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History

Creation of IAPT services 2008

CBT competence framework 
2007

Numerous other competence 
frameworks since 



Competence frameworks for specific therapy modalities, and for 
their supervision:

• CBT
• Psychoanalytic /Psychodynamic Therapy
• Systemic Therapy
• Humanistic Therapy
• Interpersonal Psychotherapy
• Dynamic Interpersonal Therapy
• Counselling for Depression
• Couples Therapy for Depression
• Cognitive Analytic Therapy
• EMDR
• Supervision of Psychological Therapies



Competence frameworks for specific clinical groups and 
clinical contexts:

• Eating Disorders
• Child & Adolescent MHS
• Multidisciplinary Paediatric Settings
• Psychosis & Bipolar Disorder
• Personality Disorder
• Persistent Physical Health Problems (Longterm consitons & 

medically unexplained symptoms
• Self-harm & Suicide Prevention
• Individual Placement & Support (IPS)
• Mental Health Peer Support Workers



Rationale for 
EMDR 
framework

Not a substitute for the EMDR UK Accreditation framework

Commissioned by HEE

Closely linked to NICE guidelines

To assure high quality NHS service provision

To identify training needs

To assure competent training

To assure the quality of supervision

To assist commissioners and service managers in identifying skill 
mix required to meet local need



What is HEE?

Health Education England (HEE) exists for one reason only: to support 
the delivery of excellent healthcare and health improvement to the 
patients and public of England by ensuring that the workforce of today 
and tomorrow has the right numbers, skills, values and behaviours, at 
the right time and in the right place.

https://www.hee.nhs.uk/

https://www.hee.nhs.uk/


NICE guideline

“Less evidence was found on EMDR than on trauma-focused CBT, but 
the committee agreed that what was available justified recommending 
EMDR. Although studies that compared EMDR directly with trauma-
focused CBT did not show significant differences, there was a trend 
towards EMDR. This trend in favour of EMDR was also present in the 
cost effectiveness results.”

1.6.18 Consider EMDR …….if the person has a preference for EMDR

Need for consistent delivery



NICE guideline for PTSD (+ CPTSD) 2018
PTSD symptoms CPTSD symptoms (ICD 11 – Cloitre

et al)
Re-experiencing
Avoidance
Hyperarousal (sense of threat)

Re-experiencing
Avoidance
Hyperarousal (sense of threat)
+
Affective dysregulation
Negative self-concept
Disturbances in relationships

https://www.nice.org.uk/guidance/ng116

https://www.nice.org.uk/guidance/ng116


NICE – Care for people with PTSD and 
complex needs
1.7.1 For people presenting with PTSD and depression
• Usually treat the PTSD first because the depression will often improve 

with successful PTSD treatment
• Treat the depression first if it is severe enough to make psychological 

treatment of the PTSD difficult, or if there is a risk of the person 
harming themselves or others

1.7.2 Do not exclude people from PTSD treatment based solely on 
comorbid drug or alcohol abuse



EMDR Competence Framework (2021)
Trauma that does not meet criteria for PTSD/CPTSD:
EMDR CF also includes trauma which does not meet criteria for PTSD/CPTSD

EMDR Competence Framework: Generic knowledge > Knowledge of trauma:
“An ability to draw on knowledge that traumatic events that do not lead to a 
diagnosis of PTSD can also have an adverse impact on mental health” 

Supporting document:
EMDR therapy is an empirically validated therapy that can be used to treat 
people presenting with PTSD (as well as with trauma in the context of other 
presentations). 



The 
Framework



Core professional 
competences  

Knowledge of, and 
ability to operate 
within, professional 
and ethical guidelines 

Knowledge of, and 
ability to work with, 
issues of capacity, 
confidentiality and 
consent 

Ability to work with  
difference  

Ability to make use of  
supervision 

Generic 
knowledge of 
trauma 

Knowledge of the 
Adaptive Infor-
mation Processing 
(AIP) model 

Generic therapeutic 
competences  

Ability to foster and 
maintain a good thera-
peutic alliance & to 
grasp the client’s per-
spective & ‘world view’ 

Ability to understand 
and respond to people 
in distress  

Ability to assess and man-
age risk of self-harm 

Ability to manage end-
ings 

Ability to use trauma-
related assessment and 
outcome measures 

Phase 1: AIP-
informed history-
taking, case formula-
tion and treatment 
planning 

Phase 2: Preparation  

Phase 3: Assess-
ment of target 
memory  

Phase 4: Desensiti-
sation 

Phase 6: Body 
scan 

Phase 7: Closure 

Phase 8: Re-
evaluation 

Phase 5: Installation 
of positive beliefs 

Adapting EMDR for 
managing trauma in 
the context of differ-
ent mental health 
presentations 

Adapting EMDR for 
managing complex 
PTSD  

Meta-
competences 

Initial phases of 
EMDR  

EMDR processing 
phases 

EMDR interventions 

EMDR meta-
competences 

Knowledge of 
trauma 

Safeguarding  

Assessing & managing 
risk  

EMDR -specific 
knowledge  

Knowledge and under-
standing of mental 
health problems  

Ability to collaboratively 
engage client with the 
treatment options open 
to them  

Ability to undertake a 
generic assessment 

Knowledge of 
dissociation  

Knowledge of a model of 
therapy, and the ability to 
understand and employ the 
model  in practice 

The Map



 

 
 

 
 
 
 
 
 
 
 
 
 

A competence framework for 
Eye Movement Desensitisation 
and Reprocessing (EMDR) 
therapy  
 
 
Supporting document 

 
 
 
 
 
 
 
 
 
 
 
Developed in partnership with Health Education England 

Supporting Document



Layout of 
competences

Specific competences are set out in boxes. 

Most competence statements start with the phrase, ‘An ability to…’, 
indicating that the focus is on the clinician being able to carry out 
an action. 

Some competences are concerned with the knowledge that a 
practitioner needs so that they can carry out an action. In these 
cases, the wording is usually, ‘An ability to draw on knowledge…’. 

As far as possible, the competence descriptions are behaviourally 
specific, and so are there to identify what the clinician needs to do 
to execute the competence.

Some of the boxes are indented, when a high-level skill is 
introduced and needs to be ‘unpacked’. 



The 
competences 
in detail

1. Core professional competences

2. Generic therapeutic competences

3. Generic knowledge of trauma

4. EMDR-specific knowledge

5. EMDR Interventions

6. Meta-competences



1. Core Professional Competences
• Knowledge of ethical & professional guidelines, mental health legislation, 

local & national policies regarding capacity & consent, confidentiality, data 
protection
• Autonomy: ability to recognise limits of own competence and not attempt 

to practise an intervention without appropriate training, supervision and 
qualification
• Identify and minimise potential for harm
• Obtain consent
• Manage confidentiality
• Information sharing to maintain safety
• Maintain standards of competence
• Record keeping
• Communication skills
• Sensitivity to diversity



2. Generic therapeutic competences
• Core professional training in a psychological therapy and experience of delivering the therapy is a 

prerequisite for entry into EMDR training. This is in line with the training and background of 
EMDR therapists participating in clinical trials that have demonstrated the efficacy of EMDR.

• Basic knowledge about mental health

• Knowledge of mental health presentations
• Stigma and barriers to seeking help

• Generic assessment

• Therapeutic alliance
• Responding to & managing distress

• Managing endings
• Collaborative engagement

• Use of measures

• Assessing & managing risk
• Safeguarding



3. Generic knowledge of trauma

• Symptoms of PTSD & CPTSD
• Traumatic events that do not lead to a diagnosis of PTSD can also 

have an adverse impact on mental health
• Knowledge of NICE and SIGN (Scottish) guidelines for PTSD
• Neurobiological impact of trauma
• Signs of hyper/hypo-arousal & window of tolerance
• Comorbidity of PTSD with other MH problems common
• Knowledge of dissociation



4. EMDR-specific knowledge : the AIP model

• An innate physiological system geared towards assimilating disturbing 
experiences by linking them with existing memory networks resulting 
in an adaptive resolution and a psychologically healthy integration
• Traumatic or adverse life events can disrupt the process and 

perceptions are not stored in the normal associative memory system
• BLS paired with focusing on the traumatic incident enables memories 

to be reprocessed and stored adaptively and positive perceptions 
become more vivid



5. EMDR Interventions

• The 8 phases
• Managing blocked processing
• The 3 prongs – past, present, future
• Adaptations for complex PTSD 
• Adaptations for trauma in the context of other MH presentations



Phase 1 : History-taking
• An ability to conduct a comprehensive collaborative assessment of 

presenting problems and symptoms according to the adaptive 
information processing model, including the identification of:

!past significant traumas or adverse life events that have had a major 
impact and link with the presenting problem(s)

!childhood and current attachment patterns underpinning traumatic 
experiences that may be treatment targets and/or contribute to 
potential therapy-interfering behaviours

!risk factors that would impede therapy (including a history and 
current risk to self and others, substance misuse, self-harm, limited 
support network, dissociation, medical conditions)

!coping skills, social support and affect tolerance



Phase 1 contd

• An ability to select appropriate assessment and outcome measures of trauma and 
dissociation 
• An ability to help the client identify their motivation and goals for therapy
• An ability to develop a collaborative formulation and treatment plan that 

identifies a sequence of targets for reprocessing (and where there are multiple 
targets, an ability to prioritise or cluster them)
• An ability to use the treatment plan to identify and agree targets for EMDR 

processing, and so judge the most appropriate starting point: 
!usually the earliest most relevant memory (especially ‘touchstone’ events or 

historic triggers)
!more recent memories, where these are driving the presentation
!where the client is unsure or fearful of undertaking trauma work, negotiating the 

starting point that feels right for them 



Phase 2: Preparation
• An ability to obtain informed consent to the EMDR intervention
• An ability to provide psychoeducation regarding:
!the psychological and neurobiological impact of traumatic events 
!the adaptive information processing model
!the process of therapy
• An ability to help the client gain a realistic sense of the challenge of 

therapy (the importance of remaining present and ‘going with’ whatever 
comes up, to allow the processing to take place)
• An ability to teach the client techniques for managing distress, e.g.:
!breathing techniques, mindfulness, progressive muscle relaxation
!calming imagery paired with bilateral stimulation
!resource development (recalling achievements and strengths, 

real/imaginary protective/nurturing figures paired with bilateral 
stimulation)



Phase 2 contd
• An ability to assess the client’s willingness and ability to use techniques (e.g. 

thinking of a mildly disturbing experience and rehearsing the use of safe place 
imagery), and to add further stabilisation if required
• An ability to use strategies for managing dissociation if present (e.g. techniques 

for maintaining a dual focus of attention and grounding)
• An ability to orient the client to the desensitisation phase of treatment by:
!explaining the ‘three prongs’ of treatment (starting with the past, then the 

present, and then the future targets related to the trauma)
!introducing and testing different modes of bilateral stimulation (e.g. eye 

movements, tapping and auditory tones)
!providing a metaphor for the reprocessing experience (e.g. the ‘Train Metaphor’ 

of observing the scenery as it goes past without participating or engaging with it) 
!identifying and rehearsing a ‘stop’ signal that the client can use to halt the 

process (if necessary)



Phase 3: Assessment (of target memory for 
reprocessing)
• An ability to help the client target a specific memory by asking them to 

bring up an image that represents the worst part of the incident
• An ability to help the client identify a current, maladaptive, self-referent 

negative cognition associated with the target memory
• An ability to help the client identify an alternative positive cognition that 

they would prefer to be able to believe (and that usually lies in the same 
semantic domain, i.e. self- defectiveness [responsibility], safety or control) 
and rate its validity (using the Validity of Cognitions scale) to assess its 
appropriateness as a hoped-for goal
• An ability to help the client identify emotions linked to the image and 

negative cognition and rate the emotion on a Subjective Units of Distress 
Scale
• An ability to help the client identify bodily sensations associated with the 

targeted traumatic event and their location in their body



Phase 4: Desensitisation

• An ability to initiate the processing of target memories, by:
!asking the client to bring up the image, negative cognition and body sensation 

associated with the target memory, and indicating:
"that there are no right or wrong ways of reacting
"that changes may or may not occur
"that changes may occur in a range of modalities (e.g. images, thoughts, feelings, 

physical sensations)
"that from time to time, the therapist will pause and prompt them to say what 

they notice
"that from time to time, the therapist will return to the target memory and ask 

them to notice what comes up when they think of the original incident
"that they should retain and discuss (during pauses in the procedure) any 

information (thoughts, feelings, images) that emerges during the process



Phase 4 contd
• An ability to initiate processing, usually (but not always) starting with the earliest target 

memory, and: 
!an ability to draw on the history and formulation to identify the most appropriate starting 

point for processing

• An ability to help the client hold in mind imagery related to the target memory along with 
negative cognitions and an awareness of body sensations 

• An ability to use a form of bilateral stimulation (BLS) to help process the trauma being held in 
mind (e.g. tracking hand movements or tapping)

• An ability to give appropriate (but minimal) verbal support during BLS (e.g. ‘Go with that’ or, 
‘Just notice’) 

• An ability to restart BLS after the pause without discussion or digression
• An ability to respond to client feedback regarding the effectiveness of BLS and, if required, to: 
!vary the direction and speed of eye-movement tracking 
!employ an alternative form of BLS 



Phase 4 contd

• An ability to help the client maintain a dual focus of attention (on their 
internal experience of the incident, and on the form of BLS being used)
• At the end of each set, an ability to ask the client to report briefly on ‘what 

they get now’, including changing imagery, sounds, sensations, emotions, 
tastes and smells 
• An ability to continue desensitisation until the client’s distress rating 

reduces to zero or to a level they find manageable (i.e. an ‘ecologically 
sound’ level)
• If other significant traumas emerge that are significantly different from the 

initial target, an ability to refocus the client on the target memory and only 
desensitise the emergent traumas after the initial target has been fully 
processed 



Phase 4 contd

• An ability to help the client revisit the original memory and repeat the 
desensitisation process multiple times (depending on the depth and 
complexity of the trauma), usually until the client’s ratings of intensity are 
significantly lowered to zero or one
• An ability to repeat the process with other memories, along with any 

associated feelings, cognitions, images and somatic sensations
• During the desensitisation process:
!an ability to maintain the momentum of the process
!an ability to refrain from commenting on or interpreting the material that 

emerges (to avoid distracting clients from their current experience of 
processing)

!an ability to restrict comments to brief, non-specific verbal encouragement



Phase 4 contd

• An ability to manage the emergence of powerful emotions during 
processing (abreaction) by:

!maintaining a calm and compassionate stance, reassuring the client after 
each set that:

"this is a normal part of the therapeutic process
"they are safe in the present
"they can stop the processing at any time (using a previously agreed stop 

signal)
!continuing with BLS
!providing additional support to maintain a dual focus of attention
!carrying out longer sets of BLS if the client is still processing, and so aiming 

not to stop prematurely



Phase 4 contd

• An ability to observe the client’s nonverbal cures to determine when 
the level of disturbance has plateaued and the set can be ended
• An ability to determine when processing needs to be broken into 

discrete sets, e.g.:
!to gain feedback from the client as to whether processing is taking 

place
!to enable the client to integrate new information verbally and to 

share this with the therapist
!to allow the client a period of recovery



Phase 4 contd

Blocked processing
• An ability to introduce strategies for managing blocked processing, 

e.g.:
!varying the direction, length or speed of eye movements
!asking the client to focus on body sensation associated with the 

target memory helping the client to verbalise words associated with 
the target memory that they could not previously say

!reviewing imagery associated with the target memory to identify new 
(previously unnoticed or unreported) aspects of the event



Phase 4 contd

• Cognitive interweave

• Managing dissociation



EMDR Interventions contd

• Phase 5: Installation of PC
• Phase 6: Body scan
• Phase 7: Closure
• Phase 8 Re-evaluation
• Consolidation – the 3 prongs

• Further detail online at 
• https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-

psychology/research-groups/core/competence-frameworks-18

https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/core/competence-frameworks-18


6. Metacompetences

• Working with the evidence base relating to EMDR
• Capacity to implement interventions in a flexible but coherent 

manner
• Capacity to adapt interventions in response to feedback
• Working with clients from a range of backgrounds
• Safe practice and supervision



Supporting document – EMDR vs CBT model

• EMDR reprocessing sessions promote an associative process that 
reveals the connections of memories that are being triggered by 
current life experiences; the aim is to help the client to access an 
adaptive memory network. This contrasts with other therapies 
(particularly cognitive behavioural therapy [CBT]), which involve 
extended focused attention on the disturbing event and associated 
automatic negative thoughts, and which aims to restructure these 
cognitions by challenging the evidence used to support them. 



Supporting document: Mechanism

• Three dominant hypotheses have been proposed as mechanisms of 
action of EMDR – that the eye movements a) tax working memory, b) 
elicit an orienting response, and c) link into the same processes that 
occur during rapid eye movement sleep. 
• Processing of targeted memories using the three-pronged EMDR 

therapy protocol is assumed to transfer them from implicit memory 
to explicit and semantic memory systems (in other words, moving 
from fragmented, decontextualised sensory experiences associated 
with the traumatic event to a meaningful narrative that can be stored 
in memory in the normal way). 



Service user 
leaflet

What is EMDR?

Who is EMDR for?

How does it work?

How effective is EMDR?

What is an EMDR session like?

Who can provide EMDR?

More information - https://emdrassociation.org.uk/



Questions?


