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Abstract

Eye Movement Desensitization Reprocessing (EMDR) therapy has burst upon the
psychotherapeutic scene as a time-limited, cost-contained, and efficacious treattnent for anxiety,
stress, and psychological trauma. Although this therapy has been pronounced as revolutionary
by its inventor, Francine Shapiro, it has distinct historical precedents. The explanatory models of
pathogenic memory and dissociation theory, and the reliance on mechanical inference for
objectivity malee EMDR therapy familiar and salient. Notions ofsuggestion and hypnosis, and
the eye-movement component oftherapy are presented as discontinuous with clinical and
theoretical practice, in order to free them from the tainting associations ofpseudo-science and
quackery. By connecting the current EMDR movement with the conceptual and practical history
oftraumatic memory, dissociation, and suggestion, largue that EMDR is not revolutionary. It is
a powerful technology ofthe self, nonnalizing and valourizing certain ways ofbehaving and
thinking. Shapiro's implicit assumptions that psychological suffering is pathological, and that
early traumatic events are indeliblyencoded, stored and dissociated in the brain are
problematized. A briefcommentary on the moral, political, and psychotherapeutic implications
ofEMDR therapy is provided.

Résumé

La nouvelle thérapie Eye rvlovement Desensitization and Reprocessing (EMDR) se passe pour
une thérapeutique peu coûteuse, courte et efficace dans le traitement de l'anxiété, le stress at le
trauma psychologique. Bien qu'elle soit présentée comme étant révolutionnaire par son
inventeur, Francine Shapiro, cette thérapie connaît d'importants précédents historiques. Par
l'usage qu'elle fait de modèles explicatifs tels que la dissociation et la mémoire pathogénique et
par son dépendance sur une mode inductive méchanique d'objectivité, l'EMDR et du déjà vu.
Les concepts de suggestion et d'hypnose, et l'élément thérapeutique des mouvements oculaires
sont présentés comme étant dissocié de la pratique clinique et théoretique afin de les nettoyer de
toutes taches de pseudo-science et de charlatanisme. En lient le mouvement EMDR
contemporain avec l'histoire pratique et conceptuel de la mémoire traumatique, avec la
dissociation at la suggestion, j'affirme que l'EMDR n'est nullement révolutionnaire. Elle est une
puissante technologie du sujet qui normalise et valorise certains façon d'agir et de penser plutôt
que d'autres. Les suppositions que la souffrance psychologique est pathologique et que les
événements traumatiques sont dissociés, codés at enregistrés de façon indélébile dans le cerveau
sont problematisées. Un brefcommentaire sur les implications morales, politiques et
psychothérapeutiques est donné à la fin.
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"How do we stand to the rival projects ofclarification and explanation in general? We must avoid two
complemenrary e"ors. that ofseeking to resolve by refleClion what can only he resolved by investigation. and that
ofseeking explanation when even its successfuIconsummation couldnot give us what we anticipatefrom iL ..

-Frank Cioffi (1998: 301)

1. Introduction

In the late L980t5 a new psychotherapy, called Eye Movement Desensitization and

Reprocessing (EMDR) therapy was presented as a treatment ofpost-traumatic stress disorder

(PTSD). This psychotherapy has situated itselfwithin, as weIl as generate~ much debate on the

genesis and nature oftraumatic memories, treatment strategies, and the production, reproduction,

validation, and reliability ofscientific knowledge in the mental health disciplines.

It is a useful starting point to speak ofpsychotherapy by its relation to suffering. The

reliefand easing ofsuffering, whether physical or existential, is most often the implicit motive

driving the production and engagement ofmyriad psychotherapeutic interventions. Suffering has

no intrinsic, timeless meaning. It is provided meaning by systems and institutions, most

prominently biomedicine. The comman explanatian provides us with an etiologjcal event,

leading ta alterations in brain chemistry, which the scientific community is slowly unraveling in

its attempts to end this scourge ofpain. It is a moral argument in which suffering is the evil

against which can raUy our resources together in opposition. Less often, however, are the

historieal, political, legal, econamic, and philosophieal dimensions brought into this discourse.

In this thesis, l plan ta situate EMDR therapy in the debates through whieh a partieular

type ~fexperience ofsuffering is circumscribed and given meaning. 1rely upon an ethnographie

stance in characterizing psychology and the scientific prineiples it purports to uphold. My goal

is not to speak toward the truth and falsity ofclaims made by one group or another, on whether

memories are falhèle and cultivated by therapists or not, whether EMDR therapy works or DOt. l
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• will instead speak on the way in which the very idea ofcause7 proo!: and conviction are formed.

As lan Hacking (1986) observes when considering the manifold ways in which science and

technology ~lOmake upn people, the very diversity ofhuman life means that a general theory bent

on explanations and predictions will make little headway. Consequently, historians,

philosophers, sociologists and anthropologists alike must attend carefully to the origin ofour

ideas and their evolution.

In this introduction, l will provide a briefintemal account ofEMDR therapy, using

language consistent with the prescribed treatment theory and practice, quoting heavily to

minimize interpretive distortion. [will further outline the implications for such a genealogy.

•
1.1 Background

In 1979, Francine Shapiro was undertaking a PhD programme in English literature at

•

New York University when she was diagnosed with cancer. Unsatisfied with biomedical

approaches to treatment, she left New York "in search ofworkshops and seminars on mind,

body, and psychological methods to enhance physical and mental weIl being" (1995:vi).

Shapiro's new-age investigative odysseyeventually led her to enrol in a doctoral programme in

clinical psychology at the Professional School for Psychological Studies in San Diego. l It was in

1987, at age 39, while strolling through a park, that she noticed that herdisturbing thoughts

began to dissipate, as she instinctively moved her eyes from side to side. For her dissertatio~

she put together a study of22 people diagnosed with PTSD (both sexual abuse and combat-

related), to be treated with what was then called Eye Movement Desensitization therapy (1989a;

1989b).

1 Shapiro's doctorate is from an "authorized" school ofpsychoIogy, which rates below of'4approved" and
"accredited.tt The Professional School for Psychology Studies is now defunct.
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A comprehensive account of its practice and theory cao he found in the book Eye

Movement Desensitization and Reprocessing: Basic Princip/es. Protoco/s. and Procedures

(1995; hereafter referred to as Princip/es), wrinen by its inventor Francine Shapiro. She

proposes a conceptual framework in which psychologicaI trauma is located in the brain, through

a mecbanism ofdysfunctionaI memory storage.

What follows is an internaI account ofthe relationship between the characterization of

various mental ailments, the professionals privileged to treat these conditions, and their arsenal

ofpsychotherapeutic techniques. This description is crucial to keep in mind while reading the

second (historicaI) section oftbis paper; it provides the necessary reference-frame ofEMDR.

Afterwards l will unpack many of the implicit assumptions ofEMDR as presented by Shapiro,

focusing on the unproblematized nature of traumatic memory, dissociation, objectivity,

suggestion, and patient-therapist relationship.

1.2 Francine Sbapiro's EMDR: An Internai Account

In Princip/es, EMDR is divided into eight phases. Phases One and Two involve history

taking and client preparation.2 The former is described as an evaluation of the client's

dysfunctionaI behaviours, stimulating triggers, and the detennination of"the traumatic memories

which are directly responsible for the present dysfunction and therefore should he processed with

EMDR, and which are incidental to the crisis, and can be set aside... [ta bel remediated by

education, problem solving, or stress management techniques" (Shapiro 1995:93,102..1 16). The

second phase, entitled "preparation," outIines goals toward explaining the EMDR process and

• 2 Shapiro uses the term "client" throughout this boo~ and l have retained it forconsistency. l do not mean to draw
any attention towards its distinction with the tenu. usick person" or 'l1atienL"
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putative effects to the clien4 addressing concems, familiarizing the client with safety and

relaxation procedures, and establisbing a "therapeutie alliance" (Shapiro 1995: 68-69). This term

is used interchangeably with rapport to indicate a general sense ofbonding and trust between the

therapist and patient.

Phase Three, the assessment phase, produces positive and negative statements

(cognitions) that will be used in the EMDR sessions, and provide baseline values for subjective

reporting ofemotional states. While the image ofa specifie past event is held 'in mind' with a

negative statement such as "l'm powerless" or "1 cannot succeed," the client is asked to name an

emotion, and choose a number from 0-10 indicating their Subjective Units ofDistress (SUD)

level, and to then locate this distress in sorne "bodily sensation." Following, a positive cognition

such as "1 can control my actions" or "1 can succeed" is rated by the client as to its perceived

truthfulness on a 1-7 Validity ofCognition (Voe) scale. It is assumed that this "convergence of

the image and negative cognition will generally stimulate the dysfunctional matenal to a greater

intensity than either ofthe two alone" (ibid. 135). For the initial event, "the client is instructed

to locate the earliest available memory to which the negative cognition applies....Clinical skill is

necessary, however, because the original negative cognition designated by the client May not

actually be the one linked to the earlier memory" (ibid. 187).

The fust three phases are carried out in 50 minute sessions, and are not completed until

an appropriate rapport has been established, even ifthis takes montbs (ibid. 119). Subsequent

sessions are 90 minutes in duration.

Phases Four to Six are named Desensitization, Installation, and Body Scan, and are

descnoed as operating under the principle ofAccelerated Information Processing. Shapîro's

sample phrase for this phase is ''Bring up the picture and the words [clinician repeats the

6



• negative cognition] and notice where you feel it in your body. Now, follow my fingers with your

eyes" (ibid. 142). Sets ofsaccadic eye movemen~ approximately 24 forward and backward

motions ofthe therapist's fingers, tracked by the client across his or her field ofvision, is the

most unique aspect ofthis EMDR therapy. "lt's purpose is to merely serve as an initial focal

point for entering the memory network" (ibid. 142). Organized around terms like neuro network

(see figure below; ibid. 77), Shapiro has deveLoped a new language with which to identify and

explain traumatic memory. In her words:

For desensitization to oeeur. it is neeessary to process the dysfunetional material that is stored in all of the
ehannels associated with the target eveot When an event is reproeessed, a variety ofchannels of
associations may be revea1ed in conseiousness. Eaeh initial target is eonsidered a pnysiologieal Dode to
whicb other past experienees are ünked. It is assumed that the disturbanee inhereot within any target Dode
is fueled by the various ehannels ofassociatioD.... As eaeh channel is aeeessed, there emerges a set of
lawfully linked associations (ibid. 147).

TarseUNode

1 1=a 1 1
:'1 "8

-1:
F- UI

~ ;.,..

•
-

TargetINode and Possible Types ofAssociative Channels

Shapiro maintains that there appears to be a "neurological balance in a distinct

physiological system that aIlows information to he processed to an 'adaptive resolution'." This

resolution, aIso caIled "digesting" and Umetabolizing," is the bodys natural tendency to heal,

citing the analogy ofthe bodys tendency to heal after a laceration, by connecting

•
dysfunctionaIly stored infonnation to "appropriate associations...integrated into a positive

emotionai and cognitive schema" (ibid. 29).
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EMDR therapy thus proceeds with the identification of troublesome memories or ideas

fol1owed by sets ofeye movements (and other bilateral stimulation; see Section Three) while

keeping in rnind both this rnemory and the bodily sensation that it incurs. Following each set,

the client is instructed to "Rest/let it golblank it out, and take a deep breath," and asked "What do

you get now?" Using shifts in awareness and beliefs, body sensation locations or intensity, and

new images, emotions and insights, the therapy continues until the SUD level is reported at 0-1.

At this point the installation phase begins. The clinician instructs the client to "'Think 0 f

the event, and hold it tagether with the words [clinician repeats the positive cognition]', and then

leads the client in a new set." Shapiro's instructions are very simple: The clinician checks the

VoC and the sets are repeated, with the event and positive cognition linked, "until the VaC

reaches a seven~ or tcompletely truetlt (ibid. 158).

The body scan, phase six, rests on the assumption that, within the Accelerated

fnfonnation Processing model, dysfunctional material has a physical resonance (tension..

tightness, unusual sensation) that corresponds (again, "lawfully'') to the blocked cognitive

process, which must aise be "cleared." The client mentally scans their body for any sensations

while holding the memory ofthe event and positive cognition in mind. If found, theyare

targeted with future sets ofeye movements, focusing on this sensation together with a positive

cognition. If a positive bodily sensation i5 round, Shapiro recommends that nsets are done to

strengthen itn(ibid. 160).

Each session is followed by the C!osure Phase, ensuring that the client ends the

(recornmended) ninety-minute session at a Iow level ofanxiety and a positive frame ofmind. If

the client is showing any signs of abreaction (strong emotional release) or dissociation (not

defined), he or she shouid he lead through "safe-place" exercises: guided visualization or

8
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hypnosis. Whether part ofthe exercise or not, closure includes a "complete debriefing" and

instructions to keep a detailed log ofany future dreams, memories, thoughts, or emotions related

to the event or session. Like the eye movements, this activity is said to allow cognitive

distancing from the event. The client is instructed to "notice it from a distance, like the view

from a train" or "take a snapshot, fi and is encouraged to see erootions such as fear, shame, and

anger as primary physical sensations that can be descnoed and changed (ibid. 163).

The proper application ofeye movements causes a consistent reprocessing of

dysfunctional material in 40% ofcases (ibid. (46).3 Others, called "blocked" or "challenging"

patients, do not report a decrease in sun level after 15 minutes. Reasons cited for this are

"looping" (the repetitive negative thoughts), insufficient information (such as insufficient

education or experience from which do draw "the appropriate data to progress cognitively or

behaviourally," lack ofgeneralization (the processing ofone target does not generalize positively

with associated targets), and time pressures (a complex target cannot be fully processed in the

time remaining in the session" (1995: 245, 210). For these patients, Shapiro advocates a

proactive strategy called the "cognitive interweave.'t New Information is offered by the clinician

to "therapeutically weave together the appropriate neuro networks and associations.... [toward]

the adult or adaptive perspectiveft (1995: 244,247). Owing to deficits in education, parenting,

cognitive capacities, these patients do not have the appropriate neuro networks that can be

favourably connected to the dysfimctional information, and must therefore be ltintroduced.1t By

recommending adjustments to positive cognitions, or providing one, appropriate responsibility,

safety, and beneficial choices will be available to the client The feelings ofsafety must be

J Shapiro writes in a subsequent cbapter that the cognitive interweave is "necessary with most mast clients suffering
from multiple sexual abuse, combat veterans, and clients with dissociative disorders't (1995: 272, 307), while a
Ifclient with a single trauma may Iequire onlyone reprocessing session...." (196).

9



• "ecologically valid" before they are able ta generalize with distre5sing memories, relieving them

oftheirnegative affect quality.4

For instance~ to enable the client to express feelin.,gs ofviolation to an authority figure~ the clinician might
say 'Let's pretend. Ifyou could say something ta him, what would it he?t [fthe client answers in a way that
reveals the appropriate attnbution ofresponsibility, the clinician responds~ 'Good. Now just imagine it and
pretend you are saying it,' and then initiates another set.

Sessions are not complete until "the client can re-access the original traumatic matenal

without disturbance" (ibid. 260). Phase Eight, Reevaluation, is used both at the beginning of

every session ta ensure that the previous session's reprocessed memories are still reported as a 0-

1SUD rating, and as a final review ofall targets when psychotherapy ends. "Each target must

he individually circumscribed and fully processed" (ibid. 56). These reportings are on specific

memories, as weil as the ability of the client "ta feel at peace with the past, empowered in the

present, and able to make choices for the future.... in a healthy social system:' Concerning the

• treatment ofa cancer patient, she writes:

EMDR should be used to address not only the fear, but aIl of the ongoing traumatizing experiences related
to the cancer, including feelings ofbody betrayal; real or perceived callousness or indifTerence of medical
personnel.. family, and friends; and negative emotions related to hospital stays~ medical tests.. operations,
and 50 fonh (1995: 235).

While this cao take one to two sessions for single-event traumas, Shapiro states that multiple-

event and long-tenn trauma survivors might require months ofsessions (ibid. 197-(99).

2.3 Applications and Variations

EMDR began as a therapy specifically intended for the treatment ofpeople with PTSO,

Shapiro maintains (ibid. 18). Separate protocols are outlined by Shapiro which distinguish

•
between recent, single-event, and multiple-event trauma, general anxiety, phobias, excessive

4 The term "ecologically valid" is used throughout the book.. intercbangeably with "appropriate," ttadul~ "
"consensus-reality validity," and "adaptive." ln one case Shapiro writes ttinappropriate (i.e., not ecologically valid)"
(1995: 257).
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grief: anxiety caused by illness and somarie disorders, and children as young as two years old

(1995: Ch. 9,307).5 As weIl, EMDR bas been used to treat panic disorders, body dysmorphic

disorders, sexual dysfunction, crime victims, accident and bum victims, drug addictions, and

persons with dissociative disorders (1995: 10-11, Chap. 9; see Cusack and Spates 1999: 88).

More recently, EMDR bas been used as a general perfonnance enhancement tooL Shapiro

writes, "The use of EMDR to give the client bealthy 'templates· for appropriate future action bas

proved [sic] so successful that Many EMDR clinicians are now working as 'coaches· with

athletes, musicians, and executive officers of major corporations ta achieve peak performance"

(1997: 241). The therapeutic value oftransfonning "dysfunctional" into "functional" seems to

have been extended to transforming Ufunctional" to "exceptional."

To detennine ifEMDR is suitable for a particular case, "one simply observes the level of

processing that has (or has not) occurred·' (1995: 306). EMDR is deemed by Shapiro ta be

inappropriate for sorne clients. She writes: "Clinicians must determine which problems should

be remediated by education, problem solving, or stress management techniques and which are

based on dysfunctional material that needs processing" (1995:102). In addition, clients who

cannat tolerate high levels ofemotional disturbance, clients with whom the clinician cannat

establish an appropriate therapeutic relationship, and clients with chemically or organically based

disorders (Shapiro 1995: 47,75; 1997: 29), should not be treated with EMDR. As weIl, Shapiro

notes that '\vbether there are corroborating data or 004 the primary emphasis must be on client

safety and appropriate support during the therapeutic process...whether the event is true,

symbaLic, or due ta vicariaus traumatization" (ibid. 295)..

S See Lohr at al. for a review ofother recent "nove1" treattnents for anxiety and stress (1999: (86).
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• 2.4 EMDR as a Style of Reasoning
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Ali ofShapiro's claims for EMDR therapy are derived from two basic, implicit

assumptions. The tirst is that existential suffering (and its cognates, anxiety, stress and distress,

psychological pain and trauma) are scourges that should be alleviated toward a better quality of

life. Her second postulate6 is that there is an mnate, largely unconscious mechanism by which

certain events cause biological responses, triggering trauma and suffering.

There are four corollaries which necessarily follow from these two postulates: 1) The

body (including the brain and its properties) is universal; 2) Knowledge of the body (ailments,

symptoms) is uncovered, making them ahistorical; 3) Our memories are linear and associative,

thus allowing any distortions to be observable and measurable; 4) Observations and

measurement ofbodies can be objectively made; representation is not affected by intervention.

The symptoms, through which this sufTering is recognized and characterized are understood by,

and suitable for, scientific inquiry; the science ofsuffering is the domain ofthe psy disciplines

(psychiatry, psychology, and psychoneurology). That is, the symptoms are meaningful, and thus

amenable, ta interpretation and intervention.

These assumptions are not without historical precedent. Indeed, what we DOW cali

hardship and suffering have characterized the human condition probably since its inception, and

this sentiment provides the backdrop against which this paper is made possible and relevant. The

intellectual history ofa certain type ofsuffering-psychic trauma-begins in the mid-nineteenth­

century with notions ofphysical versus psychological trauma and distress. l intend to place

EMDR therapy within such a historical dialogue, whereby the notion ofpsychological trauma

has co-evolved with the discourse produced by those who have claimed authority in its

12
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characterization and treatment. Contrary to the claim ofEMDR's producer that it is a

~~breakthroughn and ''revolutioDary?' therapy, 1will show how it has been crafted and made

possible by drawing upon popular and academic conventions which have characterized mental

healing for hundreds ofyears.

In this tas~ 1will use lan Hacking's notion of Styles ofReasoning to discuss the large

issues involved in the production, reproductio~ and validation ofways ofscientific knowing.7 A

style ofreasoning is indistinguishable from the ideas, practices, materials technologies, and

objects (memories, populations, symptoms) within which it bas its existence and assumptions.

They connect effect with its antecedent cause, while embedding such connections in

metapbysical and ideological frameworks (normative accounts). Each style ofreasoning

produces its own standards and tests by which outcomes are proven true or false.

AlI styles ofreasoning are maintained (self-stabilized or made consistent by circularity)

by reasoning which is self-authenticating and self-validating. Self-authenticating styles of

reasoning generate their own truth conditions (validity) for the propositions they produce (1992c:

51). Certain perceptions qualify as relevant "observations," "data," and even "outcomes," while

others are artifacts, noise, or unworthy ofcomment. "The truth ofa sentence (ofa kind induced

by a style ofreasoning) is what we find out by reasoning using that style. Styles become

standards ofobjectivity because they get at the truth. But a sentence ofthat kind is a candidate

for truth or falsehood ooly in the context ofstyle. Thus styles are in a certain sense "self­

authenticating'" (Hacking 1992a: 13).

Self-vinilication is a material concept pertaining ta the way in whicb ideas (concepts,

classificaùons), practice (regulations, standards), things (instruments, materials), and marks

• 6 [ use this term to mark 3Jl assumption or position assumed without proot: and therefore is self-evident.

13



• (statements, caIculations) are mutually adjusted (1992c: 51). Ifa style ofreasoning is

challenged by a contradictory or anomalous (unexpected) resuIt, it is adjusted through a process

ofrevising, tinkering, and manipulating the theory and practice to accommodate (and often

include) the errant finding. The following sentence provides a characteristic example:

l simply kept altering the procedure through trial and error to improve the results. Because the changes in a

person's images, thoughts. and feelings came about-or didn't--so rapidly (usually within one session), it

was relatively straightforward to fine-tune it into a comprehensive approach....Ofcourse there were

glitches, but even these turned out ta be useful because they told me more about how EMDR worked

(Shapiro 1997: 10, (9).

The historical component ofthis thesis bas been written to show how ideas ofscience and

objectivity have shaped our understandings ofmadness, by talking in specifie ways about

• suffering, memories, bodies, abnormalities and treatments. l will show how the notion of

psychogenic trauma-the abject ofEMDR-bas arisen consensually with psychiatrie diagnoses

(hysteria, dissociation), etiological assumptions (psychogenic shocks, pathogenie secrets,

phylogenetie memories, suggestion), the characterizing ofthese conditions (psychometries,

nosologies), and the ways oftreating such conditions (abreaction, free association, hypnosis).

• 7 He cites A.C Crombie as bis influence in bis project, although Hacking's focus is "on how we find ou~ not on what
we find out" (1992a: 1). He is Dot arbitering tru~ but examining paths, daims and proofs oftruth-
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• 2. The Historical Construction of Madness

Until the second halfof the nineteenth century, persons who cIaimed to be sic~ but could

not convince a physician that their suffering was due to a known malady, were generaLly

regarded as faking their illness, and were labeled malingerers. And those who claimed to beal

the sick without recognition from the Medical establishment were labeled quacks or charlatans.

This perspective, both Medical and lay, on sufferiog and healing, was remarkably transfonned as

resuit of the influence ofCharcot, Janet, and Freud.8 Their object ofstudy was hysteria, around

which concepts ofpatient and physician, disease and illness, psychiatry and quackery, and

diagnosis and treatment revolved. "One could say" wrote Ellenberger, ·'that modem dynamic

• psychiatry emerged entirely from the study ofhysterialt (1961 republished in Micale 1993: 242).

The word Uhysteria" is derived from the Greek word for uterus, which is taken from the

older Sanskrit ward for stomach or beUy. It was first noted in the written record in 1900 S.C.E.,

referring to a series ofcurious behavioural disturbances in adult women. Various descriptions

and interpretations ofhysterical symptoms cycle among gynaecologicaI, demonological and

neurological models, identified by irregularities in gestation or birth, anaesthesias, mutisms, or

convulsions in demon possessions, and treated, in~ by regimens ofmarital fornicatio, legal

punishments involving confession, torture and execution, and Medical ministrations ofpurges,

powders and rest-cures (Micale 1995: 19-24; Freud [1923]1959: 436-472). By the early

eighteenth century, the ties between female anatomy and hysteria were reintroduced within a

•
Il This historica1 relationship and influence ofthese three figures is well documented by sorne great works of
scholarship. These works focus on the history ofthe dynamic unconscious: Ellenberger's The History ofthe
Unconscious (1970); psycho-Iegal issues: Laurence and PerrYs Hypnosis. Will. and kfemory (1988); Crabtree's
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physical model, and etiological models involving animal magnetism, suggestion, and the

intimate rapport between patient and physician gained popularity.

Hysteria was considered a great synthesis ofvarious conditions, that included Iethargy,

catalepsy, ecstasies, hallucinations, somnambulism and personality changes. AlI ofthese

conditions frequently occurred in the same person, and could be provoked and treated by

hypnosis (Ellenberger 1970: 141-145). Having become associated with suggestion and hypnosis,

a diagnosis ofhysteria was a stigmatizing label. It connoted poor breeding and congenital

weaknesses, usually met with punishment rather than treatment. Describing the period between

1860 and 1880, Ellenberger writes, "magnetism and hypnosis had fallen into such disrepute that

a physician working with these methods would irretrievably have compromised bis scientific

career and lost bis Medical practice" (ibid. 85). It was Jean Martin Charcot, the director of the

famous Salpêtrière neuroIogy cHnic, who made the first synthesis between these two traditions,

bringing hysteria and hypnosis back within the realm ofan official, scientific psychiatry

(Chertok 1984: Ill; Gauld 1992: 306, 311; Makari 1994; Binet and Féré [1890] cited in Crabtree

1993: 167).. Freud, who bad studied with Charcot for the winter months of 1885-1886, and

attended Many ofCharcot's famous leçons du mardi from 1887-1888, wrote ofthis transition:

"The general opinion was that anything may happen in hysteria; hysterics found no credit

wbatsoever. First of aU Charcot's work restored dignity to the subject; gradually the meering

attitude, which the hysteric couId reckon on meeting when she toId ber story, was given up; she

was no longer a malingerer, since Charcot had thrown the whole weight 0 f bis authority on the

side ofthe reality and objectivity ofhysterical phenomenonfl (1893: 18-19,23).9

From Mesmerto Freud (1993) and Animal Magnetism. Early Hypnotism. and Psychical Research. /766-/925: an
annotated bib/iography (1998); and GauId's A History ofHypnolism (1992).
9 This lIberation was perhaps a smalIer~ but similar aet consistent with the SaIpetriere hospital. It had previously
been used as a lunatic asylum where ttincurable" wamen were chained ta the walls. During the French Revolution
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In doing 50, Charcot took a large part in the birth ofmental illness as the object of

modern "psychiatrie science." Hysteria became an illness which was not discovered by sorne

physical alteration, but was invented by expanding the criterion ofdisease. Hysteria was

declared to be a disease: a functional or conversion disorder understood in relation to organic

pathologies, but with no identifiable physical cause (cf. Szasz 1960).

Charcot's hygteria was hereditary, and thus betrayed a physiological degeneration

patteming itseLfwith gender, social and personal characteristics, leaving the patient highly

suggestible, and thus susceptible to hypnotic induction Ca pathological process). There was, thus,

no need for an emphasis on treatment in this model, only anatomical and behavioural description.

It was a disease ofthe nervous system akin to epiLepsy and syphilis.

Ultimately, Charcot lost this battle, and hysteria dropped out of favour as a diagnosis, and

eventuallyas a medical entity altogether. In her 1965 study, Veith marvels at the hnearly total

disappearance orthe disorder" (pp. 273-274). And in 1990, Slavney writes: ~This could well he

the last book with hysteria in its title...Hysteria, hysteric. and hysterical are on the verge of

becoming anacbronisms" (p. 190). This \vas not to be the case. In 1997, Showalter proposed

that "hysteria not only survives in the nineties, it is more contagious than in the past" (p. 5). We

are, she contends, right in the middle ofan "epidemic" or '~plague" ofhysterical disorders and

imaginary illnesses. What is MOst distinct, and should be thought ofin Iight ofthe following

text, is the definition that Showalter gives to hysteria. It is a 4~versal human response to

everyday human conflict," and is said to he part ofeveryday liCe, as we convert feelings of

shame, guilt, and helplessness ioto symptoms when we are unable ta speak. Hysteria is now

identified with any negative self-feeling, and underlies the most general anxiety and strain.

its superintenden~ Philippe Pinel,. who was one orthe first ta advocate humane treanDent for mental patients, bad the
chains œmaved (Valenstein 1986; 9).

17



•

•

•

Shapiro's EMDR therapy has aligned itselfwith this view ofsuffering, and ber therapy

can only be understood with this in mind. She writes: '~MDR's success is not limited to people

who have experienced a diagnosable trauma....AImast every type ofsuffering that we define and

label a disorder-almost every type ofpsychological complaint-ean be traced ta earlier life

experiences, which can aIso be healedn (1997: Il).

Charcot had no such luxury. As a rigorous academic, he was only willing to endorse a

hysteria that was clearly pathological, hereditary, and that followed symptomatic stages which

confirrned their biological base. One ofhis tasks, however, was to account for the number of

persons who succumbed to hysterical symptoms following sorne type ofsevere physical or

psycbological shock" and suffered from what was termed "traumatic hysteria." lt was weil known

that hysteria often followed stressfullife events (van der Hart and Horst 1989: 398). But

"stressful''' and '1I'aumatic" are terms which require further unpacking.

2.1 Railwav-Spine and Psvchogenic Trauma

Trauma, in the psychological sense ofthe word, has only existed since the mid 1860s. [t

was at this time that the physical sense of the ward (such as a contusion or injury) was extended

to include psychological or existential suffering. Most historical accounts locate this history with

John Erichsen's article on "railway spine" (1866). Erichsen was a surgeon employed by the

railway company, and it was his job to distinguish between those patients whose Medical

complaints were spurious, and those whose complaints were authentic, though they often lacked

an identifiable physical cause. The proposed mecbanism was that a shock to the system "through

the medium ofthe brain" suspends volition and sense, while acting as a powerful sedative on the
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heart and prostrating the nervous system. Such intense fear could cause a weak. and fluttering

pulse, cold sweat. relaxed sphincter muscles, shallow breathing~ deep depression, incoherent

speech, etc., which was a known cause ofcertain physical injuries to the nervous system (Yoong

1996a: 90).

Erichsen did not indicate the causal mechanism ofsuch symptom development, referring

ooly ta states ofhelplessness and perturbation which might intensify the physical injuries.

Herbert Page, another consulting surgeon for a railway company, criticized Erichsen for not

considering neuromimesis as a possibility for bis diagnoses. This theory conjectures that through

a wholly unconscious desire for compensation, a person might mimic hysterical symptoms

(Young 1996b: 250). Unlike Erichsen, who proposed that actual damage, albeit tao

microscopie to be physically detected, had taken place~ Page disavowed any analogy with

physical trauma.

Charcot's account ofhystero-traumatic paralyses provided the needed theoretical

mechanism: "A man predisposed to hysteria has received a blow on the shoulder... in

consequence the idea arises in the patient's mind that he might become paralyzed; in one word,

through autosuggestion, the rudimentary process becomes real (Charcot and Marie 1892: 633

cited in Gauld 1992: 313; see Ellenberger 1965: 142). This is perhaps the eartiestpsychological

account of the syndrome then called 'railway spine', according to Young (1995: 19). The

nervous shock following the trauma was assumed to be analogous ta a hypnoid state, enabling

autosuggestion. What had to then be accounted for, however, is sorne mechanism by which the

persan experiences sorne extreme shock or fright, causing certain symptoms, but no memory 0 f

the event It is important to note that this idea could only come trom within (autosuggestion), as

opposed to implanted by a hypnotist or therapist (heterosuggestion).
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The theory ofpsychogenic trauma, paradoxically identified by hidden memories, became

an underlying principle in the identification and treatment ofhysterics. It was assmned that these

aversive memories underlying psychopathological conditions resided in a fixed and stable fonn

in the brain. When a trauma occurs, Shapiro maintains, the information taken in at the tinte of

the event becomes '''locked in the brain' in its original form (1999: 39). This type of language is

consistent with her previous writings in which the traumatic scene is consistently referred to as

sorne type oftouchstone event, as the initial cause or genesis of the '6dysfunctional information"

that is stuc~ blocked, in stasis, frozen in rime, and in a state-dependent fonn in the nervous

system, "isolated in the brain."

When someone experiences a severe tra~ it appears that an imbaIance may occur in the nervous syste~
caused by changes in neurotransmitters, adrenaline, and so forth. Due ta this imbaIance, the system is
unable to function and the information acquired at the time orthe even~ including images, soumis. affect.
and physical sensations is maintained neurologically in its disturbing state (Shapiro 1995: 30; see 3, 14.40.
65, 101-104, 140, 147,247).

The traumatic event is clearLy the cause ofpresenting symptomatology. In EMDR, the patient is

directed to locate the earliest possible memory to which the negative feelings apply (1995: 187),

which then farros the "hub" from which other traumatic memories are identified.

The patient's reaction, however, is not ooly dependent on ontogenic (lived) experience.

but is aIso encoded genetically. According to Shapiro, certain stimulus-response patterns have

developed through evolution, providing us with instinctual reactions, such as fear or fright, to

help avoid hannful circumstances (1995: 42-43; I997: 274-275 th I). This mechanism is

natura! and beneficial, and although Shapiro does not endorse a diathesis model ofgenetic

vulnerability, it is in degenerationist models ofhuman physiology that we find this kind of

"bodily memory" ofpast fear and pain.
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The idea ofdegenerative heredity was a powerful etiological theory ofneurosis at the

turn ofthe nineteenth century. Through its diagnostic, prognostic, and therapeutic procedures,

medical discourse intertwined etiologies ofnervous diseases with political concems by

associating issues ofrace, nationality, and geographical location with bodily symptoms and

complaints (see Brunner 1995: Ch. 1; Pick 1994). Action, motivation, and deficits thereofwere

to be understood in light of lived (ontogenie) experiences as well as ancestral (phyletie or

phylogenetic) experience, mediated by memories, with the former in the sense that we use the

term today, and the latter as a phylogenetic, or organic memory. Freud believed throughout ms

life that the individual contained both lived and phyletic histories, with the latter recapitulated

over the course of the former (Sulloway 1979:156). According to this view, the individuai is the

product ofan ongoing teleological process ofabsorption and accumulation, making history

available through the subject, rather than solely an explanatory context. Like the archaeological

law ofsuperposition, older memories are buried in the brain, unconsciously affecting the higher,

more complex and recentIy added strata. A devout recapitulationist, Freud believed that the

cohabitation ofthis repressed core, and the bodiIy desires or instincts it engendered, confliets

with societai prohibitions, leading ta psychological trauma. Neuroses were but phases in prior

human conditions, the extent ofpsychological distress marked by the amount of·"dissolution"

that the patient had undergone (Grubrich-Simitis 1987[1925]: 79; Sulloway 1979: 271-272).

Freud's concept ofpsychological trauma did not develop by analogy from the centuries­

old definition of·~physical injury," but rather in connectian with this latter notion ofan organic,

phylogenetic memory (Young 1995: 292 fn. 2; 1996a: 89; 1996b: 246). The history ofthis
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memory is relevant here as it illuminates the origins ofShapiro's second basic assumption: that

there is an innate, largely unconscious mechanism by which "traumatic" events cause lasting

symptoms; and that these symptoms are available to scientific inquiry by the psy-disciplines.

Consonant with Lamarck's Law ofAcquired Characteristics (heritability ofontogenically

developed characteristics), Lorenz Oken, a comparative anatomist, proposed that human

development proceeds according to a single tendency: "ail development begins with a primai

zero and progresses to complexity by the successive addition oforgans in a detennined

sequence" (1847: 123 quoted in Gould 1977: 40; italics in original). Thus when humans pass

through an embryonic stage in which gill slits seem present, this corresponds ta the stage

(although reduced greatly in duration) oftheir crustacean ancestry.IO In The Origin ofSpecies

(1959), Darwin notes that ~~community in embryonic structure reveals community ofdescent (p.

427). He could not, hawever, explain the genesis ofphenotypic variation among species, nor the

mechanism through which favourable variation was inherited.

Herbert Spencer, a philosopher, proposed a definition of~"evolution" as an organic

change dependent on extemal forces (Gould 1977: 30). When Darwin noted in The Expression

ofEmotions in Man and Animais that fear is acquired phylogenetically as a memory ofpain, he

cited Spencer as the source ofthese ideas (Young 1996b: 253).11 In The Princip/es of

Psych%gy (1855), Spencer examined the origin of instincts, shifting from a localizationist view

10 Oken suggested Iaws of"successive addition'~ and ..timing alteration" which influenced Ernst Haekers Iaws of
'1erminal addition'~ and ··condensation." Terminal addition prediets that the aequired eharaeteristics ofthe adult
form are added on to the end ofan unaltered aneestral ontogeny (Gould 1977: 81). Condensation explains how
ontogenie lire ean recapitulate the evolutionary additions ofa rime period spanning, as was held in the latter balfof
the nineteenth eentury~ millions ofyears (ibid. 480). With the resurreetion ofMendel's studies on genetie
herittbility in the year 1900, this conceptual spaee cIosed, although Freud refused to abandon it. to the dismay ofhis
peers (SuDoway 1979: 440).
li See Dawkins (l986~ 1989) for current reiterations ofthis theory.
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of the min~ toward an associationist one.12 Introducing the term Uphylogenetic memory," he

proposed that ail memories are marked by neurological traces. Whenever the memory is

recalled, the same pathways are used in i15 recovery, increasing the ease and speed of

recollection. EventuaIly, there is no resistance to the recaIl process, and once the pathway is

initiated, it travels to the end, whether or not the individual is conscious ofthe stimulus. This

was, for Spencer, the developmental path ofan instinct: a heritable neurological etching that

predic15 unconscious acts.

In 1870, two young German physiologists, Gustav Theodor Fritch and Eduard Hitzig,

produced "irrefutable evidence that functional parcellation of the cortex existed and that in

principle Gall had been correct" (Clarke and Jacyna 1987: 214).[3 Armed with Spencer's

philosophy and these cIassical experiments, John Hughlings-Jackson, one of the most influential

neurologists of the nineteenth century, developed the notion of~~dissolution" as the regression to

astate 0 f mental operation somewhere along the stage 0 f development 0 f the phylogenetic line

(ibid. 306).1~

In 1881, Théodule Ribot, the French philosopher/psychologist who held the fist chair of

exprimental psychology at the Collège de France, wrote Les Maladies de la mémoire, which was

the most cited book on this subject in the decade. He proposed, in the tradition ofJackson, that

12 The mind is represented as a blank slate9upon which simple ideas and perceptions are organized through relations
ofresemblance, contiguity in time and space (cause and effect)9 and sensations (notably pleasure and pain).
13 Their experiments on the motor cortex ofdogs showed that sorne areas ofthe brain controlled the motor functions
ofdifferent parts of the doge ln 1873, David Ferrier presented compelling evidence that electrical stimulation to a
pidgeon9s brain produced distinct functional inhibitions. Paul Broca, around this time9bad also proven to the
satisfaction of the scientific COnununity9 that the faculty ofspeech was govemed in a localized area of the cerebral
cortex.
l~ Jackson9s model orthe nervous system was a series ofbiologicallayers9the deepest sediments being the Most
ancient and lcast voluntary, while the newest and uppermost neocorticallayers were more complicated and
voluntary. This was a double hierarchy ofcontrol and inhibition. The oid centers were both superceded spatially
and temporally by the new ones9but were also inlubited by them. A psychological neurosis, such as hysteria, was
suggested by Jackson to result not from a defect ofthe upper centers reflecting a dysfunetionaI set ofbehavioUlS, but
rather from damage to the upper centers allowing the lower centers under their control to be "disinhibited.n He
named this phenomenon '6dissolusio~ n the same word used by Spencer (1879: 339 in SuIloway 1971: th270).
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memory required "dynamic associations that, through repetitioD, become as stable as primitive

anatomical connections...which tend ta follow the line ofleast resistance" (16, 118 cited in Otis

1994: 15, 24). Amnesia victims lost thase memories that they had acquired more recently, and

were thus more unstable, disorganized, conscious, and complex. The automatic and organic

memories were the last ta break down.

Ways ofknowing ourselves (our souls, suggests Hacking) were secularized by the

burgeaning sciences ofmemory. Between 1874-1886, psychology took over what had once been

the domain ofphilosophy and theosophy. Brain localizatianism had initiated the anatomical

science ofmemory; experimental psychology studies on recall marked the start of the statistical

science of memory; and Ribot's studies on the diseases ofmemory, the will, and personality

were published (Hacking 1995: 5, 203-205). The notion that pathology held the potential ta

reveal the mind's history and development hecame scientific orthodoxy, and remains with us

today through the rhetoric ofmemory associations, neural networks, instincts, conditioned

responses, and involuntary action.

The theories ofDarwin and Pavlov have been drawn upon explicitly to suggest a

mechanism for EMDR's efficacy. MacCulloch and Feldman have drawn upon historical notions

of fear and associated pain as an unconscious, involuntary response to certain events. ~vrhe basic

condition for the formation ofconditioned reflex is a single or repeated coincidence in time of

indifferent stimuli with unconditioned reflexesn (pavlov 1995: 273 cited in MaCulloch and

Feldman 1996: 572). This is, they hold, the origin orthe diagnosis for PTSD. But there are two

trajectories ofmemory here. The first is the phylogenetic memory: a remembrance ofpast pain

physiologically encoded resulting in a current sensitivity ta potentially painful situations, marked

by instinctual fear or fright. The eye movements are proposed as a natura! activation of the
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• investigatory reflex. The patient scans the environment ofthe therapy session, notices no

danger, and thus new meanings can "over-ride previously existing negative responses or

emotions associated with the memory (ibid. 577). The second is the notion that highly aroused

emotional states will affect the way memories are stored. They are descnoed as separated and

inaccessible ta normal recall and reflection.. 1S

Freud speculated that the reversion to a previous '''state ofbeing" was called "repression,"

which acted through mechanisms ofdisrupting previous associations, as weil as disabling certain

experiences from assimilating with older ones. The core ofpathology was the internaI

impression ofa traumatic memory that, because ofits unbearable nature, was sealed offfrom the

rest orthe personality.

This concept, called "dissociation," was the primary mode ofpsychologjcal defense

• against feelings or memories related to traumatic experiences, and was first studied

systematically by Pierre Janet (van der Kolk and van der Hart 1989: 1530; van der Hart and

Horst 1989: 397)..

2.3 Dissociation and Pathogenic Secrets

Janet studied at the new Institut Psychologique at the Salpêtrière hospital in Paris, from

1893 to 1902. By the turn ofthe century he had become an eminent psychiatrist, succeeding

Ribot in 1901 at the Collège de France. Although Janet believed that this reduced capacity to

integrate information depends on innate disposition, the novelty 0 f the situation, speed 0 f events,

•
and the physiological state ofthe person, such as illness, intoxicatio~ fatigue depression, or the

15 See Leys (1996) for a discussion of the developing theories on the effect ofemotional state in the development
and treatment ofshell-shock and traumatic memories.
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violent emotions precipitated at the time ofthe event were also considered (van der Kolk and van

der Hart 1989: 1533). He emphasized most forcefully, however, the role ofvehement emotions

such as terror in response to traumatic events (van der Hart and Horst 1989: 407-408). Under

ordinary conditions, awareness ofemotions, thoughts, and sensations related to any particular

experience is united in a single consciousness and is under voluntary control. Frightening or

novel experiences, according to Janet, May not fit ioto existing cognitive schemes, causing

memories of these experiences to split off, or dissociate, from conscious awareness and

voluntary control, and fragments ofunintegrated events May later show up as pathological

automatisms.16 Using the technique ofautomatic writing,17 he round that a patient in a

somnambulic state exhibited a second intelligence which is separated from and inaccessible to

the ordinary waking consciousness.

The tenn dissociation is slightly misleading. There is no dis-association going on at ail.

There was, for Janet, an event which caused ideas to be associated in a Hcomplex" that does not

connect with the other ~~complex" made up ofaffect and episodic memories in a nonnaI, waking

state (Ellenberger 1970: 359-361 ).18 The hysteric is constituted, paradoxically, by her own

division.

16 The term ""dissociation'· is traced back to a collection ofmen writing on the specifics ofthis second state, around
the same time as Janet. A lucid analysis ofthis concept can be found in GauId (1992: 591-595), and bis main points
are as follows: 1) The term itself is not c1early explicated, as it bas taken many meanings, even in the same period.
2) The phenomenon ofautomatic writing, a person confused or lost in one·s surroundings or though~ or subliminal
perception. have ail been used at one rime ofanother as proofofdissociation. 3) The only explanation of the major
hypnotic phenomena "involves the coexistence in connection with the same organism oftwo separate streams of
consciousness... which are. at least potentially, co-active and which pursue their courses not necessarily without
mutual interference, but with limited mutual cognizance and a large measure ofindependence." 4) The evidence
given as proof for this phenomena is inadequate and flawed.
17 When in a somnambulic (hypnotic) 5tate, a patient is distracted by a third person in a conversation, while the
therapist comes up from behind, for example, and asks questions to which the answers were to be written on a pad of
paper. Whether by the method ofdistraction or post-hypnotic suggestion, the patient had no recollection of the
instruction ofaction, yet the tasks exhibited, to Janefs satisfaction. an indication ofthe workings ofintelligence in a
~artial state (Gauld 1992: 371-372; see Ellenberger 1970: 120-121 for historical precedents to this technique).
8 Like Janet, Freud held that the memory ofa traumatic event, and its strong affect component, couId be

unassimilable with other memories. The unassociated affect acts as an attractor for ideas which wouId otherwise
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Dissociation has not left us. Currently Ernest Hilgard has cbampioned a model ofneo-

dissociationism (Hilgard 1994: 32-49). Most notably, dissociation is viewed by Hilgard as

accurring naturally, aIbeit ta different extents in all individuals, and is therefare not pathological

in itself: The concept ofdissociation has become relatively unchallenged in mainstrearn

psychology, and l \vill present a further discussion on this subject in the next section.

l want to emphasize two things. The tirst is the reliance ofdissociationist theories on an

associationist model ofthe mind-one in which memories are accumulated, connected, and

arranged ioto webs or networks. The second is that there are memories ofexperiences which are

stored in the brain in a place that is dependent on the way in which it was stored. A memory can

be isolated, and therefore inaccessible, from normal recal!. Janet's goal was to re-access this

information, and either reintegrate, pacify, or destroy it such that it was no longer pathological.

In Shapiro's EMDR therapy, there is aIso a memory network, which associates

infonnation along nodes and channeIs (see Figure 1). At the time ofa traumatic incident,

matenal is stored Udysfunctionally," blocking associative channels. In Shapiro's words,

Essentially, the hypothesis states that the targeted information is rnetabolized and transmuted along
associated memory channels through the progressive stages ofself·healing. Transmutation is seen in aU
elements of the information-images, sensations, and beliefs. As the information moves trom
dysfunctional to functional form, the negative manifestations of the target become diffuse and the positive
manifestations become more vivid (1995: 53).

The patient should be instructed as follows:

Disturbing events can be stored in the brain in an isolated memory network. This prevents learning from
taking place. The old material just keeps getting triggered over and over again. In another part ofyour
brain, in a separate networ~ is MOst orthe information you need to resolve il Ifs just prevented from
linking op to the oid stuff. Once we stan processing with EMDR. the two networks can link op. New
information can come to the mind and resoive the old problems" (ibid. 124-(25).

Memory alteration and consolidation is at the heart of the therapeutic projects ofthe turn-of..the-

century psychiatrie models, and provides EMDR therapy with a ready-made explanatory

he recognized as a false idea. These associations were caIIedfalre connections, and accounted forphobias,
obsessions. and transference phenomena (S.E. 1895: 2: 17; cf. Makari 1994: 563-565).
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framework. It is the idiom in which discussions oftherapy and prognosis, and etiology and

epistemology, took form. Thus the mechanism ofthe traumatic neurosis was dependent on a

new type ofmemory-a traumatic memory-which enabled harmful secrets ta he kept from

oneself-a pathogenic secret 19 The traumatic memory therefore was created at the intersection

oftwo developments in the history ofpsychiatry: the medicalization ofthe past, and the

normalization ofpathology. It became accepted by the Medical community, and by their

patients, that traumatic neuroses are caused by my memories ofevents rather than by the events

themselves, that these memories are pathogenic secrets, and that medical men have privileged

access to these secrets and their meanings.

2.4 Freud and Fantasv

A letter written by Freud in 1897 to a close friend, marks the tirst break with the

seduction theory ofthe neuroses:20 u'It seems once again arguable that only later experiences give

the impetus ta fantasies, which [then] hark back to childhood, and with this the factor ofa

hereditary disposition regains a sphere of influence from wmch 1had made it my task ta dislodge

it-in the interests ofilluminating neurosis.n (FreudIFliess 1985: 265).

Such illumination opened up new conceptual spaces by shifting from a diathesis

paradigm toward a fantasy paradigm afnervous disease etiology. It was no longer necessary to

19 Ellenberger~s essay~ The Pathogenic Secret and its Therapeutics (1966 republished in Micale [993: 341-360)~
augments the analysis in The Discovery ofthe Unconscious ([910: 44-66). AIso see Young~s The Harmony of
Illusions: lnventing Post-traumatic Stress Disorder ([995) for a rich conceptual history of traumatic memory.
20 The seduction theory states that hysteria and other neurotie states originated in early sexual assaults, occurring
before the oedipal stage. The memory of such events was "repressedn into the unconscious~ and thus not available
to the patient. Later events trigger this memory and produce the symptoms that were ascnèed by others as
originating by hereditarydeficiency. See Nov 21 1891: 264 and 6 December 1897: 212, S. Freu~ The Complete
Letters ofSigmund Freud to Wilhelm Fliess. 188ï-1904~ Trans. lM. Masson; hereafter referred to as FreudlFliess.
The reasoDS that Freud gave for this break can be found in FreudlFliess p.280-281; cf. SuIIoway 1919: 206-207.
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find an account ofsexual abuse and associated traumatic memories and triggers, triggering

deficiencies in the nerves. Freud located symptom production in the mind, postulating that this

occurred beyond the reaIm ofhis patients' volitional control-as a result ofadynamie.

unconscious process. The therapist was no longer an interrogator, constantly on guard against

being a naïve believer ofseduction tales, nor the proponent ofa theory wmch either denied

sexual abuse incidents or implicated (usually) fathers as perpetrators ofincestuous acts (see

Masson 1985: 390-391; the words "'patemal etiology" are used in FreudlFliess: 237, 286). He

was free now to anehor ms patient's reality in a fantasy world, influenced by ontogenie

experience as much as it was by phylogenetic memories, and the oedipus complex.

[ have often had a suspicion that something organic plays a part in repression; [ was able once before to to
tell you that it was aquestion of the abandonment offormer sexual zones.... Now the zones which no
longer produce a release ofsexuality in normal and mature human beings must be the regions ofthe anus
and of the mouth and the throat....A release ofsexuality (as you know, [ have in mind a kind ofsecretion
which is rightly felt as the internai state orthe libido) cornes abou~ the~ not only (1) through a peripheral
stimulus upon the sexual organs, or (2) through the internaI excitations arising from those organs, but also
(3) from ideas--that 15, from memory traces-therefore also by a path ofdeferred action....To put it
crudely, the memory actually stinks just as in the present the object stinks; and in the same manner as we
turn away our sense organ (the head and the nose) in disgus~ the preconscious and the sense of
consciousness tum away from the memory. This is repression (FreudlF1iess 1897: 279-280; italics in
original).

Repression must be understood in light ofFreud's notion ofdeferred action. [t has generally

been interpreted as a retrospeetive resignification or changed meaning, later interpreted or

constructed to produce a "fresh trauma." It has also been viewed as an attempt by Freud to

reconcile intrapsychic fantasy and actual trauma (Blum 1996: 1152; cf. Thoma and Cheshire

1991). Best exemplified by the WolfMan study, Freud proposed that a sexual seduction at age

18 months \vas not, at the time traumatic for the infant, but later was "traumatized" by activation

by a dream at age 4, transforming a non-traumatic preoedipal memory ioto a new trauma. The

memory traces were reinterpreted-activated-to become traumatic.
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Pathological states are seen to "flankn normal states, outside ofa threshold at whose

margins we distinguish acceptable actions, conditions, and description.

The psychosocial definition orthe normal in tenm ofadaptedness implies a concept ofsociety which
surreptitiously and wrongly assimiIates it to an enviromnent, that is, to a system ofconstraints which,
already and before relations between it and the environment, contains collective norms for evaluating the
quality ofthese relations. To define abnormality in terms ofsocial maIadaptation is more or less to accept
the idea that the individual must subscnèe ta the fact ofsuch a society. hence must accommodate himselfto
it as to a reality which is at the same lime a good (Canguilhem 1989: 282-283).

Pathology is denied uniqueness and separateness, and is now either a 1055 or displacement ofnormal
functions, followed by the release of lower level functions...or an exaggeration or extension ofnormal
functions, resulting in a disequihorium or depletion of functions and vital energies (Young 1995: 39).

Here Freud ditTered most notably from Janet. Although he too viewed outlying physicai states as

a means ofstudying the commonplace, Freud was perhaps the psychiatrist ofgreatest influence

who denounced the diathesis model ofmentai illness, moving away from Charcot's diathesis

model ofhereditary and inchoate weaknesses.21 He was able, however, to locate etiology in

previous sexual abuse (then called seduction), leading ta distinct neuroses with characteristic

symptomatologies, and thus distinct treatments. At the same time as maintaining a theory of

degeneration, he vindicated the degenerate. Writing al a time when, in Germany and Austria, the

scientific community saw psychiatry as maintaining its institutionaI respect by applying rigorous

experimental and observationaI methods, borrowed from the hard sciences (which has recently

won great success in the prevailing genn theory ofdisease). "Obsessed with demarcation from

philosophy, [psychiatry] remained on guard against what it perceived as contamination by

11 He did not move away entirely, though. ln bis footnotes to bis translations ofCharcot's Tuesday Lectures, Freud
wrote ofpathology lying "not in heredity but in abnormalities ofsexuallife...naturally they occur more intensely,
with the same etiology, in individuals with a hereditarydisposition" (S.E. 1887-18886: 138-139). He further
admonished Charcot for not drawing a boundary between the neuroses wbich are acquired versus the organic
nervous diseases. By 189~ he was well distancing himselffrom Charcot, writing the ""the core ofa hysterical
attac~ in whatever form it may appear, is a memory, the hallucinatory reIiving ofa scene which is significant for the
onset ofthe illness....the contentofthe memory is as a ruIe a psychicai trauma which is qualified by its intensity to
provoke the outbreak ofhysteria in the patient or is the event which, owing to its occurrence at a particu1ar moment,
bas become a trauma" (S.E. 1892 1: 137). AlI citations ofFreud's writings in English will be from the Standard
Edition ofthe Complete Psycholog;cal Works ofSigmund Freud, translated by James Stracheyet al. (1953-1974).
Each reference will use the abbreviation "S.E." followed by the year of first appearance, volume, and page
number(s).
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• speculation, which, psychiatrists feare~ could throw the new science back into its prescientific

stage" (Brunner 1995: 33; ct: Porter 1993: 236-239).

By 1917, Freud wrote in Introductory Lectures on Psychoanalysis:
l believe that these primaI phantasies, as l shouId like to caIl them, and no doubt a few Others as weil, are a
phyIogenetic endowment. In them the individual reaches beyond bis own experience into primaevat
experience at points where bis own experience bas been too rudimentary. It seems to me quite possible that
aIl the things that are toId to us to-day in analysis as phantasy-the seduction ofchildre~ the inflaming of
sexual excitement by observing parental intercourse, the threat 0 f castration (or rather castration itselt)­
were once real occurrences in the primaevai rimes orthe human family, and that children in their
phantasies are simply filling in the gap in individual truth with prehistoric truth" (1916-1917 S.E. 16: 370­
371).

From his Lamarckian..phylogenetic presuppositions, Freud was able to attribute to "pure

phantasy" a degree of traumatic force that was othenvise missing from ms general etiological

framework.

What puzzled Freud was the cause ofcertain classes ofneurotic symptoms (flashbacks't

dreams, tremors, pains, paralyses, etc.) that were reminiscent ofsorne traumatic event that

• become fixated upon and compuIsively repeated. Confronted with the return ofveterans from

the First World War, he round a wide variety 0 f sensory/motor disturbances in the absence 0 f

any organic injuries, generally after having suffered a traumatic brush with death. In an attempt

ta subsume these observations into the explanatory framework ofpsychoanalytic theory, Freud

produced Beyond the Pleasure Principle in 1920. ln it, he discussed a death instinct that could

override the pleasure principle in certain neurotic disorders. The repetition-compulsion was

actuallya "regression" compulsion: "an instinct is an urge inherent in organic life to restore an

earlier state ofthings which the living entity bas been obliged to abandon under the pressure of

extemal disturbing forces..." (S.E. 1920 18: 36). Placed in this biogenetic story oflife, trauma

became increasingly recognized as a major source ofneurotic symptoms. Though Freud did not

exclude reality from the causal chain leading ta symptoms, it was not necessary to distinguish

• fantasy from reality for '4as far as the neurosis was concemed psychical reality was more
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important than materia! reality" (S.E. 1925 20: 34), and ''hysterical symptoms had derived from

phantasies and not from real occurrances" (S.E. 1933 7: 120).22

[[Freud moved away from a unitary theory ofpathogenesis in the seduction thesis, would

this not seem ta be a move away from the scientitic model from which his legitimacy as a

theorist ofmental illness derived? The answer is a resounding no, as he was now able, in theory

at least, to Loosen the shackles ofsuggestion (which had plagued psychotherapeutic intervention

from the time ofMesmer, a point to which l will retum shortly), maintaining an organic idiom of

explanation. As \ve have seen, hysteria \vas viewed as unscientific because of its being

indistinguishable from the effects ofsuggestion. Classified as malingerers and deviants, such

labeled persons were met with punishment rather than treatment. Charcot wrestled hysteria

from the negativity associated with suggestion and hypnotic phenomenon, only to biologize and

pathologize aIl three. It was Freud \vho reintroduced the notion ofsuggestion, in the fonn of

auto-suggestion and fantasy, as a function ofa dynamic unconscious, which was at once separate

from the influencing interventions ofthe psychoanalyst and amenable to its study. Through free

association, parapraxis (known as Freudian slips), and dream anaIysis, he otTered a new view of

a patient, to he understood in organic, phylogenetic, and psychologicaIlanguages ofunconscious

mental drives and energies, and warring instincts and sodetaI pressures to conform, all taking

place outside ofthe awareness and Iived history ofthe patient. In short, by the end of 1897

psychoanalysis had become a psychologyofthe id.

Free association coosists ofa client on a couch, facing away from the analyst, answering

vague questions from the therapist. The first rule of free association is to say whatever comes ta

2! It was this mavement which. allowed therapists ta take their patients' traumatic staries at their wards. For Shapiro,
it is the subjective sutTering which validates their rightful daim to tberapy. "'We an feel fear, pain., despair, guil~ or
unrelenting anger when certain experiences and pressures converge. The message here is that we do not need ta be
trapped by these feelings~ (1997: Il).
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mind. Given Freud's conviction that all vital phenomen~ including psychical ones both true and

fantasy, are rigidly and lawfully determined by the principle ofcause and effect, he was poised to

identify the thoughts which came from the preconscious, as well as those from the unconscious

which affected the patient's words tellingly, especially in their resistances.23 Resistance was an

important marker for psychical conflict, as it located the areas of repression. It further

exculpated the analyst from accusations ofsuggestion-the last thing that the therapist wants is

to be resisted. HIn rejecting a psychologie fundamentally interpsychie theory ofsuggestion, and

by firmly reaffinning the boundary between the rational physician and illusional, suggestible

patient, Freud undercut accusations ofbad science, fakery, and fears ofinterpsychic contagion"

(Makari 1994: 562). The degree to which free association was really free has been appropriately

questioned.24 What is more important, however, is why Freud, and bis contemporaries, felt the

need ta alter theory, practice, language and etiologies of mental illness in large part to distance

them from the ....defiling" association with suggestion.

2.5 Suggestion, Hvpnosis and Rapport

In 1775, Frans Anton Mesmer, an Austrian philosopher and physician weIl known for bis

curing abilities, clashed with the exorcist Father Gassner. Mesmer claimed that he could cure

ailments, assumed to resuit from evil incarnate, without addressing any ....supematura1 forces,"

and thus replicable by bis own practices and theories (Ellenberger 1970: 53-57). Proposing the

discovery ofa superfine fluid permeating and surrounding all bodies, he claimed "~anima1

n Florid and varied symptoms were not necessarily interpreted by Freud as markers for a severe neurosÎS. Quite the
opposite, patients who were presenting symptoms were actively dealing with their internaI cont1.icts~ and were on the
right path. Shapiro has aIso iterated such an idea: ~An abreaction during EMDR is a sign that the dysfunctional
material ÎS being metabolized...and should therefore be viwed as a sign ofemerging health" (1995: l70).
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• magnetism" to be the cause ofuniversal gravitation and all bodily properties in the most intimate

way. The age ofenlightenment was fascinated by the discovery of invisible fluids, and amid

excitement about Newton's gravity, Franklin and Galvani's electricity (made intelligible by

Voltaire), and mineraI magnetism, Mesmer's fluidic theory was uncritically accepted by Many

(Damton 1976: 9-10, 23). Mesmer is credited by many as founding the tirst form of

psychotherapy (Crabtree 1993, 1998; Ellenberger 1970; Gauld 1992; Mora 1980.25 The force

was mechanical and ubiquitous, able to be stored in objects and bodies, could be channeled by

humans, and was specifically responsible for causing and curing ail illnesses (Mesmer [1779]

1980: 46, 68-69). Arguing for a scientific, lawfully acting phenomenon, Mesmer felt that he was

a magnet ofa special kind, able to channel magnetic fluid into the body ofa sick person, "curing

nervous disorders directly and other disorders indirectly (ibid. 68-69).

• This represents a remarkable power shift in the history ofpsychotherapy: the victory of

science over theology, the aristocracy over the clergy, the recognition of illness as a bodily

imbalance over demonologjcal possessions ofone sort or another, and the value ofan intimate

rapport, emphasizing talking and touching, over violent exorcisms, the latter often involving

blood-Ietting and powerful emetics and purgatives.

Mesmer ·\vould sit in front ofhis patient with bis knees touching the patieot's knees,

pressing bis patient's thumbs into ms own bands, 100king fiercely ioto bis eyes, then touching the

hypochondria and making passes over the limbs and face. Many patients relt peculiar sensations

•
Z4 See Macmillan 1997: 563-570 and Crews 1998: 76-84, 76-84 for examples ofthis, as well as general Freud­
bashing-what seems to have become a popular academic trend.
!S ZiIboorg (1941) bas traced the history ofmedical psychology to the work ofAgrippa, Vives, and Weyer in the
sixteenth centuIy. Accounts of the treatment ofmental illness before Mesmer have been coUected by Simon Mialle
1826; Bemheim [189I} 1980: Lesson 1; Ellenberger 1970: Cbap 1; and Ehrenwaid 1976.
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or fell mto crisis" (Crabtree 1993: 14).26 The patient would be en rapport with either Mesmer~

athers in the room, or a baquet (a large oak tub). Mesmer's popularity grew, and he began to

treat large numbers ofpeople using bacquets oC"mesmeric water," around which as manyas 200

people stood, in concentric circles attached with ropes around their wastes. Sorne members of

the innermost cirde held Metal rods that came out of, and placed them en rapport with, the

baquet. The room was darkened, and music would accompany Mesmer as he entered wearing a

lilac silk robe, brandishing a Metal wand, with which he would pass over (mesmeric passes) the

limbs or bodies ofhis patients. He would continue this "until the patient was filled with the

mesmeric fluid, and was transported with pleasure or pain, both sensations being equally

salutary" (Binet and Fêré 1888: 10-11; Laurence and Perry 1988: 57, 64).

Magnetizers ascribed tremendous attention to this rapport, paying particular attention to

the sensitivity of the magnetized toward the magnetizer and bis ability to perceive the latter's

thoughts and bodily sensations. At the height ofhis fame, Mesmer moved ta Paris to spread his

theories and practice. Although his prestige grew quickly among popular movements, the

Medical community was less enthusiastic. Mesmer encroached upon their domain, and made it

seem that anyone could be a healer, even those who were not lengthily and expensively trained.27

Citing a growing concem for the moral deprivation ofthe patient, two commissions (called for

by the king ofFrance) were to investigate the merits ofanimal magnetism. Bath retumed

unfavourable reports. Although Mesmer argued vehemently against any association with occult

forces, coercion or suggestion, the scientific academies were not convinced:

16 A patient was said to experience '''crisis'' with the onset ofany number ofsymptoms~ including conwIsions, fever.
or a quie~ uncriticaI state. A "beneficial crisis'· was the cure ofaIl ailments, and was a physiological state in wbich
"man experiences bis connections with aIl ofnature" (Mesmer [179911980: 103-105, 123-124).
rr EMDR therapists bave invokeds~ responses here. One joumalist bas written: "'EMDR exposes a targe and
expanding rift separating the science ofpsychology and the practice ofpsychotherapy, an emerging sttuggle
between the research-literate and the practically trained" (Marano 1994: 23). EMDR is ·"embarrassing'· for the
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Examining subjects who had been blindfolde~ we discovered we could influence them ourselves 50 that
their answers were the same. whether they bad been magnetized or not This means we were dealing now
with the power ofimagination....We succeeded in manipulating the imagination. Without being touched or
signaled. the subjects who thought themselves magnetized felt pain. felt heat. a very great heat...we were
struck by the power of!Wo ofour most astonishing faculties: imitation and imagination. Here are the seeds
ofa new science, that of the influence ofthe spiritual over the physicaI (cited in Lopez 1994: 329).

A secret report written for the king, entitled "Love, Sexuality, and the Magnetic

Rapport,n further emphasized the potential dangers to moral character through the misuse of

magnetic techniques. The magnetizers (usually men) were said to have a "natural empire" over

the magnetized (usually women). Reference to prolonged touch~ communicated hea4 and

parallels made between orgasm and crisis supported daims that "[t]he magnetic treatment cannot

be but dangerous for maraIs....Expased to this danger~ strong women will move away, but weak

women can lose their marais and health" (cited in Crabtree 1993: 93-94).

Couched in a language ofsexual impropriety, spirituality, and domination, the

phenomena in question were reproduced, yet still dismissed. It is not enough to cure the ill. One

must explain it in with a theory that is accepted by the community. Mesmer felI out of favour

\Vith orthodox science, with "mesmerism," and "magnetic sleep,,28 polluted by associations with

imagination and suggestion..29

former category, as it is being praised lavishly in the absence of:my "acceptable" proof-it exposes psychology to
the potential for ridicule.
2S The tenu '~gnetic sleep" was invented by Mesmer's protégé. Armand Marie Jaques de Chastenet. the Marquis
de Puységur. He dispensed with the mysterious magnetic fluids, instead placing emphasis on the psychologizing
force between the magnetist and magnerizer, based on the power ofwill. The influence ofPuységur has been weIl
documented: in the history ofMultiple Personality Disorder(Hacking [995: 149-150), post·hypnotic suggestion and
auto suggestion (Crabtree 1993: 104; Gauld 1992: SS.fi4) and furtherwaves ofresearch into areas ofmedicine,
psychology, and psychical phenomena (Crabtree 1998).. It is not to be taken for granted that magnetic sleep is a
simple precurser to hypnotism, as Gauld bas done (1992: 441). Such whig history strips words of their contextuah
contemporary meaning, which make such "lineal descents" simpIistic and worthless. Similarly, Ellenberger is guilty
ofanachronism when he states that "resistance" and "transference" had been known to magnetizers and hypnotists
(1970: 490, 521, 538-539). Makari argues that the hypnotic rapport, as weil as Janet's ··somnambulistic influence,'·
are not continuous with the notion of false connections (1984: 559-560).
29 The term "suggestion" emerges as a psychological termaround the year 1820, often used as a cognate of
imagination. Perhaps the tirst to use "suggestion" in this sense was Abbé Jose-Custodio de Faria. He cIaimed mat
there was no external force acting on the patient. In public demonstrations. he would decIare that he possessed no
secret powers. and relied on nothing but suggestion. Healing was, for Faria, a contest ofwills aIone. Faria believed
in a diathesis model ofsuggestio~claiming that women, the Iower classes.. and the infirm were more ··suggesnble."
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It was not until a full century later with the work ofCharcot that suggestion (this rime

named hypnosisJ~ was presented once again as amenable to scientific inquiry and

characterization. In the last quarter ofthe nineteenth century, debate conceming the validity and

mechanism ofhypnotic phenomena in the treatment ofmental illness continued in Paris between

the Salpêtrière School and the Nancy School, headed by Hippolyte Sernheim. It was a time when

the collective accomplishments in the history ofsomnambulic phenomenon, exorcists, priests,

doctors, philosophers, novelists, poets, magnetizers, spiritists, psychologists and psychiatrists

came together to fonn the discipline known presently as medical psychology. It was privileged

as a "university psychiatry," situated in the major academic centers, dependent for clinical

materia! on new university clinics, and pursued in specializedjournals (Micale 1993: 25).31

Charcot's position has been discussed. But as 1have noted, information is not produced

in an intellectual vacuum. His position is made comprehensible when put into historical and

intellectual dialogues, and there was no greater contemporary, academic rival than Hippolyte

Sernheim.

Bernheim, a professor at the University afNancy in Paris, argued that hypnosis was not a

discrete physiological state. Suggestion, he claimed, is the acting force behind cures by honey

piUs, hydrogen peroxide~ metallotherapy, suspension, etc., and among these adjuvants, hypnosis

is the most effective. 1will call this the "'non-state" position, in contras! ta Charcot's Ustate"

See Crabtree (1993: 103~ 122·126) and Gauld (1992: 274~ 278, 424-428) for a discussion ofsuggestion and
suggesttbïlity from 1820 to the tum ofthe nineteenth century.
30 James Brai~ a British physici~ became interested in the study ofnervous sIeep around the time of the
publication ofthe fourth commissioned report on the subject. In 1843, he published ~eurypnology~ or the
Rationale ofNervous Sleep." In 1843~ he coined the term 06hypnosis." and round that in such a state bis patients
could be shielded from pain. He further observed that a rappon does not develop unless directly or indirectly
suggeste~ is always apparen~ rather than real (Braid: [1843} 1960:137-141, 216).
31 There was still a deep-seated fear from about 1870-1910 that innocent people could be hypnotized into
committing heinous crimes in response to a signal by the hypnotist. This sentiment permeated psychiatric journals
and popular press in this rime frame (Laurence and Perry 1988: 217-219).
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position, in which hypnosis is a physiologically discrete state. The non-state position of

Bernheim is as follo\vs:

We have defined hypnosis as follows: a particularpsychic state, capable ofbeing induced, which activates
or heightens, to various degrees, suggestibility (the capacity to he influenced by an idea and to realize it).
The hypnotic state is nothing more than astate ofbeightened suggesttoility....We have aIready descnèed
the various methods used to artificially obtain this heightened sense ofsuggesboility or hypnotic state, and
we have concluded that all ofthem can really be reduced to one factor alone-suggestion (Bernheim
[189l} 1980: 177,see42-43).

These various methods involve establishing a rapport between the subject and the therapist, by

using techniques, such as comfortable surroundings, long waiting periods, relaxing music, and

heightening the sense ofMedical authority, which incline the patient to the idea that ~~fa11ing

asleep is to their best advantage, holding as it does the promise ofcureu (cited in Ehrenwald

1976: 252; cf. Bramwell1909: 133-134). Like Faria, Bernheim viewed the conviction ofrapport

as being both the cause ofsuggestion, and the source ofits power. The Nancy school taught that

aIl people were suggestible, and although sorne people were more prone to hypnotic induction,

this was not a pathological tendency. Ifhypnosis is not incorporated inta a diathesis-madel,

rapport becomes one ofthe central concerns of the therapist. Whether he or she believes or not,

the successful treatment becomes a contest 0 f wiIls, a collusion, or afolie a dezL'r. J2

Bernheim's accusations that Charcot's view ofhypnosis underestimated the degree ta

which bis own experiments were affected by suggestion were not met kindly (Crabtree 1993:

165; Ellenberger 1965 reprinted in Micale 1993: ISO). Charcot's organic position held no place

for such importance or rapport, and as such he portrayed it as sorne hypnotically generated

illusion.J3

32 This term was used by Delboeuf, a Belgian philosopher9claiming not that both parties were crazy, but rather that
the frrst patient hypnotized leaves an imprint on the hypnotist: a method and expeetation ofcertain results9which
then lays the pattern for future subjects (EUenberger 1970: (72).
33 The subjeet ofrapport was also engaged by Albert Moll9S Der Rappon in der Hypnose (1892) and Janet9s
L·influence somnambulique el le Direction (1897). MoU cIaimed that an isolated rapport is not possible-a third
person is acknowledged by the hypnotized person-and that this rapport can he passed on to another person. Janet
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• Charcot has been portrayed as an ominous figure, by virtue ofhis extraordinary

intelligence, his fierce egotism, despotic treatment ofstudents, and world-wide fame. Whether

this is true or not can be questioned, although he certainly managed to incUT the wrath ofhis

prized student, Joseph 3abinski.34 In 1901, in true oedipal fashion, Babinski suggested a new

definition ofhysteria: ~'the sum total ofthe symptoms that can be called forth by suggestion and

dispelled by counter-suggestion" (which he called persuasion; and hysteria was renamed

~·pithiatism", after the Greek word peitho, meaning '10 persuade''). His model was accepted by

most French Neurologists, and by the tirst World War, this model became became the most

widely accepted (Ellenberger 1970: 785-786; Young 1995: 136).

Despite the various reasons given for Freud's abandonment ofhypnosis in favour of free

association and psychoanalygis proper, it was the language ofsexual incontinence which

• provided the moral necessity for its removal: the possible psycho-sexual dependence ofthe

subject on the hypnotist (Chertok 1984: 112-113; Gauld 1992: 564-566). Transference and

countertransference3s accounted for these developed (misplaced) feelings in the patient to

therapist and therapist to patient directions respectively. Freud assures his audience that

although he is weil aware of the possibility for suggestion, it is not the cause of"intense

feelings" within the therapeutic alliance.36 He writes: "The cause of the disturbance is that the

patient has transferred onto the doctor intense feelings ofaffection which are justified neither by

•

aIso noted this close bond, stating that there were always feelings oflove, whether erotic, filial, or maternaI. [t was
50 strong that the patient had to be weaned off the therapeutic relationship.
3.J Sec Ellenberger (1965 reprinted in Micale 1993: 142-144; 1970: 95-96).
3S Countertransference bas been descnbed as the therapist's reaction to the patientls transferencey and more generally
a neurotic reaction of the analyst to the patient (Blum and Goldman 1995). Freud thought that it was rare (S.E. 1910
Il: 144-145), again minimjzjng the suggestive influences involved in the therapeutic alliance.
36 The therapeutic alliance must be distinguished From rapport in two impottant ways. First, it frames the
relationship between the patient and therapist in such a way as to mechanize emotiona1 connection, while rapport is
more a cognate ofempathy and connection in a loose sense. Seco~ in any Freudian framework post 1897y modes
of influence and communication in any alliance are doubled by the presence ofadynamie unconscious. In The
Dynamics ofTransference (1911), Freud wrote that "it remains a puzzle why in analysis transference emerges as the
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• the doctor's behaviour nor by the situation that has developed during the treatment" (S.E 1917

16: 441). He does concede, though, that "it must dawn on us in our technique we have

abandoned hypnosis ooly to rediscover suggestion in the shape oftransference" (ibid. 446).

The association between suggestion and hypnotism, and the importance of rapport, was

broadcast by the invigorating debate between the Nancy and Salpetriere schools in the 1880's

and early 1890's. The twenty year infatuation with hypnotism among medical men was followed

bya swift decline (Ellenberger 1970: 171). The skeptical and moral arguments against hypnosis

\Vere similar to those made against animal magnetists: farce, mimesis, suggestio~ leading to the

potential for seduction, exploitation, and domination. The skeptical arguments laid by such non-

state theorists (such as Bernheim), implied that there is nothing unique happening when a subject

is ~hypnotized'. While sorne thought that the possibility ofbeing hypnotized is proafof the

• existence in a patient of sorne scale of suggestibility, others saw increased suggestibility as proof

ofthe state ofhypnosis. Debates about who was mistaking cause for consequence continued,

and in the absence ofa resolutioo, the medical community refused to embrace any therapeutic

model that could oot be proven dissociable from the effects ofsuggestion.

The neuroses were left in a lurch. Emil Kraepelin, probably the foremost authority in

psychiatry during the first halfof the twentieth century, believed that although sorne neuroses-

the less severe ones--could be caused by everyday life experiences, he was convinced, aIong

with most psychiatrists, that the psychoses-the more severe disorders-have biological causes,

which are genetic in origin and essentially incurable. Among medicai men in the 1920's,

~"clinical perceptions ofhysteria were shaped by the growing acceptance that it is the product of

•
suggestion" (Young 1995: 63; see pp. 66, 71-74).

most powerful resistance ta the treatment.. " (S.E. 7: 101). He cIearly attributes the transference to the neurosis, and
nat the psychaanalytic enterprise.
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The moral arguments against hypnosis centered around the possible abuses that the

patient could be left vulnerable ta, at the hands ofthe therapist. Sïnce the king's secret report in

1784, no explanation ofhypnosis bas enjoyed widespread popular approval. Will, intentionality,

and freedom were ail compromised, in one form or another, with the patient drawn as a transieot

slave. Although the psychoanalysts gained great sway in the mid-twentieth century,37 by the

1960's the pendulum had begun to move again towards the biologization ofpsychiatry.

Compared to the rise ofpositivism in the 1850s, this re-biologization was characterized

by 1) a de-emphasis on the hereditary factors ofmental illness, 2) the development ofpowerful

technologies to both diagnose and treat ailments, and 3) the increasing scope and sophistication

orthe census and other social databases as instruments ofsocial policy. Once this population of

mental health sufferers is made visible, the psychoactive drugs, imaging technologies, and

standardized nosologies helped to firmly place psychiatry within a Medical tradition (Young

1995: 170-172).38 The philosophical domain once occupied by psychiatrists-doctors orthe

mind-are DOW the domain of the social worker, psychologist, and spiritist. Psychiatry has

adopted the Uscientific methods" of the biological sciences, as well as its spirit ofbiologicaI

reductionism: specific etiologies, symptomatic criteria, and strict protocols outlining treatment

and prognosis.

Hysteria is still with us, though, as the prototypical neurosis. It has been relabeled and

dispersed among such classifications as dissociative disorders, PTSD, personality disorders,

Ji By 1950, more man halfofthe chairs ofpsychiatrie departments in the United States were members of
Esychoanalytie societies.
1 Orlinsky and Russell's Tradition and Change in Psychotherapy Research (1994: 185-214) presents a recent
history ofpsychotherapy research which states that it is beeoming more "scientific" until the period ending 1984.
From 1984 (recall: four years after the publishing ofD5M-llI) to the present. there is a shift away from the
positivist--empirical model, toward verification oftheory through narrative. non-quantitative. and non-objectivist
methods. "'given the proliferation of the philosophies ofscience and the cultural and scientific embraee ofpluralism
in its many forInS." Contrast this with a recent article in the American Journal ofPsychiatry calling for a
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anxiety disorders, etc., all distinguished and listed in a new nosology: The Diagnostics and

Statistical Manual (DSM) for mental disorders.

2.6 Neuroses and Nosologies

In 1917, the Committee on Statistics of the American Medico-Psychological Association (the

forerunner ofthe Arnerican Psychiatric Association) noted that "the present condition with

respect to the classification ofmental diseases is chaotic. This condition ofaffairs discredits the

science ofpsychiatry and reflects unfavourably on our association" (Salmon et aL, 1917:255).

The first Statistical Manual for the Use ofInstitutions for the Insane was drawn up in 1918, and

following nine revisions, laid the foundation for the first edition of the current psychiatric

nosology: The DSM (American Psychiatric Association 1952, 1968, 1980, 1987, 1994).

The first edition ofOSM was largely influenced by the psychoanalytic perspective on

mental illness as influenced by WW ll. The number ofpsychiatrists had increased dramatically,

and many were practicing in private practice and community clinics, rather than psychiatrie

hospital wards (Grob 1991). Bath dissociative and conversion disorders were attributed to the

repression of anxiety evoking impulses. Shaped by its famous editor, Adolph Meyer, the mental

illnesses were at one end ofa continuum, with "normal health" at the other. In contrast to a

Kraepelinian approach, diagnostic groups were labeled quantitatively as representing groups

defined by differential behavioural response to similar causes: psychological, social, biological.

Large numbers ofpsychiatrists did not adopt this language, as it was less amenable ta a research-

based science ofmentaI illness (yOtmg 1995: 98). DSM II was an attempt, along the same

redefinition ofpsychiatric training and practice, to avoid an 1mtenable~ position ifbeing ill-definetL and vulnerable
to economic and political marginalization (Lieberman and Rush 1996: 11-1388-1397).
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psychodynamic lines, to develop concordance with the World Health Organization's nosology:

The International Classification ofDiseases (ICD-8). The term neurosis was maintained, but the

criticism remained that fannal diagnostic criteria were not available with which to determine the

boundaries oftheir diagnoses. A remarkable shift occurred from OSM II to DSM Ill, as the

pendulum changed directio~ taking its "intellectual roots in St. Louis instead ofVienna,

and.. .intellectual inspiration from Kraepelin, not Freud (Spitzer 1985: 188 cited in Young 1995:

99).

This edition marked a transfonnation in American psychiatry, specifically, a retum to

Kraepelinian descriptive diagnosis, and a shift from the psychodynamic, psychosocial, and

biopsychosociaI models ofmentaI illness to a more strictly biological view. A theory-neutral

description was revived, emphasizing the patient's phenomenology and behaviour over clinical

speculations about etiology and underlying mechanisms (Wilson 1993). Gerald KIerman, the

highest ranking psychiatrist in the federai government at the time, asserted:

In myopinion. the development ofOSM-m represents a fateful point in the history of the psychiatrie
profession....The deeision orthe APA tirst to develop DSM-II and then to promulgate its use represents a
signifieant reaffinnation on the part ofAmerican Psychiatry to its medieal identity and its commitment to
scientific medicine....[Concluding] that the judgement is in; OSM-ill bas already been declared a victory.
There is Dot a textbook ofpsychology or psychiatry that does not use OSM as the organizing principle for
its table ofcontents and for classification ofpsycbopathology (Klerman 1984: 539, 542 cited in Kirk and
Hutchins [992: 6).

By emphasizing correlated rather than defining features, categorization by family resemblance,

and within-category heterogeneity, the DSM-Ill implicitly acknowledged that the fuzzy-see9

view ofcategorization applied to psychiatrie diagnosis.

The tenn '4hysteria'9 was completely eliminated, along with theoretical statements about

the unconscious expression ofanxiety in dissociative and conversion symptoms. Hysteria was

not dead, though, as the diagnoses ofdissociative disorder, conversion disorder, somatization
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disorder, and Post-traumatic Stress Disorder invoke, or at least imply, a specifie etiological

mechanism: a traumatic event, represented by a traumatic memory, causing post-traumatic

symptoms (1995: 4,292).

PTSD is thought ta have been discluded from the DSM-II because it was printed in 1968,

in the relatively tranquil period after WW II and betore the Vietnam War. It was brought mto

the DSM-m mainly ta address veteran issues from this latter conflict. Scientific research on

DSM was mainly sponsored by the Veterans Administration (VA), and were performed on war

veterans (ibid. 108-114). Psychiatry boasted its effectiveness in containing war neurosis and

retuming troubled soldiers quickly to the battlefield. The DSM-UI and DSM-m-R editions

were tailored to capture the exceptional experiences/memories ofan exceptional period ofwar.

The problem is that it simply did not correspond with Many cases that are currently diagnosed

with PTSD (Young 1995: 288). With the publication ofthe DSM-IV, the inclusion criteria were

made more general. The two features (reflective of the nature of the etiological event: the

~'stressor criterion") of inclusion are:

Feature 1: The [traumatized] persan experienced. witnesse~ or was confronted with an event or events mat
involved actual or threatened death or serions injury, or a threat to the physical integrity ofselfor others.
[To be "confronted" with traumatic events would includel"leaming about unexpected or violent dea~
serious harm. or threat of death or injury experienced by a family member or other close associates."
Feature 1: The [traumatized] person's response involved intense fear, helplessness, or horror (Amer.
Psychia. Assac. 1994: 424, 427-428).

The definition ofwhat constitutes a "realistic" threat has been made more subjective, vicarious

traumatization (in contrast to direct encounters) are sufficient stressors, and there is still no time

limit as to how long after an event it can be discovered as traumatic. The DSM-IV was

tnnnpeted as the first well-documented psychiatric nosology, claiming that the ~'major

methodological innovation ofDSM-IV will he its effort to move beyond expert consensus by

39 Fuzzy-set refers to a model ofdiagnosis which is represented by sets ofexemplars or prototypes (see Hacking
1995: 24, 33-35).
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placing greater emphasis on the careful, objective accumulation ofempirical evidencen (Frances

et al 1990: 1146 cited in Kirk and Hutchins 1992: 211). It actually makes the stressor criterion

consistent with ongoing practices, without excluding anyone who had been previously diagnosed

with PTSD. In addition, and perhaps most notablYt it increases the scope ofinterpretation of

what constitutes a distressing etiological event. Ifhysteria is still with us, and necessitates the

expansion ofdiagnostic criteria ta fit ils varied symptomatologies, it has found a panial home in

PTSD and the traumatic memory.

45



• 3. Sociology, Science, and EMDR Therapy

3.1 Revolutions and the Bounda" Object

The concept ofscience is inescapable for an anthropologist interested in Medical matters.

Speaking specifically ofbiomediciney the Medical knowledge generated in this field was at one

time felt to have no epistemology. That is, it was authoritative knowledge in direct concordance

with the naturallaws, and could be empirically observed and objectively described. Biomedicine

distinguished itselfby such claims to a strict reliance on scientific reasoning, and the

technologies that produced and engendered such an approach:~o Many ethnographies have

highlighted the trend in the past 30 or so years to re-question the ontology ofscience and its

• claims:u They serve to illustrate the myriad social influences on knowledge production and

validation. Once the political, economic, philosophical, popular, legal (et cetera) realms are

shown ta affect science, it becomes "science," available to analysis and critique like any other

cultural phenomenon.

The discipline ofmedical sociology has made its object the politicizing discourses which

have tended to medicalize, and thus normalize, the body and our way of representing it in various

•

40 Robert Merton pioneered an approach to sociology that placed scientific lcnowledge outside ofits research scope.
Anthropologists stuclied cultures around the globe ifthey did not adhere ta the systems ofWestem science (versus
religious and spiritual) for ways ofknowing things meclical (see Shapin 1988). Ludwig Fleck ([1935] 1979) wrote
Genesis and Development ofa Scientifie Faet, in which he clearly states that Merton (and Lévy-Bruh4 and
Durkheim) were mistaken in this view ofsociology. Best known for anticipating ThomasK~ F1eck situated
scientific epistemology within a historic~ collective framewOt~ rather than as individuai one. "Thought styles" are
constructed to allow certain types of thought and restrict others, producing a closed yet harmonious system in which
evidence ofthe origins ofideas can no longer be traced (1979: 38). Hacking's scope is wider than Fleck's, gazing
across centuries and cpistemes (cf. Foucault 1988) rather man fields or disciplines.
olt For examples, see Paul Rabinow's Making PCR: A Story ofBiotechn%gy (1996), Emily Martin'5 Flexible
Bodies: Tracking lmmunity in America." Culture from the days ofPolio 10 the Age ofAlDS (1994), Allan Young'5

The Harmony ofIllusions: lnventing Post-Traumatic Stress Disorder (1995), Arthur Kleinman's "Social Origins of
Disease and Distress (1986), and lan Hacking's Rewriting the Soul: JUultiple Personality and the Sciences of
Memory(l995; also see Hacking 1983: 66).
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forms. This section is an analysis ofthe construction ofa EMDR therapy-its theory and

practice, using conceptual tools created by sociologists ofmedicine: styles ofreasoning (which l

have already introduced), and boundary abjects (Star and Grieserner 1989; Fujimura 1992). It is

my position that this therapy, invented by Francine Shapiro, is not a "revolutionary" or

Hbreakthrough" theoryt as it has been called. Rather, it is made intelligible and manageable by

historical precedents in the notions of traumatic memory, dissociation, objectivity, suggestion,

and rapport. By claiming a model as a revolutiont one must necessarily cut ties with the past,

proving Httle historical precedent. Shapiro has, in this senset presented a castle in the skYt and

myaim is ta iIIuminate its foundations.

The development and dissemination ofscientific ideas requires cooperation. The

information upon which any new theory is based, and the knowledge that it produces, must be

~1lseful" if the tbeory is to enjoy widespread approvaI. [deas and practices generated in one area

must be made intelligible, reliable, and desirable in others. The integrity ofsuch a system, such

as EMDR, requires that its practices retain their integrity ofcoherence and outcome aeross time,

space, and local contingency. BOllndary Objects can be concepts (trauma, efficacy, patients,

outcomes, eye movements, cost-efficiency, emotional intensity), or a standardized tool

(nosologies, publications, statistical tests, diagnostic language).

Boundary Objects are objects which are both plastic enough to adapt to local needs and the constraints of
the several parties employing them. yet robust enough to maintain a common identity across sites. They
are weakly strUctured in common use~ and become strongiy sttuctured in individual-site use (Star and
Griesemer 1989: 393).

Whether abstract or concrete, tbey are modes of translation: interfaces by which coherence

across fields is maintained and developed. A good example ofa boundary abject explicitly

stated is Shapiro's use ofher term '~euro networks":

[ use psychophysiological concepts by employing the term neurophysiological or neuro nenvorlcs. This
construct will subsume the way the way the term neural networlcs is curn:ntly being used by
neuropsychologists and extends it to an additional strata ofcognitive/emotionaI processing (1995: 28).
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There is a second usage ofboundary abjects which has not been discussed by the

developers ofthis concept. They can be used strategically ta break ties ofcoherence and

translatability. That is, new abjects are constructed in an attempt to create distance, even

incommensurability, with sorne historical or contemporary concept or tool.

Francine Shapiro has two necessary tasks to ensure that EMDR is accepted. First, she

must make it desirab/e. That is, therapists and patients will fmd it indispensable for doing

something more easily, cheaper, and faster. Second, she must ensure that her theory and

practices are coherent ta other researcbers, clinicians, funding agencies, clients, etc. In this

section, 1intend ta use the examples of psychogenic trauma, mechanical inference (statistics,

diagnostic tests), eye movements, and suggestion, to show how EMDR bas been created to

accomplish both ofthese tasks.

Shapiro has maintained that EMDR is not derived from a theoretical position (1989b:

216; 1994: 155; 1995: 216; 1999: 45). Her 1994 article was entitled "EMDR: In the Eye ofa

Paradigm Shift," and in Princip/es, EMDR is referred to as a "shift in paradigm and perspective"

(1995: 10, 12-13). Further, on the coverofherrecent book (1997), the words "breakthrough,"

"amazing,n "extraordinary," "profound," and "miracle" can be found. The opening line in

Princip/es (her monograph intended for researchers and c1inicians), starts affwith: "We went

from Kitty Hawk ta a man on the moon in little more than 50 years, yet we have not had a major

paradigm shift in psychology since Freud, nearly a century ago" (1995: v).

This creates for Shapiro both an exciting and open field in which to cultivate new ideas,

as weil as the unenviable task ofproving extraordinary claims with the demand for extraordinary

proot: Part ofher struggle is to both appeal to a research~riented cammunity as weIl as a more

• mystical, popular-psychology audience. As sueh, there are two distinct lines ofargument that run
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through. the extant literature on EMDR, that mirror Many ofthe tensions involved in the

treatment ofmental distress. The first line cornes from Shapiro-the-researcher, basing her texts

in the language ofprobability, control-groups and placebo-matching, pathology and dysfunction,

brains and neural pathways. She publishes in joumals and texts which are meant to appeal to

clinieians and psyehiatrists with similar empiricist approaehes to knowledge production. The

second persona is Shapiro-the-healer, building a fortress made ofanecdotes, appeals to the

horrors ofsuffering, the need for a more holistie, spiritual approach to the mind. The rhetoric of

easing pain provides the backdrop against which evidence is deemed valuable.

l have stated that Shapiro t s two basic assumptions are that suffering is a seourge, always

to he alleviated toward a better quality of lire; and that innate, unconscious mechanisms cause

trauma and suffering. l further elaborated fC?ur corollery necessities to holding these positions:

that the body is universal; knowledge of the body is ahistorical; memory is tinear, associative,

and thus distortions are observable and measurable; and measurement is objective.

These assumptions and corollaries shape Sbapiro's definitions of trauma, stated

motivations for treatments, and the styles ofreasoning foUowed in these tasks.

3.2 Psychogenic Trauma and the Universal Bodv

Any claims ofnoveIty rest on the ability to produce a new element, and Shapiro offers four:

(1) The possibility ofdirect, non-intrusive, physiologicai engagement with the stored pathological elements;
(2) The information processing system is hard-wired and adaptive
(3) The transmutation ofembedded information shifts identity constructs, and
(4) A release from temporal mandates (1994: 153-154; see 1995: 15-17).
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The 'storOO pathological elements' are traumatic memories. In the EMDR paper trail, the

presence of these memories are uncontested, and are common parlance.42 The traumatic memory

bas become so embedded in the psycbologizing style ofreasoning, that it is immediately

recognizable, tangible, and applicable ta various disciplines ofstudy. In short, it is a prime

example ofa boundary abject. EMDR's use is obvious; it has no trouble getting into the

psychological journals which discuss anxiety and distress. Although familiar, this phenomenon

is further restricted by local definition-a traumatic memory in one place is not a traumatic

memory in another (see Young 1995: Ch 7). For Shapiro, it is encoded at one time, and remains

in that place in the brain isolated and unchanged until psychotherapeutic intervention. This

intervention deals with the information in a 'direct' way: "the focus ofElvIDR is on the memory

itself' (Shapiro 1994: 153; itaLics in original). '1bere is Little doubt that something about trauma

causes information processing to he blocked...n (1995: 321). We are further told that "EMDR

seems to have a direct biological effect on the nervous system, and because \ve aIl share the same

nervous system, the results ofcertain experiences are fairly predictable" (1997: 7). This is not

representative of most of the current climate ofpsychological and psychotherapeutic madels of

memory, which liken an individual's recaU to a reconstruction influenced by suggestion,

prejudice, and other environmental factors (see Schacter 1996~ b; Loftus 1993; Pope 1996).

Conversely, in a section marked "'Time-Free' Psychotherapy", Shapiro writes:

"Traditional psychotherapy has been time-bound in the sense that its effects occur only after a

protracted period oftime. This probably occurs because conventional therapy uses verbal (rather

tban physiologicaIly based) procedures to shift infonnation that is dysfunctionally locked in the

nervous system" (1995: 46).

• ~2 Muris and Merckelbach (1999) have been the only notable exception to this. They otIer this observation in arder
ta discredit EMDR. yet suggest no implications for the logical effect of this critique on other psychotherapies.
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The body is clearly represented as universal in both physical composition and response to

'certain experiences'. Traumatic incidents, and their causes, are assumed to he "natura! kinds,"

whereby talk (even disputes) over the etiology and intervention strategies is already to assume

the authority ofa physiological mechanism ofpost-trauma distress. There is only disagreement

within a shared taxonomy. The concepts of trauma needs ta be further problematized, as weIl as

the notion that memories are stored indelibly in a dissociated form until EMDR therapy arrives.

The full title ofShapiro'5 most recent book is "EMDR: The Breakthrough Therapy for

Overcoming Anxiety, Stress, and Trauma" (1997). ft starts by introducing us ta an unsuspecting

waman in her apartment who was injured by the recent bomb blast in Oklahoma city (April

1995). The glass splinters and twisted metaI are described in vivid detail, as they embedded fita

her skin and made her bleed from hundreds oftiny Iacerations. We are toId ofher inability to

recall the event, in fact how adamantly she denied il. She could not eat, ground her teeth until

worn to the gums, woke up screaming and scared, and 50 on. Her story is contrasted a few pages

later with a soldier in Vietnam who made a joke about a dead body, and was horrified ta fmd out

that the deceased man's son overheard the quipo His griefand shame are chronicled.

Shapiro asks the questions: "What do we Mean by the word trauma?" She attnoutes the

common technical definition to be inadequate, as it assumes that an event would have to be

upsetting to everyone before it is deemed traumatic. Her definition is much more broad, in that it

vaIidates subjective experience. Events such as overhearing a passing remark that you are

unattractive~ getting a failing grade, having a pet run away, being angry at a boss, are called little

I>l>t" traumas, while rape, kidnapping, assault, natural disasters, and war events are called big "T'

traumas. This separation is irrelevant in EMDR, Shapiro hoIds, as EMDR validates personal

experience over clinician suppositions.
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Her tirst study using EMDR therapy (1989a, 1989b) used twenty-two volunteers who

were reported to have been diagnosed with PTSD.. Associated symptoms such as nightmares

and intrusive thoughts were reported as eliminated or substantially reduced. Truly spectacular

results. The first criticism, however, was that subjects were not tested with a standardized

clinical interview (Aciemo et al., 1994; DeBell and Jones 1997; Herbert and Meuser 1992; Lohr

et al. 1995, 1998). Subject's could claim to have been traumatized, without actually having

been. ln a rather negative appraisal ofShapiro's theory and claims, sympathy is still extended:

uPerhaps this quick acceptance [ofEMDR] reflects many therapists' frustrations with the

difficult and time-consuming process ofuncovering traumatic associations and the feeling of

helplessness that cornes along with seeing clients in pain" (Metter and Michelson 1993: 415).

What 1want to stress from this account is the association between trauma and suffering, and the

moral solidarity shown by researchers in the common goal of eradicating such pain.. The

diagnosis ofPTSD has served as a prototype for this type ofthinking.

Patients in the EMDR literature are most otlen described as victims or survivors. They

are terms that emphasize the passivity and vulnerability ofpersons, rather than modes of

adaptation and agency. A distress-free existence is idealized, and any intrusion ofpsychological

discomfort is pathologized and set out to be removed.. Perhaps again Freud is to be implicated by

his discussions of the psychopathology ofeveryday life (see S.E. 1901 V.6). A recent book on

psychological trauma by Judith Herman, a psychiatrist, asserts that ·'everyone is a prisoner ofthe

past" (1996: 235). In Shapiro's collection ofcase studies, her introduction states, HIn these pages

you may see yourselt: a neighbour, a family member, or a friend. We aU feel fear, pain, despair,

guilt, or unrelenting anger when certain experiences and pressures converge.....As we observe the

process ofhealing that takes place in one person's mind, we see the reflection ofour own
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potential for healing.. Perhaps we can also see a ripple effect that might lead to the eventual

healing orus ail" (1997: Il, 242).

When she uses the ward heal, Shapiro is speaking of the verbal tests (recall SUD and

voe) which are administered to patients prior to, during, and months after the incident. The

assurnption that reported emotions are a guide to well being is refuted by Bowman, citing

historical, cultural and research-oriented work (1997: Ch 12):B The assumption ofa traumatic

experience has been shown to underlie Shapiro's therapeutic intervention. The four

paradigmatic points listed above are all conceptual. None refers to any action whether verbal or

spatial. They are ways ofdescribing why, rather than how. The postulate that there is an

infonnatian processing system, which is hard-wired and necessarily adaptive, allows Shapiro to

make further claims about the nature of trauma: theyare divisible, generalizable, and available to

the therapist.

lt is impOnaDt to detemùne which traumatic memories are directly responsible for present dysfunction. and
therefore should be processed with EMD~ and which are incidental ta the present crisis, and can be set
aside....Ofcourse. clinicians will have ta detennine whether the carlier traumas are indeed unrelated to the
clienfs present life conditions (Shapiro 1995:93).

When [dissociation) happens during EMDR processing, the clinician should be able to discem the nue
nature of the apparent dissociation as one of the following possibilities: (a) the old feeling ofdissociation
that arises from the target memory and that will be metabolized by the sets, (b) a new dissociation that is
being triggered because the client bas been pushed tao far. or (c) a dissociation that is the produet ofan
undiagnosed dissociative disorder (ibid. 174).

~3 One weU documented incident bas provided more direct camparisons ofthe contributions of trauma exposure and
individual differences variables. In the stlldies of the Australian bush tires of 1983 which were very weil
documented by McFarIane and others, frre exposure and other life events accounted for a reported nine percent of
symptom reports after four months (McFarlane 1988). The long.term psychiatrie morbidity seen in a smaIl
proportion ofmen after the tires was predicted better by pre-event individual differences than by exposure ta the
fIre, or losses from them (McFarlane 1990). In particuIar, family histories ofpsychiatric illness and neuroticism
accounted for the progression from acute distress ta psychiatrie disorder in two thirds ofthe cases (McFarlane
1992). Bowman's central argumen~ however~ is anecdotal, arguing that emotional displays have become more
validated in the trend away from universalism and objectivity, toward particuIarities and subjectivity, MOst recenüy
represented by the post-modem movements in the humanities and social sciences, themselves a residual ofFreudian
quasi-scientific attempts to bring emotionality within a discipline govemed by cause and effect (ibid. 103. 116).
This critique appeals ta the common-sense faculties upon which the SUD and VoC tests are base~ and is a symptom
of the disease that Bowman is trying to cure.
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A mechanism for identifying the cause (whether direct or indirect) ofdissociation is oot

provided. They are, it seems, simply available to the psychotherapist.. Separate protocois for

single and multiple traumatic events, anxiety, receot traumatic events, and for illness and somatic

disorders are provided (ibid. 218-229), wmch provide clues for the reader. ln the treatment of

current anxiety, the initial target to keep in mind while performing a set ofsaccades, is the

"initial memory," rather than the "mernory or image ofthe actual traumatic event." Again, no

mechanism for distinguishing physiologicai versus organic origins ofdistress are noted, other

than that EMDR can only be used to treat the former. We are paradoxically toid that:

For many clients with somatic complaints. addressing the psychological dimensions will cause partial or
complete remission orthe physical symptoms. When primary organic processes are involved. the
psychologicai issues may be viewed as exacerbating the physical condition" (ibid. 229).

The meanings ofpsychogenic symptoms, then, are Iocated in the body. They are veridicaI, in the

sense that they are a direct result of the trauma that occurred, and is stilliodged, in state-specific

form in the brain; and such meanings are available to the trained eye ofthe psychotherapist.

They are not the product of interpretation, but are attached to them. The somatogenic symptoms,

however, are products ofpathophysiology, and have no meaning other than chemicai or organic

dysfunction. They might mimic known organic disease symptoms, but are not, in themselves,

meaningful. There are at Ieast three other ways, though not mutually exclusive, ofspeaking

about psychogenic symptom fonnations that can be round in Iay and expert discourses (Young

1999: 412-413).

The first is that symptoms are psychosomatic, whereby perception, mental confliet, and

cognitive and/or emotional state cause pathophysiological processes. This explanation is the

basis for psychoneuroimmunological theories that connect symptom formation or alleviation to

stressfullife events. Psychosomatic symptoms are differentiated from "psychogenic" in that

psychosomatic symptoms encode or express no necessary meaning. Symptoms can aIso he

54



•

•

•

modified through amplification, whereby indistinct or ambiguous bodily sensations are focused

upon and invested with meaning and emotions that a physician would deem illogical or

untenable. These symptoms tao do not correspond to the etiological event, and derive no

meaning from its associations. The last method ofsymptom identification is a simple human

propensity for embedding bodily organs, physiology and pathology within a daily idiom for

communicating mental and physical states, and more general phenomena. They are employed

metaphorically both unknowingly or knowingly, and the latter category can he further divided

into a way ofmanaging interpersonal relations, and as a means ofeliciting attention, versus a

means ofacquiring certain possessions or status.

Within the EMDR style ofreasoning, bodily sensations are both necessary and

meaningfuI. l>l>When a memory is being processe~ most clients experience sorne manifestation of

the information on a samarie leveI. ..since the physical sensations present during the trauma are

aIso lacked in the nervous system." The sensations are related or perceived as a '~on-specific

physical resonance... [and] the clinician should merely direct the client to think orthe new

location without attempting to ascertain what the sensation feels like or ascribe meaning to it"

(Shapiro 1995: 84-85).

Psychotherapists, understandably tempted, sometimes claim a privileged position from

which to find meaning in their patients' efforts to reveal and conceaI, express and manage, ms or

her own 'tnle' feelings and sensations. Behavior is guided by beliet: so for humans, beliefs can

be causes. Shapiro's insistence on the presence ofphysical markers, their implicit and available

encoding oftraumatic associations, is misguided. We are tald that U,When a new negative idea or

statement emerges, the clinician should ask the client where she feels it in her body...and the

sequence ofquestion and set shouid he repeated" (ibid. 151). And that:
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No matter how small a change the client notices, this body sensation should be targeted....The clinician
should stay alert to any response by the client that denies body awareness while simultaneously revealing a
physical sensation. For instance, when a client says ~I feel numb" '1 fcel blocked', or "1 fcel separated\
this indicates a specific set ofsensations that have taken on a particular emotional connotation mistakenly
indicating a Jack offeeling (ibid. 137).

In a provided scrip~ a patient points to her neck and says that it is sore, saying "1 hate

them. And its not my fault,n about her sexually abusive uncle and father. Without focussing on

the physical sensation, the client states after two sets ofeye movements, that she feels '1nore

flexibility in her neck." Shapiro's margin notes read: "[The flexibility indicates a somatie shift, a

release ofstate-dependent sensations that accompanied the original event, during which her head

was pinned downl" (ibid. 253).

The trauma is simultaneously made visible and meaningful by physical alterations.

Within Shapiro's schem~ there are only somatogenic and psychogenic symptom fonnations, and

by logic of exclusion, ifit is not the former, then knowledge ofthe body is uncovered by the

clinician, and not attributed to it. Shapiro t s epistemology is based on conviction, and this

mystifies the origins ofknowledge by confining it to a private interior. Her rational explanation

begins with the 'facts' ofbiomedical theory, with a rhetorical style of medical authority, toward

an imperative for action. The patient's rationality is evidenced by his ability ta grasp the

clinician's argument and accept the physiological premises toward their natural conclusion

(Kirmayer 1996: 325-326). Shapiro ignores the way in which her biologizing language, training

and practices embedded in the creation and adoption ofa theory, actually create the order in

\vhich she discovers and 5Îtuates the patient's "real" problems. Within this narrow

epistemological framework, the client's view of the world depends entirely on the empirical truth

ofhis beliefs as judged against this clinical standard, and disagreement is viewed at best as

irrational or uneducated, and at worst pathologicaI.

The clinician may need to supplement the client's understanding orthe personality and interpersonal
systems dynamics with education about the effects ofpsychoIogical modeling or physiological imperatives
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• (Shapiro 1995: 258). "...avoidance behavior is considered both part of the pathology and the reason is
maintained" (ibid. 119).

By this point, 1have shawn that the symptom, through which suffering is made visible

and characterized, necessitates professianal inquiry by the psy-disciplines; that the body is

assumed universal; knawledge about it is uncovered, and therefore ahistorical; and the memaries

ofexperiences are linear and associative, enabling distortions in behavior and cognition to be

both observable, meaningful, and altered methodically.

By incorparating traumatic memories, and the dissociative phenomenon afsymptom

fonnations unknown ta the patients themselves, Shapiro has situated herself iota a psychalogical

history which makes her therapy immediately understandable. Trauma and dissociation, thaugh

themselves often vague and ambiguous terms, allow her to manipulate and incorporate accepted

abjects ofstudy into her pervue, and enrol others in her research: theyare ideal bozmdary

• objects.

1have left to prave the fourth corollery ta Sbapiro's two basic assumptions, namely, that

observations and measurements ofbodies can be objectively made; representation is not affected

by intervention. In addition, ~~objectiveness" is another example ofa boundary object.

3.3 Objectivitv, Standardization. and MecbanicallnCerence

The adoption ofDSM-ffi was part ofa sweeping transformation in psychiatric

knowledge-making tbat had begun in the 1950s. Clinical psychiatry in North America was

profoundly altered, as it adopted research technologies from Medicine (experimentation),

epidemiology (biostatistics), and psychology (psychometrics)~ Ifcaptured in a moment, it was

• Hans Eysenck's pragmatic critique ofpsychoanalysis that provided the foundation on which the
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behavior..therapy movement was ereeted. MethodologicaIlessons were learned regularly for two

decades on matters of internai and externaI reliability, psychometrie measuremen4 subject

selection, experiment demand effeets, and ecological validation (for a few examples, see

Bandura 1978; Lick and Unger 1977; Q'Leary and Borkovec 1978). These procedures aImost

always entail statistical techniques: a probabilistie style ofreasoning (1992c: 140).,w The

quantification ofphenomena became necessary for recognition in psychological research.

Similar conventions both defined one's position as a seriaus researcher, and allowed translation

of results from one area into the quasi..labs ofanother. Enabling standardization by mobility

through space, time, and application, mechanical inference became an obligatory passage point

(Cohen 1994: 998; Soho 1993: 1165-1168).

Like truth, beauty, and virtue, objectivity is a normative notion. It is a confirmation on

balance, which means that the strongest and simplest relevant beliefs that are consistent with as

manyas one's prior epistemic commitments as possible are met. "Whereas probability once

aimed to describe judgement, statistical inference now aims ta replace it, in the name of

objectivity (Gigerenzer et al. 1988: 288 cited in Young 1995: 265).

Perhaps the conversion of the neuroses, identified within the psychoanalytic (or

environmental) model by etiology, into diagnoses which are ta a affirm a 'commitment to

scientific medicine', provides one orthe best examples ofthe medicalization ofhuman behavior.

If there is a language which attempts ta observe and measure behavioural phenomena, and malee

oU For a history ofthe development ofprobabilistic styles ofreasoning, see Hacking's The Taming ofChance (1990)
and L. Daston's C/assical Probability in the Enlightenment (1988), and D. Mender's Cbapter on Neuropsychiatry
and Numbers (1994: 47-57). Accepted on probability means the possibility ofaccepting a "wrong" hypothesis is .05
percent; or, that there is a 95 percent chance tbat what is determined is correct. If this arbitrary threshold of .05 is
reache~ then the value is said ta be statistically significant-it can he trusted as objective due to the reliance on
mechanized inference. Critics ofsignificance testing have maintained that statistical significance may not he taken
as a sign ofthe truth of the research hypothesis, and that statistical significance tests ta not generate verifiable
predictions or replicable events (see Carver 1978: 368; Falk and Greenbaum 1995).
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them amenable to-even seem driven by-standardized and systematic scientific principles,

there is no better place ta start than reliability and validity.

Reliability detennines whether the same person will produce a sunilar value on multiple

occasions (test-retest reliability) or whether two different testers, administering the test to the

same subject on two different occasions (inter-rater reliability), will again reproduce this

dissociability coefficient. VaLidity is more abstract. It is ajudge ofwhether a test is measuring

the construct that is in fact claiming ta measure. Like any moral concept, it reflects the

convictions about the nature of the interface of'what's reany out there' and our corresponding

values and labels attach to these entities. Again, a number is generated, making such concepts

like dissociation visible and anlenable to statistical manipulation. Practically speaking, construct

validity (also called face validity) is attributed to a test if its criterial features are consistenl with

the cfinical impressions and experience ofexperts. As expert consensus varies greatly with

theoretical and training socialization, Robert Spitzer, the senior architect ofthe OSM-m once

quipped that face validity ~\vas directly proportional to the growing number ofapproving faces

and the wisdom ofpeople behind those faces" (cited in Kirk and Hutchins 1992: 29):'5

Dissociation is primarily a functional disturbance in the normal encoding, storage, and

retrieval ofmemories, affecting our sense ofconsciousness, focus, and identity. What must be

proven to satisfya recognized diagnosis is to register above a threshold numerical value on a

dissociability test. A subject filis in values, on a scale ofstronger or Iesser agreement or

disagreement with certain statements, which are then summcd and matched against this threshold

value, and determines whether this person faIls within or without the range ofnormality.

4; See Kline~s The New Science ofPsychometrics (1998: 29-41) for a good review ofissues involving the use of
reliability and rcJidity in psychological testing.
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In a section entitled "Dissociative Disorders,',46 Shapiro writes:

EMDR specialists regard DID as a comple=< form ofPTSD...in which the victimization was so great tha~
for survival, the global memory was companmentalized to hold different aspects of the pain and
disturbance; the alter personalities are conceptualized as neuro network configurations that serve as
memory compartments. When EMDR (or other treatments such as hypnotic abreaction) bas successfully
resolved the traumatic material, the need for comparnnentalization lessens9amnestic barriers between the
alters dissolve9and 'co-coDSciousness9emerges (ibid. 101).

The overwhelming sensations and emotional reactions experienced as the event is accessed are indicators
that the information bas been held in dysfunctional formt9 (Shapiro 1995: 50·51).

Dissociation is a fact; it is not contested in the literature on EMDR. The diagnosis ofPTSD, for

example, is bolstered by the argument that people have varying capacities toward dissociation.

The re·assessment ofall 'sensation and emotional reaction' experienced during therapy as proof

of its efficacy, is another example 0 fa self-validating style 0 f reasoning. White arguing above

that dissociation can be due to a single versus multiple traumatogenic memories9 she writes:

EMDR researchers should use measurement tools that are capable ofassessing change when a single
memory bas been successfully processed. Unfortunately, practically no psychometrics have been
developed for this purpose (ibid. 325).

Shapiro incorporates ioto her theory the implicit assumption that dissociation is a

continuum, on which ail can be assigned a value. The evidence for this is that there is a varied

response by different individuals to the similar events, and that we measure dissociability on a

scale. As l mentioned, the results are compared to experts in the field and thus calibrated for

accuracy. The problem is that there is no body ofexperts in this field who consistently agree on

what dissociation is. Hacking writes:

Many leading psychiatrists say there is no such field. What we are observing is not the calibration of
dissociative scales to judgements shared by students of the human mind and its pathologies. Instea~ the
scales are calibrated to the judgements ofa movement within psychiatty...presented as objective scientific
results like any other (1995:100).

46 Appendix 8 9Sec 1(1995: 365-369) is devoted to issues involving Ei'dDR and dissociation. It descnbes how ail
clients must be screened for DID using Dissociative Experiences Scale (DES)9 or the Mental Status Examination
for Dissociative Disorders. If the index ofsuspicion is high after a screenin~ the therapist shouId conduct further
"diagnostic clarification· with further clinical interview tests. "No clinician should use EMDR with a client suffering
from dissociative disorder unless he is educated and cxperienced in working with this population and bas been
trained in the use ofthe cognitive interweave....The lack ofadequate screening for this population can have literally
fatal consequences for this population...exacerbate the dysfunction for a number ofDID "a1ters9and result in suicide
attempts9other injury9 or the need for emergency Medical services'9 (ibid. 303).
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• Associations and dis-associations ofmemories are, as shown above, linear and

ahistorical; Shapiro even uses the words '~lawfulIy linked" (1995: 147) and "ecoIogically valid'"

(ibid. 257) to describe the organization of the neuro networks. This language offers Shapiro the

guise ofworking with a biological framework of the mind. The tests ofreliability and validity

were notions borrowed from the naturaI sciences, where the values being measured are extema/:

length weight, force, etc. In psychology, persona! characteristics such as stress, guilt, pain, and

shame are internai, and are difficult to define validly, much less measure reliably.

Shapiro is a strong advocate of the need for measurement and standardization, and

consistently caUs for "greater methodologicaI rigor and higher clinical standards" (1996b: 313),

stating that "measurement is at the heart of all scientific researchn (1997: 16). Discussing the

VoC test, she writes, '1'his measure, which was created by the author...was assumed on the basis

of its face validity to provide a rapid assessment ofcognitive structure" (1989a 203). Not

surprisingly, this 'assumption' was not well received, drawing such criticism as "The VoC,

developed by Shapiro, does not appear to have been tested for reliability or validity" (OeBelI and

Jones 1977: 154). As weIl, the second subjective measure, the SUD, was claimed ta be

correlated with "objective physiologicai indicators ofstress" (1989a: 203), although the search

for significant results have been reported not to have been found (Boudewyns et al. 1993).

Although the measures ofself-reported arndety, depression, intrusive thoughts and disturbing

dreams were significantly reduced in one study (Montgomery and Aynon 1994), the

physiological measures were reported to have failed ta corroborate these findings. This

prompted DeBell and Jones to write, "Unless additianal research finds a relationship between the

SUOs and physiological indicators, the validityofthe SUOs must then he questioned" (OeBell

•
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and Jones 1997: 158). Most critiques ofEMDR invoke issues ofappropriate use ofstatistical

tests and methodological neutral protocols.

"No objective or standardized measures ofpsychopathology were used to assess changes as a function of
treatment'· {Forbes 1994: lIS}. 1'he method lacks both a theoretical foundation (Wolpe and Abrams 1991)
and empirical supporC (Vaughan et al. 1994: 284). 'OAt this writing there is no scientificaIly credtble
evidence that any EMD package reliably produees demonstrably specifie influences on predictively valid
measures ofadaptively signifieant naturalistie performances...'· (McGlynn 1999: 604).

l have shown that dissociated memories arise from discrete causes, aU ofwhich are

visible to the therapist, and thus distinguishable. The fourth and last corollery that l have left to

show is that these observations and measurements ofbodies can be objectively made, such that

representation is not affected by intervention. This assumption is held by Shapiro and others

working in the field ofexperimental psychology, yet it is the battleground upon which the

accusations of inappropriate symptom recording, statistical analysis, type ofcontrol group,

treatment fidelity checks, etc. are fought. It is this postulate ofuniversality which is tested in the

literature. We move in front ofthe curtain, in which science is no longer theorized in abstract

thought. This is where patients perform tasks, questions are answered, actions are recorded, and

numbers are tallied.

In one example, Renfreyand Spates performed an F-test to determine ifthere was a

statistically significant effect for mean number ofsessions and treatment effects (1994: 238).

The ~~degree of freedom" coefficient used was, for 23 subjects, 2 and 18 degrees. Shapiro rails

against both Renfrey and Spates and Lohr et al. (1995) for mistakenly using these values instead

of the correct value of2 and 20 degrees which "should have been used for this test" (l996b:

314). What lies in the balance of the 2 degrees of freedom is the all-powerful.05 significance

rating. It would allow Shapiro to say that eye movements are statistically more significant than a

fixed-eye conditio~ something she very much wants to do. i~Although the errors found in the

• Lohr et al. (199Sa) article are too numerous to list exhaustively,'" Shapiro writes, i'it is clear even
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from those noted that it is quite possible for readers ta be seriously misled.9t A later article by

CahiU, Carrigan and Frueh discuss this disagreemen~ concluding that no mistake was made in

the original reporting, and it is Shapiro's assumption which was inappropriate (1999: 20).

Arguments like this do not merely clutter the paper trail, they constitute il. While the

data produced in one area are meant to be bath powerful and applicable in other spaces and

times, theyare, when seen in action, only locally lIniversal: the protocols themselves are in

constant flux, and on1y emerge in therapist offices ta crystallize into an objective tool

(Timmermans and Berg 1997). Social research, no less than experimental work in physics or

chemistry, depends on standardization and on a kind ofcalibration that is more demanding in the

social field than in the natural. Society and the individual subject must be remade before they

can be the objects ofquantification.

The appearance ofobjectivity, or at least value neutrality, is crucial for Shapiro. This is

what identifies her with a community or researchers rather than a movement ofactivists, perhaps

her most difficult task. For in the desire for objectivity we see Shapiro-the-researcher

desperately trying to straddle the chasm between her involvement here and in the spiritual

healing movement.

The examples above, ofdissociation and dissociability, the SUD and VoC scales, and of

statistical application, have concemed issues ofvalidity. The next section will focus on issues of

reLiability. It also marks a shift in the style ofreasoning. While trauma, dissociation, and

statistics have been tacitly assumed and necessarily employed to ensure membership in the

scientific enterprise, eye movements and suggestion have the opposite task. For reasons 0 f

novelty and scientific sterility respectively, they must he shawn to he unconnected to EMDR's

theory and practice. This a1lows them ta function as boundary markers, calling attention ta
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• discontinuity oftime, space, and causality in conceptual and practical work-spaces. By

avoidance, aversion, or ridicule, boundary markers function as signposts indicating the

inappropriateness ofincorporating a theoretical connection with impure or infecting

associations. While boundary abjects can be abjects ofpractice and theory, boundary markers lie

in secondary explanation, reinterpretation and spin-dactoring ald ideas to look like new,

incommensurable ones.

3.4 Eve Movements and Reliabilitv

Eye movements have been associated with hypnosis and suggestibility for a long time. A

playground parody ofhypnotic induction pictures a pocket-watch being swung back and forth in

• front of the eyes of the subject ta he hypnotized, with sorne instruction ta relax in a smaoth

voice. In a crude eighteenth century sketch mocking a mesmerist charlatan, we see a woman

being put inta astate 0 f somnambulism, her eyes fixed on the finger of the mesmerist

(illustration in Damton 1976: 53). And James Braid, writing in the mid nineteenth century on bis

new studies in hypnosis, opined:

A patient may be hypnotized by keeping the eyes fixed in any direction. It occurs most slowly and feebly
when the eyes are directed straight forward, and most rapidly and intensely when they can be maintained in
the position ofa double internal and upward squint It is preny generally known. that during the effon ta
look at a very near abject, there is produced, according ta the direction ofthe abject, a double internaI
squint. (Braid [1843} 1960: 115-1(6).

Hypnotic treatments enjoying a brierresurgence in popularity around 1880-1910. Having

become strongly associated with suggestion and suggestibility (taken as evidence ofcongenital

weaknesses) in this time, however, it was margin~ized in orthodox medical psychiatry. Later, in

the 1970s, the link between eye movements and hypnotizability were broadcast again.

•
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Low amplitude~ slowly varying eye movements (SEM) have been observed in a number ofhypnotized
subjects during pcriods ofresponsiveness and overt activity....and those who produce SEN[ are exhibiting
much suggesnbility in the presence ofan altered state ofawareness~otherwise identified as ~hypnosis'.

(Weitzenhoffer 1969: 221, 227; see Dunwoodyand Edmonston 1974; Etaugh 1972; Hiscock 1977).

Willingness and ability to maintain a nan-anaIytie mode ofattending was found to be common ta

hypnotic responsivity, meditating, and imaginaI activities (Spanos, Rivers, and Gottlieb 1978:

586). The mysterious leap from the somatie to the psychic is still, in the words ofHacking, a

marvel. And science abhors a marvel. The taboo on hypnosis, temporarily lifted by Charcot, is

still felt today..l7 Within the language of~4placeho effects,n there is a desire to circumscnoe and

remove whatever percentage oftherapeutic change is attributable to suggestion.

Although considered ounnoded at the tum of the century, there bas been a recent upsurge of interest in the
phenomenon ofsuggestion. There bas been considerable interest in its relationship not only to
psychotherapy, but to therapeutic change in general. This invo/ves the prob/em ofseparating suggestive
influences from what might be considered specifie therapeutie efJécts (Winkelman and Saul 1972: 231; my
emphasis).

lf the eye movement component of EMDR therapy is to be accepted by the research-

oriented community, it must he proven 1) necessary, 2) replicable, and 3) distinguishable from

hypnotie induction techniques (placing the houndary Marker; constnlcting novelty).

'The primary component of the EMD procedure is the generation ofrhYlhmic, multi-

saccadie eye movements while the client concentrates on the memory to be desensitized"

(Shapiro 1989a: 201). Her study reported a 100 percent success rate and remarked that "enough

information has been given here to achieve complete desensitization of75-80% ofany

47 While there is still research in the field ofclinical and experimental Medicine, it does not demand the attention of
Most orthodox Medicine. The major theories ofhypnosis, drawing from the inteUectual heritage ofBernheim,
Charcot, Janet, and Freud are still represented by the positivists, the neo-dissociationists, the social psychotogists~
and neo-Freudians. The positivist movement,. founded by T.x Barber in the 1960s~ holds that hypnosis cannat be
indexed as a tise in suggesnbility (its alleged antecedent) and attempts to prove tbat the hypnotic phenomena cao be
accounted for by independent and mediating variables~ especially attitudes~ motivations and expectancies (Gauld
1992: 581-568). The debate between the neo-dissociationists and the social psychologists~ spearheaded by ER.
HiIgard and N.P. Spanos respectively, lead to a revival in interest in suggestion and hypnotic phenomenon in the
19605 and 19705. ln contrast to the neo-dissociationists~ which 1have commented opon above~ the social
psychologists emphasize the rôle ofthe hypnotized patient, as aeted by their reception ofculturally held beliefs

• about hypn05is and the (intended or intentional) eue from the hypnotist. Hypnosis is, for Spanos~ a social behaviour

65



•

•

•

individually treated trauma-related memory in a single 50-min sessionY't (ibid. 221). There is

little wonder why this article produced much interest The story changesy however, as readers,

when presented with the same data and a few added case reports, are toid in her next articles that

~1he present description contains enough infonnation to desensitize approximately 60-70% of

PTSD-related traumatic memories...n (1989b: 217), later becoming ~4and in 50% of the cases,

this information is sufficient" (1992: 114). Moreover, studies have come out indicating that the

eye movements are not more effective than fixed-eye or no-focus conditions (pitInan et al. 1996;

Renfrey and Spates 1994; Sanderson and Carpenter). As Rosen has stated, ~'These findings, of

course, presented a problem for EMD~ a relatively new and novel method that had proclaimed a

critical role ofeye movements. After all, without the ~4En and the ~4M,n one is [eft with already

established components, namely ~4D'· for desensitization and .4Rn for cognitive reprocessing"

(1999: 179).';8 Where bas the efficiency gone? As l bave said before, EMDR, as weil as the

object of its studyare bath moving targets. 80th the protocol bas changed, along with the

justification and explanations for its application and efficacy. EMD became EMDIR and eye

movements could be substituted with finger taps and other auditory bilateral cues (Shapiro 1991;

Shapiro 1993: 420; cf. Lohr 1995: 286).

In a series ofpoint-counterpoint articles by Greenwald and Ommeren, the discrepant

results in the EMDR controversy were presented by Greenwald as issues oftreatment fidelity:

those who have been trained fonnally by the EMDR institute, and are thus efficient in its

application are able ta practice EMDR as it is meant ta be practiced, while those who have not

undertaken this training cannot (1996). Ommeren counters this statement by introducing

(ibid. 596-597). Spiegel and Cardeiia have proposed a model by which hypnosis is explained by effects on memory~

in a tripartite system ofabsorptio~dissociatio~and suggesnbility (l991: Ch 4; Spiegel1996: Ch 4).
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concems surrounding treatment fidelity assessor impartiality. He cIaims that an assessor who is

has written favourably about EMDR, and is a paid instructorofthe entry-Ievel courses, might he

an unsuitablejudge. Ommeren misses the most surprising ofGreenwald's claims, when

speaking about the comparison of fixed-eye to eye-movement techniques. Greenwald writes

that such a comparison is inappropriate "...as an example ofEMDR's failure to outperfonn an

altemate treatment, when in fact onlyvariants ofEMDR itselfwere compared" (1996: 91). This

argument echoes Shapiro's very comments made two years earlier, aIso in response ta concem

over the necessity 0 f eye movements versus fixed-eye conditions (Steketee and Goldstein 1994:

156): "Component analyses have compared eye movements and other fonns ofstimulation or

'forced focus' which sheds no light on treatment efficacy because ail of the other EMDR

components are included and alternate fonns ofstimulation have been used clinically for yearstt

(Shapiro 1994b: 158: cf. 1995: 334).

The standardization ofeye movements mto a new psychotherapeutic tool was

coextensive with the regulation of its use and the redefinitian of its characteristics. This is a

characteristic example ofself-vindicatian, as a style ofreasoning, whereby thraugh a process of

tinkering with the original pratocol, it was adjusted to accommodate the findings which would

otherwise have invalidated its cIaims ta efficacy. EMDR is made stronger by incorporating this

finding; the value ofconsistency is not nearly as high as making it \vork.

The inaugural study (Shapiro 1989a) did indeed stress d.irected eye movements as the primary component
ofthe therapy. This incorrect and unfortunate interpretation ofthe method can be explained by the author's
concentration on the concrete actions in which she was engaged during therapy, rather than on the attendant
complexity of the methodology actually employed and the underlying processes thought to he engendered
by it (Shapiro 1999: 37).

.&li In an article entiùed EflIfDR Minus Eye MOllements Equals Good Psychotherapy (1997), Lee and Brandsma argue
that the treatment is effective in the absence ofeye movements, as it applies common and general principles of
psychotherapy, ofwhich they offer ten.
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The complexity was there ail along by Shapiro's account, and she was simply unaware ofthe

complexity ofher actions. The process ~actually employed'---elinical knowledge rather than the

recent spate ofcomponent analysis experiments questioning the role ofeye movements-did in

fact reflect the procedure as we know it today, Shapiro maintains, we just ail missed it. Unable

to maintain this position in light ofmuch academic criticism, the story changed in 1995. After

stating her support for the connection between the eye movements in EMDR and the Rapid Eye

Movement (REM) action in dreams, she states: '~In fact, even without the eye movements,

EMDR has shown itselfto be an efficient and structured approach to pathology that offers

positive therapeutic effect" (25-26), stressing the complex nature ofthe eight-staged EMDR

protocol. And the efficacy rate, which has dropped to 50 percent in 1993, has risen back to 80-

90 percent.

Clinical observation suggests that therapists trained formally or through supervision by experienced EMDR
clinicians can expect a high success rate (perhaps as much as 80-90%) for appropriately selected clients. [f
this level is not being achieved, the clinician should take responsibility for becoming more skilled in the
method (ibid. 339).

Clinician~s who fail to get positive treatment effeets with EMDR MaY simply be those who cannot
incorporate it into their therapeutic style (ibid. 338).

Her critics have questioned this circular, self-vindicating argument. '~At the same time,

treatment fidelity is an issue that can he abused and misused to defend against negative findings:

in the case ofEMDR, it appears that this has happened. Clinicians are dealing with a slippery

slope, one where the mIes keep changing, and data can never catch up" (Rosen 1999: 183).

In attempting to prove the eye movement component ofEMDR therapy necessary and

replicable, sorne EMDR theorists have tinkered with the treatment protocol to incorporate

findings which were not predicte~ and discredit unfavourable findings. l will now show how eye

movements have been deLiberately dissociated from notions ofsuggestion and hypnosis, in an

• effort to avoid the taint ofsubjectivity.
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• 3.5 Suggestion, Hypnosis, and Rapport Revisited

When the object ofa discipline is an internai state, not orny are errors ofreliability and

validity common, understandable, and inevitable problems, but indigenous aspects indirectly or

directly promote them., such as the establishment ofa close rapport bet\veen the patient and

therapist~9 "EMDR is never implemented in the absence ofan adequate client history, a clinicaI

relationship that includes rapport and client comfort, and a treatment plan" (Shapiro 1995: 116).

In Charcot's neurologicaI model ofhysteria., the hypnotic state was a pathophysiological

one: ~'the mental inertia [in the patient] is so absolute that in general it is impossible to enter into

relation with the hypnotized subject or communicate any idea to him by any process whatsoever"

• (Charcot 1889 cited in Ehrenwald 1976: 256). The patient was thus a prop-an example ofa

natura! type-to he presented as part ofhis famous lectures, and behaviours to be understood in

light ofdegenerative heredity and organic dysfunction, rather than expectation, mimesis, and

suggestion. Ifthe disorder is biological, how could he interfere, much less affect bis patient?

This reasoning, ofcourse, serves to justify the premise that it follows. That is, ta maintain a

position consistent with the separation oftherapist and patient, it would strengthen such a

position to assume a biological erigin of the malady to be treated. Compare this with Shapiro's

conception oftherapist influence, stating that ~"EMDR studies...are strengiliened by the

•
..9 Two articles have direcdy compared EMDR with Mesmerism (Ellard 1993; McNally 1999). Ellard's paper
merely points out that eye-movements are distraetors that might play a similar role in amR as in hypnosis.
McNally's article does not necessarily compare El'ADR with hypnosis as it does the mesmerist and EMDR
movements. A1though both writers are familiar with the extant psychologicalliterature~ neither is conversant with
the history ofmesmerism. Ellard offers no citations~ and McNally relies on a single source. Non-criticaIly, McNally
states that although the paralIels are star~ EMDR is not hypnosis.. and then cites Shapiro as evidence~ (1999: 226).
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• incorporation ofmore standardized diagnostic criteria and measures ofsymptomatology, as weil

as by a separation between the therapist and the measurement ofeffects" (1995: 328).

Inherent in the Accelerated Information Processing model is the concept ofpsychological self-healing~ a
construct based on the body's healing response to physicaI injury•. .•The notion ofactivating the adaptive
information-processing mechanism is central to EMDR treatment and has been critical in its application to
a varietyofpathologies (1995: 31; myemphasis).

IfEMDR is properly applied (witheut major demand characteristics) and if the information offered by the
clinician is accurate~ a new perspective will be assimiIated. If the information is not aceurate~ it will be
rejected....It is mandatory for this intervention, and for all subsequent variations~ that the clinician make
the statement "Just think ofit'~ in a suggestive~ non-directive~ tone ofvoice....Because EMDR does not
appear to allow anything to be assimiIated that is not appropriate for the clien~ the clinician must be willing
to accept the possibility ofbeing wrong. [But recall that}"owing to deficits in education, parenting, or
modeling... the clinician may need to supplement the client's understanding ofpersonality and
interpersonal systems dynamics with education about the effects ofmodeling or physiologica1 imperatives"
(ibid. 256-258).

The body heals psychic injury as it would a physical injury, and no 'inaccurate' information can

be assimilated into the patient's.cognitive schema. In addition to being an example ofself-

vindicating style of reasoning, what is most interesting is the bracketed words 'without major

• demand characteristics' .50 How is a therapist meant to be simultaneously 'suggestive' and 'noo­

directive'? And how are we to tell which client-rejected suggestions are due to their inherent

falsity rather than due ta client deficits? It would be a mistake to think that the EMDR procedure

acts towards decreasing demand characteristics. The argument that Shapiro and those trained by

the EMDR institute can identify 'accurate' information by monitoring its rejection by the client

is similarly specious.

Demand characteristics cannot be eLiminated from any psychotherapeutic setting, and the

EMDR protocol, in fact, explicitly states that they are crucial, and should be maximized.

•

Sometimes-because of insufficient~ a high suscepnbility to demand charaeteristics, or a desire to
avoid further painful material-a client inaccurately reports a low level ofdistress and inappropriately or
prematurely end the session. (ibid. 91). The clinician~s job is to facilitate the clienfs self-heaIing process.
Any non·specific aids to this end (including ways to facilitate therapeutic bonding and unconditional
support and regard) will increase therapeutic effectiveness (ibid. 120).

sa The term udemand characteristics" was tirst used by Martin Orne to refer to the sum total ofexperimental eues
which convey an experimental hypothesis to the subjee!, and were predicted to be significant determinants of
subjects~behaviour(1962: 779).

70



•

•

•

Clearly there are overt demand characteristics which are being down-played in sorne respect due

to their connection with suggestive influence.SI While Shapiro is interested in linking her theory

to the established rhetorics ofpsychotherapy, she does so only insofar as they illuminate

i1heoretical convergences" (ibid. 17). Her revisionist histories clearly serve to support her

present credibility. Yet oot ooly are demand cbaracteristics oecessary ta insure sufficient patieot

self-reports and ta increase therapeutic efficiency, theyare suggested as the underlying thread of

efficacy in all psychotherapies.

[ believe that staying fully present-that is, being compassionate, aware, and sensitive-with Il client
during an &"lDR session allows the clinician to rediscover the wisdom ofevery major cunent
psychological modality. Clearly, these modalities aU have sometbing to offer therapeutically or they would
not have stood the test oftime (ibid. 268).

Wbat we find in EMDR is an interweaving ofmuch ofwhat appears to be valid in traditional
psychotherapy, because whatever is true must dovetail. Essentially, regardless of the terms use~ what a1l
psychological modalities bave in common is that information is stored physiologically in the brain....For
instance, ifEMDR is defined simply as hypnosis, its usefulness will be limited to those effects already
available to the hypnotist. [f it is viewed solely as desensitization, essential dynamics and applications may
be ignored by the therapist....EMDR may best be descn"bed as an interactive, intrapsychic, cognitive,
behavioral, body-oriented therapy (ibid. 51-53).

The argument against comparison between EMDR and hypnosis seem to rest solely on the fact

that such a parallel would constrict the way patient and therapists think about EMDR, namely

conferring to it their preconceived limitations ofspeed, causality, potential efficacy of the other

51 Janefs approach to treattnent endeavored to remove the symptoms by any way possible: to bring the dissociated
memories to primary consciousness, or eradicate or transfOm1 them 50 that tbey were no longer pathogenic. He
openly used and advocated suggestion and coercion. ··He deait with traumatically called neuroses by convincing the
patient that the trauma had never happened. He would do this by suggestion and hypnosis whenever he could.
Talee, for example, bis early patient who at the age ofsix had been made to sIeep beside a girl tem"bly suffering from
impetigo on one side ofthe face. His patient would break out in hysterical marks, and wouId experience 1055 of
seDSlbility, even blindness, on that side ofher face. So Janet used hypnosis to suggest to bis patient that she was
caressing the soft beautiful face ofthe girl she had Iain beside at age six. AIl symptoms, incIuding the partial
blindness, disappeared. Janet cured bis patient by telling her a lie, and getting her to believe il. He did this over and
over and over again with bis patients-got them to believe what he himselfknew was a lien (Hacking 1995; see
Janet 1889: 440). Janet did not believe that patients couId he treated without a detaiIed understanding oftheir past,
and took very careful personal histories, often interviewing the patient's family members and acquaintances.
Psychotherapy oaly started after the patient had become less sytnptomatic, and had gained volunwy control ofhis
or her actions. His goal was to take the patient back to the same state ofconsciousness as that produced by the
traumatic incident itseIt: once there using hypnotic and non-hypnotic instructions to consolidate psychological
improvement and to put newfound insights ioto action. This involved actively planting neuttal or positive images
for the traumatic memory (van der Kolk and van der Hart 1989: 1537-1538).
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• therapeutic modalities. Further, the eye movements themselves are claimed not only dissimilar

to the hypnosis-like induction protoeols, but also to prevent dissociation which betrays hypnotic

induction, according to Shapiro: ~'the use ofeye movements gives the clinician a good

indication ofthe client attention to the task, which may be an important benefit when the

treatment is earried out with highly traumatized clients who might otherwise dissociate ioto the

materia! and stare fixedly into space'· (ibid. 138); and '4 •••unlike hypnosis, the EMDR abreaction

does not continue moment by moment in a "real time" reliving ofthe event. (Even in cases of

induced time distortion the hypnosis client will generally go through each instant of the event

sequentially.)" (ibid. 168).

Again, this argument rests on the assumption that memory encoding, storage, processing,

and retrieval do not effeet the veridical nature 0 f the memory with the original experieoce.

• Human experience as a varied, contingent form ofexpression-a process-is reduced again to a

set ofphysical eues which are transparent to the clinician. The internai state is deeoded into

causes, triggers, and symptoms, reworded into universal mechanistic terms. With such a rational

and self-vindicating style of reasoning, placing the clinician in a position where he cannot

possibly do wrong, the search for sorne individual meaning intrinsic to the metaphoric gesture is

unnecessary.

The eye movements are being used as boundary objects. Their connection with hypnosis

is weIl established, and preferably avoided both to further claims ofnovelty, as weIl as loosen the

association with suggestion. What was once an argument against similarity is now proofof

difference. The eye movements stand sentry, in the aid ofthe clinici~ against dissociation.52

• 52 Though clearly precluding comparison duough boundary markin~ eye movements are in practice used similarly
to the powerful suggestive techniques assigned to hypnosis: "'The clinician must be careful to maintain a supportive
and encouraging demeanor~ regardless of the client~ s words•...the clinician should act as a cheering squad for the
verbalization•...If the client verbalizes between sets, her statements shouId be menta1Iy rehearsed during the nen
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• However, the mechanisms that underlie this information processing are unknown and will probably remain
so for years to come, owing to a lack ofneurophysiological knowledge and appropriate measuring devices
(340)...uHowever, the Iack ofdetinitive explanation orthe underlying mechanisms ofEMDR in no way
detract trom the demonstrated etrectiveness of the method (1995: 309; see 1997: 26).

This is an example ofan argument from a vacuum. It is reflective ofShaprro's positivist view of

science as progressing gradually and inevitably toward a full explanation of the true roots of

psychological phenomenon in 'neurophysiological' terms. She consistently misrepresents

science as an exercise in logic foUowing a path of induction. This tends to authorize only

purposive or instrumental notions ofrationality, and to delegitimate (as unresolvable or

subjective) genuinely practical or political questions-the meaning is in the meehanism. There

is no need to look ta the historical record for inspiration or advice. The past is a repository 0 f

errors-at best a source ofmorai instruction in piûalls along the path ofprogress. Ida agree,

though, that there is no necessary relationship between the correctness ofa theory and the

• therapeutic results derived from its application (cf. Frank 1973).

Philosophical positioning has not changed in the last sesquicentennial as dramatically as

the idiom. Rather, the language has been made more amenable to a "scientific method": scales

and indices, phylogenetics, immune effects, physÎological markers, and randomly assigned

control-grouped double-blind trials are emphasized. The same state-nonstate debate-over the

existence ofa discrete hypnotic phenomenon-is cloaked a new imagery ofdifferentiai

diagnosis, psychometrie tools and mechanical inference. Around the turn ofthe eighteenth

century, Mesmer and Puységur lived in a time dominated by clerical ideologies, and criticism

was directed toward sexual indiscretion and unwitting inùmacy. Now, with the adolescence of

pharmacological and genetic sciences, the patient's rights are protected by the morals ofsociety

•
under the banners ofmedical ethics, cost-effectiveness, and legal culpability.

set They should be repeated with successive sets until...the client feels both justification and conviction without
fear or self-blame (Shapiro 1995: 179).
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• 4. Conclusion

4.1 Implications for a Moral EcoRomy

The ideological claim that science embodies progress is one dimension ofhow science

reflects and constitutes a moral ordering. A subsequent claim holds that certain feelings and

bodily states are ta be identified and remedied by an 'authorized' practitioner. These claims are

usually tacitly shared among Westemers (North Americans, at least). Our bodies and mincis are

normalized and idealized toward a model that is set by the medical establishment, as well as the

mass media.53 It is the scientific rhetoric which carries the day, however: "Although moral

economies draw routinely and liberally upon the values and affects of the ambient culture, the

• reworking that results becomes the particular property ofscientists" (Daston 1995: 7). And it is

the prestige ofscience that leads us to understand ourselves in specifie ways, casting aU our

complexities into a sanctioned explanatory model.

Distress is expressed in culturally sanctioned ways. Iftelevision (often a professional on

a talk show) dictates that traumatic memories are acceptable Medical diagnosis, a person might

begin ta interpret and reinterpret experienee within this framework. We learn how to be sick,

tired, and anxious. "The limits ofmy language Mean the limits ofmy world," Wittgenstein once

wrote. As we learn ta reflect on our bodies, cognitions, and even causes in a language of

suffering in the idiom of trauma, our world expands. Yet it is also constricted such that although

• 53 See Wahrs Media Madness (1995) for a comprehensive listing and analysis of the images ofmental hea1th in
various forms ofmedia. He notes that those with psychiatrie disorders are the oaly group for whom unchecked
media defamation continues to occur (p. 165).
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we have more options (epistemological spaces), language oftrauma becomes privilege~

allowing selective access to Medical care, compensation, legal defense, and empathy.

By the patienfs taeit beliefin the therapist's expertise, he conspires to occupy the very

space (diagnostic poeket) that bis conviction empowers the therapist to create. The patient

aceepts the diagnosis as real, beeause it explains their suffering. He has undergone a battery of

psychometrie (and sometimes physiological) tests, and has symptoms which are both consistent

with what the therapist expects, and the reason that he is interesting ta the therapist at ail. The

patient is aIso told that the condition is reversible, giving the patient hope, in relieving anxiety,

stress, and pain toward a new future. The patient is further tald that he is responsible for the

cure, thus bolstering a feeling ofself-effieacy.

Within El\IDR's explanatory framework, causes are biological. ln this genetic fallacy,

the cause and origin ofa phenomenon (bodily state, cognition) and its eventual utility lie worlds

apart. Yet whatever exists is repeatedly reinterpreted to new ends, redirected by sorne power

superior to il. The trauma stories become the symbolic currency in which exehanges between

patients and therapists takes place. The essential movement which makes EMDR a necessity is

the obsession with psychological trauma: a mix of fascination, revulsion, anger, and fear. AlI

human experience is reduced to an endless stream ofconnection making and conneetion

breaking in the brain. If it is troe, this is still not very satisfying when we ask the existential

questions: Why me? Who am 1? and What does this Mean to me?

By eliminating these questions toward a genetic resolve, culture becomes irrelevant Our

differences are merely held as an example orthe wonderful plasticity that our anatomy allows.

~~As cases pour in from all over the globe, it has become clear that there are many more common

denominators among people and societies than there are differences...cross-culturally we share
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physiological responses that can offer a window into the human mind and potential" (Shapiro

1997: 223). Cultural imperialism is now conducted by psychiatrists instead ofmissionaries. To

date, the EMDR Humanitarian Assistance Program bave provided services and training for

therapists in Zagreb and Sarajevo, Northem Ireland, Keny~ The Ukraine, Colombi~ El

Salvador, Serbia, and Hungary (EMDR website; June 1999).

Although sorne fonns ofamdety have been suggested to have sorne cross-cultural validity

(see Kleinman 1988: 40), the field oftranscultural psychiatryhas raised many questions

conceming the cultural variations in the experience ofemotional distress (see Kinnayer 1989;

Kleinman 1995; Littlewood 1990; Summerfield 1999 for examples). [t is a conceit ofthose who

share this genetic fallacy that the world exists to provides metaphors for the irreducibilityof

brain physiology: the plateau of information, the channel ofa memory, the neuro network.

We should he clear that when examining the impact ofEMDR on any mental state, we

are not witnessing the affect ofone tool on a social process, but rather one social process on

another. EMDR is a moral tool of the tirst order, as it creates and regulates an ideal self. It is,

like the psychological discipline, an intellectual technology, away ofmaking visible and

intelligible certain features ofpersans, their conducts, and their relations with one another.

Claims to understand the inner detenninants ofsuch actions and cognitions allow a delocalized

expertise, enabling thase empo\vered ta speak af the morality ofanother.

4.2 Implications for a Political ECODomv

In 1989, the director of the American Psychiatrie Society recalled:
...that [by the 19705] psychiatry was perceived by the federai govemment and by private insurance
companies as a "bottomless pit'9_a voracious consumerofresources and insurance dollars-because its
methods ofassessment and treatment were tao fluid and unstandardized (Wilson 1995: 1993: 403).
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A recent article in the New Yorle Times re-addresses this concem for (ate twentieth­

century America, where 10 percent ($80 billion) ofthe health budget is earmarked for mental

health research and treatment (Sbarkey 1999). One ofthe selling points ofEMDR therapy has

been its time-limited nature, reducing symptoms without the use ofexpensive drugs, and

complicated physiological testing. A study at the Kaiser Permanente health maintenance

organization compared EMDR to its standard method ofcare for its clients. Shapiro reports that

~~in the wake oftbat study, it bas been estimated that having EMDR available throughout the

region where the study took place would save the institution 2.8 million dollars per year"

(Shapiro 1997: 262 th 5). Another study analysed the expense ofEMDR against the standard

treatments for PTSO, in an HMO setting (Marcus, Marquis, and Sakai 1997). More recentIy,

Shapiro has written that Ult is clear that the substantially reduced time required to produce

observable therapeutic results with EMDR bring benefit to the client in tenns ofboth reduced

suffering and cost, advantages especially appreciated in this age ofmanaged care" (Shapiro

1999: 61). When a maverick psychotherapy starts addressing issues such as cost containment for

the benefit of insurance carriers, we know that it has established itself:

[t should not go unnoted that almost aIl ofthe positive accounts ofEMDR therapy have

come from researchers and clinicians who are either members of the ~independent' regulating

bodies (Dissociative Oisorders Task Force, Professional Issues Committee, EMDR International

Organization), EMDR Instructors, or directors of Veterans Associations (see Shapiro 1995

Appendices B and C for memberships: 365-375). One joumalist has suggested that EMDR

offers VA therapists a tool which is helping them do a betterjob treating PTSO, combatting a

negative image oftheir previous track record (Marano 1994: 24).
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• EMDR is a1so a business.54 The fee for the first level of training is in excess ofS500, and

again for the second level. Conferences will be held in 1999 in Utrecht, Nevada, and

Copenhagen, and there are 21 training sessions offered across North America, and 15 courses

around the world (Tokyo, Helsinki, Cologne, Buenos Aires, Johannesburg, Sydney, Adelaide,

Denmark, London, Milan, Paris, Rio de Janeiro, Brasilia) for the level II course alone (EMDR

web-site; June 1999). Ta counter claims that EMDR is business-oriented, Shapiro bas written:

~'While the writers' emphasis may be on finances, mine is on training people to assist in

alleviating a massive amount ofsuffering" (1992: 112).

•
4.3 Implications for Psychotherapy

In 1987, The Journal ofAfLuety Disorders was founded, and only one year later Anxiety

Research published its tirst edition. The 1980s were labeled ~1he decade ofanxiety" by the

former, eiting the proliferation ofbooks, articles, grant applications, and other funding

opportunities in the field.

EMDR was not simply a treatment ofmental illness, it is a technology by which we are

able to talk ofanxiety, make it visible. EMDR has been constructed with the specifie aims made

to intersect with many styles ofreasoning-statistical, experimental, psychogenic trauma,

dissociation, and 50 forth-and been made discontinuous with others (suggestion, hypnosis). [f

EMDR therapy is with us in 10 years, it is not because it accesses a place in the brain where

traumatic memories are stored. Rather, it will he largely due ta the efforts ofFrancine Shapiro.

She bas relentlessly toured lecture and conference circuits, published articles, chapters, and

• 54 Although indicative ofvery littIe9 EMDR bas been listed in the National Council Against HeaIth Fraud
Newsletter~ in an article written by Lohr and Rosen.. two well·known dissenters (www.ncahf.org: Jan-Feb (997).
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books, taught courses around the world, and set up programmes ensuring that EMDR is familiar,

accessible, and vaIuable.

EMDR supports the ~life as catastrophe' model ofmentaI illness, eroding away the

concept oftrauma until the event sounds suspiciously like everyday experience.55 That is, it has

high sensitivity to human suffering, and zero specificity-everyone is suffering in sorne way or

another. In the absence a systemic integration ofnotions ofpsychologicaI suffering, Prozac, and

what has been called its "behavioural equivalent," EMD~ are prescribed. EMDR is more than

any ofits specific uses, however, as it has the distinct quality ofcontinuing to praduce events.

Can the treattnent oftraumatic memories in crime prevention programs demonstrate a significant impact on
the incidence of violence and criminality? One of the goals of EMDR researchers is to inaugurate large­
scale studies ta investigate the possibi/iry ofusing EMDR in the prison systems and crime prevention
programs in inner cities. This is a special project under the auspices of the EMDR Humanitarian
Assistance Programs, a non-profit organization dedicated to providing EMDR relief services gIobally
(Shapiro 1997: 276; myemphasis).

[f you are unweIl, it will make yau weIl, and if you are weil, it will make you better, aIl the while

defining what these states are. It creates new ways to be a persan, new choices ta make, for good

and evil. The ~l.neuro network" is one example ofMany madels produced by aIDR. Rather

than illuminate, it serves to proliferate meaning and confusion; it is an endless quasi-poetical

variation on the same theoretical assumption~ a variation that daes not praduce anything anew.

In 1995~ the American Psychiatric Association (Division 12: Clinical Psychology)

initiated a project to determine the degree to which the extant therapies were supported by

empirical evidence. EMDR therapy was placed on a list af'~empirically validated treatments," as

~~probably efficacious for civilian PTSD" (cited in Shapiro 1999: 36). The future ofEMDR

therapy lies in the ability of its proponents to make it 50 common that institutions and therapists

run the risk ofnot using it.

55 See Singer and Lalich (1996: 187).
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Ifwe are to engage such a discourse without needless acrimony and confusio~ we must

at least have an appreciation for historical development orthe ideas we proposet and the courage

ofour parochialism. We must recognize that only those with whom we share implicit and

explicit knowledge derived from common preoccupations and epistemic temperaments will see

the point ofour communications, and we must relinquish any claim on those who do not.
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