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This randomized controlled trial extended the investigation previously conducted by Jarero et al. (2015)
which found that the eye movement desensitization and reprocessing Integrative Group Treatment
Protocol adapted for ongoing traumatic stress (EMDR-IGTP-0TS) was effective in reducing posttraumatic
stress disorder (PTSD) symptoms related to the diagnosis and treatment of different types of cancer in
adult women. The current study sought to determine if the results could be replicated and if the treat-
ment would also be effective in reducing symptoms of anxiety and depression. Participants in treatment
(N = 35) and no-treatment control (N = 30) groups completed pre, post, and follow-up measurements
using the Posttraumatic Stress Disorder Checklist for the Diagnostic and Statistical Manual of Mental
Disorders (5th ed.; DSM-5) (PCL-5) and the Hospital Anxiety and Depression Scale (HADS). Data analysis
by repeated measures analysis of variance (ANOVA) showed that the EMDR-IGTP-OTS was effective in
significantly reducing symptoms of PTSD, anxiety, and depression, with symptoms maintained at 90-day
follow-up and with large effect sizes (e.g., d = 1.80). A comparison of the treatment and no-treatment
control groups showed significantly greater decreases for the treatment group on symptoms of PTSD,
anxiety, and depression. No significant correlation was found when exploring the relationship between
scores on the Adverse Life Experiences scale and scores indicating pretreatment severity of PTSD,
anxiety, and depression. This study suggests that EMDR-IGTP-OTS may be an efficient and effective way
to address cancer-related posttraumatic, depressive, and anxious symptoms.
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he diagnosis and treatment of cancer is a poten-
T tially traumatic experience that may provoke

cancer-related posttraumatic stress symp-
toms (PTSS) that range on a continuum from acute
responses postdiagnosis to more severe stress reactions
with posttraumatic stress disorder (PTSD), anxiety,
and depression symptoms that adversely impact func-
tionality and general well-being (Abbey, Thompson,

Hickish, & Heathcote, 2015; Kangas, 2013). In 2009,

the International Psycho-Oncology Society endorsed
distress as the sixth vital sign in cancer care (Bultz
& Johansen, 2011). In the World Cancer Declara-
tion, the Union for International Cancer Control
(2013) stated that “effective pain control and distress
management services will be universally available™ (p.
1) was Target #8 for 2025.

PTSD is a mental condition characterized by a
constellation of symptoms that occur following
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exposure to a traumatic event. Those symptoms
include intrusion, avoidance of thoughts or reminders
of the trauma, negative alterations in cognition and
mood, and marked alterations in arousal and reac-
tivity (American Psychiatric Association, 2013). The
Diagnostic and Statistical Manual of Mental Disorders
(5th ed.; DSM-5; American Psychiatric Association,
2013), notes that a life-threatening illness “is not
necessarily considered a traumatic event,” but that
medical incidents (like cancer) that are “sudden” and
“catastrophic events” may qualify (p. 274).

Literature examining PTSD symptomatology
among long-term cancer survivors has found rates
of lifetime cancer-related PTSD that range from
3% to 22%, and the presence of comorbid psychi-
atric illnesses such as major depressive disorder and
generalized anxiety disorder that may lead to worse
survival outcomes (Andrykowski & Kangas, 2010;
Kangas et al., 2002).

A recent meta-analysis (Garcia-Torres, Alds, &
Pérez-Duefas, 2015) concluded that psychological
and nonpsychological treatments (cognitive behav-
ioral therapy [CBT], mindfulness, stress manage-
ment training, neuro-emotional therapy, coping skills
training, and counseling) available during the last 10
years for PT'SD or PTSS in cancer survivors need more
evidence to establish their efficacy. Another meta-anal-
ysis (Nenova et al., 2013) reviewed the findings of 19
randomized controlled trials testing the efficacy of
interventions with CBT components for cancer-re-
lated traumatic stress symptoms in adults with cancer
and concluded that “there was insufficient evidence
from which to draw definitive conclusions about the
efficacy of CBT interventions for the treatment of
cancer-related traumatic stress symptoms, including
PTSD” (pp. 258-259).

EMDR Therapy

Eye movement desensitization and reprocessing
(EMDR) therapy (Shapiro, 2018) is an eight-phase
psychotherapeutic comprehensive approach that has
been extensively researched and proven effective for
the treatment of trauma. According to the World
Health Organization (2013), trauma-focused CBT
and EMDR therapy are the only psychotherapies
recommended for children, adolescents, and adults
with PTSD. EMDR therapy has been validated by 38
randomized controlled trials and 8 meta-analyses. See
EMDR Research Foundation (2017) for a summary of
research findings.

EMDR therapy is guided by the Adaptive Infor-
mation Processing (AIP) model (Shapiro, 2001, 2018)

which posits that the primary source of psychopa-
thology is caused by memories of adverse life expe-
riences that have been inadequately processed and
maladaptively stored in a state-specific form. These
memories can be triggered by current internal and
external stimuli contributing to present dysfunction.
EMDR therapy uses a standardized eight-phase proce-
dure, during which clients focus on elements of the
disturbing memory, while simultaneously experi-
encing bilateral stimulation.

EMDR Integrative Group Treatment
Protocol Adapted for Ongoing Traumatic
Stress

EMDR-IGTP

The standard EMDR Integrative Group Treatment
Protocol for early intervention (EMDR-IGTP; Artigas
& Jarero, 2014) provides individual EMDR therapy in
a group setting. The protocol provides EMDR’s eight
phases (Shapiro, 2001, 2018) in a group therapy model
with an art therapy format (e.g., drawings, symbols).
It uses the Butterfly Hug method (BH; Artigas &
Jarero, 2014) as a self-administered bilateral stimula-
tion to process traumatic material. During the session,
the client draws a picture or symbol representing the
traumatic events, and then focuses on it for an average
of 3 minutes while performing the BH method. This
process is repeated four times in the session, with the
client usually reporting substantial decreases in subjec-
tive disturbance at session end. The effectiveness of
this protocol has been well documented (e.g., Brown
etal., 2017; Jarero & Artigas, 2010, 2014).

EMDR-IGTP-OTS

In their case conceptualization, Jarero, Artigas, and
Luber (2011) and Jarero and Uribe (2011, 2012) assert
that for individuals with ongoing external traumatic
events in which there is no posttrauma safety window
for traumatic memory consolidation, the consolida-
tion of the traumatic memory is prevented, and the
patient’s memory network remains in a permanent
excitatory state as a short-term memory. They view
this as a continuum (analogous to the ripple effect of
a pebble thrown into a pond), creating a cumulative
trauma exposure memory network (Jarero, Amaya,
Givaudan, & Miranda, 2013). They argue that it
extends into the present moment, often producing
maladaptive/ catastrophic concerns about the future
or flash-forwards (Logie & De Jongh, 2014). They
believe that this type of ongoing traumatic stress situ-
ation requires a different kind of EMDR treatment
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approach than that used for events that have a post-
trauma safety period.

Therefore, Jarero et al. (2015) adapted EMDR-
IGTP in order to treat adolescents (13-17 years old)
and adults living with ongoing traumatic stress with
no posttrauma safety period for memory consolida-
tion. The targeted memory is selected during Phase
3. Changes in the EMDR-IGTP for ongoing traumatic
stress (EMDR-IGTP-OTS) include asking the client
to run a mental movie of the whole event from right
before the beginning until today, or into the future,
and then to identify the hardest, most painful, or most
distressing moment. This adaptation was made to
allow for the identification, targeting, and processing
of the continuum of multiple traumatic experiences
faced by this population and not only one target
per session. See the work of Jarero, Artigas, Uribe,
and Garcia (2016) for a detailed description of the
EMDR-IGTP-OTS.

EMDR Therapy Administered to Patients
With Cancer

EMDR Therapy With Individuals

In a controlled pilot study conducted by Capez-
zani et al. (2013) for patients with cancer and PTSD,
patients treated with EMDR therapy had significant
improvement 1-month posttreatment compared to
the CBT group. Ten of the 11 patients treated with
EMDR therapy lost their PTSD diagnosis compared
to only one of the CBT patients. In a nonrandom-
ized study, Faretta, Borsato, Civilotti, Fernandez, and
Pagani (2016) evaluated the effectiveness of EMDR
therapy compared to a non-trauma-focused CBT
intervention in 57 (11 males and 46 females) partic-
ipants with mixed cancer diagnoses that received 12
sessions of 60 minutes each. Those receiving EMDR
therapy showed significantly larger posttreatment
improvement, compared to the CBT group, on a
number of measures, including traumatic stress,
depression, and anxiety.

Group Format

Jarero et al. (2015) conducted a pilot study to evaluate
the effectiveness of EMDR-IGTP-OTS in reducing
cancer-related PTSD for adult women. EMDR
intensive therapy was administered for 3 consecu-
tive days, twice daily, to 24 adult women diagnosed
with different types of cancer (cervical, breast, colon,
bladder, and skin) who had PTSD symptoms related
to their diagnosis and treatment. Treatment outcomes
were compared between patients in the active phase

of cancer treatment and those in the follow-up phase,
with scores on the Short PTSD Rating Interview
(SPRINT; Connor & Davidson, 2001) at pre- and post-
EMDR treatment and at 30- and 90-day follow-ups.
Results showed no difference between groups, with
significant improvement in both groups for PTSD
symptoms and overall subjective well-being.

Method

The research protocol was reviewed and approved by
the State of Puebla, Mexico, Hospital General del Sur,
Eduardo Vazquez Navarro Research Committee with
the number 69/ENS/INV/REV/2017 and the Latin
American and Caribbean Foundation for Psycholog-
ical Trauma Research review board to ensure that the
research quality of this study partially fulfilled the
Revised Gold Standard scale (Maxfield & Hyer, 2002)
items. These included: (a) target symptoms were
clearly defined, but without diagnosis; (b) measures
were reliable and valid, (c) blind independent evalu-
ators collected posttreatment measures at Times 2
and 3; (d) assessor reliability was checked by M.G.; (e)
treatment was manualized; (f) blind random assign-
ment was conducted; (g) treatment fidelity was eval-
uated by LJ.; (h) no conditions were confounded; (i)
multimodal measures were not used; and (j) length
of treatment was appropriate for civilian participants
with single trauma (five or more sessions). Partici-
pation was voluntary and there were four dropouts
throughout the study period from the no-treatment
control group.

Purpose

The purpose of the study was to evaluate the effec-
tiveness of the EMDR-IGTP-OTS in reducing PTSD
symptoms, depression, and anxiety symptoms related
to the diagnosis and treatment of different types of
cancer in adult women.

Participants

This study was conducted in 2017 in the city of
Puebla, Mexico, at the Hospital General del Sur,
Eduardo Vazquez Navarro. Potential participants
were recruited by speaking to each patient personally
when they were waiting for their follow-up appoint-
ment at the hospital clinic. Those who accepted
received an appointment for an interview the same
day immediately after their medical appointment in
which a qualified research assistant explored whether
or not they met the inclusion criteria. A total of 247
potential participants attended the intake interview.
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Inclusion criteria were (a) 18 years or older, (b)
diagnosis of cancer, (c) be in the active or follow-up
phase of cancer treatment, (d) have Posttraumatic
Stress Disorder Checklist for DSM-5 (PCL-5) scores
of 30 or higher, (e) not receiving specialized trauma
therapy, and (f) not receiving drug therapy for the
PTSD symptoms. Exclusion criteria were (a) ongoing
self-harm/suicidal or homicidal ideation, (b) diag-
nosis of psychotic or bipolar disorder, (c) diagnosis
of dissociative disorder, (d) organic mental disorder,
(e) substance abuse, and (f) significant cognitive
impairment (e.g., severe intellectual disability and
dementia).

Of the 247 potential participants who attended the
intake interview, 177 women did not meet the inclu-
sion/exclusion criteria or were unable to participate
in the study. These included 145 potential participants
who had PCL-5 scores below 30, and 32 who were
unable to participate in the study because they lived
in a remote area.

Seventy women with different types of cancer
(brain, breast, cervical, uterus, colon, leukemia, lung,
ovary, stomach, thyroid gland, medulla, bones, skin,
esophagus, liver, and appendix) and PTSD symptoms
related to their diagnosis and cancer treatment met
the inclusion criteria. Women’s age ranged from 26
to 79 years (M = 47.02 years). Participants’ time since
diagnosis varied from 3 months (May, 2017) to 54
months (February, 2013). Participants were randomly
selected to treatment group or no-treatment control
group using a computer-generated random-number
list. Two independent assessors blind to treatment
conditions conducted the randomization process to
avoid allocation influence.

Participants were contacted by phone to inform
them if they belonged to the treatment group or the
no-treatment control group. Patients in the no-treat-
ment control group were informed that, for ethical
reasons, they would receive the treatment once the
first part of the study was concluded. Five patients
who had been assigned to the no-treatment control
group were not located. There were 35 participants
in the treatment group and 30 participants in the
no-treatment control group.

Design

To measure the effect of EMDR-IGTP-OTS in the
dependent variables PSTD, anxiety, and depres-
sion, this study used a design with a treatment and
no-treatment control group. PSTD was measured
in three time periods (pre, post, and follow-up); for
anxiety and depression we used a pre—post design.

The Adverse Childhood Experiences (ACE) ques-
tionnaire was applied once at the beginning of the
study.

Assessment

PTSD Checklist for DSM-5. We used the PCL-5
(Weathers et al., 2013) Spanish version provided
directly by the National Center for PTSD (NCPTSD)
and adapted, with the NCPTSD approval, for the
past week instead of the past month, symptoms to
conduct research with the high mobility popula-
tion. It contains 20 items, including three new PTSD
symptoms: blame, negative emotions, and reckless
or self-destructive behavior. Respondents indicate
how much they have been bothered by each PTSD
symptom over the past week (rather than the past
month), using a 5-point scale ranging from 0 = not
atall, 1 = a little bit, 2 = moderately, 3 = quite a bit,
to 4 = extremely. Item scores are summed to yield
a continuous measure of PTSD symptom severity
for symptom clusters and for the whole disorder.
According to the National Center for PTSD, a
PCL-5 cutoff point of 33 appears to be a reasonable
value to propose until further psychometric work is
available.

Hospital Anxiety and Depression Scale. The Hospital
Anxiety and Depression Scale (HADS; Zigmond &
Snaith, 1983) is widely used to measure psychological
morbidity in cancer patients (Ornelas-Mejorada, Tufiflo,
& Sanchez-Sosa, 2011). The HADS is a 14-item self-re-
port scale, using a 4-point Likert scale ranging from 0
to 3. Seven items relate to anxiety and seven to depres-
sion. For this study, we used the Spanish adaptation of
the HADS for patients with cancer (Rico, Restrepo, &
Molina, 2005). This adaptation showed good internal
consistency and validity. An o coefficient of .85 and a
split-half reliability of .8 were found. Cutoff points of
8 and 9 for the anxiety and depression subscales, respec-
tively, showed a favorable sensitivity and specificity in
identifying cases of psychological disorder as defined
by the psychiatric diagnosis using the DSM-IV-TR (APA,
2000).

ACE Questionnaire. The ACE questionnaire is a
10-item self-report measure developed for the ACE
study (Felitt et al., 1998) to identify childhood experi-
ences of abuse and neglect. The ACE score can range
from “0,” meaning no exposure to the 10 categories
of child abuse and trauma investigated by the study, to
“10,” meaning exposure to all 10 categories. The study
found the higher the ACE score, the greater the risk of
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experiencing poor physical and mental health and nega-
tive social consequences later in life.

Assessment Times. Treatment and no-treatment
control group participants completed the instruments
separately in the different measurement moments. By
Time 1 (June/July 2017), research assistants collected
clinical histories, provided psycho-education, and
answered patients’ questions related to trauma, PTSD,
and EMDR therapy to decrease any possible prejudice
against the treatment. Application of instruments for
both groups was done after this procedure by research
assistants who were not blind to the study. During
Time 2 (posttreatment assessment; August 2017) and
Time 3 (follow-up assessment 90 days after treatment;
November 2017), assessment was conducted for all
participants by blind independent assessors, who were
not part of the study.

It is important to mention that in the different
measurement moments all participants were asked to
focus specifically on the worst cancer-related event that
currently bothered them the most before answering
the PCL-5. A total of 20 research assistants partic-
ipated in the data collection, all of them licensed
EMDR clinicians trained by the second author (M.G.)
in instrument administration, general interview tech-
niques, and ethical research conduct.

Treatment

More frequent scheduling of treatment sessions maxi-
mizes PTSD treatment outcomes (Gutner, Suvak,
Sloan, & Resick, 2016). In this study, intensive EMDR
therapy (Bongaerts, Van Minnen, & de Jongh, 2017;
Grey, 2011; Jarero et al., 2015; Lobenstine & Courtney,
2013; Wesson & Gould, 2009) was provided because
many participants traveled to the hospital from long
distances and only stayed there for a limited time. This
intensive format allowed patients to complete the full
course of treatment in a short period.

Therapists. EMDR-IGTP-OTS was administered
by six licensed EMDR clinicians formally trained in the
protocol administration. One was a certified EMDR
therapist and five were certified EMDR therapists in
training. Fidelity was assessed by the supervisor (L].).

Treatment. In August 2017, the treatment group
participants received six treatment sessions during 2
consecutive days, three times daily in a setting inside
the hospital where they received cancer treatment
or follow-up. There was one therapy group with 35
participants. EMDR-IGTP-OTS treatment focused
only on the cumulative trauma memories related
to the oncological disease and did not address any

previous traumatic events. The first group session
lasted 1 hour and 40 minutes. The next group sessions
had an average duration of 50 minutes since they
started in Phase 3 of the protocol, as it was not neces-
sary to repeat Phases 1 and 2. Participants received an
average of six treatment hours in total. There were
no dropouts in the treatment group. No adverse
effects were reported during treatment or at 90-day
follow-up. Treatment fidelity was fulfilled by ther-
apists’ strict observance to all steps of the scripted
protocol (Jarero et al., 2016) while they were assessed
by the supervisor (L].).

Data Analysis

Analysis of variance (ANOVA) for repeated measure-
ments was carried out with different time points
(three time points for PCL-5 and two time points for
anxiety and depression) and two groups (treatment
= 35 subjects; no-treatment control = 26 subjects)
as independent variables and PT'SD (PCL-5), anxiety,
and depression as dependent variables. Results of the
[3? variables are presented. In addition, Cohen’s d was
used to measure the size of the significant effects of
the study. Spearman’s correlations were obtained
separately for the treatment and control group.

Results
Patient Flow

The study began with 70 patients randomly assigned
to the treatment group or the no-treatment control
group. Of the 35 patients assigned to the control group,
five could not be located for treatment allocation. Then
another four patients in the no-treatment control group
dropped out, leaving 26 participants in this group. None
of the 35 participants in the treatment group dropped
out of the study.

Treatment Outcome

PTSD (PCL-5). Data analysis by repeated measures
ANOVA revealed a significant effect for time (F[2, 118]
=107.41, p <.001, M,* = .645), a significant effect for
group (F1, 59] = 22.00, p < .001, M = .272), and
a significant interaction between time and group
(F2, 118] = 30.66, p < .001, M ? = .342). Post hoc
comparisons using the Bonferroni correction indi-
cated significant differences among the means. In the
treatment group, mean scores showed a significant
decrease between Time 1 and Time 2, t(34) = 15.13, p
< .05, d = 1.80. There was also a significant decrease
between Time 1 and Time 3, t(34) = 12.91, p < .05,
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TABLE 1.
Posttest, and Follow-Up Measurements

Mean Scores and Standard Deviations for Treatment and No-Treatment Group on Pretest,

Time 1 Time 2 Time 3

Variable M SD M SD M SD
Posttraumatic stress (PCL-5)

Treatment group 44.89 10.26 20.51 8.80 17.89 11.67

No-treatment group 43.85 11.19 37.19 12.89 35.088 9.79
Anxiety

Treatment group 12.74 3.70 7.34 4.39

No-treatment group 11.65 4.33 12.19 3.68
Depression

Treatment group 8.94 3.47 5.54 4.22

No-treatment group 7.81 3.60 10.84 3.72

Note. PCL-5 = Posttraumatic Stress Disorder Checklist for DSM-5.

d = 1.74. In the control group, mean scores showed p <.001, M, = .245). Post hoc comparisons using the

a significant decrease between Time 1 and Time 2,
t(25) = 3.87, p < .05, d = .39. There was also a signif-
icant decrease between Time 1 and Time 3, t(25)
=5.31,p <.05,d = .59. Comparison between groups
did not show significant differences for Time 1. For
Time 2 and Time 3 significant differences among the
groups were found, t(59) = —6.00, p < .05, d = 1.06
and t(59) = 6.074, p < .05, d = 1.12, respectively. See
Table 1 and Figure 1.

Anxiety. Repeated measures ANOVA showed
a significant effect for time (F[1, 59] = 12.86, p <
.001,m,* = .179), a significant effect for group (1, 59]
=5.56, p < .05, M, = .086), and a significant interac-
tion effect between time and group (F[1, 59] = 19.19,

Bonferroni correction indicated significant differences
for treatment group, t(34) = 5.65, p < .05, d = .94. No
significant differences were observed in the no-treat-
ment control group. Comparison between groups did
not show significant differences between groups for
Time 1; by Time 3 significant differences among the
groups were found, £(59) = —4.56, p < .05, d = .84. See
Table 1 and Figure 2.

Depression. The results of the repeated measures
ANOVA showed a significant effect for group, F(1, 59)
= 6.50, p > .05, M,* = .099, and a significant effect
for the interaction between time and group, F(1, 59)
= 35.79, p < .001, M,? = .378. Post hoc comparisons
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FIGURE 1.

Mean scores and standard error for PCL-5 by time and group.
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using the Bonferroni correction indicated significant
differences for treatment group, t(34) = 5.39, p < .05,
d = .62. The no-treatment control group increased
significantly from Time 1 to Time 3, t(25) = 3.31, p
< .05, d = —.58. Comparison between groups did not
show significant differences between groups for Time
1; by Time 3 significant differences among the groups
were found, t(59) = —5.19, p < .05, d = —0.94. See
Table 1 and Figure 3.

ACE Scale. Scores on the ACE scale for the 65
participants varied from 0 to 9 with an average of 3.41
and with similar means for each group (M = 3.26, SD
= 2.38 for treatment group and M = 3.03, SD = 2.85

Mean scores and standard error for anxiety by time and group.

for control group). Analyses showed that there were
no significant correlations between scores on the ACE
scale and the pretreatment PCL-5 scores (r = .135,p =
.13), the pretreatment anxiety (r = .098, p = .45), and
depression scores (r = .024, p = .85).

Discussion

The treatment group participants reprocessed their
cancer-related pathogenic memories (Centonze,
Siracusane, Calabresi, & Bernardi, 2005) with effi-
ciency (only six sessions), efficacy (symptoms reduc-
tion), and without associations with past memories

14
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Treatment

Pre Post

No Treatment

FIGURE 3.

Mean scores and standard error for depression by time and group.
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just as if they were reprocessing a recent event, even
though time since diagnosis varied from over 4 years
to just 3 months. This clinical observation is consis-
tent with the results from Jarero et al’s. (2015) pilot
study with a similar population and with the previ-
ously mentioned AIP-based case conceptualization.
Perhaps Rosenblum, Dockstader, and Martin (2017)
assertion could explain part of this clinical phenom-
enon: “Because EEI (early EMDR interventions)
does not delve into the past, it is typically six or
fewer sessions and, yet it provides strong, significant,
enduring, symptom reduction” (p. 7).

With respect to anxiety and depression, there were
significant differences between the treatment group
and the no-treatment control at follow-up. Anxiety
decreased significantly from pretest to follow-up in
the treatment group and no changes were observed
for the no-treatment control group. Depression
decreased significantly in the treatment group from
pretest to follow-up and increased significantly in the
no-treatment control group. These results indicate
that the EMDR-IGTP-OTS was not only effective in
reducing the PTSD symptoms but also had a clear
effect in the reduction of anxiety and depression.

Changes in the No Treatment Control Group

It is interesting to note that there was a statistically
significant decrease in the no-treatment control
group’s PCL-5 scores from pretest to posttest and from
pretest to follow-up, with a small effect size (Cohen’s
d). Nevertheless, even though this group showed
some improvement, there was a significant difference
between their scores and those of the treatment group
at Times 2 and 3, with the treatment group showing
significantly larger effects (see Figure 1).

In addition to noting the large difference between
the two groups, we consider that the clinical interpre-
tation can be useful to explain these results. Evidence
for the PCL for DSM-IV suggests that a 10- to 20-point
change in PCL-5 represents clinically significant
change (Blevins, Weathers, Davis, Witte, & Domino,
2015). Applying this criterion, the treatment group
(with a mean decrease of 24.4 points) experienced
both a statistically significant decrease with a large
effect size and a clinically significant decrease, while
the no-treatment control group showed a statistically
significant decrease in PCL-5 scores, with a small effect
size and no clinically significant change (8.3 points).

Another hypothesis—based on the study of Liu,
Zhang, Jiang, and Wu (2017) with ovarian cancer survi-
vors and the study of Andrykowski, Cordova, McGrath,
Sloan, and Kenady (2000) with breast cancer survivors,

which found significant fluctuations (waxing and
waning symptoms course) in PTSD symptoms within
individuals—is that greater social support, experience
of fewer traumatic stressors prior to cancer diagnosis,
hope, and resilience through time could be associated
with the decrease of PTSD symptoms. Future longi-
tudinal research on PTSD symptoms fluctuation
with multiple cancer-type survivors is recommended.
Another possibility is that the psychoeducational inter-
view session had a therapeutic effect, as the research
assistants were empathic and supportive. The partici-
pants reported that it was the first time they were asked
about their psycho-emotional symptoms and said that
the psycho-education helped them to understand those
symptoms as a by-product of their cancer diagnosis and
treatment. Some women reported that this released
them from the distress of believing they were crazy or
that the cancer was their fault.

The ACE Scale

The number of adverse childhood experiences among
the 65 participants varied from 0 to 9 with an average
of 3.41 and with similar means for each group. There
were no correlations between the ACE score and the
pretreatment scores of PCL-5, anxiety, and depression.
This suggests that ACE does not seem to be a risk factor
for the traumatic anxious or depressive symptoms of
women dealing with stress related to cancer diagnosis
and treatment. It indicated that the severity of their
symptoms was unrelated to the number of childhood
adverse experiences and suggests that the symptoms
were primarily related to their cancer diagnosis and
treatment. This appears to show the ongoing nature
of the traumatic stress experienced by the participants,
even though the time of diagnosis for some was several
years earlier.

EMDR-IGTP-OTS Advantages

This protocol has all the standard EMDR-IGTP advan-
tages and allows for the identification, targeting, and
processing of the contintum of multiple traumatic
experiences faced by cancer-related PTSD populations
who are experiencing ongoing traumatic stress and not
only one target per session. Individual EMDR treatment
can be provided to small or large groups of patients in
an intensive EMDR treatment modality so that patients
can receive efficient and effective treatment. With this
protocol, clinicians could treat groups of patients who
have been through the same type of ongoing or prolonged
traumatic events or circumstances. These include victims
of constant violence, at-risk personnel, people under-
going life-changing experiences with ongoing traumatic

Journal of EMDR Practice and Research, Volume 12, Number 3, 2018

RCT EMDR-IGTP-OTS Patients With Cancer

101



stress or extreme stressors, or people with diverse
ongoing trauma histories with similar circumstances in
common.

As a cross-cultural treatment, EMDR-IGTP-OTS
reduces cultural resistance to treatment, even to
members of reticent cultures, because it is minimally
intrusive, and does not require creating a narrative of
the traumatic experience, verbal or written disclosure
of details, prolonged reliving of traumatic experiences,
or homework. Relying on drawings presents a special
advantage to provide culturally sensitive and effective
treatment for patients who struggle to connect to their
cognitive states or feel guilty or ashamed; they may be
more comfortable expressing their emotional distress
through drawing. Also, drawings are used for effective
reprocessing with patients with lower levels of literacy
(Shapiro, 2016) like the participants in this study.

Treatment Tolerance

The accumulation of dysfunctional stored memories
increases the likelihood of PTSD (McFarlane, 2009,
2010b, 2010a). We believe that the use of self-adminis-
tered bilateral stimulation (BLS) that incorporates eye
movements and/or eye movements and tapping in a
group setting with a population with ongoing traumatic
stress could provoke abreactions that would be difficult
to manage. Therefore, participants in this study used the
BH (Artigas & Jarero, 2014) as a self-administered bilat-
eral stimulation method to process traumatic material.
During the BH, patients are instructed to stop when they
feel in their body that it has been enough. This instruc-
tion allows for enough sets of BLS for processing the
traumatic material and helps to regulate the stimulation
to maintain the patients in their window of tolerance
(Ogden, Minton, & Pain, 2006; Siegel, 1999) allowing for
appropriate reprocessing.

EMDR-IGTP-OTS Limitations

During Phase 3, participants are not asked about nega-
tive or positive cognitions as in the standard EMDR
protocol. Phase 5 (Installation) of the standard EMDR
protocol cannot be conducted for the following reasons:
each participant may have a different Subjective Units
of Disturbance (SUD) score, blocking beliefs, or have
different timing for processing and reach an ecolog-
ical level of disturbance. At this stage of the protocol,
we work on a future vision to identify adaptive or
nonadaptive drawings and cognitions that are helpful
in the evaluation of the participant at the end of the
protocol administration. Present and future template
prongs of the standard protocol are not covered in this
protocol. Authors’ clinical observations showed that

after six administrations, an average of 8% of partici-
pants will need additional treatment. They recommend
the EMDR Protocol for Recent Critical Incidents and
ongoing traumatic stress (EMDR-PRECI; Jarero et al.,
2011) for individual treatment.

Future Directions and Recommendations

According to Maxfield (2016), “EMDR therapy is
uniquely positioned to be an optimal treatment for the
distress experienced by patients with cancer and other
distressing medical illness” (p. 136). We believe that when
cancer-related PTSD symptoms are untreated, medical
and psychiatric morbidity could increase. Therefore,
the implementation of more randomized controlled
research on EMDR therapy-based early interventions
for individuals and groups specially designed for acute
trauma and/or ongoing traumatic stress aimed at
taking care of psychopathology reported by patients
with cancer is an area of fundamental interest.

It is important for clinicians and researchers to be
aware of the nature of cancer as a unique ongoing
traumatic stressor that could produce psychological
suffering and cumulative trauma exposure memory
networks in a substantial number of patients, with trig-
gers for cancer-related PTSD symptoms in the medical
setting during routine treatment procedures and
follow-up appointments. EMDR-IGTP-OTS is a psycho-
therapy protocol as well as a screening tool for EMDR
therapy individual treatment for those who require addi-
tional support after completing the group treatment. Its
use—when facing a large number of patients needing
treatment, like the cancer-related PTSD population—
could be an auspicious treatment to improve the cancer
patient’s psychological recovery.
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