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This study presents a preliminary analysis of a new instrument oriented at the analysis of processes in EMDR trauma therapy, the Processing Difficulties Scale (PDS). This scale includes 17 items described by experienced EMDR consultants and practitioners as indicative of problems during memory reprocessing. The proposed factorial solution based on four factors explains a total variance explained of 55% and an adequate goodness of fit, based on the proposed indices: RMSEA = 0.07; TLI = 0.91; CFI = 0.95. Table 1 shows the factorial loads for each of the items. The first factor includes 5 items (7, 8, 9, 10, 11), the second factor includes 6 items (13, 14, 25, 27, 28, 31), the third factor includes 3 items (3, 16, 22) and the fourth factor includes 3 items (19, 23, 24). Confirmatory analysis confirms the factorial solution proposed in the exploratory analysis factor and based on four factors with 17 items. The analysis of internal consistency from Cronbach’s alpha and the Omega index shows good internal consistency: Factor 1 (good processing; α = 0.92; ω = 0.94), Factor 2 (lack of generalization and/or absence of changes; α = 0.87; ω = 0.90), Factor 3 (poor emotional processing; α = 0.83; ω = 0.85) an Factor 4 (loss of dual attention; α = 0.82; ω = 0.83). In the case of the total scale, both coefficients exceeded 0.90, with an alpha of 0.92 and an Omega of 0.94. The convergent and discriminant validity criteria were estimated by calculating correlations, exploring the relationship between the factors resulting from the final result, the global severity index (GSI) of the SCL-90 and the level of improvement (NGS). These statistical analyses showed good levels of convergent and discriminant validity for all final factors. The PDS may offer a different perspective to analyze the controversy between clinicians and researchers about the need of a preparation phase in patients with complex early traumatization, dissociative symptoms and/or emotion dysregulation, and the different results in specific research around this topic. Exploring the problems in processing in a transdiagnostic way, in a preliminary analysis, we found that the number of early traumatic events measured with the ACE correlates positively with indicators of a loss of dual attention, while emotional dysregulation measured with the DERS does not predict poor processing. Finally, the dissociation measured with the DES seems to correlate positively with the indicators of a loss of dual attention during processing, not seeming to predict poor processing but did show a negative correlation with the indicators of good general processing. These results partially support the findings of some authors on the involvement of certain variables in the processing of traumatic memories, and it may be interesting to evaluate processing styles and their relationship with various indicators, to develop specific interventions in phase 2 of EMDR therapy, thus improving clinical interventions.
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1 Introduction

EMDR therapy (Shapiro, 1996, 1998, 2018) is a trauma-oriented treatment that has been recognized as an evidence-based therapy for post-traumatic stress disorder (PTSD) (Bisson et al., 2013). The acronym EMDR stands for Eye Movement Desensitization and Reprocessing, which refers both to the processing of memories, which is the basis on which this treatment is structured, and to the use of eye movements for this purpose. Although the debate on the role of eye movements and their mechanism of action remains open (Landin-Romero et al., 2018), what seems clear is that eye movements are an active ingredient with moderate to large effect sizes (Lee and Cuijpers, 2013).

The EMDR model posits that a relevant part of psychopathology is derived from certain experiences that cannot be processed and remain dysfunctionally stored. The basis of EMDR therapy is to identify and access these experiences. Once the memory becomes active in the nervous system, the eye movement - or other bilateral stimulation (BS) methods, such as tapping or alternating auditory stimulation—are used to unlock that memory and promote its integration into other more adaptive networks (Leeds, 2013; Shapiro, 2018; Hensley, 2020).

There is a growing amount of evidence on the effectiveness of EMDR procedures in Posttraumatic Stress Disorder (PTSD) and, increasingly, in other pathologies (Bisson et al., 2007, 2013; Acarturk et al., 2016; Chiorino et al., 2020; Carletto et al., 2021; Ironson et al., 2021; Yan et al., 2021; Burr et al., 2022; Conijn et al., 2022; Hudays et al., 2022). However, there is also a relevant individual variability in-between subjects, without to date clearly identified factors differentiating between responders and non-responders to EMDR therapy. At the same time, within this area controversy has arisen in recent years about whether a preparation phase prior to memory processing is necessary, and what it should focus on De Jongh et al. (2016). While clinicians have proposed various strategies to improve emotional regulation and work with dissociation, some authors, primarily from the research field, have provided data suggesting that emotional regulation and dissociation do not negatively influence memory processing (Van Toorenburg et al., 2020; Van Der Linde et al., 2023).

We think that part of this controversy may be due to the fact that both clinicians and researchers are working with different patients and observing different elements along the therapeutic process. Subjects who agree to take part in study aimed at working on traumatic memories present a willingness to do so that many patients who attend therapy do not present, mainly in the initial stages. In addition to the fact that many studies focus on analyzing pre-post differences in symptoms but, generally, analysis of the processes in the session are usually lacking.

In this study, we will approach the issue of the individual psychotherapy response from a different perspective. At the clinical level, EMDR therapists usually describe important differences in processing styles, which have been collected on a specific descriptive scale (Processing Difficulties Scale, PDS). The effect of bilateral stimulation usually consists of promoting an associative process, decreasing disturbance, allowing the image to become more distant, blurrier, and/or enhancing thoughts related to gaining perspective or becoming aware of other aspects. When these changes are not observed, it can be an indicator of an unproductive processing. The goal of this study is to operationalize the concept of “unproductive processing.” The scores obtained on this scale reflect the difficulties that therapists encounter in phases 4–8 of EMDR memory reprocessing. This processing style scale focuses on process analysis, rather than outcome analysis. Both aspects are complementary and necessary in each psychotherapeutic orientation, with the analysis of processes in EMDR therapy having little development to date. The present study focuses on analyzing the characteristics of the Processing Difficulties Scale (PDS).

The concept of emotional processing has been described (Rachman, 1980) as the process by which an emotional disturbance generated by a stressful life event decreases until the person can reach previous functioning. However, when emotional experiences are not fully integrated or processed, this can lead to the return of fears, or the development of obsessions or intrusive thoughts, symptoms that are included in the description of PTSD (Ehlers and Clark, 2000; Brewin, 2001). For this reason, Rachman (2001) proposed the excessive avoidance or rigid and prolonged inhibition of the negative emotional experience as factors that may prevent its reintegration and resolution.

Recently, a model for psychological trauma has been developed as a transdiagnostic construct in psychopathology, in which emotional processing constitutes a transdiagnostic risk mechanism (McLaughlin et al., 2020). Likewise, Pascual-Leone and Greenberg (2007) point out that it is important to develop the role of emotional processing in different therapeutic approaches because its nuances seem to be applied differently in different therapy models. For example, Foa and Kozak (1986) describe indicators that emotional processing has occurred—related to a gradual decrease in fear and response to the feared object—by stating that, if this curve is not seen, the fact that the object simply does not activate the previous reaction could also be due to an avoidance mechanism. With EMDR, since the underlying mechanism does not appear to be habituation but reconsolidation of memories (Suzuki et al., 2004), the decrease in emotion often occurs completely within a single session. However, when the processing is unproductive this may not occur, and there may be different factors that are influencing said unproductive processing.

Hayes et al. (2007) also notes that, in order to assess its clinical significance, researchers must develop a moment-by-moment emotional processing model that spans all the treatment approaches, including what occurs during the session. Welling (2012) proposes taking into account the sequence of emotional transformation as a common principle of change in psychotherapy, pivoting from this basis on the interventions in different models of therapy, although he points out that when there is avoidance or difficulties identifying certain emotions, it is more reasonable to use exposure therapy. This analysis of processes in psychotherapy has not been deeply discussed in the EMDR therapy literature, in which hypotheses on what active bilateral stimulation activates or triggers, and why it does, are predominant.

Taking into account what was mentioned above, it could be interesting to evaluate processing styles and their relationship with various indicators, in order to develop specific interventions in phase 2 of EMDR therapy, thus improving clinical interventions. The PDS may offer a different perspective to analyze the controversy between clinicians and researchers about the need for a preparation phase in patients with complex early traumatization, dissociative symptoms, and/or emotional dysregulation.



2 Materials and methods


2.1 Design

This study is a descriptive analysis investigating different factors related with styles of processing in patients from a transdiagnostic perspective.



2.2 Setting

This was a multicenter study, and therefore patients were consecutively recruited between 2019 and 2023 from different EMDR therapists.

This study was approved by the Research Ethics Committee of Galicia 2017/425. Informed written consent was obtained from all participants.



2.3 Participants

The participants in the study consisted of 228 patients with different psychiatric diagnoses (88 subjects presented anxiety disorders, 42 depressive disorders, 37 posttraumatic stress disorder, 29 other disorders related to trauma and stress factors and 32 other diagnoses) who were under EMDR treatment for almost 6 months. Participants were assessed using the Mini-International Neuropsychiatric Interview-Plus (MINI-Plus) (Sheehan et al., 1998) clinical interview, in order to confirm the diagnosis.

Inclusion criteria were as follows: (1) diagnosis of some type of mental disorder; (2) aged between 18 and 65 years; (3) having received EMDR treatment for at least 3 months; (4) legal capacity to consent to the treatment.

Exclusion criteria were as follows: (1) a serious, unstable medical condition; (2) inability to understand and fill out the questionnaires; and (3) lack of compliance in the psychotherapy process.



2.4 Recruitment and measures

A group of 25 EMDR experienced therapists participated in the study. A first stage was the definition of the variables on the scale, exploring with different practitioners and consultants which characteristics they considered typical of a “good processing” or a “bad processing.” Many characteristics were included in order to analyze this concept and have some preliminary data about factors related to the quality of processing sessions.

The scale for this study was defined for the therapist retrospectively, describing how the patient usually functions when processing traumatic memories. The therapist proposed their participation in the research protocol to patients during a routine clinical visit. The research protocol and aims of the study were explained to patients who met the inclusion/exclusion criteria. They were also told that their therapeutic process would not change whether they took part in the study or not. If they agreed, they signed the consent form, and then were asked to proceed with the psychological assessment.

The following psychological self-report questionnaires were administered:

1. Questionnaire of general characteristics: age, sex, educational level, therapist training level and main psychiatric diagnosis.

2. The evaluation of the general symptoms presented by the patients will be carried out using the Revised 90 Symptom Questionnaire (Symptom Chekclist-90-Revised, SCL-90-R; Derogatis, 2017). A self-administered questionnaire of 90 items that are evaluated according to a 5-point Likert-type scale, from O (absence of the symptom) to 4 (presence total of the same), depending on the discomfort you have experienced in the last week. Its application requires between 10 and 20 min, and with the correction of the test you obtain 9 symptomatic scales: somatization, obsession-compulsion, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, psychoticism; and 3 global indices: global severity index, positive and total symptomatic discomfort index of positive symptoms. It has good psychometric properties. For its evaluation and quantification, the items corresponding to each symptomatic scale are added obtaining a value for each factor. Regarding the indices, for the Severity Index Globally (GSI), the scores obtained in the nine symptom dimensions and in the additional items are added, and that number is divided by the total number of responses given; in the index of positive symptoms, responses that are different from zero are counted; and the index of positive discomfort. It is calculated by dividing the total sum of the responses given to the items by the value obtained in Total Positive Symptoms.

3. To evaluate the level of global evolution of the participants, since the beginning of EMDR therapy, the therapists, in addition to the subjective assessment, quantified this variable through the use of the Global Assessment of Functioning Scale (GAF) (American Psychiatric Association, 1994), in two moments: at the beginning of EMDR therapy and when completing the questionnaire. GAF is a descriptive scale that provides a single score to assess subjects’ level of psychological, social, and occupational functioning along a hypothetical health-illness continuum (1–100). A higher score is interpreted as a better activity level.

In order to explore the process in the therapy session, we have defined a new analytic tool: the Processing Difficulties Scale (PDS) defined, initially, by 32 that are associated with different processing styles: indicators of poor processing with lack of generalization (the associations during the intervention they do not generalize to other experiences, there are blockages or “loopings” during processing, difficulty in installing positive beliefs or in connecting the patient with adaptive information); good general processing (adequate installation of positive belief, the memory is processed completely during the session, changes are detected in the subjective meaning of the experience, etc.); unproductive emotional processing (avoidance or refusal to experience certain emotions, the therapist’s use of weaving does not facilitate processing) and Indicators of a loss of dual attention during the session.




3 Data analysis

Based on the minimum recommended criteria for sample size (>200) and following the rule of 10 subjects per variable, a minimum required size of 200 subjects is estimated for the exploratory factor analysis (Martínez-Arias et al., 2007). A prior descriptive and exploratory analysis procedure is carried out with the objective of checking the adequacy of the data to a multivariate normal distribution (Royston test). From the calculation of the Kendall correlation coefficient, the correlation matrix between each of the items is estimated. The Bartlett test of sphericity and the Kaiser-Meyer-Olkin test (KMO) allow us to test the hypothesis of independence of the scale elements and, therefore, verify the suitability for factorization.

The determination of the number of factors to extract is based on the Kaiser criterion for those factors that show eigenvalues above 1, complemented by the scree plot. Exploratory factor analysis (EFA) uses a robust estimation method using the minimum residual (minres) criterion and a Promax factor rotation method. To reduce the scale, the following criteria were established: (a) a factor loading greater than 0.50; (b) when saturation occurs in two or more factors, it will be retained in the factor with the highest saturation, as long as the values of the factor loadings in several factors do not exceed 0.50, in which case it will be eliminated; (c) elimination of factors with less than three items; (d) elimination of factors with less than 5% of explained variance.

The analysis of the goodness of fit of the model to the data was carried out using the comparative fit index (CFI), the Tucker-Lewis index (TLI) and the root mean square error of approximation (RMSEA) as estimators. For the CFI and TLI indices, values above 0.90 are recommended, while for the RMSEA, values below 0.60 are recommended (Hu and Bentler, 1999). The analysis of the internal consistency of the questionnaire is carried out using Cronbach’s alpha coefficient and the Omega index, with values greater than 0.70 indicating adequate reliability. The convergent and discriminant validity criteria were estimated by calculating correlations, exploring the relationship between the factors resulting from the final result, the global severity index (GSI) of the SCL-90 and the level of improvement (NGS), which is processed using the following calculation: Final severity—Initial severity/number of sessions. On the other hand, the potential relationship between the variables sex, age, educational level and training of the therapist is evaluated by estimating a multiple regression model. All calculations were performed using R software (R Core Team, 2014).



4 Results


4.1 Preliminary descriptive and exploratory analysis

The sample is made up of a total of 228 people, with an age range between 18 and 66 years (M = 37.65; SD = 10.57), of which, 190 are women (83.33%) and 38 men (16.67%), while 5 have primary studies (2.19%), 40 secondary studies (17.54%) and 183 higher studies (80.26%). The exploratory analysis showed a significant value for Royston’s multivariate normality test (R = 1058.78; p < 0.05) so the use of robust methods in the factorization process is recommended.

The KMO test shows values greater than 0.80 (KMO = 0.93), while Bartlett’s sphericity test (χ2 = 5501.74, p < 0.01), shows statistically significant results, which ensures the absence of independence between the items and the adequacy of the correlation matrix for subsequent factorization.



4.2 Exploratory factor analysis

The screen plot allowed us to observe five factors with eigenvalues above 1 (see Figure 1). In the process of retaining items from the scale, those that had factorial weights lower than 0.50 were first eliminated. Additionally, the composition of the emerging factors was reviewed, eliminating any factor that contained less than three items to guarantee the stability and interpretability of each factor. Following this criterion, an entire factor containing only two items was excluded. Consequently, the factor structure was adjusted to four main factors. Therefore, and based on the item retention criteria and refinement of the factor structure, the initial scale composed of 32 items was converted to a final solution of 17 grouped into four factors (see Figure 2), with a total variance explained of 55% and an adequate goodness of fit, based on the proposed indices: RMSEA = 0.07; TLI = 0.91; CFI = 0.95 (see Table 1). As, a description of the items of the resulting scale, their correspondence with the original scale and the factor to which each item belongs is provided (see Table 2).

[image: Figure 1]

FIGURE 1
 Screen plot.
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FIGURE 2
 Graphical representation of the final factor model.




TABLE 1 Factor loadings for the final solution based on four factors.
[image: Table1]



TABLE 2 Correspondence between PDS scale, initial questionnaire and factor number.
[image: Table2]



4.3 Reliability analysis

The internal consistency analysis was carried out using Cronbach’s alpha coefficient and the Omega index; both indicators revealed good internal consistency with values greater than 0.70 in all cases. Specifically, Factor 1 showed a Cronbach’s alpha of 0.92 and an Omega index of 0.94. Factor 2 recorded values of 0.87 and 0.90 for alpha and Omega, respectively. For Factor 3, values of 0.83 for alpha and 0.85 for Omega were obtained. Factor 4 presented an alpha of 0.82 and an Omega of 0.83. In the case of the total scale, both coefficients exceeded 0.90, with an alpha of 0.92 and an Omega of 0.94.



4.4 Convergent and discriminant validity

In the study of correlations to evaluate the convergent and discriminant validity of the factors with respect to the GSI and the NGS, significant patterns of association were observed. Factor 1 shows a significant negative correlation with the GSI (r = −0.34, p < 0.01, 95% CI [−0.52, −0.13]), suggesting discriminant validity between these two constructs. In contrast, Factor 1 correlates positively with the NGS (r = 0.32, p = 0.01, 95% CI [0.11, 0.50]), showing evidence of convergent validity. Regarding Factor 2, a positive correlation is observed with the GSI (r = 0.32, p = 0.01, 95% CI [0.11, 0.50]) and a negative correlation with the NGS (r = −0.36, p < 0.01, 95% CI [−0.54, −0.16]). These correlations indicate evidence of convergent validity with the GSI and discriminant validity with the NGS (see Table 3).



TABLE 3 Means, standard deviations, and correlations with confidence intervals.
[image: Table3]

Factor 3 also shows significant positive correlations with both the GSI (r = 0.34, p < 0.01, 95% CI [0.13, 0.52]) and the NGS (r = −0.41, p < 0.01, 95% CI [−0.57, −0.21]), reflecting convergent validity with the GSI and discriminant validity with the NGS. Finally, Factor 4 presents positive correlations with the GSI (r = 0.33, p < 0.01, 95% CI [0.12, 0.51]) and negative correlations with the NGS (r = −0.33, p < 0.01, 95% CI [−0.51, −0.12]), once again providing evidence of convergent and discriminant validity (see Table 3).



4.5 Instruments scores

Table 4 shows the results of the multiple regression analysis for each factor resulting from the factor solution. Each of the factors resulting from the proposed solution is introduced into the model as a criterion variable. The p value is corrected using the Bonferroni correction. Sex, age, educational level and level of training of the therapists are introduced as predictor variables. While, as criterion variable, the respective factors resulting from the EFA are introduced.



TABLE 4 Regression results using the factors as the criterion.
[image: Table4]

For Factor 1, a significant relationship was found between the level of training in EMDR therapy (b = −3.83, t = −4.91, se = 0.78, p < 0.01, CI [−5.39, −2.27]). This same variable has shown a significant relationship with Factor 3 (b = 0.78, t = 3.63, se = 0.22, p < 0.01, CI [0.35, 1.22]) and with Factor 4 (b = 1.10, t = 2.66, se = 0.41, p = 0.01, CI [0.28, 1.93]). While for Factor 2, no statistically significant effects have been found (see Table 4).




5 Discussion

There is intense debate in the scientific community about the need for a preparation phase previous to the work with traumatic memories, especially in patients with complex trauma, usually derived from early and severe interpersonal adverse situations. Some authors stress the importance of this preparation phase (Cloitre et al., 2012a) while others argue that the evidence does not support this claim, and that traumatic memories can be addressed from the very beginning of the therapeutic process (De Jongh et al., 2016; Van Vliet et al., 2021). The same debate has been established around working with dissociative disorders (Cloitre et al., 2012b; Bae et al., 2016; Zoet et al., 2018; Van Der Linde et al., 2023), and with regard to emotional dysregulation (Van Toorenburg et al., 2020). Some results support the notion that the severity of emotion regulation difficulties is not associated with worse trauma-focused treatment outcomes for PTSD. Further, emotion regulation difficulties improved after trauma-focused treatment, even for individuals who had been exposed to early childhood sexual trauma and individuals with a dissociative subtype (Van Toorenburg et al., 2020).

This debate has become more polarized among researchers and clinicians, the latter claiming that research studies do not reflect the reality of consultations with their patients and the first ones considering the clinicians opinions as subjective and against the empirical data. In general, clinicians are more favorable to progressive approaches to the treatment of patients with early traumatization, emotional dysregulation and dissociation. These discrepancies may be due on the one hand to the fact that the scientific studies usually work on samples with well-established diagnoses, while in consultation there are patients with less clear diagnoses and high comorbidity. Another element that can explain these different perspectives is the one we analyze in this article: it is possible that clinicians are more aware of the difficulties that arise in processing than the global evolution of their patients.

Process analysis can be an interesting avenue within EMDR therapy research, which can help establish specific interventions in the preparation phase with the aim of improving the processing of traumatic memories, in addition to better understanding what factors may be involved related to the difficulties that may appear during reprocessing. This perspective may fit with Hayes et al. (2007), who point out the need to carry out an analysis of what happens moment by moment in the session. That is why we believe that the scale we are trying to study can shed light in this area.

In the present study, exploratory factor analysis (EFA) of the Processing Difficulties Scale (PDS) yielded four factors that reflect different difficulties that can occur during the processing of traumatic memories in EMDR therapy: (Factor 1) indicators of good processing; (Factor 2) indicators of a lack of generalization and/or absence of changes during processing; (Factor 3) indicators of poor emotional processing; (Factor 4) indicators of a loss of dual attention.

We consider it important, in turn, to include patients with diverse diagnoses in our study patients with diverse diagnoses, exploring the problems in processing in a transdiagnostic way. In a preliminary analysis of the present scale, which will be presented in a poster at the European EMDR Congress (Ramallo-Machín et al., 2024), we carried out a correlational analysis between the four factors of the present study and the following scales: Difficulties in Emotion Regulation Scale (DERS) (Gratz and Roemer, 2004); Dissociative Experiences Scale (DES) (Bernstein and Putnam, 1986); Adverse Childhood Experiences International Questionnaire (ACE-IQ) (World Health Organization 2018).

From the results obtained in the correlational analysis between the four factors and the scales used, it seems that emotional dysregulation measured with the DERS does not predict poor processing. On the other hand, the number of early traumatic events measured with the ACE is only related to the indicators of a loss of dual attention (Factor 4), in the sense that the greater the number of early traumatic events, higher the probability of a loss of dual attention and dissociation during processing. Finally, the dissociation measured with the DES is related to the general indicators of good processing (Factor 1), in the sense that the lower the levels of dissociation, the greater the probability of good processing during the session. However, it does not seem to be related to indicators of a lack of change or generalization (Factor 2) during processing. Likewise, it is related to the indicators of a loss of dual attention (Factor 4), in the sense that the higher the level of dissociation, the greater the probability of a loss of dual attention during processing. These results partially support the findings of the aforementioned authors, and may provide a new perspective from which to analyze this controversy.

It could be interesting to evaluate processing styles and their relationship with various indicators, in order to develop specific interventions in phase 2 for EMDR therapy, as well as during the processing of traumatic memories, improving clinical interventions. The PDS may offer a different perspective to analyze the controversy between clinicians and researchers about the need for a preparation phase in patients with complex early traumatization, dissociative symptoms, and/or emotional dysregulation.
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Processing Difficulties Scale (PDS) items (17) Initial questionnaire Factor

items (32)
1. Different emotions appear, which the patient allows to arise, flow and evolve 3 3
2. Positive cognition installs easily 8 1
3. The image remains unchanged 25 2
4. He immerses himself completely in the memory, he seems not to realize that he is in the office and in the present 23 4
5. Many rounds are required in relation to other patients to be able to establish the positive belief 28 2
6. The VOC upon reaching the installation phase of the positive belief is 5 or more 7 1
7. The therapist must carry out interventions to maintain dual attention 24 4
8. In phase 6, the body check presents a mild disturbance that can be casily processed, a total absence of 9 1

disturbance, or a clearly positive body sensation
9. Marked depersonalization/derealization or intrusions of dissociative parts appear 19 4

10. Associative chains are extremely long and take time to connect with adaptive information, or do not connect 3 2

with this information

11, Has difficulty connecting emotionally with the memory or disconnects during processing 2 3
12The patient states that his belief will never change, or seems to cling to it 27 2
13.In phase 8 it is verified that the memory s completely processed 1 1
14, The subjective meaning of the experience remains similar to the beginning of the session 31 2
15.There are certain emotions that the patient avoids or rejects, or specific emotions that would make sense to 16 3

appear due to the characteristics of the memory do not appear

16. The associations do not generalize to other experiences, emotions or sensations, they remain very directly 14 2

connected to the target event
17. When processing a memory, the subjective meaning of the experience changes. 10 1

The clnician evaluates the work with EMDR, following the standard protocol, answering the items of the PDS questionnaire according to the scale: 0 =Nevers 1 = Almost Never, 2= Sometimes;
=Quite a few times and 4= Always.
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