSD Scale (Blake et al., 
1990), a measurement used by a trained clinician to 
measure symptoms of  PTSD, including frequency 
and severity of  symptoms, were used in many studies 
(k = 4).

Study Quality

Quality ratings were assigned to each of  the included 
studies, these are outlined in Table 4. Several of  the 
studies reported that patients were referred for EMDR 
therapy, this resulted in the majority of  samples being 
rated as “somewhat likely” to be deemed representa-
tive of  the target population. Studies at a higher risk of  
selection bias were rated as “weak.” Within the studies 

included, this was mainly the case when participants 
self-referred/volunteered themselves for the interven-
tion, or a high proportion of  participants declined to 
participate. Case studies and case reports were also 
rated as “weak” regarding selection bias as thera-
pists/researchers had self-selected the case to report. 
Furthermore, these studies were also rated as “weak” 
in study design because no control arm was present.

One of  the included controlled studies commented 
that the assessor had been blinded and therefore this 
study was rated higher on this domain in compari-
son to others (Rogers et al., 1999). In all other papers, 
blinding was not possible or was not reported (Cerone, 
2001; Fleurkens et al., 2018; Köhler et al., 2017; Kratzer 
et al., 2017; Oh & Kim, 2014; Proudlock & Peris, 2020; 
Silver et al., 1995; Yaşar et al., 2018; Zimmermann et 
al., 2007). None of  the included studies were able to 
blind the patient to the intervention status and the 
self-reported PTSD outcomes may have been affected 
by this, increasing the chance of  reported bias.

All studies bar one, achieved a “strong” rating for 
the method of  data collection, as valid and reliable 
measures were used. However, Silver et al. (1995) 
employed a measure that was formed based on ele-
ments of  PTSD the population regarded as important. 
This measure was shown to have test retest reliabil-
ity, but was only found to have construct validity for 
some of  the scales of  the measure, therefore a “weak” 
rating on this domain was assigned.

The majority of  studies achieved a moderate 
to strong rating on the withdrawals and drop-outs 
domain of  the EPHPP. The number and reason for 
withdrawals and drop-outs was often reported. Studies 
were classified in terms of  the proportion of  those 
that completed the study, with only one achieving a 

TABLE 4.   Quality Ratings for Each of the EPHPP Domains

Note. W = Weak, M = Moderate, S = Strong

Study Selection 
bias

Study 
design

Confounders Blinding Data collection 
methods

Withdrawals 
and drop-outs

Global 
rating

Ahmadi et al. (2015) S S M W S M M
Cerone (2001) W W W W S S W
Fleurkens et al. (2018) W W W W S M W
Köhler et al. (2017) M S M W S M W
Kratzer et al. (2017) W W W W S M W
Oh and Kim (2014) W W W W S M W
Proudlock and Peris (2020) M M W W S S W
Rogers et al. (1999) M S W M S W W
Silver et al. (1995) W M W W W M W

Yaşar et al. (2018) W W W W S M W

Zimmermann et al. (2007) W W M W S W W
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“weak” rating as below 60% of  patients completed 
the study (Zimmermann et al., 2007).

In terms of  intervention integrity, although this is 
not formally scored and reported on Table 4, as con-
sistent with EPHPP guidance, nor a contributor to the 
global rating, none of  the studies were considered to 
have a “strong” rating. This was because there was 
no measure of  intervention consistency. Further to 
this, EMDR was contaminated with a co-intervention 
(medication and TAU). Because of  this, all outcomes 
can only be attributed to EMDR and TAU. Without a 
RCT study comparing EMDR to TAU, it is not possi-
ble to ascertain to what extend EMDR contributed to 
outcomes.

Overall, the global quality ratings assigned to the 
included papers were generally weak. A weak global 
rating was assigned to a study when two or more weak 
ratings were given on each of  the six rated domains. 
Two of  the included studies achieved a moderate 
overall global rating (Ahmadi et al., 2015; Köhler et 
al., 2017) as they had less weak ratings on individual 
domains. Consistent with the EPHPP, as no study was 
without weak ratings, none of  the studies were con-
sidered as “strong” in quality overall.

Study Outcomes

All 11 studies showed that EMDR improved overall 
symptoms of  PTSD when provided in adult inpatient 
mental health settings, across a variety of  study pop-
ulations and with differences in the way EMDR was 
applied. In the only RCT included within this review, 
Ahmadi et al. (2015) found that EMDR significantly 
improved overall symptoms of  PTSD comparatively 
to the control group (TAU), but not in comparison to 
the other intervention called “Rapid Eye Movement 
Desensitization.” The only other study involving 
randomization (Rogers et al., 1999) also found that 
EMDR improved PTSD symptoms, although in this 
study, EMDR was superior in comparison to exposure. 
Furthermore, Proudlock and Peris (2020) revealed 
clinically significant improvements in symptoms of  
PTSD using EMDR intervention, with the majority of  
individuals needing less than 10 sessions. Interestingly, 
the findings also showed EMDR led to a decrease in 
readmissions to inpatient care. Furthermore, a prom-
isingly large effect size was revealed. This finding was 
also echoed by Köhler et al., (2017) in a study exploring 
the impact of  EMDR on symptoms of  PTSD, where a 
medium-to-large effect size was found. Of  the studies 
included within the review, these were rated as mar-
ginally better in quality with a lower drop-out rate 
compared to others.

Other studies, with less robust designs compara-
tively as rated using the EPHPP quality appraisal tool, 
also demonstrated that EMDR had a positive impact 
on symptoms of  PTSD within inpatient mental 
health settings. Cerone (2001) found both improved 
self-reported and clinician-rated symptoms of  PTSD. 
However, this sample was small, comprising only 
seven Vietnam war veterans. Interestingly, Silveret 
al. (1995) conducted an investigation with a similar 
population of  Vietnam War veterans with a greater 
number of  participants and found EMDR to be more 
effective in reducing symptoms of  PTSD compara-
tively to relaxation and biofeedback. This provides 
further support for the effectiveness of  the interven-
tion within inpatient settings. Similarly, Zimmermann 
et al. (2007) also found that EMDR led to a reduction 
in symptoms of  PTSD, unlike relaxation training.

Case series and case reports revealed that EMDR 
improved symptoms of  PTSD as measured using var-
ious outcome measures. Within these studies, PTSD 
symptoms reduced following EMDR and gains were 
maintained to follow-up. Fleurkens et al.’s (2018) case 
study on a patient within a forensic inpatient setting, 
with a diagnosis of  narcissistic personality disorder 
with comorbid PTSD, found that symptoms reduced 
following completion of  EMDR and reached complete 
resolution on the PSS-SR at 8 months follow-up. A 
similar outcome was revealed by Kratzer et al., (2017), 
investigating the use of  EMDR in an inpatient setting 
for an individual experiencing psychosis and comorbid 
PTSD. Symptoms of  PTSD reduced only slightly fol-
lowing intervention and this again led to a clinically 
significant reduction in symptoms on IES-R scores at 
6-month follow-up. Oh and Kim (2014) also found a 
reduction in PTSD symptoms in two patients expe-
riencing bipolar disorder with comorbid PTSD. This 
also resulted in a remission of  symptoms as measured 
using the CAPS; this improvement was maintained at 
follow-up. Furthermore, Yaşar et al. (2018) investigated 
the use of  EMDR with a patient experiencing psycho-
sis and comorbid PTSD involuntarily hospitalized; it 
was also found that symptoms of  PTSD as measured 
on the CAPS and IES-R significantly improved, these 
findings were also maintained at follow-up.

Interestingly, the traumatic memories used as a tar-
get for EMDR varied; this included childhood sexual 
abuse, offense-related imagery, and hallucinations. All 
of  the patients within these studies were experiencing 
comorbid severe mental health difficulties, with the 
studies having high ecological validity, meaning the 
findings are representative of  real-world clinical prac-
tice. However, all were observational in design and 
lacked an active control/comparator group.
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Combat-Related PTSD Study Outcomes

Six studies included within the review employed a 
military sample experiencing combat-related PTSD. 
It has been suggested that differences may be pres-
ent between civilian and combat-related trauma; for 
example, it is not uncommon that veterans may have 
witnessed multiple deaths or have been responsible 
for the death of  others, with repeated exposure to 
this kind of  trauma becoming more likely over mul-
tiple deployments (Vincenzes, 2013). Moreover, most 
PTSD interventions are developed for the wider pop-
ulation, with few designed and evaluated specifically 
for those experiencing combat-related PTSD. As such, 
psychological intervention recommendations differ, 
with CBT remaining the main therapy recommended 
for this subgroup (NICE, 2018). Combat-related 
PTSD studies evaluating EMDR found that when it 
was employed within an adult inpatient military men-
tal health environment, a significant improvement in 
symptoms of  PTSD occurred (Ahmadi et al., 2015; 
Cerone, 2001; Köhler et al., 2017; Rogers et al., 1999; 
Silver et al., 1995; Zimmermann et al., 2007). This 
improvement in symptoms appeared to be consistent 
across studies when measuring overall symptoms of  
PTSD. However, when considering individual sub-
scales of  PTSD within studies, findings were mixed.

Discussion

This review aimed to evaluate the impact of  EMDR 
on symptoms of  PTSD in adult inpatient mental 
health settings. The findings were fairly consistent 
across studies, with the intervention improving symp-
toms of  overall PTSD as measured on self-report and 
clinician-rated outcome measures. This is promising, 
as it is known that psychological interventions are less 
likely to benefit more severe and chronic difficulties 
(Cuijpers et al., 2010). The findings have also high-
lighted that the research into the use of  EMDR for 
adults within inpatient mental health settings is scant, 
with the majority of  studies taking place within a mil-
itary inpatient setting. However, due to limitations of  
the research and small amount of  literature available, 
we are unable to draw firm conclusions regarding 
the effectiveness of  the intervention within inpatient 
mental health settings.

The literature appears to negate concerns raised 
in previous research that psychological interventions, 
at times when patients are already experiencing high 
levels of  distress, may make things worse (Small et al., 
2018). Although patients may present with increased 
vulnerabilities within an inpatient setting, the environ-
ment can promote greater safety. This is due to factors 

such as the 24-hour presence of  trained mental health 
staff, observations, and restrictions. Furthermore, sev-
eral studies have been conducted investigating EMDR 
therapy as an intervention for depression in an inpa-
tient setting (e.g., Hase et al., 2015, 2018). No adverse 
effects were reported when delivering the interven-
tion and it was well tolerated by patients, with hyper-
arousal hardly being observed within session.

The findings providing the strongest-rated qual-
ity evidence for the impact of  EMDR in improving 
symptoms of  PTSD, were from the subset of  studies 
investigating military inpatient mental health set-
tings. However, this research was still considered to 
be relatively weak. These findings were in line with 
those from a previous systematic review investigating 
EMDR and combat-related PTSD in community or 
inpatient settings. Within this review, the research on 
EMDR inpatient treatment of  combat-related trauma 
was considered weak and it was concluded that evi-
dence did not meet the threshold (Albright & Thyer, 
2010) for inpatient therapy to be considered empiri-
cally supported for the military population. This sup-
ports the recommendations from NICE (2018) stating 
there is currently not enough evidence for this ther-
apy to be recommended for this subgroup, even when 
provided within the community. Research exploring 
the current status of  EMDR states that more evi-
dence would be needed within the area of  military 
trauma in order for the intervention to be considered 
in future guidelines for this population (Matthijssen 
et al., 2020).

Strengths of the Review

This review encompasses a search strategy that is 
considered broad; the reason for this was to ensure 
that no relevant literature was missed. The breadth of  
included studies and broad inclusion criteria that are 
not restricted to highly controlled studies could mean 
that this review encompasses studies that are more 
likely to reflect the real-world clinical application of  
EMDR. Further to this, the research also includes 
searches of  the grey literature, making the review less 
susceptible to publication bias.

Limitations of the Review

The Preponderance of  Case Study Designs.  The 
review encompasses several case series and case 
reports (k = 4). This approach allows for a detailed 
analysis of  single cases which are representative of  
real-world clinical practice. However, the inclusion of  
these studies creates a strong bias, because the case 
study design allows the authors to select only cases 
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that are successful, while other cases that are less suc-
cessful may not be reported. Another drawback of  
this design is its inability to attribute causal attribu-
tions and provide generalizing conclusions. For exam-
ple, it cannot be ruled out that symptoms of  PTSD 
may have heightened at the time of  admission and 
naturally declined regardless of  the intervention.

Provision of  Synchronous Treatments.  An import-
ant limitation is that the outcomes of  the studies can-
not directly be attributed to only EMDR therapy, but 
EMDR and TAU. The possible effects of  EMDR were 
only measured directly measured in a small number 
of  studies using control conditions (k = 3).

High Heterogeneity Across Studies.  There were 
several differences between the studies that were 
examined. Studies varied in terms of  design, inpatient 
sample, inpatient setting, PTSD measure used, and 
TAU. Mental health systems also vary considerably 
across countries which makes it difficult to synthesize 
findings.

One of  the studies included comprised a sample of  
patients accessing inpatient mental health settings as 
well as CRHTT (Proudlock & Peris, 2020). The deci-
sion was made to include this study as home treat-
ment teams act as the alternative to acute inpatient 
admissions ( Johnson, 2013). CRHTT were designed 
to support those experiencing acute mental health dif-
ficulties to remain in the community and where pos-
sible, offer an alternative to the need for an admission 
to an acute care ward (Werbeloff  et al., 2017). It was 
therefore felt that the sample accessing the CRHTT 
would closely match those accessing inpatient care. 
Unfortunately, it cannot be certain that the results 
from this study are generalizable to an inpatient popu-
lation, further weakening the strength of  this reviews 
findings.

Poor Methodological Quality.  The studies were 
weak across domains of  quality, particularly with 
regard to selection bias, control of  confounders, 
blinding, and overall global rating. Many of  the stud-
ies achieved weak ratings for selection bias, meaning 
that many of  the patients consenting to the EMDR 
intervention may not be representative of  the whole 
inpatient population. Many of  the studies also did 
not report data regarding the patients who declined 
the intervention, making it difficult to draw robust 
conclusions.

The studies included within the review are fur-
ther limited by the lack of  clarity and detail included 
regarding several aspects of  the use of  EMDR. Within 
some of  the included studies, poor methodological 

reporting/practice is present. Often, the number of  
patients and how many were allocated to each inter-
vention group was not reported. Further, the process 
of  randomization was not outlined. Information was 
also missing regarding the specific parts of  the EMDR 
protocol used and number of  sessions taking place, as 
well as the frequency and duration of  sessions. This 
makes it difficult to ascertain how therapists have used 
and adapted EMDR to accommodate for the inpatient 
mental health setting, information which is necessary 
to ascertain the impact of  EMDR on symptoms of  
PTSD in inpatient mental health settings.

Future Directions

The positive impact of  EMDR found within these 
studies should encourage more research to be con-
ducted within this area. Larger confirmatory RCTs 
directly comparing EMDR with other evidence-based 
trauma interventions are needed. Control/compara-
tor groups would be important, as only the studies 
included within this review based in military inpatient 
mental health settings have used these. This would 
allow more robust conclusions to be drawn about 
the use of  EMDR for PTSD in adult inpatient men-
tal health settings. Furthermore, in future studies, 
information should be provided on the description or 
process of  adapting EMDR, in order to establish the 
possibilities of  what is feasible. It is recognized that 
this presents a methodological and logistical chal-
lenge within inpatient settings.

More longitudinal research with a longer follow-up 
period from inpatient to outpatient care would also 
be beneficial, as this would highlight the longer-term 
impact of  EMDR on symptoms of  PTSD initially 
implemented within an adult inpatient setting. This 
may also provide more information on whether 
patients require further support after the inpatient 
intervention. Further research would also benefit 
from controlling for other variables that may have an 
impact on symptoms of  PTSD. For example, it may 
be beneficial to investigate if  the number of  days the 
patient has stayed in hospital has impacted on the 
effectiveness of  the intervention, or at what stage in 
the admission the intervention was provided.

Clinical Implications

This research, although clearly in its infancy, provides 
promising findings, tentatively suggesting it has been 
possible for EMDR to be used with individuals within 
various inpatient mental health settings experiencing 
severe mental health difficulties with some beneficial 
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outcomes for the symptoms of  PTSD. This research 
reveals the lack of  publication evaluating EMDR’s 
application within an inpatient setting, due to which 
it is not yet possible to recommend this intervention 
routinely, within clinical practice. Therapists would 
benefit from using best practices for EMDR when 
used with this population and should monitor any 
adverse impact related to the inpatient setting.

Conclusion

This review synthesized research investigating the 
impact of  EMDR on symptoms of  PTSD in adults 
in inpatient mental health settings across 11 stud-
ies. The findings were promising, with all studies 
reporting decreased symptoms of  PTSD. However, 
the strengths of  the findings are limited by (a) pre-
ponderance of  case study designs (preventing causal 
attribution); (b) provision of  synchronous treatments; 
(c) poor methodological quality; and (d) high hetero-
geneity across studies. Given the current evidence 
available, it would therefore be premature to strongly 
recommend EMDR as an intervention to be routinely 
delivered within inpatient mental health settings, to 
improve symptoms of  PTSD. More research is needed 
with more robust study designs in order to draw firm 
conclusions about the effectiveness and safety of  this 
intervention within this context.
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