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Context and Policy Issues 

Mental disorders comprise a wide range of disorders and included among these are 

posttraumatic stress disorder (PTSD), depression, and anxiety disorders. PTSD involves 

recurring intrusive recollections of a traumatic event, with recollections beginning within the 

first six months and lasting over one month.
1
 Symptoms include nightmares, flashbacks, 

negative alteration in thoughts and mood,  emotional numbness, and hyper-arousal.
1-3

 

PTSD is a global health issue and prevalence rates vary between 1.3% and 37.4%.
4
 A 

2008 report
4
 mentioned that, in Canada, the prevalence rate of lifetime PTSD was 

estimated to be 9.2%. Anxiety is periodically experienced by most people, however when it 

exceeds a certain level and causes dysfunction and undue stress it is considered a 

disorder.
5
 Depressive disorders involve severe and persistent sadness which interferes with 

normal function and frequently results in lack of interest or pleasure in activities.
6
 These 

disorders are often treated with psychotherapy modalities. These therapies are either 

trauma focused psychological interventions that involve directly addressing thoughts, 

feelings, or memories of the traumatic event of the patient (e.g. exposure therapy, cognitive 

therapy); and non-trauma focused psychological interventions, which aim to alleviate the 

patient’s PTSD symptoms but do not directly target the thoughts and feelings related to the 

trauma (e.g. relaxation, interpersonal training).
7
  

Eye-movement desensitization and reprocessing (EMDR) is a psychotherapy modality that 

was accidently discovered in1989.
8
 EMDR is a trauma focused intervention and comprises 

several steps including treatment planning, preparing the patient for trauma-focused 

treatment, desensitization and reprocessing, and finally assessment.
9
 It is based on the 

adaptive information processing (AIP) model in which dysfunctionally stored and 

incompletely processed memories are considered to be the cause of several disorders, 

including PTSD, adjustment disorders,  some forms of depression, and anxiety disorders.
10

 

EMDR helps the affected individual to reprocesses memories of traumatic events by 

identifying more positive aspects of the trauma memories and replacing problem causing 

memories.
2
 It involves bringing to mind distressing images along with associated negative 

cognition and bodily sensations while engaging in eye movements guided by the 

therapist.
2,8,11

 The effectiveness of EMDR compared with other psychological treatments, 

treatment as usual, or no treatment for adults with depression, anxiety, or PTSD remains 

unclear.
12

 It is important to assess the available evidence regarding EMDR to help in 

objective decision making for optimal management of depression, anxiety, and PTSD. 

The purpose of this report is to review the clinical effectiveness of EMDR compared with 

other psychological treatments, treatment as usual, or no treatment for adult patients with 

depression, anxiety, or PTSD. 

Research Question 

What is the clinical effectiveness of eye movement desensitization and reprocessing for 

adult patients with depression, anxiety, or post-traumatic stress disorder? 
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Key Findings 

Based on low-quality studies, for patients with post-traumatic stress disorder (PTSD), there 

is a suggestion that treatment with eye-movement desensitization and reprocessing 

(EMDR) results in significantly better outcomes when compared to waitlist or usual care. 

Outcomes in PTSD patients treated with EMDR compared to other active treatment 

modalities were inconsistent. 

For patients with depression, two studies suggested that treatment with EMDR results in 

significantly better outcomes when compared to waitlist or usual care. 

For patients with anxiety disorder, one study suggested that treatment with EMDR was less 

effective than competitive memory training.  

Findings need to be interpreted with caution considering the limitations. 

Methods 

Literature Search Methods 

A limited literature search was conducted on key resources including PubMed, The 

Cochrane Library, University of York Centre for Reviews and Dissemination (CRD) 

databases, Canadian and major international health technology agencies, as well as a 

focused Internet search. No filters were applied to limit the retrieval by study type. Where 

possible, retrieval was limited to the human population. The search was also limited to 

English language documents published between January 1, 2012 and June 21, 2017. 

Selection Criteria and Methods 

One reviewer screened citations and selected studies. In the first level of screening, titles 

and abstracts were reviewed and potentially relevant articles were retrieved and assessed 

for inclusion. The final selection of full-text articles was based on the inclusion criteria 

presented in Table 1. 

Table 1: Selection Criteria 

Population Adults with depression, anxiety, post-traumatic stress disorder, or a combination of these conditions 

 

Subgroup of interest: military veterans with occupational stress injuries  

Intervention Eye movement desensitization and reprocessing  

Comparator Alternative psychological treatments (e.g., cognitive behavioural therapy, cognitive processing therapy, 
prolonged exposure, deep brain processing, acceptance and commitment therapy); 

Treatment as usual; 

No treatment or wait-list 

Outcomes Symptoms, as measured by available scales (e.g., Beck Depression Inventory, Clinician-Administered 
PTSD Scale, Hamilton Anxiety Scale) 

Study Designs Health technology assessments (HTA), systematic reviews (SR), meta-analyses (MA), randomized 
controlled trials (RCT), and non-randomized studies (NRS).  
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Exclusion Criteria 

Articles were excluded if they did not meet the selection criteria outlined in Table 1, they 

were duplicate publications, or were published prior to 2012. Systematic reviews with all 

studies included in a selected systematic review were excluded, unless they provided 

additional relevant information. Studies that were included in the selected systematic 

reviews were excluded. Studies on patients with PTSD, anxiety, or depression disorders 

who also had additional mental (e.g. schizophrenia, bipolar disorder) or physical (e.g. 

cancer, myocardial infarction) illnesses were excluded. Studies with unclear or mixed 

populations were excluded unless results for adults were presented separately. Studies on 

EMDR used in conjunction with an active treatment or studies with pharmacological or 

surgical interventions as comparators were excluded. In case of cross-over studies, findings 

from the first phase (before crossover) were considered.  

Critical Appraisal of Individual Studies 

The included systematic reviews were critically appraised using AMSTAR
13

 and 

randomized and non-randomized studies were critically appraised using the Downs and 

Black checklist.
14

 Summary scores were not calculated for the included studies; rather, a 

review of the strengths and limitations of each included study were described narratively.  

Summary of Evidence 

Quantity of Research Available 

A total of 152 citations were identified in the literature search. Following screening of titles 

and abstracts, 115 citations were excluded and 37 potentially relevant reports from the 

electronic search were retrieved for full-text review. Three potentially relevant publications 

were retrieved from the grey literature search. Of these 40 potentially relevant articles, 30 

publications were excluded for various reasons, while 10 publications met the inclusion 

criteria and were included in this report. These comprised five systematic reviews,
2,12,15-17

 

four RCTs,
9,18-20

 and one non-randomized study.
10

 Appendix 1 describes the PRISMA 

flowchart of the study selection. 

 Additional references of potential interest are provided in Appendix 5. 

Summary of Study Characteristics 

Study characteristics are summarized below and details are presented in Appendix 2, Table 

3 and 4 

Study Design 

Five systematic reviews,
2,12,15-17

 four RCTs,
9,18-20

 and one non-randomized study
10

 were 

included.  

Country of Origin 

The systematic review by Tribe et al.
15

 was published in 2017 from the UK and included 

three RCTs published between 2011 and 2016; study countries were not mentioned. The 

systematic review by Chen et al.
16

 was published in 2015 from China and included 11 

RCTs published between 1994 and 2013 from Australia, Europe, UK, and USA. The 

systematic review by Chen et al.
12

 was published in 2014 from Taiwan, and included 20 

RCTs published between 1991 and 2013; study countries were not mentioned. The 
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systematic review by Bisson et al.
2
 was published in 2013 from the Cochrane Collaboration, 

and included 15 RCTs published between 1994 and 2012 from Australia, Sweden, and 

USA. The systematic review by Mello et al.
17

 was published in 2013 from Brazil and 

included two RCTs published in 2007 and 2012; study countries were not mentioned. 

Of the four RCTs, three were published in 2016, two RCTs were from the Netherlands,
9,20

 

and one RCT was from Pakistan.
19

 The fourth RCT was published in 2015 from Iran.
18

 One 

non-randomized study was published in 2015 from Germany.
10

 

Patient Population 

The systematic reviews
2,12,15-17

 were on adults with PTSD and the number of patients 

ranged between 147 and 910. The proportion of females in the included studies varied 

between 0% and 100% in two systematic reviews,
2,16

 and between 42% and 56% in one 

systematic review,
17

 and was not reported in two systematic reviews.
12,15

 The mean age of 

participants in the included studies varied between 32 years and 53 years in one systematic 

review,
12

 between 19 years and 50 years in one systematic review,
12

 and was not reported 

in three systematic reviews.
2,15,17

 

Of the four RCTs,
9,18-20

 one RCT
18

 was on military servicemen with PTSD, one RCT
9
 was 

on adult refugees with PTSD, one RCT
19

 was on adults with major depressive disorder, and 

one RCT
20

 was on adults with anxiety disorder. In these four RCTs, the number of patients 

varied between 26 and 74; and the proportion of females varied between 0% and 88%. The 

one included non-randomized study
10

 was on adults with depressive disorder, mean age 43 

years, and the proportion of females was 38%.  

Interventions and Comparators 

Of the five systematic reviews,
2,12,15-17

 one systematic review
16

 compared EMDR with 

cognitive behavioral therapy (CBT) exclusively. Comparisons of EMDR with waitlist, usual 

care, or no treatment were presented in three systematic reviews.
2,12,15

 Comparisons of 

EMDR with various active therapies were presented in four systematic reviews
2,12,15,17

 

(details in Appendix 2, Table 3).  

EMDR was compared to stabilization in one RCT,
9
 desensitization in one RCT,

18
 and 

competitive memory training in one RCT.
20

 EMDR was compared to waitlist in one RCT
19

 

and to no treatment in one RCT.
18

 In one non-randomized study
10

 EMDR in addition to 

treatment as usual (TAU) was compared to TAU alone. 

Definitions of usual care or treatment as usual were not provided in the included studies. 

Outcomes 

Reporting of outcomes varied among the systematic reviews. Outcomes reported included 

PTSD symptoms,
2,12,16,17

 depression,
2,12,15

 and anxiety.
2,12

 Other specific measures 

reported included: Impact of Event Scale (IES),
15,17

 Structured Clinical Interview for DSM 

disorders (SCID),
15,17

 Structured Interview for PTSD (SIP),
17

 Hopkins Symptom Checklist 

(HSCL),
15

 and Harvard Trauma Questionnaire (HTQ).
15

 Follow-up times were not reported 

in four systematic reviews,
2,12,16,17

 and follow-up varied between one month and three 

months in one systematic review.
15

 

Outcome measures varied among the clinical studies. One RCT
18

 reported on the 

Mississippi scale score, and Pittsburgh sleep quality index (PSCI). One RCT
19

 reported on 

Beck’s Depression Inventory (BDI), Trauma Symptoms Checklist-40 (TSC-40), and Quality 
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of Life Index (QLI). One RCT
20

 reported on Rosenberg’s self-esteem, Self-Esteem Rating 

Scale-Short Form (SERS-SF), State-trait anxiety inventory (STAI), and BDI. One RCT
9
 

reported on PTSD symptoms using a scale, the Harvard Trauma Questionnaire (HTQ), 

Hopkins symptoms checklist (HSCL), and World Health Organization Quality Of Life 

(WHOQOL). Follow-up was three months in two RCTs
9,19

 and it was not reported in two 

RCTs.
18,20

 One non-randomized study
10

 reported on Symptom Checklist 90 revised (SCL-

90-R) for global severity index and depression, BDI, medication use, work status, and 

adverse events and follow-up varied between 12 and 16 months.  

Summary of Critical Appraisal 

The critical appraisal of the included systematic reviews, RCTs, and non-randomized 

studies are presented below and details are available in Appendix 3, Tables 5 and 6. 

Adults with PTSD 

The included systematic reviews
2,12,15-17

 were generally well conducted. The objective, 

inclusion and exclusion criteria were stated, multiple databases were searched, and article 

selection was described. Article selection was done in duplicate in four systematic 

reviews
2,12,16,17

 and this was unclear in one systematic review.
15

 Data extraction was done 

in duplicate in three systematic reviews,
12,16,17

 done by one reviewer and checked by a 

second reviewer in one systematic review,
15

 and was unclear in one systematic review.
2
 

Quality assessment of studies was conducted in all the included systematic reviews, and 

were mostly judged to be of low quality in four systematic reviews.
2,15-17

 One systematic 

review
17

 excluded studies that were judged to be low quality and included only two studies. 

Study characteristics were described in all the systematic reviews. Publication bias was 

explored in three systematic reviews
2,12,16

 when feasible and potential for bias was not 

apparent; it was unclear if publication bias was explored in two systematic reviews.
15,17

 

Meta-analyses were conducted in three systematic reviews
2,12,16

 and appeared to be 

appropriate and they were not conducted in two systematic reviews.
15,17

Potential conflicts of 

interest were mentioned in four systematic reviews
2,12,15,16

 and there appeared to be none, 

and were not mentioned in one systematic review.
17

 

The two included RCTs
9,18

 stated the objective and inclusion criteria, and described the 

patient characteristics, intervention and outcomes. Randomization was by coin tossing in 

one RCT
15

 and was not described in one RCT.
18

 In both RCTs it was unclear if the 

assessor was blinded. In one RCT
9
 sample size was calculated and was met and in one 

RCT
18

 it was unclear if a sample size calculation had been conducted. Drop-out rates were 

high in both RCTs and unequal between the treatment arms. In one RCT
9
 the results were 

reported with respect to the available number of patients; and in one RCT
18

 it was unclear 

how dropouts were accounted for in the results presented. Potential conflicts of interest 

were mentioned in one RCT
9
 and potential for bias could not be ruled out, and were not 

mentioned in one RCT.
18

 

Adults with depression 

The included RCT
19

 stated the objective and inclusion criteria, and described the patient 

characteristics, intervention and outcomes. Randomization was by coin tossing. It was 

unclear if there was any blinding or if sample size calculation had been conducted. Drop-out 

rates were high. Conflict of interest was not mentioned. 

The included non-randomized study
10

 stated the objective and inclusion criteria, and 

described the patient characteristics, intervention and outcomes. Assessors were blinded. It 



 

 
SUMMARY WITH CRITICAL APPRAISAL EMDR for Depression, Anxiety, and PTSD 8 

was unclear if sample size calculations had been undertaken. Drop-out rates were high. 

Conflict of interest was mentioned and potential for bias could not be ruled out. 

Adults with anxiety disorder 

The included RCT
20

 stated the objective and inclusion criteria, and described the patient 

characteristics, intervention and outcomes. Randomization was described and appeared to 

be appropriate. The assessor was blinded. It was unclear if sample size calculations had 

been undertaken. Drop-out rates were low and similar in both groups. Conflict of interest 

was not mentioned  

Summary of Findings 

What is the clinical effectiveness of eye movement desensitization and reprocessing for 

adult patients with depression, anxiety, or post-traumatic stress disorder? 

Findings are summarized below and details are available in Appendix 4, Table 7. 

Adults with PTSD  

Five systematic reviews
2,12,15-17

 and two RCTs
9,18

 reported on adults with PTSD 

Outcomes: PTSD symptoms, depression, anxiety and quality of life using various 

measures  

One systematic review
2
 showed that EMDR was statistically significantly better than usual 

care or waitlist with respect to managing PTSD symptoms, anxiety, and  depression (the 

95% confidence interval [CI] of the standardized mean difference [SMD] did not include 

zero). One systematic review
15

 reported that  EMDR was significantly better than usual care 

or waitlist with respect to managing PTSD and  depression. One RCT
18

 showed that 

compared to no therapy, EMDR produced statistically significantly better outcomes as 

assessed using the Mississippi scale scores, PSQI scores, and death anxiety scores (P 

values ranging from 0.05 to < 0.001). One RCT
9
 showed that there was no difference in 

efficacy between EMDR and stabilization as usual. 

One systematic review
2
 showed that overall there were no statistically significant 

differences in most outcomes with EMDR compared with active treatments such as various 

types of CBT. Limited data suggested a better outcome with EMDR compared with non-

trauma focused CBT. One systematic review
16

 suggested a slightly better outcome with 

EMDR compared to CBT. One systematic review
17

 showed initial improvement with EMDR 

compared with cognitive restructuring and exposure, which however was not sustained 

(from one RCT) and  no significant between group difference for EMDR compared with CBT 

(from a second RCT). One systematic review
15

 reported that for EMDR compared to 

stabilization, there were no significant changes in symptomology as assessed by SCID and 

HTQ. One systematic review
12

 compared EMDR collectively with waitlist/usual care and 

active treatment and showed statistically significant  reductions in PTSD symptoms, 

depression and anxiety with EMDR. Details of systematic review findings with respect to 

PTSD symptoms are presented in Table 2 and details of other outcomes are available in 

Appendix 4, Table 7.  
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Table 2: Changes in PTSD symptoms with EMDR compared to other options 

Systematic Review Comparator No. of included 
Studies 

Effect Measure Effect size 

Bisson,
2
 2013 Waitlist or usual care 6 SMD (95% CI) -1.17 (-2.04 to -0.30) 

TFCBT 7 SMD (95% CI) -0.03 (-0.43 to 0.38) 

Non TFCBT 2 SMD (95% CI) -0.35 (-0.90 to 0.19) 

Chen,
12

 2014 Waitlist, usual care or 
different treatments 

18 Hedges’ g (95% CI) -0.68 (-0.93 to -0.43) 

Chen,
16

 2015 CBT 11 SMD (95% CI) -0.43 (-0.86 to -0.01) 

Tribe,
15

 2017 Waitlist 1 NR Described as significant 
improvement 

CBT = cognitive behavioral therapy; CI = confidence interval; NR not reported; SMD = standardized mean difference; TFCBT = trauma focused cognitive behavioral 

therapy 

  

Adverse events  

One systematic review
2
 reported that no studies formally considered adverse events. None 

of the other included systematic reviews or studies reported on adverse events 

 Adults with depression 

One RCT
19

 and one non-randomized study
10

 reported on adults with depression.  

Outcomes: Trauma symptoms, depression, anxiety and quality of life using various 

measures  

One RCT
19

 showed that compared to waitlist, EMDR produced statistically significantly 

better outcomes as assessed using BDI, QLI, and TSC-40. One non-randomized study
10

 

reported greater improvement in depression with EMDR + TAU compared to TAU alone. 

Antidepressant medication use, work status and adverse events 

One non-randomized study
10

 reported that there were fewer patients using antidepressants 

and fewer patients requiring absence from work in the EMDR + TAU group compared to the 

TAU group. It reported that EMDR was well tolerated. 

Adults with anxiety disorder 

One RCT
20

 reported on adults with anxiety disorder. This RCT compared EMDR with 

competitive memory training and found that competitive memory training resulted in greater 

improvements in self-esteem, and improved self-esteem mediated decrease in anxiety and 

depression symptoms. 
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Limitations 

There is considerable overlap in the studies included in the included systematic reviews on 

PTSD, hence the findings are not exclusive. Studies specifically on depression or anxiety 

disorders were sparse. The included studies were generally of low quality. 

There were considerable variations in the scales used to measure outcomes in the different 

studies. Also, there was variability in the EMDR treatments, as well as in the other active 

treatment. Details of what comprised usual care or waitlist were not presented. Hence, 

comparability among studies is difficult. 

Adverse events were rarely reported. Hence harms associated with treatment remain 

unclear. 

Long term effects of these treatment modalities are not known as the studies were of short 

term. 

None of the included studies were conducted in Canada hence generalizability to the 

Canadian setting is unclear.  

Results need to be interpreted in the light of these limitations. 

Conclusions and Implications for Decision or Policy Making 

Ten relevant articles, which comprised five systematic reviews,
2,12,15-17

 four RCTs
9,18-20

 and 

one non-randomized study,
10

 were identified. Of these 10 articles, five systematic 

reviews,
2,12,15-17

 and two RCTs
9,18

 include patients with PTSD, one RCT
19

 and one non-

randomized study
10

 included patients with depression, and one RCT
20

 included patients 

with anxiety disorder. 

Based on low quality studies there is a suggestion that for patients with PTSD, treatment 

with EMDR resulted in significantly better outcomes when compared to waitlist or usual 

care. In PTSD patients outcomes with respect to treatment with EMDR compared to other 

active treatment modalities were inconsistent. Studies specifically on depression or anxiety 

disorders were sparse. Limited data suggested that for patients with depression, treatment 

with EMDR resulted in significantly better outcomes when compared to waitlist or usual 

care. One RCT on patients with anxiety disorder suggested that treatment with EMDR was 

less effective than competitive memory training. Reporting of adverse events was sparse 

hence harms resulting from treatments were unclear. Results need to be interpreted with 

caution considering the limitations. 

Effectiveness of the treatments may vary depending on the type of patients. The systematic 

review by Watts et al.
21

 assessed various treatment options for PTSD but as details of 

comparator treatments were not provided, it did not satisfy our inclusion criteria. The 

authors reported that for the psychotherapy studies, studies with more women or fewer 

veterans showed larger effects. Future studies are needed to compare treatments with 

demonstrated efficacy, in different patient populations to determine whether any treatment 

approaches are more or less effective in specific patient populations.
7
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Abbreviations 

 
BDI  Beck Depression Inventory 
BDI II  Beck Depression Inventory II 
CAPS  Clinical Administered PTDS Scale  
CBT  cognitive behavioral therapy 
CI  confidence interval 
COMET  Competitive Memory Training 
CT  cognitive therapy 
E+CR  imaginal exposure and cognitive restructuring 
EMDR  eye movement desensitisation and reprocessing 
ET  exposure therapy 
FU  follow-up 
GRADE  Grading of Recommendations Assessment, Development and Evaluation 
GSI  global severity index 
HSCL  Hopkins symptoms checklist 
HTQ  Harvard trauma questionnaire 
IES  impact of event scale 
IES-R  impact of event scale revised 
NR  not reported 
PCL  Posttraumatic Checklist Scale 
PSQI  Pittsburgh sleep quality index 
PTSD  post-traumatic stress disorder 
QLI  Quality of Life Index 
RCT  randomized controlled trial 
REM  rapid eye movement 
RR  relative risk 
SCID  The structured clinical interview for DSM disorders 
SCL-90-R symptom checklist 90 revised 
SD  standard deviation 
SER-SF  Self-Esteem Rating Scale-Short Form 
SIP  Structured Interview for PTSD 
SMD  standardized mean difference 
STAI  State-trait anxiety inventory 
TAU  treatment as usual 
TFCBT  trauma-focused cognitive behavioral therapy 
TSC-40  Trauma Symptoms Checklist-40 
vs  versus 
WHOQOL-BREF World Health Organization Quality Of Life Assessment 
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Appendix 1: Selection of Included Studies 
 
 
 
 

  

115 citations excluded 

37 potentially relevant articles retrieved 
for scrutiny (full text, if available) 

3 potentially relevant 
reports retrieved from 
other sources (grey 

literature, hand search) 

40 potentially relevant reports 

30 reports excluded: 
-irrelevant population (11) 
-irrelevant intervention (1) 
-unclear or no comparator (4) 
-irrelevant outcomes (3) 
-study included in at least one of the 
selected systematic reviews (3) 
-systematic reviews with studies 
included in selected systematic reviews 
(4) 
-published in language other than 
English (1) 
-other (review article, protocols)(3) 

 

10 reports included in review 

152 citations identified from electronic 
literature search and screened 
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Appendix 2: Characteristics of Included Publications 

Table 2: Characteristics of Included Systematic Reviews 

Author, Year, 
Country 

Type and Number 
of Primary Studies 

Included, Aim 

Population 
Characteristics 

Comparisons Outcome 

Bisson,
2
 2013, The 

Cochrane 
Collaboration 

15 RCTs assessing 
EMDR (published 
between 1994 to 2012 
from  Australia, Sweden 
and USA; country was 
not reported for 2 
RCTs) 
 
Aim: To assess 
psychological therapies 
for the treatment of 
chronic  PTSD in adults 

Adults with chronic 
PTSD. 
 
N = 780 (Individual 
RCTs: 22 to 140) 
 
Age: NR (adults) 
 
% Female: 0% to 100%  

EMDR vs waitlist/usual 
care (8 RCTs [N= 301]);  
 
EMDR vs individual 
TFCBT/Exposure therapy 
(8 RCTs [N = 400]) ; 
  
EMDR vs non-TFCBT (3 
RCTs [N = 84]);  
 
EMDR vs “other 
therapies” (standard care 
or active listening) (2 
RCTs [N= 127]). 
 
(EMDR procedure details 
were reported separately 
for each included RCT. 
Procedures were 
variable.) 
 
TFCBT/Exposure therapy 
or non-TFCBT included: 
brief eccelectic 
psychotherapy; exposure 
plus cognitive 
restructuring; applied 
muscle relaxation; image 
habituation training; 
biofeedback assisted 
relaxation; prolonged 
exposure; relaxation 
training; exposure 
therapy. 
 

Primary outcomes: 
Clinical-rated PTSD 
symptoms, drop-outs. 
 
Secondary outcomes: 
self-reported PTSD 
symptoms, depression, 
anxiety, PTSD diagnosis 
after treatment. 
 
Follow-up: NR 

Chen,
16

 2015, 
China 

11 RCTs (published 
between 1994 and 
2013, from Australia, 
Italy, the Netherlands, 
UK and USA)  
 
Aim: To assess EMDR 
compared to CBT for 
the treatment of chronic  
PTSD in adults 

Adults with PTSD 
 
N = 424 
 
Age (mean) (years): 
varied between 32 and 
53 in the individual RCTs 
 
% Female: 0% to 100% 
(not reported for 2 RCTs) 

EMDR vs CBT 
 
(EMDR procedure details 
were not provided) 

PTSD symptoms 
(clinician rated where 
available, otherwise self-
rated).  
 
Follow-up: NR 

Chen,
12

 2014, 
Taiwan 

20 RCTs (published 
between 1991 to 2013, 
country was not 

Adults with PTSD 
 
N = 910 (Individual 

EMDR vs various 
modalities or no 
treatment. 

PTSD symptoms, 
depression, , anxiety and 
subjective distress. 
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Table 2: Characteristics of Included Systematic Reviews 

Author, Year, 
Country 

Type and Number 
of Primary Studies 

Included, Aim 

Population 
Characteristics 

Comparisons Outcome 

reported) on adults 
treated with EMDR 
 
 
Aim: To assess EMDR 
for the treatment of 
PTSD  

RCTs: 23 to 88) 
 
Age (years): Mean age 
varied between 19 and 
50 in individual RCTs 
(18); age ranges were  
16 to 62 and  47 to 53 in 
the 2 remaining RCTs. 
 
%Female: NR 

 
 
(EMDR procedure details 
were not provided) 
 
Various modalities 
include: relaxation 
training; active visual 
attention; image 
habituation training; 
applied muscle 
relaxation; EMDR minus 
the eye movement; 
standard psychiatric 
support; active listening; 
exposure combined with 
cognitive restructuring, 
prolonged exposure; 
stress inoculation training 
with prolonged exposure; 
eye fixation 
desensitization; cognitive 
behavioral therapy; 
emotional freedom 
techniques; standard 
care; waitlist; trauma 
treatment protocol; 
standard stress 
management program. 
 

 
Follow-up: NR 

Mello ,
17

 2013,  
Brazil 

2 RCTs (published in 
2007 and 2012, country 
was not reported) on 
EMDR 
 
Aim: To assess CBT, 
CT, or ET compared to 
other active treatments 
or no active treatment 
for treating PTSD  

Adults with PTSD 
 
N = 188 (48 in one RCT 
and 140 in the second 
RCT) 
 
Age: NR 
 
%Female:  42% in one 
RCT and 56% in the 
second RCT 

(E+CR) vs EMDR in one 
RCT, 
CBT vs EMDR in the 
second RCT 
 
(No of sessions: 6 to 16) 
 
 

CAPS, IES, IES-R, SCID, 
SIP. 
 
Follow-up: NR 

Tribe,
15

 2017,  UK 3 RCTs (published 
2011 to 2016, country 
was not reported) on 
EMDR 
 
Aim: To assess 
psychosocial 
interventions  for 

Adults (traumatized 
refugees and/or asy;um 
seekers) with PTSD, 
depression or anxiety 
 
N= 147 (Individual RCTs: 
20 to 98) 
 

EMDR vs waitlist (2 
RCTs, N=127), 
 
EMDR vs stabilization (1 
RCT, N = 20) 
 
(No. of sessions: 4.2 to 
11) 

BDI, IES-R, HSCL, HTQ, 
SCID. 
 
Follow-up: 1 month to 3 
months 
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Table 2: Characteristics of Included Systematic Reviews 

Author, Year, 
Country 

Type and Number 
of Primary Studies 

Included, Aim 

Population 
Characteristics 

Comparisons Outcome 

treating refugees with 
PTSD, depressive or 
anxiety symptoms 

Age: NR (adults) 
 
% Female: NR 

 

BDI = Beck Depression Inventory; CAPS = Clinical Administered PTSD Scale for DSM-IV; CBT = cognitive behavioral therapy; CT = cognitive therapy; 
E+CR = imaginal exposure and cognitive restructuring; EMDR = eye movement desensitisation and reprocessing; ET = exposure therapy; HSCL = 
Hopkins Symptom checklist; HTQ = Harvard Trauma Questionnaire;  IES = impact of event scale; IES-R = impact of event scale revised; NR = not reported; 
PCL = Posttraumatic Checklist Scale; PTSD = post-traumatic stress dis order; RCT = randomized controlled trial, SCID = Structured Clinical Interview for 
DSM disorders; SIP = Structured Interview for PTDS; TFCBT =  trauma-focused cognitive behavioral therapy 
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Table 3: Characteristics of Included Clinical Studies 

Author, Year, 
Country 

Study Design Population 
Characteristics 

Comparison Outcome, Follow-up 

Randomized controlled studies 

Ahmadi,
18

 2015, 
Iran 

RCT 
 
Setting: Unclear 
(could be hospital) 

Military servicemen who 
were admitted to hospitals 
in Iran and had PTSD due 
to participation in military 
conflicts including war 
games. 
 
N = 33 
 
Age (mean ± SD) (years): 
29.9 ± 7.8 
 
% Female: 0% (all were 
males) 

EMDR vs REM 
desensitization vs control 
(no therapy) 
 
EMDR was not described 
but it was mentioned that it 
was as described by the 
developer (Shapiro; J 
Behav Ther Exp 
Psychiatry, 1989, 20 [3]: 
211 -7) 
 
REM desensitization: 
Patients were asked to 
wear special glasses 
during sleeping. These 
glasses had sensors which 
detected infrared waves 
activated during REM and 
reactivated a musical 
instrument which delivered 
a light music for 30 
seconds. This music was 
to desensitize the patient 
during nightmares. It did 
not disturb the patients 
sleep process. 

Mississippi scale score, 
PSQI 
 
Follow-up: NR 

Gauhar,
19

 2016, 
Pakistan 

RCT 
 
Setting: Institute of 
Professional 
Psychology, Bahria 
University, Karachi 

Adults with major 
depressive disorder (based 
on DSM-IV-TR: American 
Psychiatric Association 
2000) 
 
N = 26 (17 analyzed) 
 
For the !7 analyzed 
Age (mean) (years): 29.4 
 
%Female:  59% 

EMDR vs control (waitlist) 
 
EMDR treatment was 
delivered in weekly 
sessions. Six to eight 1-
hour sessions were 
provided. The first 2 to 3 
weeks comprised the first 
and second phases of 
EMDR which focused on 
history taking and 
preparation. In the next 
phase the patients 
received 3 to 5 EMDR 
process sessions in which 
they targeted disturbing 
events related to their 
depression. The therapist 
was an EMDR certified 
practitioner and was 

BDI II, TSC-40, QLI 
 
Study duration: 7 weeks; 
Follow-up: 3 months 



 

 
SUMMARY WITH CRITICAL APPRAISAL EMDR for Depression, Anxiety, and PTSD 19 

Table 3: Characteristics of Included Clinical Studies 

Author, Year, 
Country 

Study Design Population 
Characteristics 

Comparison Outcome, Follow-up 

supervised by three 
professors at the 
University. 

Staring,
20

 2016, 
The Netherlands 

RCT crossover 
(one group 
received EMDR 
followed by 
COMET in the 
second phase and 
the second group 
received the 
reverse order. Only 
findings of the first 
phase are 
considered in this 
report. 
 
Setting: Six 
outpatient clinics of 
two psychiatric 
institutes in the 
Netherlands  

Adults with anxiety disorder 
 
N = 47 (24 in EMDR, 23 in 
COMET) 
 
Age (mean) (years): 35.5 in 
EMDR, 38.4 in COMET 
 
% Female: 88% in EMDR, 
83% in COMET 

EMDR vs COMET 
 
EMDR: 6 sessions 
EMDR aims to desensitize 
negative memory 
representations that are 
associated with low self-
esteem 
 
COMET: 6 sessions 
COMET aims to activate 
positive representations for 
enhancing self-esteem 

Rosenberg self-esteem, 
SERS-SF, STAI, BDI II. 
 
Follow-up: NR 

Ter Heide,
9
 2016, 

The Netherlands 
RCT 
 
Setting: Foundation 
Centrum ’45 (a 
highly specialized 
Dutch center for 
diagnosis and 
treatment of 
psychotrauma 
resulting from 
persecution, war, 
and violence.  

Adults(refugees) with PTSD 
diagnosis according to 
DSM-TV-TR 
 
N = 74 (2 did not start  
treatment so 72 analyzed) 
 
Age(mean ± SD) (years): 
43.1 ± 10.7 in EMDR group, 
39.8 ± 11.9 in stabilization 
group. 
 
% Female: 16.7% in EMDR 
group, 38.9% in stabilization 
group. 
 
 

EMDR vs stabilization 
 
EMDR: Three, 60 minutes 
sessions for treatment 
planning and preparation. 
The preparatory sessions 
were followed by six, 90 
minutes sessions for 
desensitization using the 
Dutch version of the EMDR 
protocol. During 
desensitization and 
reprocessing, the focus is 
on a traumatic image and 
the thoughts, sensations 
and memories that it 
produces and is combined 
with an attention requiring 
task such as tracking the 
therapist’s finger with the 
eyes. Stabilization 
interventions were 
proscribed. For EMDR 
therapies, 7 clinical 
psychologists, 1 
physician/psychotherapist 
and 2 psychotherapists 
were involved.  

CAPS, HTQ, HSCL, 
WHOQoL. 
 
Follow-up: 3 months 
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Table 3: Characteristics of Included Clinical Studies 

Author, Year, 
Country 

Study Design Population 
Characteristics 

Comparison Outcome, Follow-up 

Stabilization: Twelve, 60 
minutes sessions for 
stabilization as usual (non-
structured stabilization 
generally offered in 
European mental health 
care centers for refugees. 
Exposure to traumatic 
memories was proscribed. 
Stabilization was 
performed by 3 clinical 
psychologists, 5 
psychotherapists, one 
physician/systemic 
therapist, 1 psychiatrist, 
one social psychiatric 
nurse, two trainee 
psychiatrists, and 1 trainee 
psychotherapist. 

Non-randomized studies 

Hase,
10

 2015, 
Germany 

Non-randomized 
study (proof of 
context study in 
preparation of a 
larger RCT) 
 
Setting: 
Rehabilitation clinic 
for psychosomatic 
medicine and 
psychotherapy 

Adults with depressive 
disorder 
 
N = 32 (16 in each group) 
 
Age (mean ± SD) (years): 
43.3 ± 9.7 
 
% female: 38% in EMDR; 
gender distribution the 
control group was matched 

EMDR + TAU vs control 
(TAU) 
 
EMDR comprised a 
manualized 8-phase 
psychotherapy approach: 
client history and treatment 
planning (phase 1), 
preparation (phase 2), 
assessment (phase 3), 
desensitization and 
reprocessing (phase 4),  
installation (phase 5), body 
scan (phase 6), closure 
(phase  7), and 
reevaluation (phase 8).  
Number of EMDR 
sessions, mean (SD) were 
4.60 (2.40). Each session 
was of 60 minutes duration 
and generally administered 
weekly. Treatment 
administered by 
experienced EMDR 
therapist. 

SCL-90-R GSI, SCL-90-R 
depression, BDI, 
medication use, work 
status, adverse events. 
 
Follow-up 12 to 16 
months 

BDI = Beck Depression Inventory; BDI II = Beck Depression Inventory II; CAPS = clinician administered PTSD scale; GSI = global symptom index; 

HSCL = Hopkins Symptoms Checklist; HTQ = Harvard trauma Questionnaire; PSQI = Pittsburgh sleep quality index; PTSD = posttraumatic stress 

disorder; QLI = Quality of Life Index; RCT = randomized controlled trial; REM = rapid eye movement; SCL-90-R = symptom checklist ; STAI = State- 

trait anxiety inventory; SERS-SF = self-esteem rating scale-short form; TAU = treatment as usual; TSC-40 = Trauma symptoms checklist- 40; 

WHOQol-BREF = World Health Organization Quality of Life Assessment 



 

 
SUMMARY WITH CRITICAL APPRAISAL EMDR for Depression, Anxiety, and PTSD 21 

Appendix 3: Critical Appraisal of Included Publications 

Table 4: Strengths and Limitations of Systematic Reviews and Meta-Analyses using 
AMSTAR13 

Strengths Limitations 

Bisson,
2
 2013, The Cochrane Collaboration 

 The objective was clearly stated. 

 The inclusion criteria were stated. 

 The exclusion criteria were stated 

 Multiple databases (Medline [1950 - ], Embase [1974 - ], 
PsycInfo [1967 - ], and others) were searched.  Also, grey 
literature and reference lists of included studies were 
searched. Journal of Traumatic Stress was hand searched. 

 Study selection was described  

 Flow chart of study selection was provided 

 List of included studies was provided 

 List of excluded studies was provided 

 Article selection was done in duplicate 

 Quality assessment was done using Cochrane risk of bias 
tool and the evidence was graded using GRADE. Evidence 
was judged to be of very low quality. 

 Characteristics of the individual studies were provided.  

 Meta-analyses were conducted 

 Publication bias was explored if sufficient number of studies 
were available 

 It was reported that there were no known conflicts of 
interest 

 

 Unclear if data extraction was done in duplicate 
 

Chen,
16

 2015, China 

 The objective was clearly stated. 

 The inclusion criteria were stated. 

 The exclusion criteria were stated 

 Multiple databases (Medline, PubMed, Ebsco, and others) 
were searched.  Also, reference lists of retrieved articles, 
recently published books, and reviews were searched. 

  Study selection was described  

 Flow chart of study selection was provided 

 List of included studies was provided 

 Article selection was done in duplicate 

 Data extraction was done in duplicate 

 Quality assessment was done in duplicate  using the 
Cochrane Collaboration tool and quality was judged as poor 
quality 

 Characteristics of the individual studies were provided.  

 Meta-analyses were conducted 

 Publication bias was explored using Funnel plot, Begg’s 
adjusted rank correlation test, and the Egger regression test 
and seemed unlikely  

 It was reported that there were no known conflicts of 
interest 

 List of excluded studies was not provided 
 



 

 
SUMMARY WITH CRITICAL APPRAISAL EMDR for Depression, Anxiety, and PTSD 22 

Table 4: Strengths and Limitations of Systematic Reviews and Meta-Analyses using 
AMSTAR13 

Strengths Limitations 

Chen,
12

 2014, Taiwan 

 The objective was clearly stated. 

 The inclusion criteria were stated. 

 The exclusion criteria were stated 

 Multiple databases (Medline, Embase, PsycInfo, and 
others) were searched.  Also, websites of professional 
associations, and reference lists of relevant articles were 
searched. 

  Study selection was described  

 Flow chart of study selection was provided 

 List of included studies was provided 

 Article selection was done in duplicate 

 Data extraction was done in duplicate 

 Quality assessment was done in duplicate  using the 
Cochrane Collaboration tool and quality was judged as low 
quality 

 Characteristics of the individual studies were provided but 
lacked some details.  

 Meta-analyses were conducted 

 Publication bias was explored using Funnel plot and 
Egger’s regression analysis  and seemed unlikely  

 It was reported that there were no conflicts of interest 

 List of excluded studies was not provided 
 

Mello ,
17

 2013,  Brazil 

 The objective was clearly stated. 

 The inclusion criteria were stated. 

 The exclusion criteria were stated 

 Multiple databases (Medline, Embase, PsycInfo, and 
others) were searched.  Also, websites of professional 
associations, and reference lists of relevant articles were 
searched. 

  Study selection was described  

 List of included studies was provided 

 Article selection was done in duplicate 

 Data extraction was done in duplicate 

 Quality assessment was done in duplicate  using the Jadad 
scale and only studies with Jadad scores ≥ 3 were included 

 Characteristics of the individual studies were provided but 
lacked some details.  

 Flow chart of study selection was not provided 

 List of excluded studies was not provided 

 Meta-analysis was not conducted 

 Unclear if publication bias was explored 

 Conflicts of interest was not mentioned 
 

Tribe,
15

 2017,  UK 

 The objective was clearly stated. 

 The inclusion criteria were stated. 

 The exclusion criteria were stated 

 Multiple databases (PubMed, PsycInfo, and others) were 
searched.  Also, reference lists of previous reviews and the 
Journal of Traumatic Stress were searched. 

  Study selection was described  

 List of excluded studies was not provided 

 Unclear if article selection was done in duplicate 

 Meta-analysis was not conducted 

 Unclear if publication bias was explored 
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Table 4: Strengths and Limitations of Systematic Reviews and Meta-Analyses using 
AMSTAR13 

Strengths Limitations 

 Flow chart of study selection was provided 

 List of included studies was provided 

 Data extraction was done by one reviewer and checked by 
a second reviewer. 

 Quality assessment was done in duplicate using the 
CONSORT statement for RCTs and STROBE 
(Strengthening the Reporting of Observational Studies in 
Epidemiology) statement for observational studies. Quality 
assessment findings were not presented but it was stated 
that there was lack of methodological rigor. 

 Characteristics of the individual studies were provided.  

 It was reported that there were no conflicts of interest 

GRADE = Grading of Recommendations Assessment, Development and Evaluation 
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Table 5: Strengths and Limitations of Randomized Controlled Trials using Downs and Black 
checklist14 

Strengths Limitations 

Randomized controlled trials 

Ahmadi,
18

 2015, Iran 

 The objective was clearly stated 

 The inclusion and exclusion criteria were stated 

 Patient characteristics, intervention and outcomes were 
described.  

 Randomized but details of randomization not presented 

 Drop-out rates were reported and were high and unequal in 
the groups 

 P-values were reported 

 Details of randomization were lacking 

 Unclear if there was any blinding 

 Unclear if sample size calculations were undertaken 

 Dropout rates were high (31% in EMDR, 38% in REM, and 
25% in control 

 Unclear if ITT analysis 

 Conflicts of interest were not mentioned 
 

Gauhar,
19

 2016, Pakistan 

 The objective was clearly stated 

 The inclusion and exclusion criteria were stated 

 Patient characteristics, intervention and outcomes were 
described. Details of the assessment scales were not always 
provided 

 Randomized through coin tossing (head for control, and tail 
for EMDR, and person tossing coin was not aware of the 
patient condition. 

 Drop-out rates were reported and were high and unequal in 
the two groups 

 P-values were reported 

 Unclear if there was any blinding 

 Unclear if sample size calculations were undertaken 

 Dropout rates were high (23% in EMDR, and 46% in control 

 Unclear if ITT analysis 

 Conflicts of interest were not mentioned 
 

Staring,
20

 2016, The Netherlands 

 The objective was clearly stated 

 The inclusion and exclusion criteria were stated 

 Patient characteristics, intervention and outcomes were 
described.  

 Randomized. Computer generated random allocation to 
group, stratified for the two institutions. 

 Assessor was blinded 

 Drop-out rates were reported and were low (4% in both 
groups) 

 Analysis was reported to be ITT using patients who had 
measurements at T1 (first phase) for the analysis 

 P-values were reported 

 Unclear if sample size calculations were undertaken 

 Conflicts of interest were not mentioned. Funding source was 
the Dutch EMDR Association 

 
 

Ter Heide,
9
 2016, The Netherlands 

 The objective was clearly stated 

 The inclusion and exclusion criteria were stated 

 Patient characteristics, intervention and outcomes were 
described.  

 Randomized through coin tossing (head for EBDR, and tail 
for stabilization, and person tossing coin was otherwise 

 Unclear if the assessor was blinded 
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Table 5: Strengths and Limitations of Randomized Controlled Trials using Downs and Black 
checklist14 

Strengths Limitations 

involved in the inclusion process 

 Drop-out rates were reported and were high but reported by 
the authors as comparable in both groups (17% in EMDR 
group and 22% in stabilization group) 

 Analysis was reported to be ITT, using for the analysis the 
patients who had started treatment and excluding those who 
had not started the intervention. 

 Sample size calculations were conducted and met 

 P-values were reported 

 Conflicts of interest were declared. One author received fees 
for teaching activities related to trauma including EMDR and 
was a board member of the Dutch EMDR association and 
the EMDR Europe association. 

Non-randomized studies 

Hase,
10

 2015, Germany 

 The objective was clearly stated 

 The inclusion criteria were stated, though not explicitly 

 Patient characteristics, intervention and outcomes were 
described. Details of outcome measures were lacking.  

 Assessor was blinded 

 P-values were reported 

 Conflicts of interest were reported. Four of the seven authors 
were associated with the EMDR Institute in Germany 

 

 Non-randomized study but controls were matched to 
experimental group with respect to age, gender, and 
diagnosis 

 The exclusion criteria were not stated 

 Unclear if sample size calculation was conducted 

 Drop-out rates at post treatment were unclear. However, it 
was reported that follow up data after treatment was 
available from 11 of 16 (69%) in the EMDR group and from 9 
of 16 (56%) in the control group. 

 Unclear if ITT analysis 
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Appendix 4: Main Study Findings and Author’s Conclusions 

Table 6: Summary of Findings of Included Studies 

Main Study Findings Author’s Conclusion 

Systematic reviews 

Bisson,
2
 2013, The Cochrane Collaboration 

Comparison of EMDR vs various modalities for treatment of PTSD in adults. 
 
EMDR vs waitlist/usual care 

Outcome No of 
Studies 

No. of 
participants 

Effect 
measure 

Effect size 

Severity of PTDS 
symptoms - clinician 

6   183 SMD (95% CI) -1.17 (-2.04 to -0.30) 

Drop-outs 7 227 RR (95% CI 1.05 (0.62 to 1.79) 

Severity of PTDS 
symptoms – self report 

6 159 SMD (95% CI) -0.80 (-1.68 to 0.07) 

Depression 7 226 SMD (95% CI) -1.15 (-1.52 to -0.78) 

Anxiety 6 160 SMD (95% CI) -1.02 (-1.36 to -0.69) 

PTSD diagnosis after 
treatment 

6 209 RR (95% CI) 0.51 (0.42 to 0.62) 

 
 
EMDR vs TFCBT 

Outcome No of 
Studies 

No. of 
participants 

Effect 
measure 

Effect size 

Severity of PTDS 
symptoms - clinician 

7 327 SMD (95% CI) -0.03 (-0.43 to 0.38) 

Severity of PTDS 
symptoms – clinician-
FU (1 to 4 months) 

3 76 SMD (95% CI) -0.19 (-0.97 to 0.58) 

Drop-outs 8 408 RR (95% CI) 1.00 (0.74 to 1.35) 

Severity of PTDS 
symptoms – self report 

7 306 SMD (95% CI) -0.30 (-0.60 to 0.01) 

Severity of PTDS 
symptoms – self report- 
FU (1 to 4 months) 

5 111 SMD (95% CI) -0.04 (-0.61 to 0.52) 

Depression 8 346 SMD (95% CI) -0.31 (-0.75 to 0.13) 

Depression- FU(1 to 4 
months) 

5 111 SMD (95% CI) -0.13 (-0.64 to 0.38) 

Anxiety 4 236 SMD (95% CI) -0.28 (-0.53 to -0.02) 

Anxiety-FU(1 to 4 
months) 

2 48 SMD (95% CI) 0.24 (-0.33 to 0.81) 

PTSD diagnosis after 
treatment 

8 350 RR (95% CI) 0.95 (0.74 to 1.22) 

 
EMDR vs Non-TFCBT 

Outcome No of 
Studies 

No. of 
participants 

Effect 
measure 

Effect size 

Severity of PTDS 
symptoms – clinician 

2 53 SMD (95% CI) -0.35 (-0.90 to 0.19) 

Severity of PTDS 
symptoms – clinician-

3 71 SMD (95% CI) -0.74 (-1.64 to 0.15) 

“The evidence for each of the 

comparisons made in this review 
was assessed as very low quality. 
This evidence showed that 
individual TFCBT and EMDR did 
better than waitlist/usual care in 
reducing clinician-assessed PTSD 
symptoms. There was evidence 
that individual TFCBT, EMDR and 
non-TFCBT are equally effective 
immediately post-treatment in the 
treatment of PTSD. There was 
some evidence that TFCBT and 
EMDR are superior to non-TFCBT 
between one to four months 
following treatment, and also that 
individual TFCBT, EMDR and non-
TFCBT are more effective than 
other therapies. There was 
evidence of greater drop-out in 
active treatment groups. Although 
a substantial number of studies 
were included in the review, the 
conclusions are compromised by 
methodological issues evident in 
some. Sample sizes were small, 
and it is apparent that many of the 
studies were underpowered. 
There were limited follow-up data, 
which compromises conclusions 
regarding the long-term effects of 
psychological treatment.” Page 2 
 
Specific to EMDR: 
“There was very low quality 
evidence that EMDR was better 
than waitlist/usual care in reducing 
traumatic stress symptoms and 
additionally associated symptoms 
of depression and anxiety. The 
overall standardised mean 
differences for clinician-rated and 
self-rated traumatic stress 
symptoms post-treatment 
represents a strong positive 
effect size. There is not enough 
evidence to determine whether 
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FU (1 to 4 months) 

Drop-outs 3 84 RR (95% CI) 1.03 (0.37 to 2.88) 

Severity of PTDS 
symptoms – self report 

3 75 SMD (95% CI) -0.40 (-0.86 to 0.06) 

Severity of PTDS 
symptoms – self report- 
FU (1 to 4 months) 

3 75 SMD (95% CI) -0.52 (-0.98 to -0.05) 

Depression 3 75 SMD (95% CI) -0.67 (-1.14 to -0.20) 

Depression- FU (1 to 4 
months) 

3 75 SMD (95% CI) -0.25 (-0.86 to 0.36) 

Anxiety 2 45 SMD (95% CI) -0.75 (-1.36 to -0.13) 

Anxiety-FU (1 to 4 
months) 

2 45 SMD (95% CI) -0.42 (-2.21 to 1.37) 

PTSD diagnosis after 
treatment 

3 84 RR (95% CI) 0.71 (0.41 to 1.22) 

 
EMDR vs other therapies 

Outcome No of 
Studies 

No. of 
participants 

Effect 
measure 

Effect size 

Drop-outs 2 127 RR (95% CI 1.48 (0.26 to 8.54) 

Severity of PTDS 
symptoms – self report 

2 124 SMD (95% CI) -0.84 (-1.21 to -0.47) 

Depression 2 127 SMD (95% CI) -0.67 (-1.03 to -0.32) 

Anxiety 2 126 SMD (95% CI) -0.72 (-1.08 to -0.36) 

PTSD diagnosis after 
treatment 

1 67 RR (95% CI) 0.40 (0.19 to 0.08) 

 
Adverse events: The authors reported that no studies formally considered adverse events. 
 

these improvements are 
maintained in the long-term as 
there were no follow-up 
comparisons of EMDR and waitlist 
groups. There were limited data to 
suggest a better outcome than 
non-TFCBT at between one- and 
four-month follow-up. EMDR 
appeared to have similar 
effectiveness to individual TFCBT 
in the studies that compared them 
directly. There was some evidence 
that EMDR was a more effective 
treatment than other therapies.” 
Page 50 

Chen,
16

 2015, China 

Comparison of EMDR vs CBT for treatment of PTSD in adults. 
 

Outcome No of 
Studies 

No. of 
participants 

Effect , 
SMD (95% CI) 

Heterogeneity, 
I
2
 

PTSD symptoms (total 
scores) 

11 424 -0.43 (-0.86 to -0.01) 75% 

PTSD intrusion 
symptoms 

6 170 -0.36 (-0.68 to -0.06) 49% 

PTSD avoidance 
symptoms 

6 170 -0.42 (-0.92 to 0.08) 59% 

PTSD arousal 
symptoms 

5 146 -0.34 (-0.68 to -0.01)  

 
 

“In summary, data show that 
EMDR is slightly superior to CBT 
for treating adult PTSD. Because 
the significant difference is near 
the statistical margin (p = 0.05), 
more studies with larger samples, 
random controlled designs, and 
methodological rigor with respect 
the CONSORT standard (Schulz 
et al., 2010) are required to verify 
this conclusion.” Page 447 

Chen,
12

 2014, Taiwan 

Comparison of EMDR vs various modalities for treatment of PTSD 

 
EMDR vs waitlist, usual care or other treatment for PTDS in adults (18 to 64 years)  

“This study confirmed that EMDR 

therapy significantly reduces the 
symptoms of PTSD, depression, 
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Outcome No of Studies Effect, 
Hedges’ g (95% CI) 

PTSD symptoms 18 -0.681 (-0.934 to -0.429) 

   

Depression 17 -0.634 (-0.831 to -0.436) 

Anxiety 13 -0.622 (-0.862 to -0.383) 

Subjective distress 11 -0.861 (-1.290 to -0.432) 

 
Note: This systematic review included 20 RCTs on adults, 4 RCTs on children/adolescent, 2 
RCTs with no age specified. Only results for adults are presented in the above table. Subgroup 
analyses results provided in the table below include all RCTs. 
 
EMDR vs waitlist, usual care or other treatment for PTSD in adults and 
children/adolescents (Outcome: PTSD symptoms) 

Category Subgroup No of 
Studies 

Effect, 
Hedges’ g (95% CI) 

Age Children/adolescents (6 to 
17 years) 

4 -0.578 (-1.148 to -0.007) 

Adults (18 to 64 years) 18 -0.681 (-0.934 to -0.429) 

Treatment duration ≤ 60 minutes 10 -0.503 (-0.741 to -0.265) 

> 60 minutes 11 -0.844 (-1.214 to -0.0475) 

Treatment sessions < 3 5 -0.800 (-1.467 to -0.132) 

≥ 3 17 -0.601 (-0.816 to -0.386) 

Comparator Waitlist group 9 -0.835 (-1.364 to -0.305) 

Equivalent group 13 -0.577 (-0.731 to -0.422) 

Therapist 
background 

Psychologist 17 -0.660 (-0.894 to -0.425) 

Non-psychologist 5 -0.727 (-1.381 to -0.073) 

  
EMDR vs waitlist, usual care or other treatment for PTSD in adults and 
children/adolescents (Outcome: Depression) 

Category Subgroup No of 
Studies 

Effect, 
Hedges’ g (95% CI) 

Age Children/adolescents (6 to 
17 years) 

3 -0.731 (-1.964 to 0.501) 

Adults (18 to 64 years) 17 -0.634 (-0.831 to -0.436) 

Treatment duration ≤ 60 minutes 6 -0.295 (-0.551 to -0.038) 

> 60 minutes 14 -0.811 (-1.082 to -0.539) 

Treatment sessions < 3 4 -0.700 (-1.271 to -0.128) 

≥ 3 16 -0.617 (-0.855 to -0.308) 

Comparator Waitlist group 9 -0.839 (-1.233 to -0.446) 

Equivalent group 11 -0.453 (-0.653 to -0.253) 

Therapist 
background 

Psychologist 17 -0.548 (-0.754 to -0.343) 

Non-psychologist 3 -1.220 (-2.031 to 0.085) 

 
EMDR vs waitlist, usual care or other treatment for PTSD in adults and 
children/adolescents (Outcome: Anxiety) 

Category Subgroup No of 
Studies 

Effect, 
Hedges’ g (95% CI) 

Age Children/adolescents (6 to 
17 years) 

3 -0.804 (-1.922 to 0.314) 

anxiety, and subjective distress in 
PTSD patients. The subgroup 
analysis indicated that a treatment 
duration of more than 60 min per 
session was a major contributing 
factor in the amelioration of 
anxiety and depression, and that a 
therapist with experience in 
conducting PTSD group therapy 
was a major contributing factor in 
the reduction of PTSD symptoms.” 
Page 1 
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Adults (18 to 64 years) 13 -0.622 (-0.862 to -0.383) 

Treatment duration ≤ 60 minutes 6 -0.351 (-0.575 to -0.127) 

> 60 minutes 9 -0.860 (-1.210 to -0.509) 

Treatment sessions < 3 4 -0.659 (-1.240 to -0.077) 

≥ 3 12 -0.628 (-0.911 to -0.344) 

Comparator Waitlist group 8 -0.845 (-1.249 to -0.441) 

Equivalent group 8 -0.412 (-0.618 to -0.205) 

Therapist 
background 

Psychologist 13 -0.490 (-0.694 to -0.286) 

Non-psychologist 3 -1.462 (-2.001 to -0.923) 

 
EMDR vs waitlist, usual care or other treatment for PTSD in adults and 
children/adolescents (Outcome: Subjective distress) 

Category Subgroup No of 
Studies 

Effect, 
Hedges’ g (95% CI) 

Age Children/adolescents (6 to 
17 years) 

1 -2.243 (-3.243 to -1.243) 

Adults (18 to 64 years) 11 -0.861 (-1.290 to -0.432) 

Treatment duration ≤ 60 minutes 4 -1.083 (-1.664 to -0.503) 

> 60 minutes 7 -0.962 (-1.634 to -0.291) 

Treatment sessions < 3 3 -0.535 (-1.013 to -0.057) 

≥ 3 8 -1.186 (-1.754 to -0.619) 

Comparator Waitlist group 4 -1.814 (-2.453 to -1.176) 

Equivalent group 8 -0.572 (-0.813 to -0.332) 

Therapist 
background 

Psychologist 9 -0.977 (-1.454 to -0.499) 

Non-psychologist 3 -0.922 (-2.024 to 0.181) 

 

 

Mello,
17

 2013,  Brazil 

Comparison of EMDR vs other modalities for treatment of PTSD in adults. 
 

One RCT, which compared EMDR with cognitive restructuring and exposure, favored EMDR 
with respect to IES scores (significant improvement, P = 0.009) and secondary outcomes. 
However the between group difference did not remain significant at follow-up. The second 
RCT, which compared EMDR with CBT, using outcome measures such as IES-R, SIP, and 
SCID, showed no significant between group differences, although EMDR resulted in faster 
symptomatic and diagnostic improvements. 

“CBT and its components still 
appear to be equally efficacious in 
improving PTSD symptoms and 
diagnosis. Even so, a current 
tendency of researchers to 
focus on ET exists. EMDR shows 
interesting results compared to 
CBT. Further research should 
clarify the lasting effects, 
efficiency, and other comparative 
benefits of each protocol.” Page 
340 
 
“Both included studies comparing 
CBT and EMDR favored the 
latter.” Page339-340 

Tribe,
15

 2017,  UK 

Comparison of EMDR vs waitlist or other modalities for treatment of PTSD in adult 
refugees and/or asylum seekers. 

 
One RCT, which compared EMDR with waitlist, showed significantly reduced PTSD and 

“This review found medium to high 
quality evidence supporting the 
use of narrative exposure therapy 
(NET). A lack of culturally adapted 



 

 
SUMMARY WITH CRITICAL APPRAISAL EMDR for Depression, Anxiety, and PTSD 30 

Table 6: Summary of Findings of Included Studies 

Main Study Findings Author’s Conclusion 

depression scores with EMDR at one month follow-up. 
  
One RCT, which compared EMDR with waitlist, showed significantly lower depression and 
IES-R cores at the end of treatment. 
 
One RCT, which compared EMDR to stabilization, showed no significant changes in 
symptomology as assessed by SCID and HTQ 

treatments was apparent and 
there was less evidence to support 
standard cognitive behavioral 
therapy (CBT), Eye Movement 
Desensitization and Reprocessing 
(EMDR) and multidisciplinary 
treatments.” Page 1 
 
“Overall, the evidence for EMDR 
in refugee populations remains 
limited at this time, with somewhat 
mixed findings.” Page 10 

Randomized controlled trials 

Ahmadi,
18

 2015, Iran 

Comparison of EMDR vs REM desensitization vs control (no therapy) for treatment of 
PTSD in military servicemen 
 
Changes in Mississippi scale scores 

Scale category EMDR REM Control P value 

EMDR vs 
REM 

EMDR vs 
control 

Intrusive thoughts -3.2 ±8.5 -10.7±6.7 0.08±2.0 0.03
a
 0.43

a 

Interpersonal 
relation 

-4.7±5.2 -1.3±2.7 -0.08±2.3 0.09 0.01 

Emotional control -5.3±4.4 -6.4±3.9 0.7±2.5 0.76 0.001 

Depression -6.2±4.1 -1.6±2.5 -0.08±4.4 0.03 0.002 

Total -19.4±10.3 -20±9.5 0.6±5.9 0.098 <0.001 
a
P value after multiple comparisons (Tukey’s test) 

 
Changes in PSQI scores for sleep quality 

Scale  EMDR REM Control P value 

EMDR vs 
REM 

EMDR vs 
control 

Total sleep quality 
score 

-1.3±0.95 -2.5±0.75 0.22±0.48 0.002 <0.001 

PSQI: global score 0 to 21, with higher score indicating greater sleep complaints. PSQI global score 
greater than 5 was defined as “poor sleepers” 

 
Changes in Death anxiety scores  

Scale  EMDR REM Control P value 

EMDR vs 
REM 

EMDR vs 
control 

Death anxiety score -8.7±11.4 -8.1±11.6 1.3±6.5 0.98 0.05 
Death anxiety questionnaire has 37-item and is used for assessing the rate of death anxiety in patients. 
Total score <40 indicates low, 40 to 64 indicates moderate, and ≥65 indicates severe death anxiety 

 

“REM, desensitization, the new 
therapeutic approach to PTSD 
which has been introduced to the 
literature for the first time, 
according to this study, it is a 
highly effective strategy, even 
more than EMDR, the standard 
treatment for the problem, in most 
of the evaluated subjects, with 
special emphasis on sleep 
symptoms, and also in the 
management of intrusive thoughts. 
Depression is the only factor in 
which, REM Desensitization was 
significantly less likely to represent 
a superior therapeutic effect than 
EMDR. Future studies with larger 
sample size by other authors are 
necessary to confirm our findings.” 
Page 117 

Gauhar,
19

 2016, Pakistan 

Comparison of EMDR vs control (waitlist) for treatment of depression in adults 
 

“The results of this study found 
preliminary support for EMDR as 
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Scale Assessment  Effect , mean (SD)  P value 

EMDR Control 

BDI II Pre-assessment 24.90 (4.84) 30.29 (9.25) NR 

Post-assessment 3.60 (4.45) 24.43 (12.38) NR 

Change (post- pre) -21.30 (6.88) -5.86 (10.16) 0.001 

QLI Pre-assessment 13.82 (2.02) 13.05 (2.13) NR 

Post-assessment 19.90 (2.40) 13.52 (4.11) NR 

Change (post- pre) 6.08 (2.85) 0.46 (2.62) 0.000 

TSC-40 Pre-assessment 56.47 (6.77) 58.00 (4.56) NR 

Post-assessment 27.00 (7.45) 51.86 95.66) NR 

Change (post- pre) -29.47 (13.01) -6.14 (19.35) 0.000 

 

Patients of the EMDR group were followed up to 3 months and all patients reported improved 
sense of well-being and no recurrence of depressive symptoms 

an efficacious therapy in the 
treatment of major depressive 
disorder, with significant 
improvement on trauma, quality of 
life, and depression inventories 
after only six to eight sessions. 
Despite the fact that the study was 
limited by the sample size and 
requires replication, it is the first 
randomized controlled trial that 
used EMDR as the primary 
treatment for major depressive 
disorder.” Page 67 

Staring,
20

 2016, The Netherlands 

Comparison of EMDR vs COMET for treatment of anxiety disorder in adults 
 

Scale Effect, mean (SD) 

EMDR COMET 

T0 (N = 24) T1 (N = 23) T0 (N = 23) T1 (N = 22) 

Rosenberg self-
esteem 

18.96 (3.01) 21.87
a
 (4.42) 19.39 (4.48) 25.64

a
 (4.14) 

SERS-SF positive 
self-esteem 

43.67 (11.98) 43.70 (10.03) 39.35 (10.49) 45.64 (11.90) 

SERS-SF negative 
self-esteem 

51.88 (8.99) 48.00
b
 (9.40) 50.61 (9.53) 40.64

b 

(10.49) 

STAI 58.29 (9.85) 51.22 (12.79) 56.96 (9.46) 46.64 (11.90) 

BDI II 31.58 (10.07) 26.30
b
 (12.18) 27.22 (11.79) 17.27

b
 

(10.09) 

T0 = pre-treatment, T1 =phase 1 of treatment (before crossover to subsequent phase 2 
treatment of EMDR or COMET) 
a
P <0.01, 

b
P <0.05, favoring COMET 

 
The combination of EMDR followed by COMET produced smaller effect compared to COMET 
alone. It appears that offering EMDR as a first treatment to patients with low self-esteem 
hampers the potential benefits of subsequent COMET. 

“COMET was associated with 

significantly greater improvements 
in self-esteem than EMDR in 
patients with anxiety disorders. 
EMDR treatment reduced the 
effectiveness of subsequent 
COMET. Improved self-esteem 
mediated reductions in anxiety 
and depression symptoms..” Page 
11 

Ter Heide,
9
 2016, The Netherlands 

Comparison of EMDR vs stabilization as usual in adult refugees with PTSD. 
 
CAPS diagnosis at various time points during treatment 

Time point Patients (n/N [%]) with CAPS diagnosis P value 

EMDR Stabilization 

T1 30/26 (83) 32/36 (89) 0.50 

T2 21/33 (64) 20/29 (69) 0.78 

T3 26/32 (81) 22/31 (71) 0.34 
T1: pre-treatment, T2: 2 weeks post-treatment, T3: 3-month follow-up, after T2 patients converted to 
care as usual. 

“Directly targeting traumatic 
memories through 12 h of EMDR 
in refugee patients needing 
specialised treatment is safe, but 
is only of limited efficacy.” Page 
311 
 
“In this study, no differences in 
safety or efficacy were found 
between EMDR therapy and 
stabilization as usual.” Page 315 
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CAPS severity change between time pointsT1 and T3, in subgroups 
 

Subgroup (by CAPS severity 
change) 

Patients (n/N [%]) with CAPS severity change 

EMDR Stabilization 

Deterioration (≥- 10 points) 7/32 (21.9) 8/31 (25.8) 

No change (<10 points to > -
10 points 

12/32 (37.5) 10/31 (32.3) 

Improvement ((≥10 points) 13/32 (40.6) 13/31 (41.9) 

 
Un-imputed analysis of treatment effect of EMDR compared with stabilization 

 

Outcome measure Effect size: Cohen’s d (95% CI) for  
EMDR – stabilization at T3 assessment 

Primary outcomes  

 CAPS -0.02(-0.51 to 0.63) 

 HTQ DSM-IV 0.13(-0.36 to 0.63) 

 HTQ total 0.04(-0.45 to 0.54) 

Secondary outcomes  

 HSCL, anxiety 0.10(-0.39 to 0.59) 

 HSCL, depression -0.01(-0.50 to 0.49) 

WHOQOL-BREF, physical -0.06(-0.55 to 0.44) 

WHOQOL-BREF, psychological -0.17(-0.66 to 0.33) 

WHOQOL-BREF, social relationship 0.04(-0.46 to 0.53) 

WHOQOL-BREF, environment -0.06(-0.56 to 0.43) 
Cohen’s d of 0.2 is considered small, 0.5 is considered medium, and 0.8 is considered large effect. 

 

Non-randomized studies 

Hase,
10

 2015, Germany 

Comparison of EMDR + TAU vs TAU in adults with depression disorder 

Scale Time point Effect, mean (SD)  

EMDR + TAU Control (TAU) 

SCL-90-R, GSI Baseline 1.12 (0.33) 1.28 (0.59) 

Post-treatment 0.42 (0.32) 1.16 (0.91)  

SCL-90-R, depression Baseline 20.94 (7.97) 23.69 (9.34)  

Post-treatment 6.94 (6.72) 19.61 (13.18)  

BDI Baseline 21.13 (7.67) NR 

Post-treatment 7.81 (6.21) NR 

The between group difference with respect to change scores for pre- and post-treatments 
were significantly better with EMDR + TAU compared to TAU alone (P = 0.015 for SCL-90-
R GSI score; P = 0.04 for SCL-90-R depression scores) 

 
The extent of EMDR sessions correlated with the change in SCL-90-R GSI, SCL-90-R 
depression and BDI scores. 
 
Antidepressant medication use 

Time point Number of patients using antidepressants 

EMDR +TAU Control (TAU) 

Pre-treatment 9 10 

Post treatment 7 11 

 

“EMDR therapy shows promise as 

an effective treatment for 
depressive disorders. Larger 
controlled studies are necessary 
to replicate our findings.” Page 1 
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Adverse events: Adverse events were not reported during reprocessing or during 

reevaluation. Hyperarousal was rarely observed within the sessions. EMDR therapy was well 
tolerated. 
 
Antidepressant medication use during follow up period of 1 year after treatment in 
available patients 

Anti-depressant 
medication use 

Number of patients  

EMDR +TAU (N = 
11) 

Control (TAU), N = 9 

Medication 4 8 

No medication 7 1 

 
Work status during follow up period of 1 year after treatment in available patients 

Work status Number of patients  

EMDR +TAU (N = 11) Control (TAU), N = 9 

Not absent from work 9 1 

Absent <7 days 1 0 

Absent 7 to 30 days 0 3 

Absenr > 30 days 1 5 
 

 
BDI = Beck Depression Inventory; BDI II = Beck Depression Inventory II; CBT = cognitive behavioral therapy; CI = confidence interval; COMET = 
Competitive Memory Training; EMDR = eye movement desensitisation and reprocessing; ET = exposure therapy; FU = follow-up; GSI = global 
severity index; HTQ = Harvard Trauma Questionnaire; IES-R = impact of event scale revised; NR = not reported; PTSD = post-traumatic stress dis 
order; QLI = Quality of Life Index Inventory; RCT = randomized controlled trial; REM = rapid eye movement; RR = relative risk; SCID = Structured 
Clinical Interview fir DSM Disorders; SCL-90-R = symptom checklist 90 revised; SD = standard deviation; SIP = Structured Interview for PTSD; SMD 
= standardized mean difference; STAI –State –trait anxiety inventory; TAU = treatment as usual; TFCBT =  trauma-focused cognitive behavioral 
therapy; TSC-40 = Trauma Symptoms Checklist-40; vs = versus 
 
GRADE Working Group grades of evidence: 
High quality: Further research is very unlikely to change our confidence in the estimate of effect. 
Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate. 
Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate. 
Very low quality: We are very uncertain about the estimate.  
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