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The Dutch protocol for Eye Movement Desensitization and Received 14 May 2020
Reprocessing (EMDR) uses two psychological myths as part of the Accepted 15 October 2020
therapeutic instruction: memory works as a video camera and indi-
viduals can have a photographic memory. This study explored how
participants experience and evaluate such instructions and if these
instructions affect their beliefs on memory. Participants received a
video, photo, or a control instruction. Participants indicated on a vis-
ual analog scale how vivid and emotional they expected to recall
the traumatic memory, how credible the therapeutic instruction was,
and how reliable they would consider a therapist providing such an
instruction. Next, participants completed a memory belief survey.
Participants who received the video instruction were most likely to
expect to vividly recall a memory. The credibility of the instructions
and the reliability of the therapist providing the instruction were at
chance level, which might pose problems for the therapeutic alliance
and therapy outcome.
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People only use 10% of their brain, the polygraph is an accurate measure for deception
detection, and hypnosis is useful for retrieving memories. These are only a few examples of
psychological myths that are endorsed by non-trivial percentages of the general population
(see e.g. Lilienfeld et al.,, 2010; Taylor & Kowalski, 2004). Although endorsing such myths
might not be harmful to laypersons, it can be perilous if certain professionals hold such
beliefs. For example, a therapist might adopt the treatment plan in line with a controversial
belief (e.g. repressed memory), which may be harmful to the patient. Therapists might
believe in the existence of repressed memories and might actively search for the existence
of such repressed memories, thereby increasing the likelihood of inducing false memories
(i.e. memories of an event that did not happen; Loftus, 1993; Otgaar et al,, 2019).

In the beginning of the 1990s, a heated debate on one specific psychological myth
(i.e. the existence of repressed memories) dominated the psychological field (Crews,
1995). Researchers and clinicians argued about the accuracy of childhood sexual abuse
memories that surfaced during psychotherapy and did not exist before therapy (i.e.
recovered memories). Clinicians argued that individuals unconsciously block traumatic
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autobiographical experiences, making them inaccessible for retrieval (ie. repressed
memory). Furthermore, they argued that psychotherapy could unblock these memories
and recover them (Ceci & Loftus, 1994). Researchers argued that the existence of
repressed memories has not been supported by any empirical evidence. More specific-
ally, one important argument against repressed memories was that a wealth of research
has shown that traumatic memories are well retained and accessible (e.g. McNally,
2003). Furthermore, memory scholars argued that the emergence of these memories
during therapy could be the result of suggestive therapeutic instructions potentially lead-
ing to the formation of false memories (Loftus & Pickrell, 1995).

To understand whether the belief in repressed memories is a widespread phenomenon,
several survey studies examined memory beliefs in different groups of professionals, such
as clinicians. An early study by Yapko (1994) found that around 60% (n = 516) of thera-
pists believed in the existence of repressed memories. In a recent overview, it was found
that when the majority of survey studies are combined, 70% (n = 2305) of clinicians indi-
cated to believe in the existence of repressed memories (Otgaar et al., 2019). More inter-
estingly, in the 1990s, this percentage was 61 and increased to 76% from 2010 onwards. It
thus seems that psychological myths are still widely believed among clinicians. In this
study, we were not interested in this pervasive belief, but are focused on the incorrect
belief that our memory records everything we experience, just like a video recorder
(Lilienfeld et al., 2010). The question that we raised was what would happen if such psy-
chological myths were embedded in a therapeutic instruction.

This question is of interest because the Dutch protocol for Eye Movement
Desensitization and Reprocessing (EMDR, an intervention to treat post-traumatic stress
disorder; Shapiro, 1989) includes two psychological myths as an instruction to select a
target image (so-called hot spot), which will become the focus point during therapy.
The selection of the target image differs from the original EMDR protocol (Hornsveld
et al., 2017a, 2017b, 2017¢c, 2018a, 2018b). More specifically, to select the target image,
in the Dutch protocol, a therapist can choose between two metaphorical instructions,
which are known to be psychological myths. A therapist can select either a video meta-
phoric instruction: “You’ve just told me how this memory is stored in your mind. Now I
am asking you, what presently is the most disturbing image of this memory? Play the
movie of the memory, pause it, when you see the most disturbing image. We are searching
particularly for an image with you in it. It should not be the image of what you found
most disturbing at that time, but what is now, at this moment, the most disturbing image
to look at, including images that show what could have happened, or images that become
a part of the movie later on.”(...) “What does this image look like?” or a photobook
instruction: “Imagine you have a photo album in your head, with photos or snapshots
that show how you remember this event/incident momentarily; it’s possible that you see
images of things that did not really happen, but were added to the album later on. We
are looking particularly for an image with you in it. Which photo is at this moment the
worst to look at?(...)”What do you see on the photo?” (de Jongh & ten Broeke, 2016,
p. 148, translated by Giuditta Soro in 2013, adapted by Steven Meijer in 2016).

The reason why these metaphoric instructions can be problematic, is that patients
might incorrectly assume that memory works as a video or photo album. Furthermore,
they might reason that when they retrieve a memory, it should be highly vivid and



THE JOURNAL OF PSYCHOLOGY @ 3

detailed just as a video or photo. The consequence could be that they spontaneously
add details to their account, which might be false, but give the allure of a vivid and
detailed memory (see e.g. Houben et al., 2020). Although recent survey studies have
shown that individuals do not endorse former popular psychological myths (e.g.
“memory works as a video camera, accurately recording everything that is experienced”
or “people can have a photographic memory”; Brewin et al., 2019; Houben et al.,, 2019),
it is intriguing that such psychological myths are included in a therapeutic instruction.
Although the Dutch EMDR protocol is revised each year based on clinical experiences
of therapists and scientific results (Hornsveld et al., 2017a), these metaphoric instruc-
tions are still included in the protocol.

The aim of this study was to explore how participants would evaluate such an
instruction (i.e. on expected vividness and emotionality, therapeutic instruction credibil-
ity, and reliability of the therapist). Furthermore, we were interested if such an instruc-
tion influences participants’ beliefs about memory (e.g. the belief in repressed memory).
To achieve this aim, participants received video, photo, or a control instruction and
were asked to evaluate the instruction accordingly. Next, participants completed a mem-
ory survey. We expected that the instructions would elicit high ratings of expected
memory vividness and emotionality. In addition, we expected that the video and photo-
book instruction would heighten the belief in the statements “memory is like a com-
puter/video camera, accurately recording events as they actually occurred” and “some
people have true photographic memories,” respectively.

Method
Participants

We recruited 160 undergraduate students (mean,g=20.18, standard deviation = 1.88,
range 17 —30, 129 women) from a Bachelor’s psychology program. Participants with
mental health issues (e.g. anxiety or depression) were advised to refrain from participa-
tion. All participants provided consent and received course credits for their participa-
tion. The standing ethical committee for the Faculty of Psychology and Neuroscience
approved the study. A sensitivity analysis showed that with the current sample size and
design, a medium effect size could be detected (f = 0.25; Faul et al., 2007).

Materials and Procedure

All data and materials are available at the Open Science Framework (https://osf.io/
jkv5w/). The survey was in English and took about 10 min to complete and was com-
pleted online by using Qualtrics (Provo, UT, 2017) software. Participants received the
link to the questionnaire and completed it at their own pace. Participants were
debriefed once the questionnaire was completed.

Metaphoric Instruction

Participants had to imagine being a patient with longstanding emotional problems and
in need for therapy. Then they randomly received one of the three therapeutic
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instructions (video instruction n = 53, photo instruction n = 50, control instruction
n = 57; see https://osf.io/r4xeb/) and were asked how they would select the video, photo,
or memory, respectively. There was no word limit for this answer. The video and photo-
book instruction was derived from de Jongh and ten Broeke (2016). The control instruc-
tion was based on these instructions as well, but without any mentioning of a video or
photobook. Instead, the control condition reiterated that human memory does not store
every experience and that forgetting is normal. All instructions were equally long to pre-
vent differences based on length (video: 100 words; photo: 102 words; control: 112 words).
Participants who received the video instruction needed, on average, 4.5 min to report their
memory, participants who received the photo instruction 6 min on average, and the con-
trol participants needed, on average, 5 min to answer how they would select the memory.

Thereafter, participants answered four questions pertaining to the therapeutic instruc-
tion they received. Participants indicated how vivid and emotional they thought they
would need to recall the trauma image on a visual analog scale (0 = not very vivid/emo-
tional; 100 = very vivid/emotional), how credible they found the therapeutic instruction
(0 = not very credible; 100 = very credible) and how reliable they would consider a ther-
apist providing this therapeutic instruction (0 = not very reliable; 100 = very reliable).
They also had the option to elaborate on the chosen score.

Statements about Memory

The questionnaire (see https://osf.io/j7rth/) consisted of 15 memory-related statements
(Houben et al, 2019; Ost et al, 2013; Patihis et al., 2014). Two correct statements (e.g.
“Memory can be inaccurate”) and 13 controversial statements (e.g. “repressed memories of
events that did happen can be retrieved in therapy accurately;” “even very vivid memories

can be false;”; “the body may remember trauma outside of the mind’s awareness”) were
included. Participants indicated their opinion (I = agree, 2 = disagree, 3 = no opinion,).

Results
Metaphoric Instruction

Participants in the video condition who elaborated on how they chose the video indi-
cated they would recall a disturbing memory (n = 29) and subsequently play it as a
movie in their mind (n = 29). A minority (n = 4) found the instruction confusing.
Participants in the photo condition would choose a memory that was disturbing
(n = 37), and specifically aimed to recall an actual picture (n = 11). Control partici-
pants (n = 26) indicated they would select a memory that was most disturbing at
this point.

Mean VAS scores can be found in Table 1 and the respective explanations can be
found on (https://osf.io/dkasc). A one-way ANOVA was performed on vividness, emo-
tionality, credibility, and reliability. For vividness, a statistically significant effect of con-
dition emerged (F(2,157)=5.05, p=.008, Uzpartial =.06). A Bonferroni post hoc test
revealed that participants in the video condition (Mean = 71.30, Standard deviation =
16.62) opined to recall the trauma more vividly than the photo condition (Mean =
60.80, Standard deviation = 21.89; p=.020). Participants in the video condition
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Table 1. Mean Ratings and Standard Deviations (in parentheses) for Vividness, Emotionality,
Credibility, and Reliability per Condition.

Video (n = 53) Photo (n = 50) Control (n = 57)

How vivid do you think you need 71.30 (16.62) 60.80 (21.89) 61.12 (19.38)
to recall the trauma?*

How emotional do you think you 66.32 (17.64) 60.32 (23.56) 65.00 (22.05)
need to recall the trauma?

How credible do you find the 53.58 (23.10) 49.72 (24.73) 55.95 (23.12)
therapeutic instruction?

How reliable would you find a 55.91 (23.20) 51.40 (24.72) 54.84 (22.06)

therapist providing this
therapeutic instruction?

Notes. Answer scales range from 0 (not vivid/emotional/credible/reliable) to 100 (very vivid/emotional/credible/reliable).
*
p<.05.

(Mean = 71.30, Standard deviation = 16.62) were also more likely to opine to recall the
trauma more vividly than the control condition (Mean = 61.12, Standard deviation =
19.39; p=.020). A majority of participants in all three conditions who reported high viv-
idness scores (i.e. VAS scores > 60) indicated that a vivid memory is necessary to over-
come the trauma (i.e. that it is necessary for therapy to report many details; video:
n = 17; photo: n = 11; control: n = 10). As can be seen from Table 1, participants in
the video condition were inclined to recall the memory more vividly. Photo and control
participants who reported low vividness scores (i.e. VAS scores < 40) reasoned that the
memory might be vague or contain false details and as a result, they would not report a
vivid memory (photo: n = 5; control: n = 6). There was no statistically significant dif-
ference between the photo and control condition (p = 1.00).

For emotionality, credibility, and reliability, no statistically significant effect of condi-
tion emerged (all p’s>.275). For emotionality, participants who reported high VAS emo-
tionality scores mentioned that emotional memories would be beneficial for therapy
(video: n = 9; photo: n = 6; control: n = 6), but that it is also a normal reaction when
recalling a traumatic event (video: n = 3; photo: n = 3; control: n = 4). Participants
who provided low VAS scores reasoned that it is important to prevent that emotions
take over or that a patient starts reliving the trauma (video: n = 2; photo: n = 3; con-
trol: n = 0). As for credibility, participants who provided high credibility scores indi-
cated that the instructions seem professional and that it would be necessary to trigger
the origin of the trauma (video: n = 9; photo: n = 8; control: n = 18). Participants
who provided low VAS scores said the instructions were too long, vague, and confusing
(video: n = 6; photo: n = 13; control: n = 6). For reliability, participants who provided
high scores indicated that therapists itself are reliable (video: n = 10; photo: n = 5; con-
trol: n = 8). Participants who provided low-reliability scores stated that because of the
unclear instructions, it seemed that the therapist does not know what (s)he is doing
(video: n = 4; photo: n = 4; control: n = 3).

Statements about Memory

Table 2 gives an overview of all scores and effect sizes. Here, we will highlight some of
the most important results reported in Table 2. Participants agreed with the statement
that vivid memories can be false (video: n = 50, 94.3%, 95% CI [83.4-98.5], photo:
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Table 2. Number, Percentages, and Confidence Intervals (Cl) of Participants Endorsing
Memory Statements.
Statement Agree 95% CI  Disagree  95% Cl No opinion 95% ClI Cramer's V
Even very vivid memories can  Video 50 (94.3%) 82.5-98.4 2 (3.8%) 0.7-14.1 1 (1.9%) 0.1-11.4  0.053

be false Photo 47 (94.0%) 83.4-985 (2 4.0%) 0.7-14.9 1 (2.0%) 0.1-12.0

Control 54 (94.7%) 84.5-98.6 1 (1.8%) 0.0-10.6 2 (3.5%) 0.6-13.2

The more intense the emotion Video 10 (18.9%) 9.9 —32.438 (71.7%) 57.5—82.8 5 (9.4%) 35-214 0.122

in response to a memory, the Photo 16 (32.0%) 19.9 — 46.8 33 (66.0%) 51.1—784 1 (2.0%) 0.1—12.0

more likely it is to Control 12 (21.0%) 11.8 — 34.440 (70.2%) 56.4—81.2 5 (8.8%) 3.3—20.0

be accurate
It is possible that someone Video 48 (90.6%) 78.6 —96.5 1 (1.9%) 0.1—114 4(7.5%) 25-19.1 0.072
suddenly remembers an abuse Photo 45 (90.0%) 77.4 —96.3 2 (4.0%) 0.7-—149 3(6.0%) 16—175
experience that they have not  Control 52 (91.2%) 79.9 — 96.7 3 (53%) 1.4-—155 2(3.5%) 0.6—13.2
thought about for years
The human mind is capable of Video 48 (90.6%)78.6 —96.5 1(1.9%) 0.1—114 3 (57%) 15-—16.6 0.089
unconsciously blocking out Photo 45 (90.0%) 77.4—96.3 2 (4.0%) 0.7—149 2 (4.0%) 0.7—149
memories of traumatic events  Control 55 (96.5%) 86.8 —99.4 1 (1.8%) 0.0—10.6 1(1.8%) 0.0—10.6
Repressed memories can be Video 40 (75.5%)61.4 —85.8 6 (11.3%) 4.7 —23.7 7 (13.2%) 59—-26.0 0.118
retrieved in therapy accurately Photo 40 (56.0%) 41.4 —69.7 11 (22.0%) 12.0 —36.3 11 (22.0%) 12.0 — 36.3

Control 37 (67.9%) 51.1 —76.8 9 (15.8%) 7.9 —28.4 11 (19.3%) 10.5 —32.3

Memory of everything Video 18 (33.9%) 21.9 — 48.429 (54.7%) 40.6 —68.2 6 (11.3%) 4.7 —23.7 0.085

experienced is stored Photo 18 (36.0%) 23.3 —50.9 28 (52.8%) 41.4—69.7 4 (8.0%) 2.6 —20.1

permanently in our brains, Control 18 (31.6%) 20.3 — 45.4 29 (50.9%) 37.4—64.2 10 (17.5%) 9.2 —-30.4

even if we cannot access all
of it
Memory can be unreliable*

Some people have true
photographic memories

Memory is like a computer/
video camera, accurately
recording events as they
actually occurred

Memories of trauma can be
influenced by suggestion

It is possible to suggest false
memories (i.e. memories of
an event that did not
happen) to someone who
then incorporates them as
true memories

Just like memory for everyday
experiences, memory for
traumatic experiences is
reconstructive

If a traumatic experience is not
consciously processed, it will
continue to express itself
indirectly as
psychopathological symptoms
or bodily reactions

Traumatic memories can be
stored in the body

The body may remember
trauma outside of the
mind’s awareness

Video 52 (98.1%) 88.6 —99.9 0 (0.0%)
Photo 45 (90.0%) 77.4 —96.3 5 (10.0%)
Control 54 (94.7%) 84.5 —98.6 1 (1.8%)
Video 31 (58.5%)44.2 —71.6 7 (13.2%)
Photo 31 (62.0%) 47.1 —75.0 8 (16.0%)
Control 35 (61.4%) 47.6 — 73.7 10 (17.5%)
Video 2 (3.8%) 0.6 — 14.1 46 (86.8%)
Photo 2 (4.0%) 0.7 —14.9 44 (88.0%)
Control 3 (5.3%) 1.4 —15.553 (93.0%)
Video 45 (84.9%) 71.9 —92.8 1 (1.9%)
Photo 45 (90.0%) 77.4 —96.3 1 (2.0%)
Control 49 (85.9%) 73.7 — 93.3 1 (1.8%)
Video 48 (90.6%) 78.6 —96.5 4 (7.5%)
Photo 49 (98.0%) 88.0 —99.9 1 (2.0%)
Control 56 (98.2%) 89.4 — 99.9 0 (0.0%)
Video 28 (52.8%) 38.8 — 66.5 7 (13.2%)
Photo 33 (66.0%) 51.1 —78.4 6 (12.0%)
Control 40 (70.2%) 56.4 — 81.2 6 (10.5%)
Video 35 (66.0%) 51.6 —78.1 6 (11.3%)
Photo 35 (70.0%) 55.2 — 81.7 8 (16.0%)
Control 39 (68.4%) 54.6 — 79.7 6 (10.5%)
Video 43 (81.1%) 67.6 —90.1 3 (5.7%)
Photo 29 (58.0%) 43.3 —71.5 5 (10.0%)
Control 37 (64.9%) 51.1 —76.8 7 (12.3%)
Video 38 (71.7%) 57.5 — 82.8 2 (3.8%)
Photo 37 (74.0%) 59.4 — 84.9 4 (8.0%)
Control 47 (82.5%) 69.7 —90.8 4 (7.0%)

0.0—-84 1(1.9%)
3.7—-226 0 (0.0%)
0.0—-106 2 (3.5%)
5.9—26.0 15 (28.3%) 17.2 — 42,6

(1 01-114

(

(

(
7.6—29.7 11 (22.0%) 12.0 —36.3

(

(

(

@

0.0-8.9
0.6 —13.2

9.2—-30.4 12 (21.0%) 11.8 —34.3

740—-94.1 5(94%) 35-214
750—-95.0 4 (8.0%) 2.6—20.1
822—-97.7 1(1.8%) 0.0—-106
0.1—-114 7 (13.2%) 59—26.0
0.1—-12.0 4 (8.0%) 2.6—20.1
0.0—-106 7 (12.3%) 54.9 —24.3
25-19.1 1(19%) 01-114
0.1—12.0 0 (0.0%) 0.0-8.9
00—-79 1(1.8%) 0.0—-10.6

5.9 —26.0 18 (34.0%) 21.9 —48.4
4.9—25.0 11 (22.0%) 12.0 — 36.3
4.4—22.2 11 (19.3%) 10.5—32.3

4.7 —23.7 12 (22.6%) 12.7 — 36.6
76—29.7 7 (14.0%) 63—27.4
4.4—22.212 (21.1%) 11.8 — 343

1.5—-16.6 7 (13.2%) 5.9 —26.0
3.7 —22.6 16 (32.0%) 19.9 — 46.8
5.5—24.3 13 (22.8%) 13.2 —36.2
0.7 —14.1 13 (24.5%) 14.2 —38.6
26—20.1 9(18.0%) 9.1—31.9

23—-178 6(10.5%) 44—222

0.174

0.059

0.101

0.050

0.142

0.115

0.077

0.153

0.117

Notes. Video n = 53, photo n = 50, control condition n = 57. Cl:= Confidence intervals including continuity correction.

* p<.05.
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n = 47, 94.0%, 95% CI [82.5-98.4], control: n = 54, 94.7%, 95% CI [84.5-98.6]). A
minority of the video (n = 10, 18.9%, 95% CI [9.9-32.4]), photo n = 16, 32.0%, 95%
CI [19.9-46.8]) and control condition (n = 12, 21.0%, 95% CI [11.8-34.3]) agreed with
the statement that the more intense the emotion in response to a memory is, the more
likely the memory is to be accurate. A majority of the video and control condition
(n = 40, 75.5%, 95% CI [61.4-85.8] and n = 37, 64.9%, 95% CI [51.1-76.8], respect-
ively) agreed with the statement that repressed memories can be retrieved in therapy
accurately. Only about half of the participants in the photo condition (n = 28, 56.0%,
95% CI [41.1-69.7]) agreed with this statement. More than half of the participants
agreed with the statement that some people have true photographic memories (video:
n = 31, 58.5%, 95% CI [44.2-71.6], photo: n = 31, 62.0%, 95% CI [47.1-75.0], control:
n = 35, 61.4%, 95% CI [47.6-73.7]). Only a few participants (n = 2, 3.8%, 95% CI
[0.6-14.7], n = 2, 4.0%, 95% CI [0.7-14.9], and n = 3, 5.3%, 95% CI [1.4-15.5],
respectively) agreed with the statement that memory is like a computer/video camera,
accurately recording events as they actually occurred.

Discussion

This study explored how participants would evaluate metaphoric instructions used in
the Dutch EMDR protocol, which are psychological myths concerning the functioning
of memory (Lilienfeld et al, 2010). Furthermore, participants completed a memory
belief survey to examine whether such an instruction would influence their beliefs on
how memory operates. Our results showed that all instructions led participants to
expect to recall an emotional memory. In addition, we found that the use of the video
instruction yielded an expectation that the recalled memory must be highly vivid.
Though a vivid memory is beneficial to work on during the EMDR therapy, this expect-
ancy effect could lead to certain therapeutic demand characteristics (Kanter et al., 2002).
For example, as was evident from participants’ elaborations, patients might believe they
should report as many details as possible, irrespective if they were authentic. Littel et al.
(2017) claimed that (in)correct knowledge about EMDR’s working mechanism (i.e. per-
forming eye movements and simultaneously recalling the target image) does not con-
tribute to its’ effectiveness. However, this study shows that the instruction to select the
target image does elicit a treatment expectancy effect during this phase of the treat-
ment protocol.

Interestingly, the credibility of the therapeutic instruction and the reliability of the
therapist providing such an instruction were at chance level (i.e. around 50%). For
example, participants expressed their trust in the capability of a therapist, but the con-
fusing instructions were a reason to question the therapist’s reliability. This is an
important finding, as treatment credibility and therapist reliability predict the thera-
peutic alliance (Fjermestad et al., 2018). A strong therapeutic alliance is associated with
patient attendance (Shirk et al.,, 2011) and it increases the chance of a positive therapy
outcome (Owen et al., 2015). Hence, the use of such a metaphoric instruction during
EMDR therapy might jeopardize the therapeutic alliance.

In line with previous research (Brewin et al, 2019; Houben et al., 2019), only a
minority endorsed the controversial belief that memory works as a video camera, accur-
ately recording events as they occurred. Half of all the participants endorsed the belief
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that some individuals have a photographic memory. Interestingly, a majority of partici-
pants (around 95%; see Table 2), irrespective of therapeutic instruction, believed in the
existence of repression. This finding is in line with the prevalence of belief in repression
(see Otgaar et al., 2019).

EMDR aims to decrease the vividness and emotionality of negative autobiographical
memories. To elicit a target image to work with during therapy, therapists are able to
choose between a video or photo instruction. Participants who received the video
instruction expected to recall more vivid memories than participants who received the
photo instruction. However, neither the instruction itself nor the therapist providing
such an instruction was perceived as highly credible and reliable.

Although these findings provide some insight on how the use of metaphorical
instructions could be evaluated by patients, future research is needed to draw firm con-
clusions. For example, a study is needed to explore how actual patients evaluate such an
instruction. A limitation of this study was that a Bachelor’s psychology student sample
was included. Though psychological myths concerning, for example, the functioning of
memory are not explicitly covered in the Bachelor’s educational program, some students
might have preexisting knowledge about psychological myths, which was not checked
for in this study. Furthermore, participants could earn extra credits by participating in
this study, which could be a confounding factor. Another limitation is that the study
was completed online. Therefore, participants who needed psychological support during
their imagination could not ask questions directly, but were able to refer for help and
assistance afterward. More importantly, it is still unclear how a therapeutic instruction
can influence memory. Although the instructions did not influence memory beliefs per
se, it could still influence the content of the memory that is being recalled (e.g. more
and/or incorrect details are reported). However, a reliability analysis indicated a poor
reliability (Cronbach’s o = 0.57) of the memory questionnaire. Future research should
include an improved questionnaire to obtain more reliable memory beliefs.

Though the instructions do elicit vivid and emotional memories, it may be a threat to
the therapeutic relationship. During the next yearly revision of the Dutch EMDR proto-
col, it might be important to examine whether the instruction could be altered in a way
that (1) it still elicits vivid (and emotional) memories and (2) is perceived as credible so
the therapeutic alliance is not at risk. For example, a therapist could instruct a patient to
select a memory that is most disturbing to remember at this moment in time, and ask
what the patient hears/sees/feels/smells/etc. Additionally, the therapist should educate the
patient that memory is reconstructive and details might be forgotten or added later on.

To conclude, in this study we examined how participants would evaluate a metaphor-
ical instruction. An expectancy effect was found for vividness, implying that instructions
containing psychological myths might be detrimental for the therapeutic relationship.
As the therapeutic relationship is important for therapeutic success, more research is
needed on the effect of such instructions.

Author Notes

Sanne T. L. Houben is a PhD student at Maastricht University and Catholic University Leuven.
Her main research interest is the memory effects of EMDR. Prof. Henry Otgaar mainly focuses
on the development of (false) memory. Dr. Jeffrey Roelofs is an assistant professor at Maastricht
University and a health care professional.



THE JOURNAL OF PSYCHOLOGY 9

Henry Otgaar is a professor of legal psychology at Maastricht University and Catholic University
Leuven. His research mainly focuses on the development of (false) memory.

Jeffrey Roelofs is an assistant professor at Maastricht University and a health care professional.

ORCID

Sanne T. L. Houben () http://orcid.org/0000-0001-5044-8741
Henry Otgaar () http://orcid.org/0000-0002-2782-2181

Data Availability

The data that support the findings of this study are openly available in the Open Science
Framework at https://osf.io/jkv5w/.

References

Brewin, C. R,, Li, H., Ntarantana, V., Unsworth, C., & McNeilis, J. (2019). Is the public under-
standing of memory prone to widespread “myths”? Journal of Experimental Psychology
General, 148(12), 2245-2257. https://doi.org/10.1037/xge0000610

Ceci, S. J., & Loftus, E. F. (1994). Memory work’: A royal road to false memories? Applied
Cognitive Psychology, 8(4), 351-364. https://doi.org/10.1002/acp.2350080405

Crews, F. (1995). The memory wars: Freud’s legacy in dispute. Granta Books.

de Jongh, A., & ten Broeke, E. (2016). Handboek EMDR: Een geprotocolleerde behandelmethode
voor de gevolgen van psychotrauma [EMDR handbook: A treatment protocol for the consequen-
ces of psychotrauma]. Pearson.

Faul, F., Erdfelder, E., Lang, A.-G., & Buchner, A. (2007). G*Power 3: A flexible statistical power
analysis program for the social, behavioural, and biomedical sciences. Behavior Research
Methods, 39(2), 175-191. https://doi.org/10.3758/BF03193146

Fjermestad, K. W., Lerner, M. D., McLeod, B. D., Wergeland, G. J. H., Haugland, B. S. M,
Havik, O. E., Ost, L. G., & Silverman, W. K. (2018). Motivation and treatment credibility pre-
dict alliance in cognitive behavioral treatment for youth with anxiety disorders in community
clinics. Journal of Clinical Psychology, 74(6), 793-805. https://doi.org/10.1002/jclp.22551

Hornsveld, H., ten Broeke, E., & de Jongh, A. (2017a). Verschillen tussen het Nederlandse EMDR-
standaardprotocol en het originele protocol van Shapiro. Deel 1: De NC [Differences between
the Dutch EMDR standard protocol and the original protocol of Shapiro. Part 1: The NC].
EMDR Magazine, 5(13), 42-45. https://hornsveldpsychologenpraktijk.files.wordpress.com/2017/
06/emdr13-verschillen-emdr-standaardprotocol-en-origineel-shapiro-hornsveld-et-al-2017.pdf

Hornsveld, H., ten Broeke, E., & de Jongh, A. (2017b). Verschillen tussen het Nederlandse
EMDR-standaardprotocol en het originele protocol van Shapiro. Deel 2: De casusconceptuali-
satie [Differences between the Dutch EMDR standard protocol and the original protocol of
Shapiro. Part 2: Case conceptualization. EMDR Magazine, 1(14), 44-47. https://www.research-
gate.net/publication/318827078_Verschillen_tussen_het_Nederlandse_ EMDR-standaardproto-
col_en_het_originele_protocol_van_Shapiro_Deel _II_de_casusconceptualisatiec. EMDR_Magazine
114 44-47

Hornsveld, H., ten Broeke, E., & de Jongh, A. (2017c). Verschillen tussen het Nederlandse
EMDR-standaardprotocol en het originele protocol van Shapiro. Deel 3: Machteloos makende
targets [Differences between the Dutch EMDR standard protocol and the original protocol of
Shapiro. Part 3: Powerless targets. EMDR Magazine, 5(15), 44-48. https://www.researchgate.
net/publication/325858087_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_
het_originele_protocol_van_Shapiro_Deel III_Machteloos_makende_targets EMDR_Magazine_
5_15_44-48


https://doi.org/10.1037/xge0000610
https://doi.org/10.1002/acp.2350080405
https://doi.org/10.3758/BF03193146
https://doi.org/10.1002/jclp.22551
https://hornsveldpsychologenpraktijk.files.wordpress.com/2017/06/emdr13-verschillen-emdr-standaardprotocol-en-origineel-shapiro-hornsveld-et-al-2017.pdf
https://hornsveldpsychologenpraktijk.files.wordpress.com/2017/06/emdr13-verschillen-emdr-standaardprotocol-en-origineel-shapiro-hornsveld-et-al-2017.pdf
https://www.researchgate.net/publication/318827078_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_II_de_casusconceptualisatie_EMDR_Magazine_1_14_44-47
https://www.researchgate.net/publication/318827078_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_II_de_casusconceptualisatie_EMDR_Magazine_1_14_44-47
https://www.researchgate.net/publication/318827078_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_II_de_casusconceptualisatie_EMDR_Magazine_1_14_44-47
https://www.researchgate.net/publication/318827078_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_II_de_casusconceptualisatie_EMDR_Magazine_1_14_44-47
https://www.researchgate.net/publication/325858087_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_III_Machteloos_makende_targets_EMDR_Magazine_5_15_44-48
https://www.researchgate.net/publication/325858087_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_III_Machteloos_makende_targets_EMDR_Magazine_5_15_44-48
https://www.researchgate.net/publication/325858087_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_III_Machteloos_makende_targets_EMDR_Magazine_5_15_44-48
https://www.researchgate.net/publication/325858087_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_III_Machteloos_makende_targets_EMDR_Magazine_5_15_44-48

10 @ S.T. L. HOUBEN ET AL.

Hornsveld, H., ten Broeke, E., & de Jongh, A. (2018a). Verschillen tussen het Nederlandse
EMDR-standaardprotocol en het originele protocol van Shapiro. Deel 4: Scherpstellen, desensi-
tisatie en ‘back to target’ [Differences between the Dutch EMDR standard protocol and the
original protocol of Shapiro. Part 4: Focusing, desensitization and back to target. EMDR
Magazine, 6(16), 33-36. https://www.researchgate.net/publication/325858099_Verschillen_tus-
sen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel
IV_Scherpstellen_desensitisatie_en_‘Back_to_target’_EMDR_Magazine_6_16_33-36

Hornsveld, H., ten Broeke, E., & de Jongh, A. (2018b). Verschillen tussen het Nederlandse
EMDR-standaardprotocol en het originele protocol van Shapiro. Deel 5: De werkgeheugen-
theorie [Differences between the Dutch EMDR standard protocol and the original protocol of
Shapiro. Part 5: The working memory account. EMDR Magazine, 6(18), 39-43. https://psycho-
trauma.nl/wp-content/uploads/2020/02/Verschillen-tussen-het-Nederlandse-en-het-Shapiroprotocol-
Deel-V-Hornsveld-et-al.-2018-2.pdf

Houben, S. T. L., Otgaar, H., Roelofs, J., Smeets, T., & Merckelbach, H. (2020). Increases of cor-
rect memories and spontaneous false memories due to eye movements when memories are
retrieved after a time delay. Behaviour Research and Therapy, 125, 103546. https://doi.org/10.
1016/j.brat.2019.103546

Houben, S. T. L., Otgaar, H., Roelofs, J., Wessel, L, Patihis, L., & Merckelbach, H. (2019). Eye
movement desensitization and reprocessing (EMDR) practitioners’ beliefs about memory.
Psychology of Consciousness: Theory, Research and Practice. Advance online publication.
https://doi.org/10.1037/cns0000211

Kanter, J. W., Kohlenberg, R. J., & Loftus, E. F. (2002). Demand characteristics, treatment ration-
ales, and cognitive therapy for depression. Prevention ¢ Treatment, 5, 41. http://journals.apa.
org/prevention/volume5/pre0050041c.html">

Lilienfeld, S. O., Lynn, S. J., Ruscio, J., & Beyerstein, B. L. (2010). 50 great myths of popular
psychology. Shattering widespread misconception about human behavior. Wiley-Blackwell.

Littel, M., van Schie, K., & van den Hout, M. A. (2017). Exploring expectation effects in EMDR:
Does prior treatment knowledge affect the degrading effects of eye movements on memories?
European Journal of Psychotraumatology, 8(1), 1328954. https://doi.org/10.1080/20008198.2017.
1328954

Loftus, E. F. (1993). The reality of repressed memories. The American Psychologist, 48(5),
518-537. https://doi.org/10.1037/0003-066X.48.5.518

Loftus, E. F., & Pickrell, J. E. (1995). The formation of false memories. Psychiatric Annals, 25(12),
720-725. https://doi.org/10.3928/0048-5713-19951201-07

McNally, R. J. (2003). Recovering memories of trauma: A view from the laboratory. Current
Directions in Psychological Science, 12(1), 32-35. https://doi.org/10.1111/1467-8721.01217">

Ost, J., Wright, D., Easton, S., Hope, L., & French, C. (2013). Recovered memories, satanic abuse,
dissociative identity disorder, and false memories in the UK: A survey of clinical psychologists
and hypnotherapists. Psychology, Crime & Law, 19(1), 1-19. https://doi.org/10.1080/1068316X.
2011.598157

Otgaar, H., Howe, M. L., Patihis, L., Merckelbach, H., Lynn, S. J., Lilienfeld, S. O., & Loftus, E. F.
(2019). The return of the repressed: The persistent and problematic claims of long forgotten
trauma. Perspectives on Psychological Science: A Journal of the Association for Psychological
Science, 14(6), 1072-1095. https://doi.org/10.1177/1745691619862306

Owen, J., Drinane, J. M., Idigo, K. C., & Valentine, J. C. (2015). Psychotherapist effects in meta-
analyses: How accurate are treatment effects? Psychotherapy, 52(3), 321-328. https://doi.org/
10.1037/pst0000014

Patihis, L., Ho, L. Y., Tingen, I. W., Lilienfeld, S. O., & Loftus, E. F. (2014). Are the “memory
wars” over? A scientist-practitioner gap in beliefs about repressed memory. Psychological
Science, 25(2), 519-530. https://doi.org/10.1177/0956797613510718

Qualtrics software, Version December. (2017). Qualtrics, Copyright ©2018 Qualtrics. Qualtrics
and all other Qualtrics product or service names are registered trademarks or trademarks of
Qualtrics. Provo, UT. https://www.qualtrics.com


https://www.researchgate.net/publication/325858099_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_IV_Scherpstellen_desensitisatie_en_�Back_to_target�_EMDR_Magazine_6_16_33-36
https://www.researchgate.net/publication/325858099_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_IV_Scherpstellen_desensitisatie_en_�Back_to_target�_EMDR_Magazine_6_16_33-36
https://www.researchgate.net/publication/325858099_Verschillen_tussen_het_Nederlandse_EMDR-standaardprotocol_en_het_originele_protocol_van_Shapiro_Deel_IV_Scherpstellen_desensitisatie_en_�Back_to_target�_EMDR_Magazine_6_16_33-36
https://psycho-trauma.nl/wp-content/uploads/2020/02/Verschillen-tussen-het-Nederlandse-en-het-Shapiroprotocol-Deel-V-Hornsveld-et-al.-2018-2.pdf
https://psycho-trauma.nl/wp-content/uploads/2020/02/Verschillen-tussen-het-Nederlandse-en-het-Shapiroprotocol-Deel-V-Hornsveld-et-al.-2018-2.pdf
https://psycho-trauma.nl/wp-content/uploads/2020/02/Verschillen-tussen-het-Nederlandse-en-het-Shapiroprotocol-Deel-V-Hornsveld-et-al.-2018-2.pdf
https://doi.org/10.1016/j.brat.2019.103546
https://doi.org/10.1016/j.brat.2019.103546
https://doi.org/10.1037/cns0000211
http://journals.apa.org/prevention/volume5/pre0050041c.html
http://journals.apa.org/prevention/volume5/pre0050041c.html
https://doi.org/10.1080/20008198.2017.1328954
https://doi.org/10.1080/20008198.2017.1328954
https://doi.org/10.1037/0003-066X.48.5.518
https://doi.org/10.3928/0048-5713-19951201-07
https://doi.org/10.1111/1467-8721.01217
https://doi.org/10.1080/1068316X.2011.598157
https://doi.org/10.1080/1068316X.2011.598157
https://doi.org/10.1177/1745691619862306
https://doi.org/10.1037/pst0000014
https://doi.org/10.1037/pst0000014
https://doi.org/10.1177/0956797613510718
https://www.qualtrics.com

THE JOURNAL OF PSYCHOLOGY @ 11

Shapiro, F. (1989). Efficacy of the eye movements desensitization procedure in the treatment of
traumatic memories. Journal of Traumatic Stress, 2(2), 199-223. https://doi.org/10.1002/jts.
2490020207

Shirk, S. R., Karver, M. S., & Brown, R. (2011). The alliance in child and adolescent therapy.
Psychotherapy, 48(1), 17-24. https://doi.org/10.1037/a0022181

Taylor, A. K., & Kowalski, P. (2004). Naive psychological science: The prevalence, strength, and
sources of misconceptions. The Psychological Record, 54(1), 15-25. https://doi.org/10.1007/
BF03395459

Yapko, M. D. (1994). Suggestibility and repressed memories of abuse: A survey of psy-
chotherapists’ beliefs. American Journal of Clinical Hypnosis, 36(3), 163-171. https://doi.org/
10.1080/00029157.1994.10403066


https://doi.org/10.1002/jts.2490020207
https://doi.org/10.1002/jts.2490020207
https://doi.org/10.1037/a0022181
https://doi.org/10.1007/BF03395459
https://doi.org/10.1007/BF03395459
https://doi.org/10.1080/00029157.1994.10403066
https://doi.org/10.1080/00029157.1994.10403066

