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AbstrAct
Background: This article looks at a topic that could be of 
value to psychiatrists and psychologists interested in the 
impacts of religious cognitions on well-being:  religious 
coping beliefs occurring spontaneously in EMDR (Eye 
Movement Desensitization and Reprocessing Therapy), 
and the reported impact of EMDR on these beliefs. 

Method: The article offers brief vignettes of six haredi 
women, focussing on changes in religious faith from 
trauma and trauma (EMDR) therapy. It includes transcripts 
from EMDR.

Results: Religious faith was shaken by trauma and 
generally felt to be restored in EMDR. The spontaneous 
appearance of experiences of religious faith was evident 
in EMDR transcripts as therapy proceeded. The study 
involved solely women from a specific religious-cultural 
group. Effects need to be explored in other groups. More 
specific questioning before and after therapy could help 
to throw light on the direction of effects.

Conclusions: Further exploration of the interactions 
between trauma, EMDR and religious coping beliefs would 
be worthwhile, in a range of cultural-religious groups. 
Trauma suffering can involve major religious struggles 
and doubts. 
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of PTSD. Of course coping beliefs are not necessarily reli-
gious in content. However in cultural-religious groups in 
which religious coping beliefs are valued, it may be useful 
to be aware that EMDR may offer a relatively helpful and 
speedy route to effective religious faith for some: those 
who appear to be seeking a religious trust which is eluding 
them, blocked by the conditioned emotional responses of 
fear and terror involved in PTSD. Sample EMDR protocols 
and reports of the reported impact of EMDR are presented 
from orthodox-Jewish women. 

bAckground: EMdr
Francine Shapiro (1, p. 7) discovered that moving her 
eyes rapidly back and forth caused disturbing thoughts 
to abate, and when the thoughts were summoned back to 
mind, their negative charge was greatly reduced. Aware 
the eye movements played an important role in higher 
cortical processes, Shapiro began to experiment with the 
effects of rapid back and forth eye movements on disturb-
ing memories. Eye-movement desensitization was applied 
successfully to individuals who had suffered significant 
traumata: rape victims and combat veterans. Techniques 
have been in a rapid process of development, and EMDR 
is now practiced worldwide to address a range of clinical 
problems, particularly PTSD, anxiety and depression (1, 
2). It is recommended by the World Health Organization 
(3) and by government mental health institutions (e.g., 
4). Volunteer organizations recruit EMDR practitioners 
to assist in disadvantaged communities struck by trauma.

The main stages of EMDR involve taking details of the 
client’s current circumstances, background and stress his-
tory, developing with clients a (psychological, imaginative) 
“safe place” in which retreat may be sought at times of stress 
in the treatment or otherwise, and assessing whether the 
client is most comfortable with eye movements or with 
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It is suggested that EMDR may be seen as freeing traumatic 
memory from its conditioned emotional responses, appar-
ent in PTSD (post-traumatic stress disorder), allowing 
coping beliefs to induce emotional states – such as trust, 
faith and calmness – which had been blocked out by the 
terror and other negative states and behaviors characteristic 
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alternative forms of bilateral stimulation (alternate clicks 
in each ear, tapping on a surface towards each side of the 
client). Assessments of aspects of the trauma are carried 
out: the client is asked to envisage an image which rep-
resents the worst part of the incident/trauma. The client 
indicates the most salient negative self-belief brought up 
by the image, the most salient positive self-belief the client 
would like to have now, the current applicability of the 
positive self-belief (VoC: Validity of Cognition, rated on a 
1-7 scale), the emotions felt when the image and negative 
self-belief are summoned now, and how disturbing the 
image and negative self-belief feel now (rated on a 0 -10 
scale), and bodily sensations experienced – if any, which 
and where? The most frequently-used measure is the 0-10 
rating of disturbance/distress, often abbreviated as SUDS 
(Subjective Units of Distress Scale). The therapist asks the 
clients to summon the image and then to follow the back 
and forth movements (which may be of light, or sound, 
or of the therapist’s hand). Movements are fairly rapid, 
approximately a second for each back and forth, and there 
are normally about 24 bilateral movements in a set. The 
client is encouraged to notice what comes to mind during 
each set, no matter what it is, and offer a brief report after 
each set. The awareness being encouraged is basically a state 
of mindfulness, and clients may be surprised, intrigued 
and sometimes amused by what comes to mind. It is usu-
ally noticeable that after a number of sets, the reported 
inner experiences have become less negative, more neutral 
or even positive. When the client reports two or three 
consecutively neutral or positive states the therapist can 
request a Subjective Unit of Distress (SUDS) rating. The 
aim is that this should reduce to zero or near-zero. The 
therapist then assists with the installation of the positive 
self-belief, using bilateral stimulation, checking that this 
is now seen as completely applicable (a rating of 7). The 
therapist also checks that bodily tensions are gone when 
the clients recalls the trauma. With complex traumata, or 
clients who are troubled by several traumata, it is often 
necessary to repeat this core treatment.

Clients are normally relieved and pleased that their fears 
and tensions have been relieved, and are likely to express 
gratitude and pleasure that they are no longer troubled by 
intrusive memories and thoughts, dreams, sleep problems, 
anxieties, panic attacks, or other stress/PTSD symptoms. 

EMDR has been a suggested treatment for a wide 
range of disorders, including depression, anxiety, OCD, 
eating disorders and others, and may be effective for any 
psychological disorder that can be traced to trauma (1, 
2, 5, 6). More well-controlled research is needed. 

The understanding and possibly the effectiveness of 
EMDR may be enhanced by the appearance of the Flash 
Technique (FT) (7). FT involves sustained attention to an 
emotionally positive object of attention (not the traumatic 
memory), plus simultaneous bilateral stimulation, plus 
intermittent instructions to blink. Deliberate inattention 
to the traumatic memory is now regarded as essential 
in FT. This is based on work suggesting the importance 
of enabling traumatic memory to be processed while 
below the level of conscious awareness, as in FT (8). FT 
may produce rapid improvements but outcome studies 
are still under way. 

In summary, then, there is reliable evidence of the 
effectiveness of EMDR in treating traumatized individuals 
suffering from PTSD. EMDR works relatively rapidly. 
The neural processes involved in EMDR are still under 
discussion and investigation. The effectiveness of EMDR 
for conditions other than PTSD is suggested, but still 
under investigation. Reports that EMDR is found to be 
a generally pleasant, likeable therapy still require more 
investigation. FT, recently introduced as supplementary 
to EMDR, requires further investigation. 

rEligious FAith And distrEss
There are many reports of low but generally consistent 
associations between a wide range of measures of reli-
giosity and measures reflecting lower levels of distress 
and psychopathology (9, 10), although some aspects of 
religion may be associated with negative effects. How 
might these effects come about? The fundamental work 
of Pargament (e.g., 11, 12) concluded that successful 
religious coping with adversity is reflected in beliefs in 
a just, benevolent divinity, experienced as a supportive 
partner in coping, involvement in religious rituals and/
or a search for support through religion. These findings 
have been observed in a number of studies (see e.g., 13, 
14) and in a range of cultures: better mental health out-
comes were found among both Protestant Christians and 
Jews who saw G-d as in ultimate control, who believed 
that life events were ultimately all for the best, and who 
experienced spiritual support (15, 16). Among Hindus 
the belief in karma – rebirth to allow for the expiation 
of sins committed in an earlier incarnation –  may help 
to instill hope, and a belief in a just G-d, in stressful 
circumstances. Hindus feel strong obligations towards 
their families: these obligations strongly affect (religious) 
coping among Hindus (17). An important feature of 
religious coping in many religious-cultural groups is the 
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support provided by churches in health-related behaviors, 
perhaps particularly among black African-Americans 
(18). Islamic beliefs and practices have a strong impact on 
the wellbeing of Muslims; however it has been suggested 
(19) that measures of Islamic religiosity require further 
development to enable proper understanding of the 
effects. The inter-relations between religion and culture 
are complex, and this complicates the understanding of 
the effects of religious coping in different cultures (20). 

A further point emerging from studies of religious 
coping has been the observation of coping styles and 
beliefs associated with poor mental health (21). Notably, 
attention has been drawn to religious “red flags” - features 
of coping that have been shown to reliably predict poor 
mental health: belief in G-d as a punishing agent is such 
a red flag, and belief in G-d as indifferent.

In this paper I report on the appearance of religious 
coping beliefs during EMDR, as noted while practicing 
EMDR in a religious (orthodox Jewish) community. 
Religion has been suggested as a useful component 
in EMDR when introduced by the therapist, both for 
Christian and Muslim clients (22, 23), but this appears 
to be the first time that religious beliefs occurring spon-
taneously in EMDR have been studied. 

cliEnts And thEir coMMunity
Clients were recruited by networking in the strictly ortho-
dox London Jewish community, asking for volunteers 
who would like to try trauma therapy in which the author 
was training. Six volunteers proceeded with EMDR and 
this is reported in this paper: subsequently a number of 
other women have begun EMDR with the author, who 
is a member of the community. All participants were 
strictly-orthodox Jewish (haredi) women, living in the 
UK, all married, and all experienced EMDR for at least 
one trauma. 

The strictly-orthodox Jewish community in the UK is 
concentrated mainly in North and Northwest London, 
Manchester and Gateshead, with smaller pockets else-
where. There are estimated to be about a quarter of a 
million Jews in the UK, of whom 16% describe them-
selves as (strictly) orthodox or haredi (24), involving 
strict adherence to dietary laws, laws regarding marriage, 
sexuality, social relationships, entertainment, and strictly 
religious Jewish education. 

The six women were all from London. Mean age at 
the start of therapy was 29.8 years (range 22-43), the 
mean number of children per family was 5 (range 1-11). 

To protect confidentiality and anonymity, individual 
demographic details are not provided. As can happen with 
EMDR, successful treatment of the presenting trauma 
sometimes opened up further issues (see below). 

ProcEssing rEligious FAith in EMdr: 
clinicAl ExAMPlEs
During EMDR the client is asked to notice whatever 
comes to mind during bilateral stimulation (BLS) and 
the examples that follow involve clients’ reports of their 
experiences during BLS. Initially, there are one or more 
sessions in which clients describe their biography, current 
circumstances and life events, and agree which trauma 
should be focused upon first. Sometimes the client did 
not wish or was unable to describe the trauma, in which 
case a suitable EMDR-related technique was used which 
avoided describing or if necessary even consciously think-
ing about the trauma (B2T – blind to therapist [25], or 
FT – Flash Technique [7]). Clients received preliminary 
training in EMDR and (all except one) completed a brief 
Trauma Screening Questionnaire (26) before undertak-
ing EMDR. Other psychometric measures were used as 
appropriate, such anxiety, depression and attachment 
style. This paper focuses on the verbal protocols of the 
women who underwent EMDR and reported on their 
experiences during BLS. Ratings of distress (SUDS), 
Validity of Cognition (VoC) (positive self-belief), and 
reports of bodily sensations were taken before and after 
EMDR. Later, women reported briefly on whether and 
how their religious faith had been affected by EMDR.

When beginning EMDR, clients typically have a high 
SUDS (7 or more up to the maximum of 10) and low 
VoC (typically 2 or 3). When SUDS has dropped to 0, 
the bodily sensations/tensions have disappeared, and 
the VoC has risen to 7, EMDR focuses on installing/
strengthening the positive self-belief.

All women said they felt they had been traumatized. 
The Trauma Screening Questionnaire (26) mean score 
was 7.2 (range 4-9) from a maximum of 12. A score of 
6 is said to be likely predictor of a PTSD diagnosis, and 
all except one reported at least 6 PTSD symptoms (the 
one exception reported 5). In all cases the women said 
that that they felt the EMDR successfully relieved their 
symptoms – symptoms such as poor sleep, intrusive 
memories, tension, and being easily startled, had gone. 
Most women continued treatment, requesting further 
EMDR or other therapy for issues in addition to the 
trauma for which they had originally sought help, for 
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example exploring childhood experiences and family 
relationships.

The types of events treated with EMDR were as follows 
(to protect confidentiality and anonymity, general features 
are mentioned, with no individual details):
•	 Childbirth and pregnancy-related: 9
•	 Illness related: 4
•	 Childhood experiences: 6
•	 Anticipatory anxieties: 6. 

After each set of eye-movements (or other BLS) clients 
reported on what had come to mind. Some examples 
appear later in this paper. It will be seen that there is a 
dream-like quality to the material that is reported by 
the clients. 

All initially offered thoughts and images relating to 
their trauma(ta), with initially violent and disturbing 
images. Early EMDR reports had little or no religious con-
tent, but later clients reported some religious imagery and 
ideation, and/or struggles with theodicy. A widespread 
issue was that women felt that they knew that there was 
divine awareness of everything, and that what happened 
to them was for the best, no matter how difficult, but 
a widespread complaint that it was difficult to feel the 
trust that they wished to experience. It was suggested 
to clients that their trauma(ta) had induced classically 
conditioned autonomic responses which were not under 
their current conscious control, and that EMDR could 
obviate the conditioned responses and enable conscious 
control of their feelings. Indeed, the women did report 
that after EMDR, autonomic symptoms had disappeared, 
much to their relief, and the feelings of religious trust 
were a common consequence of EMDR. 

cAsE VignEttEs 
In the following brief accounts of each client’s history 
in relation to EMDR, an overview of the progress of 
therapy is given, including the report of religious cop-
ing. Following these sketches, sample transcripts from 
EMDR sessions give a more detailed illustration of the 
way images and ideas emerge. 

*Mrs. A has had seven EMDR sessions focusing on 
an agonizing experience involving unsympathetic and 
unkind medical personnel. Images reported initially 
in EMDR involved shouting, blood, violence, anger at 
medical personnel, and physical agony. Later images 
began to incorporate more humane and caring medical 
personnel. Later sessions also involved reports of images 
of a bird caring for the patient, scenes involving smiles 

and laughter, and reports of feelings of security, safety 
and divine protection. The initial SUDS was 10, and was 
gradually reduced to 1 with a final Flash session which 
in SUDS was reduced to 0.

*Mrs. B had a series of hospitalizations involving 
problems with her ability to have children. The doctors 
were pessimistic. Her initial SUDS was 8. In her first two 
EMDR sessions Mrs. B reported traumatic experiences 
in the hospital, expressed fears of recurrences of her 
problems, and angry complaints at the doctors. Then 
she began to report more positive, hopeful thoughts 
(“it will pass”); the second session concluded with her 
optimistic expectance that “Moshiach (the Messiah) will 
come” (and resolve all problems). She reported a SUDS of 
4 at this point, but when returning for her third session, 
reported SUDS had dropped to 0 since her last EMDR 
session. SUDS remained at 0 throughout this session, her 
positive cognition was reported to be totally applicable 
(VoC=7), and she later reported that she continued to 
feel calm, with SUDS remaining at 0. 

*Mrs. C was prone to panic attacks resulting from fears 
originating in adolescence about the health of her family 
and friends. Bad news about the health of anyone close to 
her would cause a resurgence of anxiety. She also reported 
anticipatory anxiety, and general concerns about the safety 
of the world. In dealing with any given issue, early in 
EMDR she would report tension and struggles between 
her tendency to imagine catastrophic health scenarios 
and her wish to feel convinced that all is in divine guid-
ance. As EMDR progressed she reported with increasing 
frequency feelings of calmness and religious trust: whatever 
is happening is under G-d’s control. Mrs. C’s sessions are 
filled with theodicy: the nature of her beliefs was not in 
doubt, but she struggled to feel the strength and tranquility 
resulting from these beliefs, at all times. 

*Mrs D has had 27 EMDR sessions, initially focus-
ing on a nearly-fatal health crisis of her own. This was 
a complex trauma, resolved to her satisfaction after 9 
sessions, when she reported that her PTSD symptoms 
were gone and she felt much better, no longer shaky or 
easily-startled and sleeping well. After this she wished to 
continue EMDR since she was experiencing some distress 
associated with memories of childhood traumata, also 
with issues relating to significant crises with her children’s 
health, and with anticipatory anxieties about her own and 
her children’s future health. The remaining 18 sessions 
dealt with these, including one B2T (Blind to Therapist), 
in which the content of the trauma was not described, 
but the SUDS was reduced to 0.5. In general EMDR was 
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initially laden with alarming images from her and her 
children’s health crises. As EMDR progressed religious 
efforts were reported (saying Tehilim - Psalms), successful 
use of her safe place, images of divine protection, and 
reports of calmness and serenity. Her anxieties resurface 
readily. In her EMDR sessions, SUDS is normally reduced, 
but has only once reduced to 0. 

*Mrs. E experienced a very severe, complex event 
too overwhelming for her to be able to recall or think 
about without breaking down. We agreed to attempt 
the flash technique (FT) whose initial development was 
prompted by the need for an approach to events stimulat-
ing completing blocking/dissociation. FT seemed strongly 
indicated in this case. Initially she said she wished she 
could have better bitochon (religious trust). The traumatic 
event was complex and although she was unable to think 
about it in toto, Mrs. E was able to carry out FT on features 
of the trauma. She insisted that initial SUDS was much 
greater than 10 for each feature. SUDS reduced to 0 for 
each feature and her bodily tensions were said to have 
gone and her bitochon was strengthening. 

*Mrs. F reported difficult – indeed horrific – experi-
ences in childhood and adolescence, and required 11 ses-
sions in which talking/counseling was interspersed with 
EMDR. Initially during EMDR she frequently reported 
anger, shouting and violence, and beliefs that she would 
deserve divine punishments. As EMDR progressed, she 
reported successful efforts to prevent abuse, more kind-
ness, laughter, dancing and cheer, while violence dimin-
ished in intensity and frequency. SUDS slowly and rather 
unsteadily diminished, over the 11 weeks. SUDS was 2 at 
the end of the 10th session. In the 11th session the flash 
technique was introduced, with SUDS moving to 1. She 
reported that for the first time she had stopped blaming 
herself for the horrific things that had happened to her, 
and wished to try a break from therapy. 

ExAMPlEs oF EMdr trAnscriPts 
ExAMPlE 1 
This was the seventh session for this client, and the fourth 
involving EMDR. The session prior to this one involved 
EMDR, and had started with a SUDS of 10 which reduced 
to 5. Her initial SUDS in this session was reported as 5, 
having remained stable from the end of the previous ses-
sion. What follows are her reports on what came to mind 
in each set:
•	 Seeing blood everywhere. The bird cleans up. Then 

he gets dirty and takes a shower.

•	 The bird again – calls the doctor and arranged a com-
fortable bed and a cozy blanket.

•	 (Several sets in which the client reported horrific 
violence and agonizing pain, and screaming “like I 
was being killed.” “Hard to talk about.”)

•	 The bird is trying to come in, then comes through 
the back window.

•	 The bird tries to calm me. 
•	 People breaking me, the bird fixing me.
•	 Back in the hospital bed, saying Tehilim (Psalms), 

Hashem (G-d) is with me, completely surrounding me.
•	 Being a in a bubble of protection, being lifted out of 

reach.
•	 Up with the moon and stars. The bird comes to join 

(me).
There followed several sets in which the client reported 
pleasant activities with the baby. SUDS reduced to 2, then 
1 but did not reduce further in this session. In a further 
session the client wished to try the flash technique, and 
SUDS reduced to 0. 

ExAMPlE 2
This transcript is from the sixth session with a client who 
chose to continue having EMDR for a range of concerns 
which opened up after her initial, presenting trauma was 
desensitized. Initial SUDS was 9. Here are her reports 
on what came to mind in each set:
•	 I’m so scared, stuck, why did I do this.
•	 I can try to take care of myself, go to hospital, make 

a plan, the doctors can cope...knowing you are going 
to die is worse than dying. 

•	 Why does it have to be so difficult, bringing children 
into the world, why so life-threatening?

•	 Child-bearing years don’t last forever, but 10 children 
for example – I can’t deal with that anxiety.

•	 If everything goes well, I’ll be so grateful. So many 
complications.

•	 Several more sets with anxious thoughts, then....
•	 I don’t have to be in control.
•	 Imagining Hashem (G-d) holding my hand, steering 

me, I could fight, or go peacefully, with calmness.
•	 Much calmer when my husband is there, he expects a 

positive outcome, he can go with the flow...if it happens 
I’m prepared, and if it doesn’t, I’m grateful.

At the end of this session SUDS was only slightly lowered, 
to 7, but she said she could “think of getting there” (i.e., 
calm), and her bodily symptoms were reduced from 
initial chest tightness, sweatiness and tummy-ache, to 
solely a feeling in the pit of her stomach. 



25

Kate MiriaM LoewenthaL

ExAMPlE 3 
No EMDR transcript can be given here, but reports from 
Flash sessions are given to indicate the nature of such 
reports. 

This client initially gave as her negative self-belief “I 
have not got bitochon (religious trust).” SUDS was 10 plus. 
She attempted EMDR but did not persist, and wished to 
attempt the Flash Technique, in which SUDS was reduced 
to 0. She reported changes over the sets, progressing 
towards feeling easier and calmer, less angry, and said 
that her bitochon was definitely improving.

ExAMPlE 4
This client was prone to recurrent anxiety/panic attacks. 
This session was her twentieth, and previous sessions had 
been mostly devoted to EMDR which she found helpful 
although she remained prone to recurrent panic attacks, 
and was anxious about feeling anxious. Initial SUDS: 5

Here are her reports on what came to mind in each set:
•	 Tense feelings.
•	 Fearful but also feeling this (fearfulness) is not justified.
•	 On-off tension/uncomfortable feelings.
•	 Conflicting feelings: Frightened versus world secure, 

comfortable.
•	 Again conflicting feelings. Thought that I am in charge 

and decide which to adopt. So I felt much calmer, 
more secure.

•	 (Both) the feelings – tried again, felt better.
•	 Thoughts – I’m not running the world, the One Above 

is running the world, and whatever does happen is the 
best possible thing.

•	 Calm and relaxed.
•	 Initial reaction to thought of trauma, in the first second, 

then a calm and relaxed feeling.
•	 Calm and relaxed, though aware that negative feelings 

could appear - these can be useful. 
•	 I feel I have control of feelings that are part of life (i.e., 

immediate reactions to stress), and I can respond to 
them by helping (people), davening (praying). 

Final SUDS: 1 – this client insists that she will never reach 
0 SUDS because there will always be that “initial flicker.” 
In fact in later sessions SUDS did reduce completely to 
0. All bodily tensions have gone.

ExAMPlE 5
This same client working on a different source of anxiety, 
SUDS 5, reported:
•	 Big balloon, hindering my ability to feel happy and 

secure, they – Hey, it’s just a balloon – popped.

•	 Hashem has given me the ability to focus on the truth, 
the neshoma (soul), not those intruding thoughts.

•	 Tremor, then ignored, bounced off, focusing on inside.
•	 (Several other sets reporting control over negative 

thoughts, focusing on spirituality).
•	 Cast all worries and fears up to Hashem who is in 

control – he can sort things out.
Final SUDS 3.

These examples show EMDR-typical mixtures of 
images, ideas and feelings. Sessions show a lessening of 
trauma-related imagery, ideas and feelings as the session 
progressed. Positive imagery, ideas and feelings, some-
times with religious or spiritual features, begin to appear. 

Four of the six have since finished their trauma therapy, 
saying that their PTSD symptoms have reduced or gone, 
and reporting they feel much better, sometimes “dramati-
cally”; one client on medication was successful in coming 
off medication. Recently, four clients could be contacted; 
they were asked whether and how they felt that their 
religious faith and trust (emunah and bitochon) had been 
affected by EMDR. Improvements were reported by each:
•	 It’s very good, has helped greatly. There has been a 

positive change (in emunah [faith] and bitochon [trust]) 
– (I now feel that) Hashem (G-d) does good things. 

•	 (Emunah and bitochon are) definitely climbing up, 
for sure.

•	 Definite impact. My thought processes have been 
clarified – what’s needed for bitochon. As yidden (Jews) 
we all have emunah (faith), and EMDR is an amazing 
process: it really reaches emunah and raises it. 

•	 Bitochon (trust) was not much spoken of when I was 
a kid – I made my own.

•	 Bitochon is to accept not being in control. I have that in 
my head but not (always) in my heart. Emunah (faith) 
– is the belief that Hashem (G-d) is in control. I know 
Hashem is powerful and I’m not. Hashem can make 
nisyonos (miracles) happen, and I am not in control.

discussion
The clients described in this article were all strictly ortho-
dox married Jewish women from the community in 
London. They had all undergone traumatic experiences 
and reported PTSD symptoms.

In EMDR, there was a general pattern of therapeutic 
progress, uneven but unmistakable. Initially they reported 
frustration that although they knew, intellectually, the char-
acteristics of religious trust, they were unable to feel this 
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trust. These reports were offered spontaneously in the course 
of EMDR or preliminary enquiries into emotional states. 

One of the best-known reports of the impact of trauma 
on religious faith was Allport’s study of young American 
men who had experienced the horrors of war (27), with 
major effects on religious faith. For some, this involved 
a loss of faith, while for others, their struggles served to 
deepen their faith. Other more recent studies on com-
bat veterans have reported a similar loss of faith, often 
associated with PTSD and spiritual distress resulting 
from the horrors of combat (28, 29). The issues involved 
in post-traumatic spiritual growth are beginning to be 
explored in some depth (e.g., 30, 31).

It is suggested here that for the women observed in this 
study the process of EMDR served to free the individual 
from the conditioned terror responses involved in trau-
matization, enabling the beliefs and feelings involved in 
religious faith to be experienced without a stifling blanket 
of terror. This enables reprocessing of memory, as has been 
suggested by Shapiro (1); Adaptive Information Processing 
is a result of EMDR, enabling more functional processing 
of information stored in long-term memory). Manfield et 
al. (7) have suggested, somewhat similarly, that FT enables 
memories to be reconsolidated, although Ecker (32) sug-
gests that the memory content itself is not reprocessed, just 
its “absolutely lethal status” has been unlearned. 

The observations reported in this paper suggest that 
once traumatic memory has been desensitized, it is 
possible for the previously traumatic memories to be 
reprocessed in the light of religious faith – which had 
previously been ineffective. Clients’ main complaints 
were that although they knew that everything is divinely 
controlled, they could not feel this. EMDR enabled feelings 
of faith and trust to develop or redevelop.

The transcripts suggest the emergence of ideas and 
images reflecting religious trust; it is likely that the ingre-
dients of these ideas and images were latent, and had been 
consciously accessible, and the result of therapy is enable 
their positive effects on affect and the traumatic memory 
is desensitized and reprocessed. It has been suggested 
that therapists might introduce religiously appropriate 
ideas and practices into EMDR (22, 23). This was not 
done in the therapy reported here, but it appears that 
EMDR can spontaneously enable the emergence and 
possibly the development of spirituality (33). 

There remain several issues. Firstly, the women have 
commented on and described their religious feelings, and 
their new confidence in their religious trust, aroused in the 
aftermath of successful EMDR and the disappearance of 

their symptoms. However, there is scope for further explora-
tion of ways in which they feel that the quality of their faith - 
intellectually and/or emotionally – has changed or deepened. 
There is clearly a sense in which the clients described here 
reflected an ever-present awareness of trauma and its impact, 
alongside an overwhelming sense of religious trust. There 
is scope for explicit examination and descriptions of ways 
in which this differs from pre-traumatic religious feelings, 
the outcomes of a haredi upbringing, in which adults have 
attempted to inculcate children with religious faith. 

Secondly, it was noted that there was one exception to 
the general pattern of improved faith and trust, and this was 
Mrs. F. In her case the changes in religious coping during 
EMDR involved the disappearance of negative religious 
coping. Initially Mrs. F described how she was brought up 
to expect that G-d would punish her, whatever she did, 
and these negative coping beliefs were apparent in EMDR, 
particularly in the earlier stages. As EMDR progressed, 
images and ideas became more positive, and in her final 
session Mrs. F reported that for the first time in her life 
she was conscious that she had stopped blaming herself 
for the bad things that had happened to her, implying that 
she was freeing herself from the belief that she deserved 
divine punishment. There is scope for deeper exploration 
of the impact of EMDR on negative religious coping. 

Thirdly, the introduction of the Flash Technique (FT) 
into EMDR therapy is very recent. This author has invited 
current clients to try it, and responses have been good, 
sometimes enabling therapy to be completed rapidly. 
Some clients are now deciding in each session whether 
to use FT or EMDR. FT has been greeted enthusiastically 
by the therapists who have trained in it, but systematic 
research is still awaited. FT does not give rise to nearly 
as much verbal descriptive material as in EMDR. To 
examine the processing of religious trust in FT, it would 
be necessary to introduce specific questions about this 
issue. EMDR has been throwing up material on religious/
spiritual issues without prompting. FT would require 
more proactive enquiry from the therapist.

Finally, it is noted that this paper reports on effects 
observed in the UK among orthodox Jewish women. Most 
EMDR therapy is being practiced in Western countries. 
Other steps in the investigation of the effects described 
in this paper could involve trauma victims from other 
cultural-religious backgrounds, men as well as women. It 
has been noted that EMDR may help to release feelings of 
spirituality, and a process of spiritual unfolding (34); the 
observations reported in this paper may be examples of 
such a process and offer details of how this process occurs 
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in EMDR. The processes observed here may well apply 
in at least some groups other than those reported here. 

conclusion
This paper outlined the experiences of orthodox Jewish 
women in the UK undergoing EMDR for traumata. It was 
observed that women felt unhappy and frustrated with their 
loss of religious trust (bitochon) following trauma, and it 
was observed that positive religious beliefs and feelings 
appeared to arise in the course of EMDR. In some cases the 
Flash Technique was used as supplementary to EMDR. It is 
suggested that the effect of EMDR/FT is to undo the classical 
conditioning which occurred in traumatization, enabling 
religious cognitions in the individual’s repertoire to activate 
and develop previously-blocked feelings of religious trust.
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