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This mixed methods systematic review aimed to provide insight into the clinicians’ views and
experiences of eye movement desensitization and reprocessing (EMDR). Seven electronic databases
(PsychINFO, Public MEDLINE [PubMed], Cumulated Index to Nursing and Allied Health Literature
[CINAHL], Scopus, Web of Science and Excerpta Medica Database [EMBASE], and Applied Social
Sciences Index) and grey literature (ProQuest and Google Scholar) were searched systematically from
inception to October 2021. Quality was assessed using the Mixed Methods Appraisal Tool and a
convergent integrated approach was used to synthesize and integrate the data. In total, 14 studies
were included: 7 qualitative, 5 mixed methods, and 2 quantitative, encompassing 1,065 partici‐
pants. Thematic synthesis generated two overarching themes and seven subthemes. The first theme
related to the facilitators and barriers clinicians experience in adopting and implementing EMDR,
including the role of organizational support, clinician confidence, primary theoretical orientation, and
client suitability and preparedness. The second theme related to the perceived advantages of EMDR,
including rapid results and positive outcomes, client empowerment, and getting to the root of the
issue. This review provides a helpful insight into the factors that influence the dissemination and
implementation of psychological therapeutic approaches.

Keywords: EMDR; eye movement desensitization and reprocessing; systematic review; mixed methods;
clinicians

Eye movement desensitization and reproc-
essing (EMDR) is  an integrative psycho-
logical  therapeutic  approach developed in

the late 1980s by Francine Shapiro as  a  treat-
ment for  posttraumatic  stress  disorder (PTSD;
Shapiro,  1989).  The theoretical  underpinning of
EMDR is  that  of  the adaptive information
processing model,  which considers  dysfunctionally
stored memories  as  the primary basis  of  clinical
psychopathology that  is  not  otherwise explained
by organic  disease (Oren & Solomon, 2012).
Indeed,  according to this  model,  pathological

presentations are believed to be associated with
past  disturbing experiences,  which have been
dysfunctionally  stored within the memory and
thus trigger dysfunctional  patterns of  emotional,
behavioral,  and cognitive symptoms (Shapiro,
2018).  Thus,  EMDR aims to work to process
the key traumatic  memories  within the client’s
life  story that  are hypothesized as  being con-
nected to the current  difficulties  and symptoms
(Balbo et  al.,  2019).  EMDR follows a standardized
protocol  consisting of  eight  phases  that  utilize the
signature component of  bilateral  stimulation.
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Although initially met with considerable skepti-
cism from the scientific community, EMDR is now
recognized as an empirically supported psychother-
apy for the treatment of PTSD and is recommended
as a treatment of choice for PTSD by the National
Institute for Health and Care Excellence (NICE)
guidelines (National Institute for Health and Care
Excellence [NICE], 2019). Although not currently
recommended by NICE guidelines for the treatment
of other disorders, the application of EMDR has
expanded to the treatment of a wide range of mental
health conditions and comorbid presentations to
PTSD, including depression (Sepehry et al., 2021),
bipolar disorder (Valiente-Gómez et al., 2019), and
psychosis (De Bont et al., 2013). Indeed, in recent
years, EMDR has attained a significant popularity,
with increasing numbers of therapists being trained
in the approach and thus a considerable increase in
its clinical use.

EMDR is considered as a secondary psychother-
apy training model (Farrell & Keenan, 2013), with
basic training consisting of a training manual,
theory-driven active teaching, experiential learning,
and clinical supervision. The basic training structure
involves at least 20 hours of didactic teaching and
20 hours of supervised practice from an accredited
supervisor. Clinicians can then seek accreditation if
basic training has been completed and clinicians have
worked with at least 25 clinicians and completed a
minimum of 50 sessions (Farrell & Keenan, 2013). It
was reported in 2015 that over 100,000 clinicians have
attended training in EMDR internationally, but as
with other therapeutic approaches, not all clinicians
go on to integrate this approach into their clini-
cal practice (Grimmett & Galvin, 2015). According
to Farrell and Keenan (2013), within the United
Kingdom and Ireland, only 10%–12% of trainees
who complete the EMDR basic training had become
fully accredited in the therapy approach, though the
numbers of clinicians working toward accreditation
were not reported.

The decision to employ a particular therapeutic
approach appears to be influenced by a range
of factors, including clinician-related factors, client-
related factors, the training itself, post-training
skill development, and socioenvironmental influence
(Becker et al., 2007; Grimmett & Galvin, 2015).
A study conducted by Cook and colleagues (2009)
employed a web-based survey to investigate influences
on psychotherapists’ adoption and sustained use of
new therapies in the United States and Canada. The
most endorsed factors influencing current practice

were significant mentors, information gathered from
books, and training received during graduate school.
The least endorsed factors influencing current practice
included training videos, treatment manuals, and
electronic listservs. In terms of factors influencing
willingness to learn a new therapeutic approach, the
most endorsed were that it could be integrated with
the therapists’ current approach, it is endorsed by
respected therapists and has training opportunities
available. The least endorsed factors included positive
findings on the therapy reported in a research journal,
endorsement by a professional organization as being
evidence based, and clients’ testimonials regarding
the therapy’s effectiveness. In terms of continued use
of a new therapy, psychotherapists reported that the
most influential factors were their ability to conduct
the therapy successfully and help clients, their own
enjoyment using the therapy, and clients liking the
therapy and reporting good effects.

Clinicians are therefore in a position to provide
helpful insight into the facilitators and challenges
in terms of training in and implementing particular
therapeutic approaches in clinical practice, which can
inform both the development of new approaches and
the process of dissemination of therapies, includ-
ing clinician training, implementation needs, and
supervision needs. As proposed by Becker and
colleagues (2004), it is important for the research to
be carried out with those who are directly involved
in the implementation of a therapy approach in order
to identify factors affecting clinical use or barriers
within routine clinical practice.

Aims and Objectives

No systematic review has previously been conducted
exploring the views of clinicians using EMDR. Thus,
the aim of this review is to provide insight and
understanding, through the summary and synthe-
sis of findings from studies that report on clini-
cians’ views and experiences of EMDR therapy. The
secondary objectives to be addressed are:

1. What are clinicians’ experiences of the
integration of EMDR into clinical practice?

2. What barriers/difficulties might be experienced
when integrating EMDR into their practice?

Methodology

Protocol Registration

The protocol for this systematic review was reg-
istered on The International Prospective Register
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of Systematic Reviews (PROSPERO) (registration
number: CRD42021277333).

Search Strategy

The following databases were searched from
the inception of the database to October 2021:
PsychINFO, PUBMED, CINAHL, SCOPUS, Web of
Science, EMBASE, Applied Social Sciences Index, and
ProQuest. The search strategy included the follow-
ing keywords: [(“Eye Movement Desensitization
Therapy” OR EMDR OR “eye movement desen-
sitization”) AND (clinician* OR professional* OR
practitioner* OR psychologist* OR therapist* OR
psychotherapist* OR psychoanalyst* OR counsellor*
OR counselor* OR analyst* OR staff OR personnel
OR training) AND (view* OR opinion* OR per-
ception* OR perspective* OR belie* OR attitude*
OR experience* OR qualitative OR viewpoint* OR
standpoint* OR encounter* OR reaction* OR use*
OR utility OR evaluation* OR account* OR narrativ*
OR impression*)], with medical subject headings
adapted and included for each database (see Appen-
dix A). In order to assist in identifying relevant
papers, the first 30 pages of Google Scholar were also
searched and forward and backward citation chaining
was conducted on included studies, whereby articles
that cited the included studies were screened and
reference sections of included studies were screened.

The inclusion criteria encompassed the following:
qualitative, mixed methods, and quantitative studies,
written in the English language, that focused on
mental health clinicians’ personal views or experien-
ces of EMDR in terms of training or delivery of
the approach. Doctoral theses and nonpeer-reviewed
studies were also included in order to reduce the
risk of publication bias. Studies were excluded based
on the following criteria: the population was not
mental health clinicians eligible or using EMDR; case
studies, editorials, opinion pieces, books, reviews,
and papers not reporting primary research findings;
studies whereby clinicians’ views and experiences
of EMDR are not represented or analyzed sepa-
rately within mixed sample studies; studies reporting
on their experience of a specifically adapted form
of EMDR; studies that use “EMDR clinicians” as
a sampling strategy but are investigating another
phenomenon of interest that is the not the focus
of this article; and mixed outcome studies whereby
clinicians are reflecting on their experience of both
EMDR and other therapeutic approaches within the
same survey/interview and results are mixed.

Following the search, all identified citations were
collated and uploaded to the reference management
software Zotero (Center for History and New Media,
2021) and duplicates were removed. The primary
author (MH) first screened all citations for eligibil-
ity based on the title and abstracts. Articles that
were clearly not relevant to the research question
were excluded at this stage. The second reviewer
(AG) screened 10% of all citations based on the
title and abstracts as a quality control measure to
ensure the accuracy and consistency of the selection
process and to ensure that the primary author (MH)
was correctly applying the inclusion and exclusion
criteria. The remaining full texts of potentially
relevant articles were then reviewed by the primary
author (MH) and the second reviewer (AG). Where
the full text was not available, the authors were
directly contacted or articles were requested through
the university. Full texts were excluded at this stage
if they did not meet the eligibility criteria and any
discrepancies that arose between the reviewers were
resolved through discussion. If a discrepancy could
not be resolved, a third reviewer (CR) was contacted
to assist with the decision.

Quality Assurance

Eligible studies were subjected to a critical appraisal
of methodological quality using the Mixed Methods
Appraisal Tool (MMAT), version 2018 (Hong et al.,
2018). The MMAT is a tool designed to allow for
concurrent quality appraisal of qualitative, quantita-
tive, and mixed methods research studies. This tool
was chosen as it provides a standardized approach for
screening a range of research designs and thus allows
comparisons to be made across studies of differing
methodological designs (Crowe & Sheppard, 2011).
Each study was assigned a quality score, using
asterisks to signify the quality appraisal. Quantitative
and qualitative studies were appraised based on five
criteria, with possible scores ranging from (*) when
one criterion is met to (*****) when all criteria are
met (Hong et al., 2018). The most recent guidelines
(Hong et al., 2018) recommend that one overall
score should not be calculated from the ratings, and
instead a more detailed presentation of the quality
ratings should be provided to better inform the
quality of the included studies. Thus, the quality
appraisal is provided in Appendix C. Furthermore,
as per Hong et al. (2018), studies of lower quality will
not be excluded, but their potential impact on data
synthesis will be discussed.
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Data Extraction

A data extraction form was created and the pri-
mary author identified all data to be extracted
from the chosen articles for inclusion. Data extrac-
ted included: author, study location, research aim,
study design, participant characteristics, sample,
data, analysis, and an overview of findings.

Data Synthesis

Data synthesis was conducted in accordance with the
guidelines published by the Joanna Briggs Institute
( JBI) Mixed Methods Review Methodology Group
(Lizarondo et al., 2020). As per the JBI guidelines
(Stern et al., 2020), this review employed a con-
vergent integrated approach given that the review
question could be addressed by both quantitative
and qualitative research designs. Consistently with
this approach, quantitative data was “qualitized,”
whereby data were extracted from quantitative
studies and converted into textual descriptions to
allow integration with qualitative data (Stern et al.,
2020). Thematic synthesis was then employed as a
means of synthesizing the data in accordance with
the steps outlined by Thomas and Harden (2008),
which involves the coding of text “line-by-line,”
the development of “descriptive themes.” and the
generation of “analytical themes.”

Results

A total of 6,526 studies were identified through
database searching. Following the removal of
duplicates, 5,546 studies remained for title and
abstract screening. The first author (MH) independ-
ently screened all titles and abstracts, while the third
author (AG) independently screened 10% of all title
and abstracts (n = 554). There was 98% agreement
between reviewers at this stage of the screening
(Cohen’s Kappa = .82). Fifty full texts were assessed
for eligibility. Thirty-three articles were excluded as
they did not meet the inclusion criteria (for further
reasons please see Figure 1: Preferred Reporting
Items for Systematic Reviews and Meta-Analyses
[PRISMA] diagram). Three articles were excluded
as no full texts were available to review. Fourteen
articles (as outlined in Table 1) were identified as
eligible for inclusion in this systematic review: seven
qualitative studies (Brendler, 2017; Cook et al., 2009;
DiGiorgio et al., 2004; DiNardo & Marotta-Walters,
2019; Hasandedic-Dapo, 2021; Jones-Smith, 2018;
Phillips et al., 2021), five mixed methods studies
(Dunne & Farrell, 2011; Farrell & Keenan, 2013;

Farrell et al., 2013; Hasanović et al., 2021; Vuong,
2019), and two quantitative studies (Edmond et al.,
2016; Grimmett & Galvin, 2015). The included
articles represented studies from the United States
(57%), the United Kingdom (29%), Turkey (7%),
and Bosnia (7%). In total, 1,065 participants were
included across studies. Gender was reported in 9
of the 14 studies, with 70 males and 198 females
included within these studies.

Quality Appraisal

Overall, MMAT quality scores ranged from two stars
(i.e., 40%) to five stars (i.e., 100%). Qualitative studies
scored the highest for quality (6 of the 7 stud-
ies scoring 100%), followed by quantitative stud-
ies (ranging from 60%–80%), and mixed methods
studies (ranging from 40%–80%). One study by
Vuong (2019) failed to pass the screening questions
as a clear research question was not provided and
there was insufficient data presented and thus further
appraisal was deemed not feasible or appropriate as
per the MMAT scoring guidelines. See Appendix D
for a breakdown of the quality scores.

Thematic Synthesis

Thematic synthesis generated two overall themes,
with seven subthemes. See Figure 2 for an outline of
findings.

Theme 1: Adopting and Implementing EMDR—
Facilitators and Barriers. The theme “adopting
and implementing EMDR” discussed the range
of facilitators and barriers clinicians identified as
influencing their experience of adopting EMDR as
a therapeutic approach to train in and subsequently
implementing it into their clinical practice. This
theme included four main subthemes: “organizational
support,” “clinician confidence,” “primary therapeutic
orientation,” and “client suitability and preparedness.”

Organizational Support. Clinicians across nine
studies discussed the role of organizational support
as both a facilitator and barrier to the adoption
and implementation of EMDR in clinical practice
(Brendler, 2017; Cook et al., 2009; Dunne & Far-
rell, 2011; Farrell & Keenan, 2013; Farrell et al.,
2013; Grimmett & Galvin, 2015; Hasandedic-Dapo,
2021; Hasanović et al., 2021; Phillips et al., 2021).
Organizational factors that supported clinicians to
adopt the approach included the provision of on-site
annual funded trainings, a felt expectation within
the service to practice EMDR, and suggestions to
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use the approach from colleagues and supervisors
(Cook et al., 2009; Grimmett & Galvin, 2015).
Reflecting how EMDR was a part of the organiza-
tional culture within the service, one clinician in the
study conducted by Cook et al. (2009) stated:

This is the first setting that I’ve worked
in where EMDR, is considered to be the
treatment of choice … where it’s almost
an expectation that you be trained in or
versed in it. I mean it comes (up) in
interviews, colleagues ask you do you do
this, patients will ask are you going to
be trained in EMDR; whereas in other
settings where I’ve worked that’s never
been a part of the culture or climate.
(Cook et al., 2009, p. 6)

Furthermore,  the provision of  supervision
within the workplace was discussed as  an
important  facilitator  to the use of  EMDR in
clinical  practice,  providing clinicians with both
emotional  and practical  support  (Farrell  et  al.,
2013;  Grimmett  & Galvin,  2015;  Hasanović  et  al.,
2021;  Phillips  et  al.,  2021).  Supervision was
described by clinicians as  an important  support
in supporting them in “consolidating the teach-
ing and learning of  EMDR” (Farrell  et  al.,  2013).
Clinicians spoke about the benefit  of  receiving
information and advice from their  supervisor
and other peers  within their  supervision group,
obtaining advice from others  when challenges
arise,  learning from other clinicians’  cases,  and
being reminded of  the frameworks and protocols

Figure 1.   PRISMA flow diagram.
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(Hasanović  et  al.,  2021;  Phillips  et  al.,  2021).  This
is  illustrated by one clinician who stated:

I also learn a lot from other members
who, in every case, present a new,
interesting experience, and from which
I often learn how to be creative and
relaxed with EMDR and at the same time
stick to the frameworks and protocols.
(Hasanović et al., 2021, p. 9)

Moreover, clinicians also described a lack of
organizational support as a barrier to the adoption
and implementation of EMDR. In terms of organiza-
tional culture, EMDR was described by clinicians in
the study conducted by Cook et al. (2009) as “not
how we do trauma work” within the service and
clinicians explained that there was a lack of encour-
agement or expectation to train in this approach,
which acted as a barrier to training (Cook et al.,
2009, p. 6). Furthermore, the cost of EMDR train-
ing in terms of time, cost, and lack of funding
within services was specifically reported as being
barriers to adopting the approach in two studies
(Farrell & Keenan, 2013; Hasandedic-Dapo, 2021).
This was illustrated by one clinician who repor-
ted: “It’s pretty expensive to get certified, and it
took a lot of time, usually entire weekends to
go through the trainings, which not many people
can afford to devote” (Hasandedic-Dapo, 2021, p.
21). Clinicians across five studies reflected on a
lack of support from colleagues within the work-
place as a barrier to the use of EMDR, which

included colleagues lacking an understanding of
EMDR (Dunne & Farrell, 2011; Hasandedic-Dapo,
2021), disagreements from colleagues that led to
perceived bullying and cessation of referrals (Dunne
& Farrell, 2011), a lack of recognition of the work
(Phillips et al., 2021), and negative feedback and
skepticism regarding the validity of the approach
from colleagues (Brendler, 2017). Furthermore, a
lack of ongoing supervision was also reported as
a key barrier to implementation, particularly from
an experienced supervisor (Dunne & Farrell, 2011;
Farrell & Keenan, 2013; Hasanović et al., 2021;
Phillips et al., 2021). In the study conducted by
Farrell and Keenan (2013), 10% of clinicians who
failed to complete level 2 of EMDR training cited a
lack of funding by their organization and a lack of
EMDR supervision provision as the top two reasons
for discontinuation of the approach. In addition, this
study also reported that 148 of the 485 participants
reported practicing without any clinical supervision.
However, these findings should be considered in the
context of the lower quality rating of the study
conducted by Farrell and Keenan (2013), with this
article scoring two stars on the MMAT. Lastly,
logistical issues that included a lack of time and
appropriate workplace conditions were also cited as
barriers to the implementation of EMDR (Dunne &
Farrell, 2011; Hasanović et al., 2021).

Clinician Confidence. Clinicians’ confidence in
EMDR as a credible and efficacious intervention
as well as their confidence in their ability to

Figure 2.  Diagram of themes and subthemes.
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implement the approach was discussed by clinicians
in eight studies as an important factor influencing
their experience of adopting and implementing the
approach. For some clinicians, personally experienc-
ing the effects of EMDR during the training process
that involved experiential practice exercises increased
their confidence in the approach and facilitated
their adoption of the approach (Cook et al., 2009;
DiGiorgio et al., 2004; Grimmett & Galvin, 2015;
Hasandedic-Dapo, 2021). This was illustrated by one
participant who reported:

I went to the first level of EMDR training…
and I was the person they were demon-
strating on, and while I didn’t have very
deep trauma, it helped with the memory
that I had. So I feel pretty positive about
it and I want to continue my education in
EMDR (Hasandedic-Dapo, 2021, p. 19119).

Furthermore, some clinicians highlighted that it
was the observability of the effects of EMDR in
clients, either as observed by themselves or by
colleagues, that positively influenced their adoption
of the approach and motivated them to continue
their training and practice. This was outlined by
one clinician who stated: “A client at the time had a
cathartic experience using EMDR and that convinced
me that there was something in this approach.
That was what really sold it to me” (Dunne &
Farrell, 2011, p. 185). Similarly, in the study con-
ducted by Grimmett and Galvin (2015), the most
common reason cited for pursuing training in EMDR
was having heard about its positive effects from
colleagues.

In terms of barriers to using EMDR, clinicians
in the comparative study conducted by Cook et al.
(2009) outlined a perception that EMDR lacks
credibility as a barrier to adoption. EMDR was
discussed as feeling more like a “social movement” or
“money-making proposition” to the clinicians in this
study (Cook et al., 2009, p. 5). In addition, clinicians
in the site who chose not to adopt EMDR perceived
the approach as lacking “theoretical soundness” and
all reported that they would not use EMDR in large
part because they did not understand the mecha-
nism of change in comparison to other therapeutic
approaches (Cook et al., 2009, p. 6). Several clinicians
expressed concerns about the credibility of EMDR,
equating it with invalid therapies and procedures
and questioned its empirical basis. Speaking about
their reaction to hearing about EMDR, one clinician
stated: “It sounded like a far-fetched almost crazy
idea that something that seemed so simple could

treat PTSD. It seemed ‘out there,’” and further
described it as “gimmicky” (Cook et al., 2009, p. 6). It
is important to note that the majority of barriers to
adopting EMDR identified were only reported in the
study conducted by Cook et al. (2009), though the
quality of this article was rated highly.

Furthermore, in six studies, clinicians reported
that their own “anxiety and confidence” (Dunne
& Farrell, 2011, p. 184) impacted their ability to
implement EMDR into their clinical practice. Some
clinicians reported feeling worried about “retrauma-
tizing” the client or making things worse for them
(Brendler, 2017, p. 75; Dunne & Farrell, 2011, p. 184),
and spoke about the fear of what might happen if
“EMDR goes wrong” (Phillips et al., 2021). A lack
of comfort and confidence in describing EMDR to
clients due to clinicians’ own feelings of discomfort
and incompetence with the therapy approach was
also reported as a barrier in two studies (Brendler,
2017; Grimmett & Galvin, 2015). Clinicians who
were using EMDR infrequently for these reasons
proposed wanting additional training to increase
their level of skill and confidence (Cook et al., 2009).
In addition, a third of clinicians not using EMDR in
clinical practice in the study conducted by Keenan
and Farrell (2013) considered that the EMDR training
they received was insufficient in enabling them to
feel suitably equipped and confident in using the
approach. Furthermore, 24% of clinicians in the
study conducted by Grimmett and Galvin (2015)
reported that they felt unprepared following their
EMDR training.

Primary Theoretical Orientation. In addition,
clinicians’ primary theoretical orientation was
identified by clinicians as an important factor
influencing their experience of implementing EMDR
into clinical practice. Indeed, in the study conducted
by Dunne and Farrell (2011), there was a statisti-
cally significant association, between orientation and
experiencing difficulties in incorporating EMDR into
clinical practice, with those of analytic (75%) or
humanistic/experiential (70%) orientation experienc-
ing more difficulties than those of behavioral/cogni-
tive (32%) or integrative orientation (27%) who had
fewer challenges. Difficulties with EMDR included
being focused, structured, and technique oriented,
which was felt to be at odds with exploratory
approaches in particular (DiGiorgio et al., 2004;
Dunne & Farrell, 2011). Interestingly, in the study
conducted by Grimmett and Galvin (2015), 57% of
Gestalt therapists (n = 4) had discontinued the use
of EMDR and reported that this decision was due to
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the lack of emotional connection and depth offered
by the therapeutic approach. This was in compari-
son to integrative therapists, whereby none of these
clinicians had stopped using EMDR. Furthermore,
the number one-ranked negative experience using
EMDR reported by clinicians in the study conduc-
ted by Grimmett and Galvin (2015) was preferring
another modality. Clinicians appeared to experience
some discomfort in working in a manner that was at
odds with their primary approach. This is illustrated
by one clinician who reported: “I understood that
when I start treatment with EMDR, I only apply
EMDR, so it seems a shame/I am sorry to give up
my previous knowledge and skills in which I have
invested a lot both materially and mentally” (Hasa-
nović et al., 2021, p. 7).

Furthermore, reflecting the influence of primary
theoretical orientation on implementing EMDR, the
study conducted by DiGiorgio et al. (2004) identi-
fied that the three included therapists included all
deviated from the EMDR protocol at times by either
adding or subtracting from the standard protocol.
Therapists were likely to adhere to aspects of the
model that were more consistent with their pri-
mary theoretical orientation, and leave out aspects
that were most at odds with their traditional way
of working. For example, the psychodynamic and
humanistic therapists in this study reported that they
often leave out cognitions as part of the protocol as it
feels artificial to them at times, whereas the cogni-
tive-behavioral therapist did not leave out cognitions.
Thus, the therapists’ primary theoretical orientation
appears to influence clinicians’ experiences imple-
menting the approach and adhering to the protocol.

Client Suitability and Preparedness. Clinicians across
eight studies identified client suitability and prepar-
edness as an important factor influencing their
experience of adopting and implementing EMDR
in clinical practice (Brendler, 2017; DiGiorgio et al.,
2004; Dunne & Farrell, 2011; Farrell et al., 2013;
Grimmett & Galvin, 2015; Hasanović et al., 2021;
Jones-Smith (2018); Phillips et al., 2021). In terms of
facilitating the use of EMDR, clinicians discussed the
importance of ensuring the client is well-informed
about EMDR in order to successfully implement the
intervention (Brendler, 2017; Phillips et al., 2021),
with one clinician stating: “I make sure they're super
educated about EMDR… just kind of hearing what
their information about EMDR is and then making
sure they understand, you know, usually checking
in about EMDR, getting a history” (Brendler, 2017,
p. 66). In addition, another key aspect of preparing

the client for EMDR was building a strong thera-
peutic alliance (Brendler, 2017; Farrell et al., 2013;
Jones-Smith, 2018; Phillips et al., 2021). Clinicians
within these studies spoke about the importance of
building an alliance with their clients before embark-
ing on EMDR and it was considered a key feature of
successfully implementing the intervention, with one
clinician stating: “It is the therapeutic relationship,
I think, which plays an important role in success-
ful outcome with EMDR” (Farrell et al., 2013). In
addition, systemic support was outlined as another
facilitator to implementing EMDR, in terms of the
client having a good network of support with the
multidisciplinary team as well as personal supports
within their lives (Phillips et al., 2021). Furthermore,
resourcing the client was the final aspect of prepara-
tion discussed by clinicians, which involved spending
time ensuring clients had the appropriate resources
and stabilization techniques to provide them with
the stability required to implement EMDR (Brendler,
2017; Phillips et al., 2021).

Moreover, in terms of barriers to the use
of EMDR, clinicians across five studies outlined
several client presentations they deemed unsuita-
ble for EMDR, due to the nature of the symp-
toms or aspects of the presentation that would
make it difficult to successfully engage the clients.
Client presentations mentioned were those actively
self-harming or suicidal (Jones-Smith, 2018), clients
with psychosis (Jones-Smith, 2018; Phillips et al.,
2021), clients who were dissociative or chronically
avoidant (DiGiorgio et al., 2004; Dunne & Farrell,
2011), those with very low self-esteem or who were
multiply traumatized (DiGiorgio et al., 2004), or
children with disabilities due to clinicians’ difficulty
in adjusting the instructions to these children’s level
(Hasanović et al., 2021). Client resistance or skep-
ticism toward the therapy was also outlined as a
potential barrier to implementation (DiGiorgio et al.,
2004; Hasanović et al., 2021; Jones-Smith, 2018;
Phillips et al., 2021), which was illustrated by one
clinician who stated: “I quickly give up on this kind
of approach if I see that the client is not particularly
receptive to it. In that case, I choose an alternative
approach” (Hasanović et al., 2021, p. 7). In the study
conducted by Grimmett and Galvin (2015), 10% of
cognitive-behavioral therapists were no longer using
EMDR on the basis of client refusal or the lack
of client interest in EMDR. Moreover, participants
discussed how the lack of stability within the client’s
life in terms of ongoing stressors was an additional
barrier to implementing EMDR. For example, one

Journal of EMDR Practice and Research, Volume 17, Number 2, 2023
Clinicians’ Views on Eye Movement Desensitization and Reprocessing Therapy

95



clinician outlined how if a client was experiencing
an ongoing life stressor such as a divorce or illness
within the family, then it would be an inappropri-
ate time to open up a trauma (Jones-Smith, 2018).
Similarly, it was reported that if the client was using
substances to cope or did not have permanent shelter
or housing, then implementing EMDR would not be
suitable (Phillips et al., 2021).

Theme 2: Advantages of EMDR Therapy. The
theme “advantages of EMDR therapy” discussed
the unique advantages clinicians perceived EMDR
to possess. This theme included three main sub-
themes: “rapid results and positive outcomes,”
“client empowerment,” and “getting to the root of
the problem.”

Rapid Results and Positive Outcomes. A number of
studies reported the quick rate of change EMDR
provides as a unique advantage of the therapeutic
approach (Grimmett & Galvin, 2015; Hasandedic-
Dapo, 2021; Hasanović et al., 2021; Jones-Smith,
2018; Phillips et al., 2021). EMDR was believed
to resolve problems faster than other therapeutic
approaches and lead to new insights emerging
quickly for clients (Hasanović et al., 2021), though
this article received a lower quality rating of two
stars on the MMAT. In the study conducted by
Phillips et al. (2021), one clinician stated: “what
struck me with EMDR is, helping people to proc-
ess the traumatic memories quickly, quicker than
some other ways” (Phillips et al., 2021). In the
study conducted by Grimmett and Galvin (2015),
rapid results were reported by 25% of clinicians as
the main reason for using EMDR. Furthermore,
clinicians in the study conducted by Jones-Smith
(2018) also alluded to the long-term and lasting
nature of the effects.

Indeed, many clinicians reported positive
outcomes experienced by clients when utilizing
EMDR (Hasandedic-Dapo, 2021; Hasanović et al.,
2021; Jones-Smith, 2018; Phillips et al., 2021). In the
study conducted by Grimmett and Galvin (2015),
80% of the clinicians surveyed (n = 239) reported
positive treatment outcomes from their clients, with
7% reporting negative outcomes. In terms of trauma
memories, clinicians described these memories no
longer “hijacking” the client, as outlined further by
one clinician: “They don’t go back there. They think,
‘That thing happened to me and that was really
awful. I wish it didn’t happen.’ They’re able to think
about it as a memory as opposed to re-experienc-
ing it” (Jones-Smith, 2018). Furthermore, clinicians
also reported effective outcomes working with fears,

leading to improvements in relationships, improve-
ments in sleep, less shame, and less feelings of
defectiveness (Hasandedic-Dapo, 2021; Jones-Smith,
2018).

Client Empowerment. An additional benefit of
EMDR according to clinicians was that of client
empowerment. Clinicians spoke about clients having
“a lot of control over the process” within EMDR
(Phillips et al., 2021). Clients were described as being
“in the driver’s seat” during the therapy, which was
felt to be advantageous and assist them in getting
their needs met (Jones-Smith, 2018). Furthermore,
the fact that EMDR does not require clients to talk
about their traumatic experiences out loud was also
discussed as an important advantage of the therapy
and an aspect of the process that empowers clients
(Cook et al., 2009; Phillips et al., 2021). This was
reflected by one clinician who stated:

You can be really upfront from the
beginning that we can do the blind
therapist protocol, you don’t actually
have to tell me any of the details of your
experience…so the person doesn’t have to
go over and over again, telling me about
the worst things that ever happened to
them. (Phillips et al., 2021)

This was also felt to be helpful for clients in
allowing them to bypass shame (Cook et al., 2009)
and helpful for therapists in providing less opportu-
nity for vicarious trauma to occur (Phillips et al.,
2021).

Getting to the Root of the Problem. Clinicians
spoke about the benefits of EMDR as a ther-
apeutic approach in the context of its holistic
nature, “treating the mind, body and spirit” (Jones-
Smith, 2018) in comparison to other traditional
talk therapies. Clinicians spoke about EMDR as a
holistic and somatic approach that involved work-
ing with the client’s body which was felt to be
a unique advantage of the approach (Jones-Smith,
2018). In working at a deep level and “more thor-
oughly” (DiGiorgio et al., 2004, p. 243), clinicians
also discussed the benefit of EMDR in that it allows
the client to be taken back to the moment to
process the trauma at a deep level, incorporating the
physical sensations, which then allows for a change
in “perspective and bodily sensations” (DiGiorgio
et al., 2004, p. 242; Jones-Smith, 2018). EMDR
was described as being an effective intervention
for allowing clients to process their memories with
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greater emotional intensity and work at a deeper
level (DiGiorgio et al., 2004).

Discussion

This mixed method systematic review was conduc-
ted to gain insight into clinicians’ views and expe-
riences of EMDR therapy. Fourteen studies were
included in this review, which comprised of seven
qualitative studies, four mixed method studies, and
two quantitative studies. Two main themes and
seven subthemes were identified within the data and
will be discussed further below.

Clinicians identified a range of factors, which
either facilitated or impeded their adoption and
implementation of EMDR as a therapeutic approach.
These included factors related to the organization,
the therapist, the intervention, and the client.
Organizational support in terms of EMDR being a
part of the organizational culture, the provision of
funded training opportunities, encouragement from
colleagues to train in the approach, and the provi-
sion of supervision were identified as key factors
facilitating the clinicians’ adoption and implementa-
tion of EMDR as an approach. Indeed, this was
paralleled with the barriers to EMDR that clinicians
identified, which included EMDR not being part of
the organizational culture, a lack of funding to train
in the approach, and a lack of available supervi-
sion for clinicians. This reflects the important role
organizations play in terms of whether a therapeu-
tic approach is adopted and implemented within
a service. These findings are consistent with the
work of Beidas and Kendall (2010), who reviewed
research focusing on the dissemination of evidence-
based practice and put forth two key aspects of
the integration process: (a) how training influences
clinicians’ knowledge and behavior and (b) how
the workplace environment, including organizational
support and clients, influences how clinicians adopt
a new practice. This is also consistent with the
study conducted by Cook et al. (2009), who found
endorsement by respected therapists and availability
of training opportunities as key factors influencing
the willingness to adopt a new therapeutic approach.
Thus, it is important that organizations ensure
clinicians are provided with opportunities to train in
evidence-based therapies to provide clients with the
opportunity to avail of evidence-based interventions,
as well as providing the supports required to facilitate
the ongoing implementation of the approach.

The importance and availability of effective
and supportive supervision and consultation were

highlighted as paramount to clinicians’ ability to
implement EMDR within their practice. In accord-
ance with the literature, clinical supervision is
considered a core component of clinical practice
within mental health and has been proposed as
the most important factor in developing competen-
cies within clinical practice (Falender et al., 2004;
Stoltenberg, 2005). Furthermore, the research has
identified the importance of having ongoing clinical
supervision in practice in order to assist with
encouraging the use of the therapeutic approach
posttraining (Holloway & Neufeldt, 1995), as well
as helping the clinician to maintain fidelity to the
treatment approach (Bearman et al., 2017). The
results of this systematic review also highlighted how
ongoing and available supervision can be helpful in
providing emotional support and assisting clinicians
in gaining confidence working with EMDR. This
may be an important factor to consider given that
an identified barrier to using EMDR in practice was
a lack of confidence and an anxiety regarding their
ability to practice EMDR safely and effectively, which
may be influenced by a lack of training, knowledge,
and experience in the area. Furthermore, supervi-
sion was also discussed as an important resource
to assist with continued learning and education,
including receiving information and advice on how
to overcome challenges and stick to the protocol.
Indeed, according to Bearman and colleagues (2017),
initial training is a key aspect of educating the
clinician about a therapeutic approach, but ongo-
ing supervision is important in terms of actually
implementing the therapy skillfully (Herschell et al.,
2010). It is also possible that the provision of
regular and effective supervision may be an impor-
tant protective factor to mitigate against some of
the other identified barriers to implementing the
therapy, such as a lack of therapist confidence in their
skills, anxiety about EMDR potentially worsening
the client, and difficulty implementing EMDR in the
context of other theoretical orientations. Further-
more, it may be a supportive platform to discuss
some of the workplace issues that may emerge, or
client-related barriers that may be present.

In terms of clinicians’ confidence in EMDR as
an approach, it emerged that their experiences
during training in terms of the experiential learn-
ing component were an important factor, which
influenced their adoption of the approach and
motivated them to continue their training and
implementation. Indeed, it has been argued that a
training program that encompasses an active rather
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than a passive learning approach is more likely to
be successfully implemented into clinical practice
posttraining and thus this may be a strength of the
EMDR training and increase clinicians’ confidence
in the approach (Cross et al., 2007). This finding is
also consistent with the work of Beidas and Kendall
(2010), who also identified how training influences
clinicians’ knowledge and behavior, which then plays
an important role in whether an intervention is
integrated into practice.

The impact of theoretical orientation also
emerged as an important factor to consider in
terms of clinicians’ experience of integrating the
therapy into clinical practice. This review highligh-
ted that some clinicians may choose to personalize
or alter the protocol, which may be influenced by
their own primary theoretical orientation. Indeed,
EMDR is a secondary psychotherapeutic approach,
which means therapists training in EMDR have
already been thoroughly trained in other primary
approaches such as psychodynamic, humanistic, and
cognitive-behavioral therapy and may have devel-
oped their own personal style of treatment. Thus,
the results of this review raises the question of
the importance of treatment fidelity in the imple-
mentation of EMDR. Studies have indicated that
EMDR is a robust treatment in some ways, with
effects and outcomes found to be unaffected by
some changes to the protocol, such as variations
in the mode of bilateral stimulation utilized during
EMDR therapy (Foa et al., 2019). However, stud-
ies have also identified that omitting the aspects
of the protocol can lead to poorer outcomes, for
example, in analyzing procedures used in phobia
studies utilizing EMDR, it was found that studies
that omitted more than half of the EMDR protocol
achieved poorer outcomes than those who adhered
to the full protocol (Shapiro, 1999). However, there
is a lack of recent research in this area and thus
this warrants further exploration in the literature.
It should be noted that this review excluded studies
where there was a clear adaptation to the protocol,
such as combining the therapy with another specific
therapeutic intervention to create an adapted form of
EMDR. Thus, this body of literature may be useful
in gaining a deeper insight into additional deviations
that clinicians make, the rationale for same, and the
outcomes of these approaches.

In addition, a lack of client suitability and
readiness was identified as a barrier to implementing
EMDR in clinical practice. Within this subtheme,
clinicians discussed the lack of client interest or

preference as a factor that prevents the implemen-
tation of EMDR. This finding highlights the impor-
tant consideration of client preferences as a factor
influencing the implementation of a therapeutic
approach. Indeed, NICE guidelines make reference
to this in terms of their guidance to consider EMDR
for a diagnosis of PTSD or clinically important
symptoms of PTSD “if the person has a preference
for EMDR” (NICE, 2019). Furthermore, current
guidelines for evidence-based practice indicate that
treatment decisions should be made in the context
of client preferences (APA Presidential Task Force
on Evidence-Based Practice, 2006). It is therefore
important to explore and consider the factors that
influence clients’ decision-making regarding therapy
preferences and for future research to explore the
information clients consider in deciding whether to
pursue EMDR. Providing support for this recom-
mendation, a meta-analysis of 35 studies conducted
by Swift et al. (2018) found improved outcomes
and decreased drop-out rates for clients whose
preferences were accommodated compared to those
who were nonmatched to a preferred therapeutic
approach. It is of interest that clinicians highlighted a
number of presentations that they deemed unsuit-
able for EMDR, which appeared to vary within
studies. This highlights a need for further research to
be conducted and for clear guidelines to be published
regarding the use of EMDR for a range of client
presentations.

Strengths and Limitations

To our knowledge, this is the first  systematic
review of studies investigating clinicians’ views
and experiences of EMDR therapy. As outlined
by Cook et al. (2009), clinicians are key stakehold-
ers in terms of the adoption and continued use
of a therapy as they not only determine their
own probability of using the approach but also
may impact how receptive their clients are to
undergoing the treatment approach. Thus, this
review provided important insights into clinicians’
experiences of adopting and integrating EMDR.
The inclusion of quantitative, qualitative, and
mixed methods studies strengthened the review in
that it allowed for a more comprehensive insight
into clinicians’ views and experiences of EMDR,
which is a relatively new area. This review was
also inclusive of gray literature, which mitiga-
ted against publication bias. However, there are
several limitations to this review that are impor-
tant to highlight. The heterogeneity of the studies
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included in terms of research aims and study
designs made it more difficult  to collate the data
and due to the variability across studies, a meta-
analysis was not deemed suitable to analyze the
quantitative data. Furthermore, due to the nature
of the research, clinicians who chose not to adopt
the approach, who discontinued the approach,
or did not use it in a manner compatible with
further training were underrepresented within the
review. The study conducted by Cook et al. (2009)
was a comparative case study between two sites,
one of which adopted EMDR and one of which
rejected its adoption, and thus this study provided
the greatest insight into the barriers to adoption.
Additional research in this area would be of use
to gain additional insight into the factors that
may impede the decision to conduct training in
EMDR. Studies were excluded if they were not
written in the English language, which therefore
may have led to publication bias and exclusion of
relevant studies from different  cultures. Finally, full
texts were unavailable for three potentially relevant
studies due to the lack of response from authors
or the failure to provide any contact information.

Future Research. Future research endeavors in the
field of EMDR could benefit from an examination
of the comparative experiences of clinicians utilizing
a variety of trauma-focused therapies. Such investiga-
tions would provide valuable insight into the relative
effectiveness and efficiency of different treatment
approaches, and could aid in the development of
more refined and individualized treatment proto-
cols. Additionally, it would be helpful for additional
research to involve both EMDR therapists and clients
to gain a more comprehensive understanding of the
reasons for EMDR’s effectiveness, as well as any
potential limitations or side effects.

Conclusion

This mixed methods systematic review was conduc-
ted to gain an in-depth understanding of clinicians’
perspectives and experiences with EMDR. The study
aimed to identify the facilitators and barriers for the
adoption and implementation of EMDR, as well as
to explore clinicians’ perceptions of the advantages
of this therapeutic approach. The findings provide
valuable insight into the factors that influence
the dissemination and implementation of psycho-
logical treatments, and can inform future efforts
to promote the use of evidence-based practices in
clinical settings.

References

APA Presidential Task Force on Evidence-Based Practice.
(2006). Evidence-based practice in psychology. The
American Psychologist, 61(4), 271–285. https://doi.org/
10.1037/0003-066X.61.4.271

Balbo, M., Cavallo, F., & Fernandez, I. (2019). Inte-
grating EMDR in psychotherapy. Journal of Psychother-
apy Integration, 29(1), 23–31. https://doi.org/10.1037/
int0000136

Bearman, S. K., Schneiderman, R. L., & Zoloth, E.
(2017). Building an evidence base for effective supervi-
sion practices: an analogue experiment of supervision
to increase EBT fidelity. Administration and Policy in
Mental Health, 44(2), 293–307. https://doi.org/10.1007/
s10488-016-0723-8

Becker, C. B., Darius, E., & Schaumberg, K. (2007).
An analog study of patient preferences for exposure
versus alternative treatments for posttraumatic stress
disorder. Behaviour Research and Therapy, 45(12), 2861–
2873. https://doi.org/10.1016/j.brat.2007.05.006

Becker, C. B., Zayfert, C., & Anderson, E. (2004). A survey
of psychologists’ attitudes towards and utilization
of exposure therapy for PTSD. Behaviour Research
and Therapy, 42(3), 277–292. https://doi.org/10.1016/
S0005-7967(03)00138-4

Beidas, R. S., & Kendall, P. C. (2010). Training therapists in
evidence-based practice: A critical review of studies from a
systems-contextual perspective. Clinical Psychology, 17(1),
1–30. https://doi.org/10.1111/j.1468-2850.2009.01187.x

Brendler, E. (2017). How Eye Movement Desensitization
and Reprocessing (EMDR) Trained Therapists Stabilize
Clients Prior to Reprocessing with EMDR Therapy. https://
aura.antioch.edu/etds/394

Center for History and New Media. (2021). Zotero (Version
5.0.94) [Software]. www.zotero.org

Cook, J. M., Biyanova, T., & Coyne, J. C. (2009). Compara-
tive case study of diffusion of eye movement desen-
sitization and reprocessing in two clinical settings:
Empirically supported treatment status is not enough.
Professional Psychology, Research and Practice, 40(5), 518–
524. https://doi.org/10.1037/a0015144

Cross, W., Matthieu, M. M., Cerel, J., & Knox, K. L. (2007).
Proximate outcomes of gatekeeper training for suicide
prevention in the workplace. Suicide & Life-Threatening
Behavior,  37(6),  659–670.  https://doi.org/10.1521/
suli.2007.37.6.659

Crowe, M., & Sheppard, L. (2011). A review of crit-
ical appraisal tools show they lack rigor: Alterna-
tive tool structure is proposed. Journal of Clinical
Epidemiology, 64(1), 79–89. https://doi.org/10.1016/
j.jclinepi.2010.02.008

De Bont, P. A. J. M., Van Minnen, A., & De Jongh, A.
(2013). Treating PTSD in patients with psychosis: A
within-group controlled feasibility study examining the
efficacy and safety of evidence-based PE and EMDR
protocols. Behavior Therapy, 44(4), 717–730. https://
doi.org/10.1016/j.beth.2013.07.002

DiGiorgio, K. E., Arnkoff, D. B., Glass, C. R., Lyhus,
K. E., & Walter, R. C. (2004). EMDR and theoreti-
cal orientation: A qualitative study of how therapists
integrate eye movement desensitization and reproc-
essing into their approach to psychotherapy. Journal
of Psychotherapy Integration, 14(3), 227–252. https://
doi.org/10.1037/1053-0479.14.3.227

DiNardo, J., & Marotta-Walters, S. (2019). Cultural themes
and discourse in EMDR therapy. Journal of EMDR

Journal of EMDR Practice and Research, Volume 17, Number 2, 2023
Clinicians’ Views on Eye Movement Desensitization and Reprocessing Therapy

99

https://doi.org/10.1007/s10488-016-0723-8
https://doi.org/10.1007/s10488-016-0723-8
https://aura.antioch.edu/etds/394
https://aura.antioch.edu/etds/394
https://doi.org/10.1521/suli.2007.37.6.659
https://doi.org/10.1521/suli.2007.37.6.659


Practice and Research, 13(2), 111–123. https://doi.org/
10.1891/1933-3196.13.2.111

Dunne, T., & Farrell, D. (2011). An investigation into
clinicians’ experiences of integrating EMDR into their
clinical practice. Journal of EMDR Practice and Research, 5(4),
177–188. https://doi.org/10.1891/1933-3196.5.4.177

Edmond, T., Lawrence, K. A., & Schrag, R. V. (2016).
Perceptions and use of EMDR therapy in rape crisis
centers. Journal of EMDR Practice and Research, 10(1), 23–
32. https://doi.org/10.1891/1933-3196.10.1.23

Falender, C. A., Cornish, J. A. E., Goodyear, R., Hatcher,
R., Kaslow, N. J., Leventhal, G., Shafranske, E., Sigmon,
S. T., Stoltenberg, C., & Grus, C. (2004). Defining
competencies in psychology supervision: a consensus
statement. Journal of Clinical Psychology, 60(7), 771–785.
https://doi.org/10.1002/jclp.20013

Farrell, D., & Keenan, P. (2013). Participants’ experien-
ces of EMDR training in the United Kingdom and
Ireland. Journal of EMDR Practice and Research, 7(1), 2–
16. https://doi.org/10.1891/1933-3196.7.1.2

Farrell, D., Keenan, P., Knibbs, L., & Hicks, C. (2013).
A Q-methodology evaluation of an EMDR Europe
Hap facilitators training in Pakistan. Journal of EMDR
Practice and Research, 7(4), 174–185. https://doi.org/
10.1891/1933-3196.7.4.174

Foa, E., Hembree, E. A., Rothbaum, B. O., &
Rauch, S. (2019). Prolonged exposure therapy for PTSD.
Guilford Press. https://doi.org/10.1093/med-psych/
9780190926939.001.0001

Grimmett, J., & Galvin, M. D. (2015). Clinician expe-
riences with EMDR: Factors influencing continued
use. Journal of EMDR Practice and Research, 9(1), 3–16.
https://doi.org/10.1891/1933-3196.9.1.3

Hasandedic-Dapo, L. (2021). How psychologists experi-
ence and perceive EMDR? In Psychiatria danubina (Vol.
33, pp. S18–S23). Scopus.

Hasanović, M., Morgan, S., Oakley, S., Richman, S.,
Omeragić, I., Siručić, N., Kokanović, I., Imširović,
F., Hrvić, D., Stajić, D., & Oakley, Z. (2021). Devel-
opment of EMDR therapy in Bosnia and Herzegovina-
education by supervision to accreditation. Psychiatria
Danubina, 33(Suppl 1), 4–12.

Herschell, A. D., Kolko, D. J., Baumann, B. L., & Davis,
A. C. (2010). The role of therapist training in the
implementation of psychosocial treatments: A review
and critique with recommendations. Clinical Psychol-
ogy Review, 30(4), 448–466. https://doi.org/10.1016/
j.cpr.2010.02.005

Holloway, E. L., & Neufeldt, S. A. (1995). Supervision: Its
contributions to treatment efficacy. Journal of Consulting
and Clinical Psychology, 63(2), 207–213. https://doi.org/
10.1037//0022-006x.63.2.207

Hong, Q. N., Fàbregues, S., Bartlett, G., Boardman, F.,
Cargo, M., Dagenais, P., Gagnon, M.-P., Griffiths, F.,
Nicolau, B., O’Cathain, A., Rousseau, M.-C., Vedel, I.,
& Pluye, P. (2018). The mixed methods appraisal tool
(MMAT) version 2018 for information professionals
and researchers. Education for Information, 34(4), 285–
291. https://doi.org/10.3233/EFI-180221

Jones-Smith, A. (2018). Therapists’ perceptions of eye
movement desensitization and reprocessing treatment for
women survivors of child sexual abuse. ProQuest Informa-
tion & Learning. https://ucc.idm.oclc.org/login?
URL=https://search.ebscohost.com/login.aspx?
direct=true&db=psyh&AN=2018-34219-155&site=eho
st-live

Lizarondo, L., Stern, C., Carrier, J., Godfrey, C., Rieger, K.,
Salmond, S., Apostolo, J., Kirkpatrick, P., & Loveday, H.

(2020). Chapter 8: Mixed methods systematic reviews.
In E. Aromataris & Z. Munn (Eds.), JBI manual for
evidence synthesis. JBI.

National Institute for Health and Care Excel-
lence. (2019). Psychological interventions for
the prevention and treatment of PTSD in
adults. NICE Guideline NG116. www.nice .org .uk/
guidance/ng116/chapter/Recommendations#manage-
ment-of-ptsd-in-children-young-people-and-adults

Oren, E., & Solomon, R. (2012). EMDR therapy: An
overview of its development and mechanisms of action.
European Review of Applied Psychology, 62(4), 197–203.
https://doi.org/10.1016/j.erap.2012.08.005

Phillips, R., McSherry, P., Pinto, C., & Maguire, T. (2021).
Exploring therapists’ experiences of applying EMDR
therapy with clients experiencing psychosis. Journal of
EMDR Practice and Research, 15(3), 142–156. https://
doi.org/10.1891/EMDR-D-21-00018

Sepehry, A. A., Lam, K., Sheppard, M., Guirguis-Younger,
M., & Maglio, A.-S. (2021). EMDR for depression: A
meta-analysis and systematic review. Journal of EMDR
Practice and Research, 15(1), 2–17. https://doi.org/
10.1891/EMDR-D-20-00038

Shapiro, F. (1989). Efficacy of the eye movement
desensitization procedure in the treatment of traumatic
memories. Journal of Traumatic Stress, 2(2), 199–223.
https://doi.org/10.1002/jts.2490020207

Shapiro, F. (1999). Eye movement desensitization
and reprocessing (EMDR) and the anxiety disor-
ders: Clinical and research implications of an inte-
grated psychotherapy treatment. Journal of Anxiety
Disorders, 13(1–2), 35–67. https://doi.org/10.1016/
s0887-6185(98)00038-3

Shapiro, F. (2018). Eye movement desensitization and
reprocessing: basic principles, protocols, and procedures (3rd
ed.). Guilford Press.

Stern, C., Lizarondo, L., Carrier, J., Godfrey, C., Rieger,
K., Salmond, S., Apóstolo, J., Kirkpatrick, P., & Loveday,
H. (2020). Methodological guidance for the conduct
of mixed methods systematic reviews. JBI Evidence
Synthesis, 18(10), 2108–2118. https://doi.org/10.11124/
JBISRIR-D-19-00169

Stoltenberg, C. D. (2005). Enhancing professional
competence through developmental approaches to
supervision. The American Psychologist, 60(8), 857–864.
https://doi.org/10.1037/0003-066X.60.8.85

Swift, J. K., Callahan, J. L., Cooper, M., & Parkin, S. R.
(2018). The impact of accommodating client preference
in psychotherapy: A meta-analysis. Journal of Clinical
Psychology, 74(11), 1924–1937. https://doi.org/10.1002/
jclp.22680

Thomas, J., & Harden, A. (2008). Methods for the
thematic synthesis of qualitative research in systematic
reviews. BMC Medical Research Methodology, 8(1), 45.
https://doi.org/10.1186/1471-2288-8-45

Valiente-Gómez, A., Moreno-Alcázar, A., Gardoki-Souto,
I., Masferrer, C., Porta, S., Royuela, O., Hogg,
B., Lupo, W., & Amann, B. L. (2019). Theoretical
background and clinical aspects of the use of EMDR
in patients with bipolar disorder. Journal of EMDR
Practice and Research, 13(4), 307–312. https://doi.org/
10.1891/1933-3196.13.4.307

Vuong, T. (2019). The efficacy of eye movement desensitiza-
tion and reprocessing (EMDR) in the treatment of victims
of domestic violence (Publication no.13425652) [Doctoral
dissertation University of The Chicago School of Profes-
sional Psychology]. ProQuest Dissertations and Theses
Database.

100 Journal of EMDR Practice and Research, Volume 17, Number 2, 2023
Hammond et al.

https://doi.org/10.1891/1933-3196.13.2.111
https://doi.org/10.1891/1933-3196.13.2.111
https://doi.org/10.1002/jclp.20013
https://doi.org/10.1093/med-psych/9780190926939.001.0001
https://doi.org/10.1093/med-psych/9780190926939.001.0001
https://doi.org/10.1037//0022-006x.63.2.207
https://doi.org/10.1037//0022-006x.63.2.207
https://ucc.idm.oclc.org/login?URL=https://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2018-34219-155&site=ehost-live
https://ucc.idm.oclc.org/login?URL=https://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2018-34219-155&site=ehost-live
https://ucc.idm.oclc.org/login?URL=https://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2018-34219-155&site=ehost-live
https://ucc.idm.oclc.org/login?URL=https://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2018-34219-155&site=ehost-live
https://doi.org/10.1037/0003-066X.60.8.85


Disclosure. The authors have no relevant financial interest
or affiliations with any commercial interests related to the
subjects discussed within this article.

Funding. The authors received no specific grant or
financial support for the research, authorship, or
publication of this article.

Correspondence regarding this article should be directed
to Michaela Hammond, School of Applied Psychology,
University College Cork, Cork, Ireland. Email: michaela-
hammond2@gmail.com

Appendix A: Search Strategy for Each Database

1. PsychINFO—746 Results

(DE “Eye Movement Desensitization Therapy” OR EMDR
OR “eye movement desensitization”) AND (DE “Mental
Health Personnel” OR DE “Clinical Psychologists” OR
DE “Psychotherapists” OR DE “Counselors” OR DE
“Clinicians” OR clinician* OR professional* OR practi-
tioner* OR psychologist* OR therapist* OR psychothera-
pist* OR psychoanalyst* OR counsellor* OR experience*
OR qualitative OR viewpoint* OR standpoint* OR
encounter* OR reaction* OR use* OR utility OR
evaluation* OR account* OR arrative* OR impression*)
Limiter: English
Years: 1991–2021

2. PUBMED

(“Eye Movement Desensitization Reprocessing”[Mesh]
OR “eye movement desensitization” OR EMDR)
AND (“Counselors”[Mesh] OR “Psychotherapists”[Mesh]
OR clinician* OR professional* OR practitioner* OR
psychologist* OR therapist* OR psychotherapist* OR
psychoanalyst* OR counsellor* OR narrative* OR analyst*
OR staff OR personnel OR training) AND (“Personal
Narratives as Topic”[Mesh] OR “Personal Narrative”
[Publication Type] OR “Narration”[Mesh] OR “Attitude
of Health Personnel”[Mesh] OR “Attitude” [Mesh] OR
view* OR opinion* OR perception* OR perspective* OR
belie* OR attitude* OR experience* OR qualitative OR
viewpoint* OR standpoint* OR encounter* OR reaction*
OR use* OR utility OR evaluation* OR account* OR
narrative* OR impression*)
Limiter: English
1992–2021

3. CINAHL—123 Results

(MH “Eye Movement Desensitization and Reprogramming”
OR EMDR or “eye movement desensitization”) AND
(MH “Psychotherapists” OR “psychotherapist*” OR MH
“Psychologists” OR “psychologist*” OR MH “Counselors”
OR narrativ OR counsellor* OR clinician* OR professio-
nal* OR practitioner* OR psychologist* OR therapist*
OR psychotherapist* OR psychoanalyst* OR analyst* OR
personnel OR staff OR training) AND (MH “Psychothera-
pist Attitudes”) OR (MH “Qualitative Studies+”) OR (MH
“Narratives”) OR (MH “Interviews”) OR view* OR opinion*
OR perception* OR perspective* OR belie* OR attitude* OR
experience* OR qualitative OR viewpoint* OR standpoint*
OR encounter* OR reaction* OR use* OR utility OR
evaluation* OR account* OR narrative* OR impression*

Limiter: English
1994–2021

4. SCOPUS—379 Results

(“Eye Movement Desensitization Therapy” OR EMDR
OR “eye movement desensitization”)AND (clinician* OR
professional* OR practitioner* OR psychologist* OR
therapist* OR psychotherapist* OR psychoanalyst* OR
counsellor* OR arrative* OR analyst* OR staff OR personnel
OR training) AND (view* OR opinion* OR perception* OR
perspective* OR belie* OR attitude* OR experience* OR
qualitative OR viewpoint* OR standpoint* OR encounter*
OR reaction* OR use* OR utility OR evaluation* OR
account* OR arrative* OR impression*)
Limiter: English
1994–2021

5. Web of Science—329 Results

(“Eye Movement Desensitization Therapy” OR EMDR
OR “eye movement desensitization”) AND (clinician*
OR professional* OR practitioner* OR psychologist* OR
therapist* OR psychotherapist* OR psychoanalyst* OR
counsellor* OR analyst* OR staff OR personnel OR
training) AND (view* OR opinion* OR perception* OR
perspective* OR belie* OR attitude* OR experience* OR
qualitative OR viewpoint* OR standpoint* OR encoun-
ter* OR reaction* OR use* OR utility OR evaluation OR
account* OR narrative* OR impression*)
Limiter: English
1994–2021

6. EMBASE—283 Results

(“eye movement desensitization and reprocessing”/de
OR emdr OR “eye movement desensitisation”) AND
(“psychotherapist”/de OR “clinician”/de OR “clinical
psychology”/exp OR “counselor”/exp OR “mental health
care personnel”/de OR clinician* OR professional*
OR practitioner* OR psychologist* OR therapist OR
psychotherapist OR psychoanalyst OR counsellor* OR
arrative* OR analyst* OR staff OR personnel OR training)
AND (“experience”/de OR “health personnel attitude”/de
OR “attitude”/de OR “belief ”/de OR “qualitative”/de OR
“reaction”/de OR view* OR opinion* OR perception* OR
perspective* OR belie* OR attitude* OR experience* OR
qualitative OR viewpoint* OR standpoint* OR encounter*
OR reaction* OR use* OR utility OR evaluation* OR
account* OR arrative* OR impression*)
Limiter:
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1994–2021

7. Applied Social Science Index—472 Results

EMDR OR “eye movement desensitization”) AND
(clinician* OR professional* OR practitioner* OR
psychologist* OR therapist* OR psychotherapist* OR
psychoanalyst* OR counsellor* OR arrative* OR analyst*
OR staff OR personnel OR worker) AND (view* OR
opinion* OR perception* OR perspective* OR belie* OR
attitude* OR experience* OR qualitative OR viewpoint*
OR standpoint* OR encounter* OR reaction* OR use
OR utility OR evaluation* OR account* OR arrative* OR
impression*)
Limiter: English

1993–2021

ProQuest—3,990 Results

(“Eye Movement Desensitization Therapy” OR EMDR
OR “eye movement desensitization”) AND (clinician*
OR professional* OR practitioner* OR psychologist* OR
therapist* OR psychotherapist* OR psychoanalyst* OR
counsellor* OR arrative* OR analyst* OR staff OR personnel
OR training) AND (view* OR opinion* OR perception* OR
perspective* OR belie* OR attitude* OR experience* OR
qualitative OR viewpoint* OR standpoint* OR encounter*
OR reaction* OR use* OR utility OR evaluation* OR
account* OR arrative* OR impression*)
Limiter: English

Appendix B: Inclusion and Exclusion Criteria

TABLE 1. Eligibility Criteria for Studies in the Systematic Review

Inclusion criteria Exclusion criteria

Participants: mental health clinicians
eligible/using EMDR.

Study type: qualitative studies, mixed
methods studies, or quantitative studies
that report on clinicians’ views or
experiences of EMDR. Outcomes:
studies that focus on clinicians’ personal
views and/or experiences of EMDR in
terms of the training and/or delivery of
the approach (traditional protocol only).
Studies must exclusively focus
on EMDR only.

Country: any

Language: English

Participants: non-mental health clinicians eligible/using EMDR (e.g., clients).

Study type: case studies, clinical reports, editorials, opinion pieces, books,
reviews, papers not reporting primary research findings. Outcomes: studies
whereby clinicians’ views and experiences of EMDR are not represented, or are
not analyzed separately within mixed sample studies. Studies reporting on their
experience of a specifically adapted form of EMDR (e.g., where EMDR has been
integrated with another specific therapy intervention to form a new adapted
intervention, or where EMDR has been applied in an adapted format such as via
group/online). Studies that use “EMDR clinicians” as a sampling strategy but are
investigating another phenomenon of interest that is the focus of the article. Or
where “EMDR clinicians” are used as a sample but asked about their experience
of EMDR only from a “client perspective” during the training role-plays. Studies
whereby clinicians outline/describe how EMDR was applied to a client without
reflecting on their own views and/or experience of this process (i.e., a client
case study). Mixed outcome studies whereby clinicians are reflecting on their
experience of both EMDR and other therapeutic approaches within the same
survey/interview and results are mixed.

Country: none excluded language: nonEnglish language studies

Appendix C: Quality Control Table Using Mixed Methods Apprasial Tool

Qualitative Studies

Author and publication year

Evaluation items

S1 S2 1 2 3 4 5

Hasandedic-Dapo (2021) Y Y Y Y Y Y Y

Phillips et al. (2021) Y Y Y Y Y Y Y

Cook et al. (2009) Y Y Y Y Y Y Y

Jones-Smith (2018) Y Y Y Y Y Y Y

Brendler (2017) Y Y Y Y Y Y Y

(Continued)
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Qualitative Studies (Continued)

Author and publication year

Evaluation items

S1 S2 1 2 3 4 5

DiGorgio et al. (2004) Y Y Y Y Y N Y

DiNardo & Marotta-Walters (2019) Y Y Y Y Y Y Y

Screening Questions:
S1: Clear research questions
S2: Relevant data to answer the research question

Evaluation:

1. Is the qualitative approach appropriate to
answer the research question?

2. Are the qualitative data collection methods
adequate to address the research questions?

3. Are the findings adequately derived from the
data?

4. Is the interpretation of results sufficiently
substantiated by data?

5. Is there coherence between qualitative data
sources, collection, analysis, and interpretation?

Quantitative Studies

Author and publication year

Evaluation items

S1 S2 1 2 3 4 5

Edmond et al. (2016) Y Y Y CT Y Y Y

Grimmett & Galvin (2015) Y Y Y Y CT CT Y

Screening Questions:
S1: Clear research questions
S2: Relevant data to answer the research question
4.1. Is the sampling strategy relevant to address the
research question?

4.2. Is the sample representative of the target population?
4.3. Are the measurements appropriate?
4.4. Is the risk of nonresponse bias low?
4.5. Is the statistical analysis appropriate to answer the
research question?

Author and publication
year

Evaluation items

S1 S2 1.1 1.2 1.3 1.4 1.5 4.1 4.2 4.3 4.4 4.5 5.1 5.2 5.3 5.4 5.5

Dunne and Farrell (2011) Y Y Y Y Y Y Y Y CT Y CT Y Y Y Y Y Y

Farrell & Keenan (2013) Y Y Y Y CT N N Y Y CT CT Y CT Y Y Y CT

Farrell et al. (2013) Y Y Y N Y Y Y N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Hasanovic et al. (2021) Y Y CT Y CT Y Y Y CT CT CT Y N Y Y Y CT

Voung (2018) N N N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Mixed Methods Studies

S1: Clear research questions
S2: Relevant data to answer the research question
1.1. Is the qualitative approach appropriate to answer the

research question?
1.2. Are the qualitative data collection methods adequate

to address the research questions?
1.3. Are the findings adequately derived from the data?
1.4. Is the interpretation of results sufficiently substanti-

ated by data?

1.5. Is there coherence between qualitative data sources,
collection, analysis, and interpretation?

4.1. Is the sampling strategy relevant to address the
research question?

4.2. Is the sample representative of the target population?
4.3. Are the measurements appropriate?
4.4. Is the risk of nonresponse bias low?
4.5. Is the statistical analysis appropriate to answer the

research question?
5.1. Is there an adequate rationale for using a mixed

methods design to address the research question?
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5.2. Are the different components of the study effectively
integrated to answer the research question?

5.3. Are the outputs of the integration of qualitative and
quantitative components adequately interpreted?

5.4. Are divergences and inconsistencies between quantita-
tive and qualitative results adequately addressed?

5.5. Do the different components of the study adhere to
the quality criteria of each tradition?
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