EMDRAA APPROVED TRAINING Log
In addition to Didactic and Practicum requirements, you need a minimum of 10 hours of Case Consultation with an Accredited Consultant in order to complete your training.  Completion of Training is required as a first step in becoming an Accredited Practitioner with recognised EMDR Associations around the world, including EMDR Australia and EMDRIA (USA).  
· You must include a typed summary of the key points of what was discussed and what you learned.  Each session summary should between half and one page in length. 
· Sessions without an adequate summary will not be signed off.  
· Handwritten notes will not be signed off.  
· Your log must be sent as a Word document, NOT as a PDF.  PDFs will not be signed.  
Trainee Details
Name: Dr Angela Curcio
Address: 11 Moore Street, Canberra, ACT 2601
Email: Angela.Curcio@act.gov.au
Phone:
Introductory Training	(Days 1 – 4) 
Dates: 	11, 12 13 August 2027				Trainer: Graham Taylor
Confirmed by Trainer: [image: A close-up of a signature

Description automatically generated]
If your Introductory training (sometimes called Weekend 1 or Level 1) was not with Therapist Training you need to supply a copy your Certificate of Attendance. 
Evidence of Weekend 1 training sighted: 

Advanced Training	(Days 5, 6) 
Dates: 	14, 15 November 2017				Trainer: Graham Taylor
Confirmed by Trainer: [image: A close-up of a signature

Description automatically generated]

Case Consultation (10 hours required_
[image: ]Date of Consultation: 14/08/2017				Length of time: 1 hour
Focus of Session: 
Lynette – Older Male, fall at work, PTSD (single event trauma), Legal Proceedings (Workers Comp – if he gets better does his claim for damages reduce? Discuss with lawyer – from a legal perspective, is he better off not getting better?). Recommendation of Judge Parker to video session if person is going to be a witness in a trial and EMDR is being entertained as an intervention (or at very least, have a very detailed account of history so you can indicate prior functioning).  

Eric – Bullying (6 years from early – secondary school), anxiety – when is enough sessions enough? What resources do they have? Is there a secure attachment? Are there factors that may compound the bullying? Look at positive beliefs (antithesis of negative beliefs) – stack the deck (e.g. experiences of belonging, of being valued). Reframe bullying behaviour as reflecting perceived inadequacies in the bully (jealousy, insecurity).
Tayla – Violent dreams post EMDR sessions – how do they relate to sessions (can be the brain tying up loose ends if they settle a few days after EMDR sessions). If it’s recurring, it may reflect some unresolved aspects of experience (dissociated memories perhaps) – other unresolved negative memory networks could be targeted (can target the dream itself using EMDR).  Hypnosis around theme of containing memory during sleep could be useful.
Steve – Client scores highly on DES scale (over 40), GAD, dissociating during memory mapping with no emotive level (close eyes, picture it, describe in detail in present tense). Have to be able to access emotion or physical sensation to do EMDR (likely won’t work with Alexithymia – Toronto Alexithymia Scale).
Approved Consultant: Graham Taylor			Signature[image: A close-up of a signature
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[image: ]Date of Consultation:	18/10/2017			Length of time:  2 hours
Focus of Session:
· Stacking the deck – build a network of positive memories, emotions and experiences, mapping out a network of related schema (thickening the adaptive narrative or strengthening the healthy adult).  The more we stack the deck, the more positive generalisation and enhanced generalisation effects in EMDR.
· Target memory – think of 3 related memories that have a similar negative belief or meaning (look for a theme/network), which stands out (earliest or most distressing) – that one becomes the target memory.  Get VOC of positive belief then stack the deck around the positive belief.
· AIP is consistent with schema (schema is a network of memory, emotions, body sensations, beliefs).
· EMDR as an Integrative Psychotherapy (book)
· Positive belief is an expression of the healthy adult perspective
· Imagery/chair work is akin to an interweave 
· EMDR + BPD  where to start? Container trauma memories, bring one memory out for processing, use perceptual distancing (e.g. they’re watching themselves watch the memory in the theatre) to keep SUDS within tolerable level.  Can do slower sets (will reduce the rate of processing though).  Can change standard probe from “what do you notice now” to “what’s that memory like now?”.  Processing continuum – can use reverse protocol (start with future-oriented fears and work backward so they respond more adaptively to current challenges).
· Supreme Court Ruling Judge Parker – guidelines about using EMDR when there are court proceedings (e.g. take thorough history, very detailed account of trauma memory, videotape sessions) – in Module 3 under Resources folder.
· EMDR with body sensations when there’s no memory – develop range of positive beliefs, stack the deck (of when they’re feeling safe, in control, autonomous) – and use current triggers.
· Getting Past Your Past by Shapiro (book)
· When re-triggered despite original processing – check if memories still distanced and desensitised, check VOC of positive belief  is there another negative belief or more memories that need to be processed?
· Inner critic – defusion can be more helpful than challenging as neurological traces of the critic will remain (Reed Wilson’s work on Welcoming Anxiety, Demons on the Boat metaphor) but can strengthen healthy adult voice (e.g. schema chair work).
· Learning Emotion-Focused Therapy (book)
· If client has trouble following eye movements, use tapping or other task that taxes working memory
· As part of preparation, show clients two minute youtube video on How EMDR Works https://www.youtube.com/watch?V=hKrfH43srg8.
· Self-use is for desensitisation only (not looking for neg or pos beliefs)
· James Alexander’s Video Part 1 and Part 2 Explaining EMDR as part of preparation phase (on EMDR Association website)
· Intellectual/metacognition – avoidance of affect.  If client needs to talk then maybe intersperse “talking therapy” sessions in between EMDR sessions.
· Have clients keep an eye out for “convinces” (signs of positive changes) that may indicate EMDR is having an effect.  If client sceptical, have them bring to mind a positive memory (not one that they don’t want to lose its power) and do two sets of eye movements.  Most clients will find that the memory is distanced/desensitised.  Warn them that other memories might pop up.  Teach children self-use of desensitisation (e.g. bilateral stimulation)
Approved Consultant: 	Graham Taylor			Signature[image: A close-up of a signature
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[image: ]Date of Consultation:	19/10/2017			Length of time:         1   hour
Focus of Session:
· Multiple themes (e.g. complex trauma) and range of different core beliefs (some are regarded as more secondary to primary core beliefs – unrelenting standards, approval seeking, emotional inhibition – secondary to other schemas such as emotional deprivation, defectiveness, failure).  Work with client regarding which theme is the biggest obstacle to change. If too complex can continue without negative cognition.
· EMDR with children who have experienced trauma pre-verbally – sensory motor memories, explore current events that trigger extreme responses and start processing in the present (current trigger).  Might need to coach older children in figuring out positive and negative beliefs.
Approved Consultant: 	Graham Taylor			Signature[image: A close-up of a signature

Description automatically generated]

[image: ]Date of Consultation:	31/10/2017			Length of time:   1 hour
Focus of Session:
· Processing through memories but SUDS aren’t dropping – do work with emerging memories
· How much content? If client is able to tell you about it then it’s useful.  Screen for ACE (acknowledge abuse) – don’t need to tell you all the details (just where, when, who, what – cognition, content and affect).  If they can’t recall ask them to bring the worst part of the experience to mind and process that (or pretend they are looking at a photo of the worst experience to lessen intensity).  Can process affect if it’s there.
· Post-session processing not unusual (e.g. dreams)
· EMDR & the Relationship, Mark Dworkin (book)
· EMDRAA Members Webinars (EMDR + Pain, EMDR +  Grief), 2018 membership open in Dec
· If memories are hazy they might be resolved, but they might be dissociated and need resolving.  Check SUDS – if there is affect present then you can process them.
· VOC alternatives “I can learn…”, “As an adult…”.  If VOC not believable ask what stops it being true? Is there a more specific negative belief getting in the way? Where did that belief come from? How will you know you are over this? What will be different (in behaviour, feelings, thoughts, relationships)? Look at memory mapping/therapy goals section of manual.
Approved Consultant: 	Graham Taylor			Signature[image: A close-up of a signature
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[image: ]Date of Consultation:	8/11/2017		Length of time:   1 hour
Focus of Session:
· Some processing appears to be occurring, SUDS still high (7/10) but VOC = 6 – explore VOC further (e.g. tell me how you know that you are safe now? What experiences are you drawing on to know that? She’s survived all her experiences so far, even when in ill health – what has she learnt from that? What has she made of all the experiences when she’s been unwell before but gotten through it?) Stack the deck on feeling safe. Context of feeling safe now vs health anxiety (potentially not related)? Unclear target memory (as present based and more affect focused?).  Caught up on catastrophic thinking – unpack negative belief and map health anxiety history.
· When client having trouble tracking – slow down and catch eyes and recommence.
· That memory that we started with, what’s that like now?
· When someone is repeating negative emotions and cognition, SUDS not decreasing, when processing is blocked, when lack of generalisations or time pressure – use cognitive interweaves (e.g. remember when you were telling me about that time that you did feel safe? Think of that + do a set).  When stacking the deck – can use those positive experiences to use as interweaves later.
· Memorise mapping questions
· Attachment Interview and 5 descriptive words for mother/father – always ask for examples (to ensure the client is not presenting an idealised version of events).
· Resources – Protocols (various presentation, e.g. addiction, pain, etc.).
Approved Consultant: 	Graham Taylor			Signature[image: A close-up of a signature
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[image: ]Date of Consultation:	19/03/2018			Length of time:        2   hours
Focus of Session:
· Safe Place – slow eye movements versus omitting? Some argument that slow eye movements (< 1Hz so no neurological activation or tax on working memory) will enhance the positive qualities of the safe place (fast eye movements will result in desensitisation and distancing).  Query evidence behind use of slow eye movements – Graham conducting study this year.
· Anger – emerging from when your expectations are challenged by reality (identity and world view are challenged). Does this serve them well or is there a cost to anger? Explore thoughts  gentle challenging  acknowledgement/acceptance. If you had to pay a price for the world to go the way you wanted what would it be (e.g. is this as bad as losing 2 legs? No? Then it’s not that bad) – puts things into perspective. If people get stuck at a level of emotion then let them say what needs to be said (unblocking), put words to the high level of affect.
· What level of preparation is sufficient – varies depending on client. Thoroughly map out issues with clients and document dominant themes. Identify at least 5 stand out memories. If client dissociative or has dysregulation traits (e.g. BPD) do significant preparation including Flash (takes heat out of strong memories quickly).
· Detached Protector – explore benefits/costs and perceived benefits/costs of blocking/accessing vulnerable child.
· Flash – childhoodtrauma.com “how does flash work?” Mansfield blog + webinar – memory isn’t necessarily targeted but fear of accessing it is. Can work for Detached Protector.
· Mansfield Flash vs Augmented Flash (Flash eye movements < .01 Hz so no neurological activation).
· Client fear of flying – underlying fear of abandonment and not being able to cope on own in challenging situation. Imaginal exposure, target anticipatory anxiety with standard EMDR, imagined rehearsal of adaptively coping in the situation, visualise scene with confidence and clarity, strengthen PB with fast eye movements.  
· When memory distanced and desensitised, still do fast eye movements for PB to get a transfer from the prefrontal cortex PB to hippocampus (memory)  if don’t do fast eye movements after desensitisation, will only get degraded memory and no cognitive shift.
· Binge/emotional eating – process trauma history that lead to emotional eating – can use feeling-state protocol or DE TUR protocol by Popky  targets situations that trigger urge (rate urge instead of SUDS). 
· Self-harm – look up Shapiro library.
· If safe place associated with grief then use other resource installations (e.g. lioness for courage).
Approved Consultant: 	Graham Taylor			Signature[image: A close-up of a signature
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[image: ]Date of Consultation:	15/05/2018			Length of time:    .5   hour
Focus of Session:
· Intensive Dutch PTSD program (Psytrek?) getting ready for Australia 

· When clients move from negative abreactions to positive feelings/cognitions very quickly: real or blocking? Can happen, sometimes people process very quickly, go back and check the target for any negative emotions/somatic sensations to be sure. Allow the positive cognitions/emotions/sensations to continue if they are changing (evidence that they are still processing). If suspect blocking then explore this with the client.
Approved Consultant: 	Claire Kullak			Signature[image: A signature of a letter
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[image: ]Date of Consultation:	23/05/2018			Length of time:   1  hour
Focus of Session:
· Client with suicidal ideation and psychotic symptoms such as hearing voices (more structural dissociation), BPD and poor emotional regulation, asylum seeking background, narrative therapy for 16 months – is EMDR appropriate? Advised that you can do resourcing for emotional regulation and flash technique for dissociation, but be cautious with high risk suicidal clients as they need a lot of containment.

· Client with developmental trauma, SUDS reduced from 10 to 3 but next session were back at 9.  Had to contain to one memory because of time constraints rather than free association.  Brought in resourcing such as protective figures. Advised to start with target memory again (“remember where we started last week (don’t label as they might not remember/may be distanced), what comes up now?”)

· EMD Restricted processing sticks to one target memory, whereas EMDR allows free association of memory networks.

· Installing nurturing/protective figures, look at the external figures the client might need to help them.  Wise figure, strength figure, protective figure, nurturing figure – can be real, imagined, characters in a book or movie, animal etc. Visualise the resource so they know that they are supported, where do they feel it in their body, etc.  Do this in the preparation phase, and if struggling with processing ask them to bring in the protective figure.  They can draw the figure, particularly if they are a child. Get them to draw a protective ring around them and draw all of the people around them that keep them safe.  Can use slow eye movements to install resourcing.

· Impact of medication on processing stage  be mindful of sedatives and anti-anxiety medication.  Ideally do not take medication the day before and after processing (as processing can occur for 24-48 hours after session).  When treating underlying trauma with EMDR, psychotic symptoms tend to reduce.  Anti-psychotics do not interfere as much with processing.

· Complex trauma and BPD go hand in hand, when client is severe and you don’t know where to start then hand out the 10 worst memories list – and memory map from each of those target memories.

· Dissociation/fantasy client – after each set the memory came back clearer instead of distancing (this was with a neutral memory and after 6 sets of BLS).  When installing resources the memory can strengthen and become more vivid, it is likely that if this was an emotionally charged memory then the memory would become distanced after a full hour of processing (may initially become more vivid before distancing, particularly if dissociated memory).

· We as therapists need to have a willingness to sit with whatever comes up in processing.
Approved Consultant: 	Claire Kullack		Signature[image: A signature of a letter
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[image: ]Date of Consultation:	24/05/2018			Length of time :      1   hour
Focus of Session:
· Client with NB: I am a total loser, VOC: I am ok, belief rating -5.  If VOC < 2, try to water it down so it is more believable (e.g. I can learn to believe in time that I am ok).  Install with fast eye movements.

· Client with high anxiety and business going bankrupt: SUDS 9  4, plateau.  Asked if there was anything preventing SUDS being 0-1.  Client reported that there were actions that he needed to do, asked to go with that, then plateau occurred again.  Is SUDS of 4 an appropriate level of anxiety to the situation? Yes, as risk is still current.  Check target memory next session.  Check core belief about himself as business is going bankrupt (e.g. I’m a failure, I’m incompetent). Float back – is there another time in your life when you felt that you were a failure? If yes, then target that memory.

· Memory looping – client with workers compensation had 6 sessions with no improvements, getting worse, reported that they couldn’t get the memory out of their head. Spend more time unpacking memories prior to processing.  If the image isn’t shifting explore other NB’s that might be attached to the memory.  Explore “is there another time in your life when you remember (NB) not being good enough?”  Potentially look at using the Reverse protocol. Any secondary gains from workers comp? Can use interweaves if memory looping. Assess shame/anger that may not be allowed to be expressed – is she blocking? If she feels stuck use movement, walking, boxing gloves.

· Processed MVA successfully, then process future and set up in vivo exercises to do outside of session.  Can also look at other memories if they came up during processing.
Approved Consultant: Claire Kullack			Signature[image: A signature of a letter
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Total Time: 10.5 hours
When you have completed your 10 hours of Case Consultation, send this log to your Consultant for this Signature.  
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Note: If you logged Case Consultation hours with other EMDRAA Accredited Consultants not engaged by Therapist Training you will need them to sign off their sessions with you BEFORE sending this Training Log to Therapist Training. 
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