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To the loving memory of my mother Annette Dworkin for teaching 
me the values of caring for my fellow humans;

and

To the loving memory of my father Harry Dworkin for teaching me 
to live as a man in this world.

 

The carpenter has a hammer, the surgeon has a scalpel, the clini-
cian has the self. The clinician’s professional experience, theoreti-
cal knowledge, clinical skills, and personal history will shape the
therapeutic self, and, in turn, affect the process of therapy.

 

—Hayes and Gelso (2001)
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Foreword

 

Too many books are written from an “either/or” position. A major
strength of this work is that the author is a sensitive, intelligent clinician
who is an integrationist in the best sense of the word. Trained in psycho-
analysis, gestalt, group, Ericksonian, family, and cognitive–behavioral
therapies, Mr. Dworkin has incorporated EMDR into his sense of what is
essential for effective psychotherapy. His insights into the importance of
the therapeutic relationship are enhanced by 30 years of successful clinical
practice with affiliations as diverse as the Mount Sinai School of Medicine
and the Bronx VA Medical Center. In the 14 years since he learned EMDR,
he has been able to answer for himself the following questions: “How
important are empirically supported therapeutic procedures?” and “How
important is the relationship?” The answers, we both agree, are that both
are crucial. In short, neither can function to the best benefit of the client
without the other.

In this text, Dworkin draws on his extensive clinical experience, the
wisdom gleaned from the burgeoning field of neurobiology, and his
understanding of the adaptive information processing model (Shapiro,
2001, 2002), which guides EMDR, to provide clinicians practicing any
form of psychotherapy with a more thorough appreciation of the pro-
cesses of clinical change and the dynamics of effective therapeutic relation-
ships. He underscores and makes practical that which has been shown in
extensive research: The importance of the therapeutic relationship cannot
be dismissed from the realm of clinical practice (Norcross, 2002; Caston-
guay & Beutler, in press).

 

 

 

Why indeed would one “separate the dancer
from the dance” (Shapiro, 1994)? In addition, Dworkin illustrates how a
thorough understanding and application of EMDR methodology is an
important factor in substantial therapeutic change.
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Clearly, psychotherapy should, whenever possible, be guided by solid
research. Consequently, both the American Psychiatric Association (2004)
and the Department of Veterans Affairs/Department of Defense (2004)
practice guidelines now place EMDR in the highest category of effective-
ness for the treatment of PTSD. As indicated in an extensive meta-analysis
of the EMDR research literature (Maxfield & Hyer, 2002), fidelity of treat-
ment predicts magnitude of treatment effects. The robust contribution of
the therapeutic relationship to treatment outcome is likewise well estab-
lished (Norcross, 2002; Castonguay & Beutler, in press). Moreover, an APA
division of psychotherapy task force reviewed the extant research base and
identified four relational elements that are demonstrably effective — the
alliance, cohesion in group therapy, empathy, and goal consensus — and
seven therapist relational elements that are probably effective — positive
regard, congruence, feedback, repairing alliance ruptures, self-disclosure,
management of countertransference, and quality (but not quantity) of
relational interpretations (Norcross, Beutler, & Levant, 2005). Clearly, a
thorough understanding and application of EMDR methodology, along
with a sensitive and individualized use of the therapeutic relationship, will
make for the best EMDR treatment and produce the greatest therapeutic
effects. Indeed, it should seem self-evident that any therapeutic effect must
be the result of an interaction of client, clinician, and method. In this
volume, Dworkin demonstrates the practical application of these tenets.

An important contribution of this book is its emphasis on EMDR as a
client-centered therapy that attends not only to symptom reduction but
also to personal growth. Throughout the volume, Dworkin emphasizes the
therapist–client relationship as an integral part of the healing dynamic.
The importance of this aspect of psychotherapy cannot be overstated,
given what I consider to be the inappropriate dismissal by some (see Nor-
cross et al., 2005) of this relationship as mere “noise” akin to the placebo
affect and the equally inappropriate dismissal of methods as somehow
unimportant as long as the therapist is loving and well intentioned. For
most practicing clinicians daily presented with the intense suffering of
those people coming to them for aid, neither of these positions is tenable.

The human relationship is a sacred bond that joins the therapist and
sufferer in a journey that may take them to the pits of Hell and back. The
therapist may be the only one whom the patient trusts in his or her life.
And it is the therapist’s honest feedback, integrity, and presence as both
model and mirror on which the patient must rely. When this foundation
has been laid, then the use of empirically supported treatments can assist
the patient to attain the most robust levels of personal health. As a field, we
have been remiss in failing to honor this important foundation and



 

Foreword  

 

•

 

  xi

 

equally lacking in our development of measures that chart the attainment
of mental health, as opposed to the simple reduction of overt suffering.
One hopes that a common treatment goal would be one of comprehensive
personal growth, such as can best be attained by viewing the entire clinical
picture. This text offers detailed case examples and transcripts to lead the
reader through both complete and more circumscribed treatments,
attained by the practical application of the principles of relational psychol-
ogy, as well as by creative uses of EMDR. Clinicians at all levels of experi-
ence will find something to help them refine their practice.

So that readers not be confused, let me clarify that this volume does not
involve a simple discussion of psychodynamic principles. While these
principles may inform the practice of many clinicians, Dworkin clearly
draws a distinction: “In all phases, EMDR is practiced as a means to an
end, and the ‘real’ relationship is more important than the transference
relationship.” As he details in clinical examples the ways in which the
relationship changes through the eight phases of EMDR therapy, he
underscores the continued importance of clinician self-centering and self-
awareness. To that end he provides clinicians with self-care exercises that
they can use both during and after sessions, as well as a Clinician Self-
Awareness Questionnaire. One of the hallmarks of EMDR therapy is that
when the client is properly prepared, the targets appropriately accessed,
and the intrinsic information-processing system stimulated, the client can
transform even further than the clinician with respect to insight, con-
sciousness, and adaptation. Many times clinicians have reported how
much they have learned from their own clients’ processing. However, the
clinician sets the initial parameters. For more debilitated clients, clinicians
serve as a model of health. It seems clear that the further along in our own
development we are, the better for all concerned.

Another strength of the book is the honesty with which the author
details treatment failures in order to illustrate his practical suggestions. He
is able to show that “resistance,” on the basis of which the clinician may
dismiss the client as “noncompliant,” is often a result of countertransferen-
tial issues, which are themselves borne of the clinician’s own unprocessed
material. With extended case examples, Dworkin goes phase by phase
through treatment, illustrating when a neurobiological state of “co-regula-
tion” supports therapeutic change, when it is punctured, and what steps
the clinician can take: “When I notice that something internally is amiss,
… I can go into a state of mindfulness where I ‘just notice’ my own reac-
tions, use a compartmentalization strategy …, and then refocus on the cli-
ent. It is my responsibility to undertake the difficult task of introspection in
the moment.” Besides detailing the use of self-regulating techniques for the
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clinician, Dworkin illustrates how the rupture can provide material for a
“relational interweave” that can ultimately serve to enhance adaptive pro-
cessing, as well as restore the needed therapeutic balance.

Ultimately, it is a pleasure to read a work that so beautifully comple-
ments the EMDR trainings by elucidating and expanding upon an aspect
that has been sorely neglected. Although licensed clinicians are expected to
know how to establish an effective and vital therapeutic relationship, this
is not always the case. Further, regardless of how informed one might be in
this regard, there is always room for improvement. In an engaging fashion,
Dworkin opens the doors to his own clinical practice and shares important
tools for the self-improvement of every clinician. For instance, in the
appendix he offers his Trauma Case Conceptualization Questionnaire, the
purpose of which is “to help the clinician develop an initial understanding
of who the client is, what he or she is struggling with, and how the client
and the client’s struggles initially affect the clinician.” Importantly, Dwor-
kin also underscores our joint belief that EMDR therapy is one of equals,
where the clinician joins the client on common ground to act as a facilita-
tor of the process. This means paying attention to one’s own state of being.
Accordingly, in another appendix he offers the Clinician Self-Awareness
Questionnaire and defines its utility:

To assist in raising awareness of what old state-dependent memo-
ries may become activated in you, to assess what may be coming
from you and what may be coming from the client, and to
develop EMDR relational strategies. Sometimes problems occur
in Phase 1 when the client shares information that evokes nega-
tive arousal, in Phase 2 when the client has trouble understanding
the elements of preparation or wants to start processing trauma
prematurely, or in Phase 3 when there is a problem structuring
the assessment piece. Sometimes client information may not
evoke negative arousal until Phase 4 when the client is actively
processing. Often, clinicians’ triggers are from old memories.
These memories may be explicit or implicit (somatosensory).
Noticing these moments in yourself may aid you in continuing
productive processing.

Dworkin suggests: “Whenever an EMDR treatment session becomes

 

 

 

prob-
lematic, consider this self-administered instrument when reflecting on this
session.” I agree.

Guided by the adaptive information processing model, the EMDR
clinician may readily recognize that transference reactions and stumbling
blocks in therapy are due to triggering the client’s own unprocessed



 

Foreword  

 

•

 

  xiii

 

memories. Clients see the world in a certain way because of the emotions,
beliefs, and physical sensations that arise when perceptions of the present
link into their current memory network, and manifestations of the old
stored material arise. What Dworkin so beautifully underscores through-
out his narrative is the need for a sensitively attuned clinician who
not only recognizes these attributes of the client, but also has the self-
awareness and skills to self-modulate as well when unprocessed material
causes a countertransference reaction or otherwise threatens to derail the
therapeutic process. Ultimately, our shared belief is that a positive thera-
peutic relationship is an interactive engagement of two equals sharing an
important and life-changing experience. Happily, this book elucidates
both theory and practice.

 

Francine Shapiro, PhD

 

Senior Research Fellow
Mental Research Institute
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Preface

 

This book has been germinating in me for several years. It is a commen-
tary on Eye Movement Desensitization and Reprocessing (EMDR), based
on my observations from clinical practice, that amplifies the relational
perspective to Francine Shapiro’s standard methodology. During the last
14 years I have conducted more than 5,000 EMDR sessions. The patterns
of response I have seen in my clients and the latest discoveries in the neu-
rosciences, which support my conviction in the relational imperative, have
prompted me to write this commentary.

I believe that the relational imperative is intrinsic to EMDR treatment.
It has been there, but has not been fleshed out as such. Therefore, this
book is a commentary on Dr. Shapiro’s text, not a substitute for it. In cer-
tain circumstances I may make modifications to the process, based on my
clinical judgment. I also suggest an additional explanation of the healing
powers inherent in EMDR. The main theme of my book is that healing
takes place when proper knowledge of the standard methodology is inte-
grated into the context of the therapeutic relationship. 

This relationship embodies special features that are considered “com-
mon factors” in psychotherapy integration language and have in it issues
of the working alliance; specifically the collaborative working alliance
which include Bordin’s (1994) transtheoretical concepts of goals-tasks-
bonds. In EMDR the emphasis is more heavily on the “real relationship” as
a vehicle to helping clients use specific “techniques”, rather than the rela-
tionship being the primary vehicle for the remediation of the problems
our clients present. An example of the relationship as “change agent”
would be in the psychodynamic therapies where interpretation of transfer-
ence distortions would be of primary importance. Of current importance
is how elements of the relationship are specific to the types of treatment,
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and the different populations that are being treated. Much activity in the
research field is now devoted to matching the kinds of therapy to the kinds
of problems clients present. How I use relational aspects in EMDR is one
of the foci of my book.

My ideas, derived from clinical practice, integrate this attempt at bring-
ing method and relationship together for the best outcomes to occur. As
EMDR integrates aspects of many forms of psychotherapy, my emphasis is
to explain how this phenomenon of relationship and method integrate as
well. In my opinion, there is a zone of conditions in which productive
trauma processing happens. It is somewhere between states of hyper-
arousal and hypoarousal in the client, and it can be greatly influenced by
the clinician’s refined attunement processes. Clinicians’ attunement to the
client’s process is complicated. We enter into relation with the client, using
our abilities to be in alignment and to resonate with his or her deepest
wounds. In practicing competently, we need to be aware of these chronic
states of hypoarousal and hyperarousal in some of our clients. It is my
opinion that only when we can facilitate staying in this zone does
the deepest healing occur. Clinicians facilitate this zone by being in a co-
constructive relationship with our clients. 

 I will develop this thread throughout the book when viewing EMDR
through the relational lens. This relational lens encompasses the main
factors involved in EMDR treatment including the emphasis on the real
relationship as opposed to transferential and countertransferential
phenomenon being healing, the need to develop and maintain the collab-
orative working alliance throughout treatment, empathic attunement,
positive regard, congruence, and feedback. Though they are discussed at
times as independent entities, they are in fact so intertwined that it is the
mature and seasoned clinician who can apply his judgment wisely to use
these concepts well.

Earlier in my career, when I was working for the Bronx Veterans
Administration Medical Center, I was considered a “therapist” who was
treating a “patient.” In my book I will refer to the “clinician” as the one
who has the knowledge and the “client” as the one who actively partici-
pates in the healing process. I have trained myself to change my language,
as I believe that these terms connote equality rather than hierarchy. Many
quotes from existential humanists still use the old terms, but they embody
the meanings of the relational field I identify with. The use of the terms

 

therapist

 

 and 

 

patient

 

 by authors in the postmodern camp in no way
implies that the old hierarchy exists in their thinking. Sometimes life
teaches you lessons that need to be unlearned. My use of the terms
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clinician

 

 and 

 

client

 

 is for my own clarity, and serves as a reminder to me
about the necessity of the coequal lens of the relational field. 

Shapiro is a brilliant humanist, and EMDR was never intended as a
strictly by-the-book treatment approach. She has always advocated that
clinicians approach our clients with our love and the highest of intentions
of individual and planetary healing. The message has been there from the
beginning; I am only amplifying it. For everyone reading my book, please
see the appendix on the Humanitarian Assistance Program (HAP), the
not-for-profit arm of the EMDR Institute. This program sends EMDR
clinicians to different places in this country, and throughout the world,
training clinicians in EMDR. There is either a nominal fee or none. Devel-
oped by Shapiro its mission is to “give forward” to those who do not have
the means to pay for training, so that they can give to their clients. It is in
this way that the EMDR world makes its contribution to planetary healing.
I’m proud to be a part of HAP.

My suggestions to EMDR are made to help broaden clinical thinking
and to encourage other EMDR clinicians to use their best judgment when
applying this methodology. I am not recommending modifications to the
standard methodology; I am enhancing it through the lens of the practic-
ing EMDR clinician who thinks and practices in relational ways. EMDR is
a very

 

 

 

powerful modality, and, if used incautiously, it can dramatically
increase a client’s pain instead of healing it. When I teach EMDR, which I
have done since 1995, I do so according to Shapiro’s textbook. 

I believe that newcomers to EMDR need to learn the standard method
properly and thoroughly, and then apply it systematically over many ses-
sions with consultation from a senior EMDR clinician, such as one
approved by the EMDR International Association. Clinicians may also
become more proficient in EMDR by earning certification through the
EMDR International Association, or EMDR Europe, depending on the
continent you want to practice. EMDR is practiced throughout the world;
there are different EMDR associations with their own requirements, such
as EMDR Europe, which is a consortium of European countries. I respect
the right of these organizations to decide how best to ensure the proper
use of EMDR. I am writing from my viewpoint as a practitioner in the
United States. 

I am offering my ideas in a conversational manner as a way of relating
to you, the reader. This is no accident. I am relating to you in a way that I
hope you find engaging. I have also included much of standard EMDR
methodological thinking. I do this because by offering it conversationally
(along with some ways I think about the phases), I hope to approach you
from a different perspective (relationally, of course!) so that I might
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deepen your understanding of this approach to healing trauma. I have
carefully attempted to explain what I bring from my perspective. 

Throughout this book, I also talk about what happens in clinicians’ bod-
ies. I cannot emphasize enough that our bodies are our greatest tool and our
greatest liability. My clients affect me. I affect my clients. This is all part of
being in conscious relationship with our clients. I have also included state-
ments made to me by other EMDR clinicians in an attempt to demonstrate
that these are not my opinions alone. To quote Ringo Starr, “I get by with a
little help from my friends.” I believe that it would be grandiose of me to
take credit as the only EMDR clinician who believes this way. To my knowl-
edge, I am the only clinician who has written a book on the therapeutic rela-
tionship and EMDR. To all other EMDR clinicians whom I have
inadvertently left out, I offer my sincere apologies. When one tries to be
inclusive there is a danger of slighting others who have made significant con-
tributions.

EMDR is not just about trauma processing. It has eight phases, and
checks and balances, to determine whether a client is presently ready to
process trauma, or whether he needs some time developing internal
resources to contain intense negative arousal. As a young man I was quite
shy. When I transferred to Boston University in my junior year I made a
great lifetime friend. On the weekends we would see movies that were
shown in the basement of Myles Standish Hall, our dormitory. It was our
first weekend, and the movie was “Casablanca.” The character Humphrey
Bogart played, Richard Blaine, became important to me. He had been a
man whose heart was broken, but still managed to go on. The same was
true for me at the time. He became my “alter ego” and feeling his internal-
ized experience encouraged me to be brave and more social with women.
How was I supposed to know that I had “installed” him as a resource? As I
became fluent with EMDR methodology, and especially when Andrew
Leeds and others first developed RDI and other resourcing strategies, I
realized that I had been doing this my whole adult life (without the bilat-
eral stimulation, of course). It is because of my earlier experience that I
resonated with the idea that internal resources are crucial when in deep
distress. In secure and continuous attachments these resources are already
deeply ingrained. Though my childhood was generally happy, it had more
than its share of challenging moments. Don and Elizabeth, whom I refer
to, are real people whose loving presence resonates deeply in my soul.
Humphrey Bogart died when I was seven. His “presence” lives inside of me
as well. One of the beauties of resource work in EMDR is that these inter-
nalizations can come from many different places. Thanks for being there
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when I need you, “Bogie.” The late Jerry Garcia of the Grateful Dead is
another imaginal resource.

“The Case of Madeline,” which appears throughout the book, is an
example of clinical judgment used relationally. In it, I made a choice to
suspend the positive cognition (PC) and the validity of cognition scale
(VOC) from Phase 3 work. I did so only after attempting to go through the
full procedural steps outline. I have noticed that in some higher function-
ing, intellectually defended clients, too much confusion can develop
around what they want to believe about themselves when they may already
be becoming activated or negatively aroused. Some become overconcerned
about which numbers indicate that the VOC is more true or false. The
confusion plays out when the clinician asks for the positive cognition, after
a client of this type starts becoming activated. 

What I found with Madeline is that she switched to analyzing what 

 

I

 

was looking for. In doing so, she became deactivated, and this was prob-
lematic in the first trauma-processing protocol. I also understand the
underpinnings of the PC and VOC: the need to see what direction the cli-
ent wishes to go, the fact that PC gives them hope, and that the purpose is
to assess the distance from episodic memory to semantic memory. With
clients like Madeline, I have discovered that assisting them into
state-dependent memory is sometimes more fully achieved without the
PC and VOC in the third phase. I will have ascertained their general
wished-for beliefs in Phase 1 and had them rate how true these positive
beliefs feel to them in their beginning sessions with me.

 I also always ask clients to say what they positively believe about them-
selves at the beginning of Phase 5 and to rate this belief with the VOC. The
SUDS is a measure of state change; the VOC is a measure of trait change. I
use the full basic procedural steps outline as a matter of good practice. The
case of Madeline taught me many lessons in applying EMDR relationally,
and crystallized my thinking about how the relational use of clinical judg-
ment may affect EMDR practice on a case-by-case basis. 

There is also a second reason why I emphasize the relational aspects of
EMDR. There are clinicians who believe EMDR to be a manualized
approach that one should not deviate from. My view is that one learns the
methodology completely; then, and only then, if a clinician makes a judg-
ment call based on the interactions with the client, he or she has a respon-
sibility to state the reasoning behind it. What I have done in this book is
just a case in point of a much larger issue. The practice of EMDR does not
mean giving up one’s therapeutic self, but rather understanding how
method and relationship meld in their specific ways. In my opinion they
cannot be separated. I encourage you to think conceptually and, when
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