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Abstract 

Historically military personnel have primarily only been 
provided post deployment mental health services. Chief 
among mental health diagnoses is PTSD which is the 
stepping stone to a variety of other negative lifetime out-
comes. As a result of these facts, the Department of De-
fense (DOD) has made the prevention and treatment of 
PTSD a top priority. To date the efforts of the DOD have 
yielded few efficacious outcomes. Providing upwards of 
15 various treatment modalities pre and post deployment 
have been described as “underwhelming” in their ability 
to reduce the various negative mental health symptoms 
and severe outcomes a veteran will experience. However, 
Eye Movement Desensitization and Reprocessing 
(EMDR) has not been evaluated as a possible pre-
deployment intervention. EMDR is a process by which an 
individual processes traumatic events that are lodged in 
the memory and emotional portions of the brain. EMDR 
has been shown to be effective in reducing symptomatol-
ogy associated with PTSD. Childhood adverse experienc-
es are a noted key factor to these diagnoses and growing 
in general population rates. Therefore, it should be ex-
pected that many persons joining the armed forces come 
with a preexisting mental health condition. EMDR has 
been shown to have a positive therapeutic effect on vari-
ous sensitization factors and can reduce one’s negative 
symptomatology when experiencing future traumatizing 
events. This has laid the groundwork to suggest that 
EMDR is able to provide prophylactic support to military 
personnel as they enter service and face deployment sce-
narios. This paper suggests to researchers that EMDR is a 
viable resource for use in pre-deployment services in or-
der to reduce the ever-increasing number negative out-
comes associated with the presence of PTSD in our mili-
tary personnel. 

Introduction 

Military personnel are likely to experience traumatic 
events during their years of service, anywhere from prepa-
ration to deployment. Not surprisingly, PTSD is highly 
prevalent among military personnel, with 8–22% of U.S. 
Veterans meeting lifetime criteria for PTSD (Goldberg et 
al., 2016; Wisco et al., 2014). PTSD has been associated 
with countless negative outcomes, chief among which is 
suicide (National Center for PTSD, n.d.). Studies have 
found that Veterans with PTSD are 1.8–3.5 times more 
likely to die by suicide than Veterans without PTSD 
(National Center for PTSD, n.d.). Accordingly, it is not an 

exaggeration to suggest that preventing PTSD is a matter 
of life-or-death importance. Because PTSD is both com-
mon and debilitating in military personnel, the Depart-
ment of Defense has made the prevention of PTSD a top 
priority. Although the term prevention has been used to 
describe post-deployment interventions (e.g., Battlemind 
training), it is more accurately used to describe pre-
deployment interventions aimed at anticipating deploy-
ment-related stressors and fostering resilience skills in 
advance (e.g., the Ready and Resilient program). Com-
pared to post-deployment interventions, pre-deployment 
interventions have received less attention in the empirical 
literature. A recently published review identified six pre-
incident studies in comparison with 69 post-incident stud-
ies (Bisson et al., 2021). Not every one of these studies 
involved military personnel, but these numbers provide a 
heuristic to illustrate how rare “true” PTSD prevention 
research has been. 

Recent Reviews of the PTSD  
Prevention Literature 

Bisson and colleagues evaluated randomized controlled 
trials (RCTs) designed to prevent PTSD, which, as noted, 
included six “pre-incident preparedness interventions” 
that were delivered prior to deployment (Bisson et al., 
2021). Of the six trials to use pre-deployment interven-
tions, five involved military personnel, while one focused 
on fire and emergency service personnel. None of the five 
trials to include military personnel found that pre-
deployment interventions prevented PTSD symptoms, 
although one study found that attention bias modification 
training (ABMT) did better than a no training control at 
reducing the risk for combat-related PTSD. These find-
ings, combined with the inconsistent findings of post-
incident trials, led Bisson and colleagues to conclude that 
the results of their review painted a disappointing picture 
of PTSD prevention (Bisson et al., 2021). In another re-
cent review, Harden and colleagues examined a variety of 
psychological training and interventions given to military 
personnel prior to deployment (Harden et al., 2020). In 
this review, studies included not just RCTs (of which 
there were eight), but also five quasi-experiments, one 
case report, and one cross-sectional study. The results of 
this review were similarly underwhelming, as the 15 in-
cluded studies varied greatly with respect to methodolo-
gies and outcomes measures, thereby making direct com-
parisons among studies virtually impossible. Accordingly, 
Harden and colleagues offered a tentative conclusion of 
their own, noting that mental health benefits were lacking 
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in most of the reviewed studies, but that some benefits 
were seen in the studies that used more robust designs 
(Harden et al., 2020). 

Taken together, the reviews by Bisson, Harden, and their 
colleagues raise more questions than they answer: Most 
notably, how do we explain the poor performance of pre-
deployment interventions? One possibility is that these 
interventions do not work because preventing PTSD is not 
feasible. Another possibility is that we cannot tell whether 
preventing PTSD is feasible because of the disparate 
methodologies and outcome measures that have been used 
to evaluate pre-deployment interventions. A third possibil-
ity is that we cannot tell whether preventing PTSD is fea-
sible because we have not evaluated every viable pre-
deployment intervention. This third possibility may seem 
surprising considering that a wide array of pre-
deployment interventions already have been evaluated, 
which include ABMT, attention control training, heart rate 
variability and cognitive bias modification, mindfulness 
training, resilience training, and stress manage-
ment/inoculation training (Bisson et al., 2021; Harden et 
al., 2020). Although its absence may not be conspicuous, 
eye movement desensitization and reprocessing (EMDR) 
training has not yet been evaluated as a possible pre-
deployment intervention, which we believe is an over-
sight. 

Eye Movement Desensitization and Reprocessing 

EMDR requires individuals to recall a traumatic event that 
has already occurred while moving their eyes from side to 
side, holding tactile pulsers, or tapping their shoulders or 
legs. Although EMDR’s mechanisms are not fully under-
stood, its therapeutic benefits have been attributed to bilat-
eral brain stimulation, which is thought to repair neural 
networks that had been damaged by trauma exposure 
(Landín-Romero et al., 2018). Mechanistically, EMDR is 
thought to help an individual reprocess traumatic events 
that have gotten “stuck” in parts of the brain associated 
with memory and emotion (e.g., the hippocampus and 
amygdala; Landín-Romero et al., 2018). On the surface, it 
is understandable why EMDR has not been evaluated as a 
pre-deployment intervention—after all, how does one re-
process a traumatic event that has not yet occurred? This 
is a legitimate question; however, it is important to con-
sider that (1) a nontrivial number of individuals join the 
military having already experienced potentially traumatic 
events and (2) a growing body of evidence suggests that 
EMDR has the potential to benefit individuals who have 
experienced negative, but not necessarily traumatic 
events. 

EMDR as a Treatment for Preenlistment  
Traumatic Stress 

The term adverse childhood experiences (ACEs) refers to 
childhood adversities such as abuse and household dys-
function. ACEs are highly prevalent both in the general 
population and in military personnel. Consider, for exam-
ple, that 73.4% of men with a history of military service in 

the volunteer era report experiencing at least one ACE, 
with most of these men endorsing four or more categories 
of ACEs (Blosnich et al., 2014). ACEs can be traumatiz-
ing in their own right and are potent correlates of PTSD 
symptoms (Cabrera et al., 2007; McLaughlin et al., 2009). 
As but one example, Cabrera and colleagues found that 
ACEs were an independent predictor of PTSD symptoms, 
above and beyond the expected contribution of combat 
exposure, in a sample of 2,392 American soldiers return-
ing from Operation Iraqi Freedom (Cabrera et al., 2007). 
These findings are consistent with the idea that ACEs 
“sensitize” individuals and place them at increased risk of 
PTSD should they be exposed to subsequent stressors 
(McLaughlin et al., 2009). If stress sensitization does in 
fact explain why ACEs increase liability to PTSD, then 
interventions for adults with ACEs should decrease this 
liability to the degree that they produce desensitization. A 
2016 review conducted by Korotana and colleagues offers 
preliminary support for the idea that EMDR can reduce 
the mental health consequences of ACEs (Korotana et al., 
2016). While only four EMDR studies met this review’s 
inclusion criteria, each of these four studies found some 
support for the effectiveness of EMDR. Specifically, one 
study found that EMDR reduced trauma symptoms in 
adult female survivors of childhood sexual abuse, while a 
follow-up to this study found that the therapeutic gains of 
EMDR were maintained over an 18-month period 
(Korotana et al., 2016). In addition, EMDR outperformed 
an active listening control intervention in one study and 
fluoxetine in another (Korotana et al., 2016). 

EMDR as a Treatment for More  
Than Just Traumatic Stress 

As noted earlier, EMDR was initially developed for the 
treatment of PTSD. However, a growing number of inves-
tigations have evaluated the feasibility of using EMDR to 
treat additional mental health problems without a history 
of trauma, chief among which is major depressive disor-
der. In a small feasibility study that exemplifies this type 
of research, Wood and colleagues showed that standard 
protocol EMDR was associated with a clinically signifi-
cant reduction in depression symptoms in people without 
a PTSD diagnosis (Wood et al., 2017). While an RCT is 
needed to confirm the efficacy and effectiveness of 
EMDR in treating depression, the findings reported by 
Wood and colleagues are intriguing because at least eight 
published studies have found that preexisting depres-
sion—like a history of childhood trauma—is a risk factor 
for PTSD development following combat exposure 
(Stander et al., 2014). Considering that there is a dynamic 
relationship between depression and stress, such that in-
creases in one can cause increases in the other, there is 
reason to believe that preexisting depression might con-
tribute to stress sensitization effects. Therefore, if depres-
sion contributes to stress sensitization and EMDR is able 
to treat depression, then it is possible that using EMDR as 
a predeployment intervention for military personnel might 
help to prevent PTSD by targeting sensitization-related 
vulnerabilities. What, though, could EMDR offer to mili-
tary personnel without a history of trauma or depression? 
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For one, having no history of trauma or depression is 
somewhat uncommon considering the prevalence rates of 
each. Nevertheless, EMDR offers relaxation exercises 
(e.g., the “safe/calm place” exercise) and affect-regulation 
techniques that do not focus explicitly on trauma memo-
ries. Although these exercises and techniques appear to be 
simple stress management strategies, they are significant 
considering the role that stress plays in PTSD onset 
(McLaughlin et al., 2009). 

EMDR as a Stress Sensitization “Shield?” 

Using EMDR has the potential to prevent PTSD by tar-
geting preexisting risk factors that military personnel 
would otherwise carry with them onto the battlefield. 
While these risk factors may vary from person to person, 
the two focused on in this paper —stress stemming from 
preenlistment trauma and major depression—share at 
least one common pathway: stress sensitization, which 
itself is a potent predictor of PTSD development 
(McLaughlin et al., 2009). To borrow a metaphor from 
the field of physics—the Abelian sandpile model, also 
known as the Bak–Tang–Wiesenfeld model (Bak et al., 
1987) — these risk factors can be thought of as grains of 
sand that begin to form a pile as they accumulate, with 
the pile representing increased stress sensitization. The 
steeper the pile, the more likely it is to collapse when a 
service member experiences a postdeployment trauma. 
This collapse, as one might infer, refers to the onset of 
PTSD. Our hope is that using EMDR as a predeploy-
ment intervention would decrease the steepness of the 
sandpile and, in so doing, decrease the likelihood of col-
lapse following subsequent traumas, which service 
members are likely to experience during their deploy-
ment. EMDR has been shown to increase physiological 
indicators of desensitization, including autonomic 
measures of fingertip skin temperature, heart rates, gal-
vanic skin response, and blood pressure (Wilson et al., 
1996). This leads to the question of whether EMDR can 
help to prevent the onset of PTSD at a physiological lev-
el by reducing stress sensitization following additional 
trauma.  

There is also evidence to suggest that EMDR may be 
more acceptable/tolerable than other trauma-focused inter-
ventions, as indicated by dropout rates. Specifically, a 
recent meta-analysis revealed that the mean dropout rate 
for EMDR was 18% (n = 21 studies), while the rates for 
prolonged exposure and cognitive processing therapy 
were 22% (n = 22) and 30% (n = 8), respectively (Lewis 
et al., 2020). One possible explanation for these findings 
is that EMDR focuses on positive internal experiences 
more than other treatment protocols do, which may make 
it an appealing option to service members. Third, even 
though there is some debate about the efficacy of self-
administered EMDR, it is possible that service members 
could be taught to safely self-administer EMDR tech-
niques that do not involve memory processing (e.g., 
breathing techniques). 

Conclusion 

EMDR should be further evaluated as a potential pre-
deployment intervention for military personnel. This pa-
per summarized empirical findings indicating that EMDR 
has the ability to build resilience in individuals who have 
already encountered adversity in their life—ranging from 
posttraumatic stress (e.g., stemming from an ACE) to ma-
jor depression. Highlighted by the conceptual overlap be-
tween stress sensitization models and the stress shield 
model of resilience, there is a compelling case for novel, 
prevention-focused research on EMDR. In the end, wheth-
er EMDR can prevent the onset of PTSD is an empirical 
question that can be explored in the years to come, start-
ing with a small feasibility study and moving forward as 
appropriate. 

Author note. Correspondence concerning this article 
should be directed to Sean Roth: sroth2448@gmail.com. 
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