INFORMED CONSENT – Sample Form
Purpose of the Study:  The purpose of this study is to determine EMDRs use in treatment and how effective this type of treatment is for depression.  In signing this document, you are giving your consent to be given Eye Movement Desensitization Reprocessing (EMDR) as appropriate and determined by your psychotherapist.  EMDR is a psychotherapy treatment that facilitates the accessing and processing of disturbing memories to bring these to an adaptive resolution. During EMDR the client attends to emotionally disturbing material in brief sequential doses while simultaneously focusing on therapist directed lateral eye movements.  EMDR is the most researched psychotherapeutic treatment for PTSD and has been found to be as efficacious as cognitive behavioral therapy and its use is now being studied for many other problems too.  Please see www.emdria.org for research on EMDR.

In addition, you will be given a Demographic Data Form to fill out which asks information about you and your past medical and psychiatric history.  You will also be asked to fill out a Dissociation Experiences Scale which is a 28 item scale that asks about experiences you have in your daily life.  Besides these forms, you may also be asked to fill out a paper and pencil test called the CES-D which rates the severity of depressive symptoms.  Your therapist will also ask you questions in order to help determine your diagnosis.  This completes your participation in the study unless you have a diagnosis of depression. 

If you do have a diagnosis of depression, you will be asked to fill out 3 additional forms each which will take no more than 15 minutes.  You will be asked to fill out these forms again every 3-6 months after you have EMDR.  Each week for the next 3-6 months depending on your length of treatment, you will be asked to fill out the CES-D form in order to track how you are doing in treatment.  Your psychotherapist will also be asked to fill out forms about your diagnoses and your progress weekly and as treatment proceeds.  

By signing this you are indicating that you understand that you will be asked to fill out the above forms prior to your appointments at designated times.  You are being asked to participate because your psychotherapist thought you would be a good candidate for EMDR.  Each time you fill out the weekly form it will take approximately 5-10 minutes of time.  This study will be completed within 3-6 months depending on your eligibility to participate and the course of your treatment. If you agree and do participate in the outcome study, you will be contacted again at 6 months after EMDR and asked to fill out these forms again at that time.  You will not be contacted again after this time.

Potential Risks and Benefits:  There are no specific benefits to you for allowing me to use the information for research.  However, it will allow me to treat others who suffer from similar problems more effectively.  Sometimes distressing unresolved memories surface through the use of EMDR that create a high level of emotional or physical sensations.  The processing of incidents may continue after sessions and dreams, memories, flashbacks, feelings etc. may surface.  If this happens, write them down in a log and bring them to the next session.  Also, you may me call anytime.  There will be no additional cost incurred by you for agreeing to participate.

Voluntary Participation:  Participation in this study is voluntary.  If you decide to not participate, the care you receive will be the same.  A signed copy of this consent will be given to you.  You may discontinue participation in the study at any time without penalty or loss of benefits to which you are otherwise entitled.

Confidentiality:  Confidentiality will be maintained by the use of participant codes on all questionnaires which the investigator will keep under lock and key the list linking the code #s to individual names. Your answers will not be given to anyone else unless any of your answers to the questions indicate that you might harm yourself or others, then I am required to report this information to the proper authorities. 

Contact Person:  If you have any questions, at any time, about this research, please contact Dr. Kathleen Wheeler at 203-254-4000, ext 2708.  Thank you for your consideration.
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