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ΕΡΕΥΝΗΤΙΚΟ ΑΡΘΡΟ

In response to an emergency: Trial use of EMDR 
Group Traumatic Episode Protocol for Humanitarian 
Workers on Greek Islands

Abstract
A Humanitarian Non-Governmental Organization working in Greece requested two emergency field visits to two Greek Aegean islands, 
where they organized front-line services for incoming refugees. Two EMDR-Europe accredited Consultants- Psychologists who worked 
intermittently for the organization supporting staff were requested to visit and provide staff with psychological support for one day at 
two different sites. The visit’s goal was to monitor and support the staff’s psychological needs in a one-day visit to each island. Baseline 
assessment of all of the participants took place via initial Subjective Units of Disturbance (SUD’s), PTSD Checklist-5 (PCL-5), and Stress 
Symptom Survey(SSS). The intervention involved EMDR trauma education, stabilization techniques, and the EMDR, Group Traumatic 
Episode Protocol G-TEP. Hence, the intervention’s purpose was to allow staff to reflect on their experiences and proceed with G-TEP 
to reprocess critical incidents related to traumatic exposure in their work. All participants’ follow-up assessments took place via PTSD 
Checklist-5 (PCL-5) and Stress Symptom Survey(SSS) the same day, right after the intervention. Overall, the results indicated that 27 (out 
of 43) participants reported higher PTSD scores before the intervention with G-TEP than after. Moreover, 31 participants had higher stress 
symptoms before the intervention with G-TEP than after. Both results were at a statistically significant level. In addition, results showed 
that 34 participants reported an improvement in the degree of disturbance after the intervention with G-TEP than before. Thus, the results 
indicated that EMDR, G-TEP protocol intervention is able to lead to a decrease of currently held distress and disturbance in a small sample 
of humanitarian workers. Group EMDR therapies and Trauma Focused CBT appear to be promising interventions in the field of refugee and 
asylum seekers care. The current results showed that the limited single session of EMDR, G-TEP intervention also lead to some decrease of 
vicarious trauma and stress symptoms in a small sample of humanitarian workers and indicate that future research could investigate whether 
further reductions may be possible with additional sessions, on consecutive days.
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1. Introduction 
There are more than 30 randomized controlled trials (RCTs) 
demonstrating the effectiveness of Eye Movement Desensitization and 
Reprocessing (EMDR) Therapy in adult patients with Post Traumatic 
Stress Disorder (PTSD) [1]. In addition, research has shown that 
EMDR therapy significantly reduces the symptoms of depression, 
anxiety, and subjective distress in patients [2]. Therefore, in 2013 
the World Health Organization (WHO) recognized EMDR therapy 
alongside Trauma-Focused Cognitive Behavioral Therapy TFCBT 
as the two evidence-based trauma therapies for children, adolescents, 

and adults with PTSD. Furthermore, the WHO guidelines indicate 
that both therapies aim to reduce subjective distress and strengthen 
adaptive beliefs related to the traumatic event [3].

EMDR therapy is a trauma and information processing intervention 
that utilizes an eight-phase approach to address traumatic stress and 
a wide range of psychological difficulties. It attends to (i) the past 
experiences that have set the groundwork for disturbance, (ii) the 
current situations that may trigger dysfunctional images, emotions, 
beliefs, and sensations, and (iii) the positive information needed to 
enhance future adaptive behaviors and good mental health. EMDR 
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therapy is guided by the Adaptive Information Processing (AIP) 
model, which regards most psychopathology as caused by disturbing 
information stored in the brain’s memory where information processing 
has been blocked. AIP states that early adverse experiences can 
set a precedent for later psychological problems. The Adaptive 
Information Processing model is the theory that explains EMDR 
Therapy. “Processing” can be thought of as the changes that occur 
in the session. The term “Adaptive” refers to the positive resolution 
seen in EMDR reprocessing where negative beliefs, thoughts, 
emotions, bodily sensations, and sensory information decrease, and 
corresponding positive elements come to the forefront of processing. 
EMDR Therapy posits that psychological distress finds its origins 
in pathogenic memories or experiences that continue to disturb or to 
be avoided. AIP is summarized in the following four points for all 
human beings: (a) Every problem has a past, present, and future. A 
past with disturbing memories may create troubling triggers in the 
present and future challenges where the client may be worried about 
what might happen. (b) Each client has an innate self-healing system 
in the brain which helps process distress and bring about positive 
resolution. (c) When experiences are personally overwhelming, this 
natural system can stall, stopping adaptive resolution, and (d) EMDR 
Therapy helps this self-healing system restart and rejuvenate each 
client’s self – healing system [4, 5, 6]. 

Concerning mechanisms of action in EMDR Therapy, a current 
systematic review concluded that there is no agreed definition of 
what the primary mechanisms are and how these mechanisms can be 
measured or demonstrated. EMDR is a complex therapy with several 
underlying processes simultaneously at play. To date, at least four 
different theories are being studied concerning the mechanisms of action 
involved in EMDR Therapy [4, 7]. From the standpoint of an EMDR 
Therapist, what is essential for clients to understand is that the Bilateral 
Stimulation (BLS) tends to increase the information during processing 
while simultaneously decreasing the level of disturbance. Although the 
question of how it works is intriguing, this issue is not discussed in 
most other psychotherapies, simply because the controversial issue of 
bi-lateral stimulation is not a part of other therapies [8]. 

The World Health Organization [9] Action Plan in paragraph 53 
stated that “When planning for humanitarian emergency response 
and recovery it is crucial to ensure that mental health services and 
community psychosocial supports are widely available.” EMDR treat-
ments have great potential for scaling up trauma therapy to make it 
accessible to larger groups of people worldwide [10]. Carriere [10] 
recommended that EMDR and other trauma therapies be widely used 
to support the World Health Organization’s Comprehensive Mental 
Health Action Plan 2013 – 2020 [9]. EMDR Humanitarian Assis-
tance Programs (HAP) started in 1995 following the Oklahoma City 
bombing in the United States. Since then, humanitarian assistance 
projects have been coordinated worldwide following man-made and 
natural disasters utilizing the standard EMDR protocol [11] and other 
specialized EMDR protocols for supporting individuals and groups. 
Humanitarian Assistance projects have a history of building capaci-
ties with local agencies where disaster strikes by training clinicians 
in EMDR therapy and providing trauma education and EMDR stabi-
lization techniques to non-mental health professionals [12]. 

High demands in working conditions for humanitarian organiza-
tions’ staff may lead to compassion fatigue since there is a psycholog-
ical effect for caregivers who work with populations with increased 
needs [13]. Professionals working with traumatized individuals may 
develop symptoms similar to those suffered by their clients [14, 

15]. Researchers and clinicians define exposure to others’ trauma as 
vicarious traumatization [16]. Unaddressed vicarious trauma may 
affect the quality of care provided and create organizational strain 
and dysfunction [13, 17]. 

To date, the most effective interventions for vicarious trauma 
are those involving cognitive appraisal approaches from Cognitive 
Behavioral Training or Acceptance and Commitment Training [18]. 
Critical and traumatic incidents may cause employees to experience 
strong emotional reactions. Research suggests that Critical Incident 
Debriefing and Management Protocols used proactively and retro-
actively to the events can increase recovery [18]. Critical Incident 
Stress Debriefing (CISD) and Critical Incident Management (CISM) 
are both multi-component structured models used in order to reduce 
the potential effects of traumatizing events [19]. Although these 
approaches are avidly used, no convincing data shows that they may 
be effective in lessening distress or developing PTSD [20].

The current trial intervention attempted to address whether EMDR 
Group Traumatic Episode Protocol contributed to the possible reduc-
tion of distress after a critical event in humanitarian personnel. EMDR, 
G-TEP is a novel approach for preventing psychological trauma and 
reducing the risk of psychological trauma in mental health profes-
sionals involved in, i.e., war-stricken areas [21]. Similarly, according 
to a recent report [22], a pilot intervention with EMDR stabilization, 
grounding, visualization, and relaxation techniques for purposes of 
screening, preparation, and self-regulation followed by EMDR, G-TEP 
was an effective intervention indicating effective stress management 
for professionals working in the field of abuse and neglect. Although 
more evidence is needed, as EMDR, G-TEP’s utility in such settings 
and populations is still under-investigated, according to recent reviews 
[23], these preliminary results provide further evidence for EMDR, 
G-TEP in dealing with the extensive need for mental health services 
in humanitarian crisis contexts and especially in humanitarian cri-
sis workers. These data also highlight the importance of providing 
EMDR, G-TEP, with humanitarian staff to restore its adaptive psy-
chological functioning significantly.

When EMDR, G-TEP is utilized in emergencies, it appears to be 
effective as an intervention during ongoing disruption for both screen-
ing and reducing symptoms of post-traumatic stress and self-reported 
distress [5]. Favorable results for EMDR, G-TEP appeared to support 
well-being, reduce post-traumatic stress, and better sleep for a group 
of refugees who had relocated to Europe [9]. These researchers point 
out that EMDR, G-TEP is an efficient model in times of ongoing 
crisis, violence, and war.

We investigated the effectiveness of the EMDR, G-TEP, in decreas-
ing distress in humanitarian staff working in crises with refugees in 
the Greek Islands. A Humanitarian Non-Governmental Organization 
working in Greece requested one-day emergency field visits to two 
Greek Aegean islands. They sent two EMDR-Europe accredited 
Consultants who worked intermittently for the organization in the 
role of supporting staff. The Consultants were asked to deliver an 
emergency single-day intervention to provide psychological support 
to staff at each site.

The staff was organizing front-line services on the Greek Aege-
an islands. There was constant staff turnover due to the challenging 
demands of having limited resources to address the many incoming 
refugee populations’ needs.

It was proposed that a brief introduction, trauma education, and sta-
bilization techniques combined with the provision of the EMDR, G-TEP 
might decrease the presently held level of distress among the humanitar-
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ian organization staff. Trauma education and stabilization techniques are 
a standard part of EMDR basic training that utilizes clinical techniques 
with years of clinically based evidence for their effectiveness [4]. Prac-
tice-Based evidence derives from rich clinical experience, while Evi-
dence-Based approaches are a result of robust scientific research. Both 
are important, and they should inform each other, and research should 
continue to validate or reject clinically based practices.

2. Materials and Method
2.1. Participants
The Humanitarian organization organized two groups of staff. One 
group (N=22) met on the island of Mytilene, where all participants 
also worked. The second group (N=21) met on the island of Rhodes. 
In addition, participants held posts on the islands of Kos or Leros or 
Rhodes. All participants were fluent in English. Being fluent in English 
was an essential prerequisite for all humanitarian workers of the NGO. 
Unfortunately, it was impossible to keep a record of participants’ 
race or ethnicity or more personal information because of limitations 
concerning the personal privacy of the personnel. Moreover, there were 
no exclusion/inclusion criteria, as all available staff requested to be part 
of the intervention due to the urgent need for psychosocial support. 

2.1.1. The group on the island of Mytilene
The first group was all 22 staff members who worked on the 

island of Mytilene. They ranged from 24 to 54 years old, with a mean 
age of 34, 32 years (SD=7.4). Most were single (55%), 23% were 
married, 5% were divorced, and 18% did not indicate their marital 
status. Sixty percent of staff members reported having been at the 
current site for 20-40 months. The remaining staff was at the site for 
less than 20 months, and the median time at the site was 20,2 months. 
None of the staff members were mental health professionals; 41,2% 
were women, and 58,8% were men.

2.1.2. The group on the island of Rhodes
The second site hosted staff from three different sites with 21 

staff members,57% of whom were from Kos, 29% from Leros, and 
14% from Rhodes. Overall, 48% of the staff members were men, 
and 52% were women. Staff members ranged in age from 27 to 44 
years old, with a mean age of 34,31 years (SD=5.54). Most of the 
staff members were single (91%), 5% were married, and 5% did not 
indicate their marital status. Fifty-seven percent of staff members 
reported spending less than a month to 30 months at the current site. 
The median length of time was 19,3 months at the current location. 
None of the staff members were mental health professionals.

2.2. Research Design
The visit’s goal was to assess the staff’s distress and offer as much help 
as possible within a single day, 7-hour time span in a group setting. 
Therefore, the study employed a within-subject design. All participants 
were exposed to the intervention, and where pre, post, intervention 
scores were compared, with post-treatment assessments completed 
at time three on the same day. The brief intervention provided trauma 
education, EMDR stabilization techniques, and EMDR, G-TEP. 

2.3. Measures 
The PTSD Checklist for DSM-5 (PCL-5) was used to assess and 
screen for Post-Traumatic Stress Disorder. It consists of 20 items. 

 * Appendix A cannot replace the need for accredited EMDR, G-TEP training.

This scale ranges from a score of 20 (no symptoms of PTSD) to 100 
(symptoms of PTSD present). Therefore, this assessment tool can be 
used to screen for the possibility of PTSD, with a cutoff score of 33 
to detect possible cases of PTSD [24].

The Stress Symptoms Scale was used to ascertain a general stress 
rating score. A score between 0-19 indicates a lower than average 
stress rating. A score between 20-39 indicates an average stress rating. 
A score between 40-49 indicates a moderately higher than average 
stress rating, while a score of 50 and above indicates a much higher 
than average stress rating [25].

The Subjective Units of Disturbance Scale (SUDS) is a scale from 
0 to 10 to assess the personal intensity of disturbance or degree that 
an event(s) creates a currently held level of disturbance in an indi-
vidual. The lower the scale, the less the distress; zero (0) represents 
calm, while ten (10) is the worst possible disturbance held at this 
moment. The SUDs used in this intervention was part of the EMDR, 
Group-Traumatic Episode Protocol. There are pre and post-measure-
ment of SUDs, which indicate the improvement or worsening of the 
degree of disturbance [26].

2.4. Procedure
All participants were assessed with PCL-5 and the Stress Symptoms 
Scale at Time 1. Then, the participants were assessed with the SUDs 
scale at different points during the EMDR, G-TEP intervention at 
Time 2. Finally, all participants were given the questionnaires again 
at Time 3, which could only be done on the same day.

Time Assessments

1
Assessment of all participants at the beginning of the 

intervention with PCL-5 and Stress Symptom Survey (SSS.)

2
The initial and last SUD Assessment of all participants are used 

from the G-TEP intervention.

3
All participants were asked to answer PCL-5,  

Stress Symptom Survey. 

EMDR Group Traumatic Episode Protocol Intervention, G-TEP 

The G-TEP protocol was chosen because it best fit the situation 
with different work-related violent critical episodes on the islands. 
In addition, the protocol allows for screening participants who may 
require more stabilization before group trauma processing begins 
[27]. During each visit, there was a one-day, 7-hour experiential group 
session with staff. Initially, the intervention involved introductions of 
EMDR-Europe accredited Consultants and the participants and their 
concerns about the islands’ workplace. Then, there was a discussion 
of staff’s expressed needs and risks and the level of exposure at their 
respective work-sites.

Following the introductions of all involved and the discussion, 
which included the staff’s verbatim statements, all group members 
were led through a brief trauma education and preparation process. 
They learned about the fight-flight-freeze response and the window 
of tolerance [28]. The intervention lasted one day. The consultants 
wanted to ensure safety, stability, and reprocessing with the EMDR, 
G-TEP could be completed in a one-day visit.

Participants were instructed step by step through the EMDR, 
G-TEP [29, 30]. EMDR, G-TEP is a seven-step structure (Appendix 
A)* that allows the client to process a traumatic episode while sur-
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rounding it with positive resources from the past, present, and future. 
One of the main instructions is to identify Points of Disturbance 
(PODs) following a scan or google search as they scan the entire 
traumatic or critical episode they have selected. A Subjective Unit 
of Disturbance (SUD) level of the first specific Point of Disturbance 
is self-monitored by the participant and scored on a worksheet indi-
cating their present level of disturbance for that POD. The EMDR, 
G-TEP uses a creative worksheet on an A3 paper and condenses the 
protocol on one page for each participant. Each POD is reprocessed 
separately using alternate bi-lateral stimulation with eye movements 
and tapping that are self-administered by the participant who follows 
his own hand with his eyes on the worksheet. In this way, both tap-
ping and eye movements are incorporated into the protocol during 
the desensitization and reprocessing phase. After reprocessing each 
POD with several sets of eye movements and taps, the participant 
is instructed to focus on the initial POD while self-monitoring for 
SUDs and recording them. One EMDR, G-TEP session is designed 
to process three PODs within one entire traumatic episode. Following 
the processing of PODs, a full episode Positive Cognition is installed 
with alternate bi-lateral stimulation, and the EMDR, G-TEP session 
closes with the “4 Elements” exercise. The EMDR, G-TEP is designed 
to decrease presently held disturbance and monitor if someone needs 
more stabilization or more individual EMDR Therapy to reprocess 
their traumatic or critical experience.

3. Results 
Within Groups
Data were analyzed with the IBM SPSS version 22.0. The level of 
significance was set at 0.05. Normality was assessed with Shapiro-
Wilk (S-W) tests due to our small sample (Table A). 

Table A. Tests of normality/dependent variable

Dependent Variable
Shapiro-Wilk

Statistic df Sig.
PTSD Checklist 
(Pre-Intervention)

,943 42 ,038

Stress Symptom Sur-
vey (Pre-Interven-
tion)

,918 42 ,005

Stress Symptom Sur-
vey (Post-Interven-
tion)

,915 42 ,004

PTSD Checklist 
(Post-Intervention)

,895 42 ,001

Sub Units Of Distur-
bance (Pre-Interven-
tion)

,942 38 ,048

Sub Units Of Dis-
turbance (Post-Inter-
vention)

,934 38 ,026

Normality tests revealed that data in the pre-and post-treatment PCL-
5, SSS, and SUD scales were not normally distributed. Therefore, 
data analysis was conducted using a Wilcoxon Signed-Rank Test to 
investigate differences between self-report pre-treatment and post-
treatment measures.

Stress Symptoms Scores were compared before and after G-TEP 
intervention. On average, scores on SSS were higher before (Mdn = 

31) than after G-TEP intervention (Mdn = 25). A Wilcoxon Signed-
Rank Test indicated that this difference was statistically significant, 
Z = -3.27, p = .001. Results indicated that 31 participants had higher 
stress symptoms before the intervention with G-TEP than after. 
However, 11 participants reported higher stress symptom scores 
after the G-TEP intervention, and 1 participant saw no change in 
the stress symptom scores. Overall, the intervention with G-TEP 
appears to have an adaptive result in the short term for subjective 
stress symptom scores. 

Table 1. Differences in the Stress Symptom Scale pre-and-post - G-TEP 
intervention

N M SD Min Max
Pre-test 43 35.05 18.242 7 99
Post-test 43 29.56 17.304 6 72
Pre-test

N
Mean 
Ranks

Sum of 
Ranks

Z p
Post-test
Negative Ranks 21 23.00 713.00 -3.274 .001
Positive Ranks 11 17.26 190.00
Ties 1

PTSD Checklist for DSM-5 (PCL-5) scores were compared before 
and after EMDR, G-TEP intervention. On average, participants per-
formed worse before (Mdn = 18) than after G-TEP therapy (Mdn = 
13). A Wilcoxon Signed-Rank Test indicated that this difference was 
statistically significant, Z = -2.31, p = .021. Results indicated that 
27 participants reported higher PTSD scores before the intervention 
with G-TEP than after. Nonetheless, 13 participants reported higher 
PTSD scores after the G-TEP intervention, and 3 participants saw 
no change in their PTSD scores. Overall, the G-TEP intervention 
appeared to be effective for lowering the self-reported symptoms on 
the PTSD checklist. 

Table 2. Differences in the PCL -5 pre-and-post - G-TEP intervention

N M SD Min Max
Pre-test 43 21.53 18.860 0 100
Post-test 43 18.05 14.231 1 51
Pre-test

N
Mean 
Ranks

Sum of 
Ranks

Z p
Post-test
Negative Ranks 27 21.54 581.50 -2.308 .021
Positive Ranks 13 18.35 238.50
Ties 3

Subjective Units of Disturbance Scale (SUDS) scores that are part 
of the EMDR, G-TEP were compared. The initial subjective unit of 
disturbance at the beginning of EMDR, G-TEP was compared to the 
final subjective unit of disturbance measured on EMDR, G-TEP. On 
average, participants performed worse before (Mdn = 6) than after 
the EMDR, G-TEP intervention (Mdn = 3). A Wilcoxon Signed-
Rank Test indicated that this difference was statistically significant, 
Z = -4.94, p< .001. Results showed that 34 participants reported an 
improvement in the degree of disturbance after the intervention with 
G-TEP than before. Only 2 participants reported a worsening of the 
degree of disturbance after the G-TEP intervention, and 2 participants 
saw no change in their degree of disturbance. Consequently, there 
appears to be a significant improvement in the degree of subjective 
disturbance with the G-TEP intervention. 
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Table 3. Differences in the Subjective Units of Disturbance Scale pre-and-
post - G-TEP intervention

N M SD Min Max
Pre-test 38 5.89 1.928 3 10
Post-test 38 3.37 1.866 0 8
Pre-test

N
Mean 
Ranks

Sum of 
Ranks

Z p
Post-test
Negative Ranks 34 18.99 645.50 -4.937 .000
Positive Ranks 2 10.25 20.50
Ties 2

4. Discussion 
Recent studies in Greece and Jordan [31, 32] revealed high levels 
of Compassion Fatigue among professionals working with migrants 
and refugees, mainly from Syria. The term includes Job burn-out 
(BO) and secondary traumatic stress (STS) symptoms. In general, 
researchers find that humanitarian workers put themselves at the 
risk of mental and physical consequences and degraded intimacy 
and general wellbeing. They conclude that there is a need to develop 
prevention policies and interventions to support humanitarian work-
ers better while working in such a stressful environment. A recent 
meta-analysis [33] of 23 studies on psychosocial interventions for 
refugees and asylum seekers suffering from PTSD with 2308 par-
ticipants concluded that CBT and EMDR Therapy appeared to have 
the greatest effects in reducing PTSD symptoms in asylum seekers 
and refugees. However, the authors highlight the need for addition-
al, well-designed studies. Furthermore, it is worth noting that only 5 
group EMDR – related studies were included, highlighting the need 
for further studies on Group EMDR interventions in refugee camps. 
Moreover, it appears that the topic of EMDR group therapy inter-
ventions’ efficacy in assisting the well-being of humanitarian work-
ers working in refugee camps appears to be under-investigated, as 
long as ongoing research targets mainly on EMDR interventions for 
refugees and asylum seekers (and not humanitarian workers). The 
current study tries to fill in this gap by investigating the use of Group 
EMDR therapy in relieving PTSD and stress-related symptoms in 
humanitarian workers working with refugees and asylum seekers in 
the Greek islands near the borders with Turkey.

There are 3 previous RCT’s [27], which examine G-TEP’s effi-
cacy in reducing PTSD and depression symptoms among refugees 
and asylum seekers. The current study is a field study, which dif-
ferentiates itself, i.e., from the one conducted by Yurtsever [27], as 
its target group are the humanitarian workers and not the refugees 
themselves, it was conducted on a single 7hrs session and not during 
3 consecutive sessions during 3 days, and its sample came equally 
from both men and women. Last but not least, due to the small sam-
ple, non parametric statistical tests were performed, while previous 
research was able to use parametric research (i.e., Yurtsever, 2018), a 
factor that is important for the generalization of the results. Although 
the above, our results seem promising and further research on the 
same topic is still needed, considering that data show a dose-related 
response. It is a great possibility that the intervention would be more 
effective if more sessions were available for the staff. 

5. Limitations and suggestions
Due to our small sample, our findings can be seen only as scientific 
indications. Furthermore, it was technically impossible to administer 
follow-up measures due to the constant staffing changes and difficulty 

reaching the participants after the intervention. Therefore, it is unknown 
if the intervention results were maintained over time. Moreover, using 
the same psychometric tests in such a short period of time before and 
after the intervention may result in response bias, as the participants 
would have prior knowledge of the tests in the absence of independent 
raters, which is another factor of response bias. 
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Appendix A. Retrieved and adapted from http:emdrfoundation.org/toolkit/gtp.pdf*

EMDR Group Traumatic Group Protocol (G-TEP), Adapted from Elan Shapiro, 2013 
FOR USE WITH 	 Suitable for working with groups of adults & children impacted by large-scale critical incidents, or the same or 

different negative life changing events with ongoing consequences 
	Offering stabilization, stress management & an adaptive processing screening check, for all exposed
	 Providing comprehensive current trauma episode processing

INTAKE & DATA 
COLLECTION

	Obtain initial data for assessment information, screening & group selection: Do brief individual interviews & joining 
when possible

	Administer psychometric measures for PTSD, Depression & Resilience (e.g. PCL-5, MINI; PHQ-9, BDI; BRS / 
CD-RISC 10)

	 Repeat these measures POST treatment & at FOLLOW-UP
	Work Seated around tables up to about 12 participants in a group. 2-3 hours per session.

MATERIALS & 
SETUP

	 Participants work on a G-TEP Worksheet printed on a large sheet of paper; Colored pens or pencils; A silicon rubber 
wristband or a sticker;

STEP ONE: 
PREPARATION
SCREENING 
PRESENT 
RESOURCE 

	 The G-TEP manual has the protocol script & all the instructions for the group leader and a worksheet with summary 
notes

	 The setup is designed for use with this single worksheet to guide the process step by step…
	 The slides & worksheet of the EMDR G-TEP are color-coded so that each step has its own color to make it easier 

to follow
	 The Worksheet is a meta-communication: in which the trauma event is enveloped with present/ past /& future 

resources graphically conveying that the event is in the past- they are safe now in the present- & that there is hope 
for the future

	Group leader should have additional support staff, to aid with logistics, monitor & support those who need assistance
	 STEP 1 Preparation & screening: This step can stand alone as it is helpful for all for stress management & for 

screening
	Ask to write down SUD before (0….10)-à Teach the 4 Elements exercise (Includes Safe/calm place drawing or 

words)-à Ask to write SUD after (0….10)
	Write the DATE TODAY
	 Invite sharing of their Safe Places. (Sharing is only done with resources not about the traumas)

STEP TWO: ONSET 
OF TRAUMATIC 
EVENTS

	Write a heading (word or words, symbol or sketch) for the Onset of Trauma Episode
	Write SUD (0…….10) now
	Write the ‘Date THEN’ (for when the event happened)
	 The Trauma Episode is established visually (the time line from the onset T event up to today)
	No Sharing of traumas 

* EMDR, G-TEP Guidelines cannot replace the need for accredited G-TEP training.
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STEP THREE:
PAST RESOURCE

	 Recall a memory where you felt good with yourself, felt whole
	Notice feelings and body sensations
	 Strengthen connection with set of Butterfly Hugs [all Installations are done with the Butterfly Hug self BLS (Jarero 

& Artigas)]
	Draw or write something to represent it
	Give it a name and strengthen with Butterfly Hugs
	 Invite group sharing of good memories

STEP FOUR: 
FUTURE 
RESOURCE

	Ask group members how they would like to think about themselves and the events that have happened. Mark on PC 
checklist for examples.

	Draw or write any other thoughts or pictures of how you would like to see yourself in the future.
	 Invite group sharing of desired future.

STEP FIVE: 
POD LEVEL 
PROCESSING

	Ask to scan entire Trauma Episode silently, like a mental ”Google Search”, to Identify any Point of Disturbance 
(PoD) while doing individually paced Self BLS, Tapping on the DATE TODAY circle in Step 1 and then the ‘DATE 
THEN’ circle in Step 2, back and forth, with one hand, making sure to follow with your eyes. When a PoD is 
identified then STOP and draw/write something to represent it. Write SUD rating (0 – 10). When finished take some 
deep breaths until everyone is ready.

	 Focused processing. Focus on the PoD and then tap on the DATE TODAY in Step 1 and then on the PoD in Step 5, 
back and forth, with one hand, making sure to follow with your eyes. (The Self BLS is thus performed with tapping 
+ Eye Movements, guided & paced by the group leader who counts out loud &/or makes a sound by tapping the 
table). After each set of BLS, take a breath and pay attention to any Images, Sensations, Feelings &/or Thoughts or 
to whatever you notice.

	 Repeat for 9 sets (3 x 3 for each PoD). After every 3rd set re-focus on that PoD and write down SUD (0 – 10)
	 This procedure is done three times as above (in Step 5) for each PoD (PoD1, PoD2, & PoD3).

STEP SIX: 
EPISODE LEVEL 
PROCESSING 

	Ask group members to think about the whole episode and check the Episode SUD (0 – 10) rating. If Episode SUD 
is above 5 consider further sessions.

	Underline the sentence that feels the most true now (in box 4). How would you like to think about the whole Episode 
now?. What have you learned? What are you taking with you?

	 Encourage group sharing and feedback from all participants.
	 Install a PC for the Episode: Choose the words that feel the most true now. Repeat silently while using Butterfly Hugs 

(2 to 3 sets of about 20 seconds each).
STEP SEVEN: 
CLOSURE 	 Rehearse 4 Elements. Do additional sessions if needed

	 Screen for those who need a referral for individual sessions

Appendix B. © E. Shapiro FOUR ELEMENTS EXERCISE – 
adapted by P. Papanikolopoulos 

Let’s begin by taking a measure of your stress or anxiety at this moment 
on a scale from 0-10. 0 means you are totally calm with no stress or 
anxiety and 10 is the worst possible disturbance you feel at present. 
If you have an elastic band / bracelet around the hand you can use 
this to remind yourself to check in for disturbance during the day.

EARTH - GROUND
“Bring your mind to your feet and feel them on the floor. Imagine 
that roots are leaving the bottom of your feet and going all the way 
down below the foundations of the building. Now notice your legs, 
your back and the rest of your body as it comes into contact with the 
chair you are seated in. Anchor yourself in the ground. This is our 
first element- Ground or Earth.

AIR
“Now let’s go to the next element which is air. Breathe in through 
the nose and out through the mouth. Notice your breathing. Now try 
to make your exhale a little longer than your inhale. Do this for 2-3 
breaths. This is our second element- Air.

WATER
“Now go to your mouth, relax your lower jaw, and allow your tongue 
to move around your mouth. Just move your tongue around the roof 
of your mouth, around your gums and notice as you start to create 
more saliva in your oral cavity. As you relax, a small pool of water 
will gather on the tongue. This is a natural state when we relax. Saliva 
is an antidote for stress. This is the third element which is Water.

LIGHT / FIRE
“Now go to your mind and specifically to the point here between 
your eyebrows a little above them. This is the center of fire or light. 
It’s where we will light the fire of our imagination. Now close your 
eyes and focus on this point. Imagine you have the symbol of infinity 
lying on your forehead (a figure 8 lying down). Now imagine lighting 
a candle at the center of the figure 8. Now imagine that that candle 
begins to move like a train on a train track. The figure 8 is the train 
track. Follow this in your mind’s eye for a few seconds. Now stop 
the candle with your imagination and start it moving again on the 
figure 8 in the opposite direction.
Follow the candle with your mind’s eye again for a few seconds. Now 
gently stop the candle at the center of the figure 8. Thank it and allow 
it to dissolve and disappear together with the figure 8.
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Appendix C. Developing and Enhancing a Calm/Safe Place 
Exercise, adapted by P. Papanikolopoulos

IMAGE 
“I’d like you to think about some place you have been or imagine 
being that feels very calm or safe. Perhaps being on the beach or 
sitting by a mountain stream. Where would you be?” 

EMOTIONS AND SENSATIONS 
“As you think of that calm/safe place, notice what you see, hear, and 
feel right now. What do you notice?” 

ENHANCEMENT 
“Focus on your calm/safe place--its sights, sounds, smells, and body 
sensations. What you are noticing.” 

EYE MOVEMENTS 
“Bring up the image of that place. Concentrate on where you feel the 
pleasant sensations in your body and allow yourself to enjoy them. 

Concentrate on those sensations and follow my fingers. (4-6 slow 
BLS) How do you feel now?” 

If positive
“Focus on that. (BLS) What do you notice now?” 
If negative – redirect to identify another calm place or consider some 
other self-soothing strategy such as a breathing exercise. 

CUE WORD 
“Is there a word or phrase that represents your safe place? Think 
of_______ and notice the positive feelings you have when you think 
of that word. Concentrate on those sensations and the word ______ 
and follow my fingers. (4-6 BLS) How do you feel now?” Repeat and 
enhance positive feelings with BLS several times. 

SELF-CUING 
“Now I’d like you to say that word __________ and notice how you 
feel.” (4-6 BLS) 


