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Abstract
Objective: Depression, Post-Traumatic Stress Disorder (PTSD) and anxiety are on the rise in America. The current study was the first of its kind, 
highlighting the effects of the Emotion Code, and contributed to the research on alternative healing. 

Materials and Methods: This research evaluated whether the EC healing modality had a significant impact on a population of 146 participants. 
Individuals completed pre- and post-treatment assessments measuring depression, anxiety and PTSD symptomatology, as well as sociodemographic 
characteristics. The measures utilized were self-report questionnaires including: the PTSD Checklist for DSM-5 (PCL-5), Zung Anxiety Scale, and 
Patient Health Questionnaire-9 (PHQ-9); they were administered pre-treatment and post-treatment and the scores were compared. The treatment 
administered is called The Emotion Code, which is a modality that utilizes manual muscle testing and energy healing to access the subconscious 
mind that locates trapped emotions in the body and releases them with the use of intention.

Results: Results show significant decreases in symptomatology in all three mental health categories. These results suggest that the EC healing 
method may be a useful tool in aiding to decrease reported symptoms in the areas of anxiety, PTSD, and depression.

Conclusion: This was the first study of its kind, and future studies should be conducted to replicate the results, and compare a treatment group 
with a comparable control group.

Keywords: Emotion code • Alternative healing • PTSD • Depression •  Anxiety

Introduction
Anxiety, Post-Traumatic Stress Disorder (PTSD) and depression are 

among the most prevalent psychological disorders in the world [1]. Each of these 
disorders are often debilitating, commonly have comorbidity, and can even lead 
to suicide in more serious cases [2,3]. While novel methodologies are being 
explored to treat symptoms in all three diagnoses, numbers are still on the rise 
[4,5]. Many well-accepted and utilized interventions include pharmacological 
intervention and different types of psychotherapy [3-7]; however, alternative 
methods of healing are becoming more widely utilized, some of which include 
spirituality as well as the diverse array of documented phenomena arising from 
“bio-energetics” [8-11]. Modern research has validated the power of several 
alternative healing methods including methods that include energy healing, 
which warrants further empirical research of similar models.

Energy healing
Many popular alternative healing methods are making headway in the 

literature in regards to anxiety, PTSD and depression including meditation, 
Reiki, Acupuncture, Healing Touch and Emotional Freedom Technique [12-

17]. These modalities deal with controlling, modifying, or unblocking a flow of 
energy through the “energy body,” a part of the human anatomy often mapped 
and modeled by alternative medical traditions and various spiritual traditions 
[13,17]. A large volume of research supporting meditation and mindfulness 
as effective interventions for anxiety, PTSD, and depression have also been 
brought to the forefront of the scientific consensus [18,19]. Observation of 
these methods has demonstrated the power of the mind-body connection, 
a connection that is becoming more understood by Western science and 
medicine [20]. The growing body of literature for alternative healing as well 
as the growing numbers of debilitating mental health cases warrants a deeper 
exploration of possible methods to ameliorate these mental health conditions. 

The emotion code 
This research study concerns a novel energy healing modality called 

The Emotion Code, a methodology that is grounded in several alternative 
beliefs including that of the energy body, Chinese acupuncture meridians, and 
the use of distance prayer and intention along with several other spiritually 
founded principles [21-23]. The founder of The Emotion Code, Dr. Bradley 
Nelson, explains this method in his book, The Emotion Code, in relation to the 
‘energy body,’ the Chinese acupuncture meridians, the belief that magnetic 
stimulation can be used to facilitate the release of energy from the body, 
leading to psychological and physiological changes, the idea that distant 
intentional thought has a profound effect in healing, the assumption that it is 
possible to engage the subconscious through muscle testing (derived from the 
field of Applied Kinesiology), and the conclusion that the subconscious mind 
can be tapped into non-locally through the muscle testing principle of applied 
kinesiology [24-26]. While The Emotion Code’s methodology as a whole is 
not grounded in common conceptions of scientific causality and reality, the 
paradigms it consists of are scientifically supported in the literature; therefore, 
we hypothesize that it could demonstrate efficacy and help relieve those with 
symptoms of anxiety, PTSD and depression.
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Manual muscle testing 
The Emotion Code relies on the use of Manual Muscle Testing (MMT), a 

technique from the school of Applied Kinesiology, to detect and locate emotional 
energies stored in the body from past experiences or generationally. Nelson 
explains that these energies are trapped as congested energetic masses in the 
etheric ‘energy body’ [24]. The principle of MMT relies on the premise that the 
human body is tapped into a matrix of consciousness and that reliable answers 
can be arrived at by testing whether a person’s musculature will stay strong or 
go weak under pressure in response to true or false statements respectively 
[27,28]. The Emotion Code relies on the assumptions that a) MMT testing can 
reliably and accurately detect the presence trapped emotions through asking 
yes or no questions and b) that this diagnostic measure can be done at a 
distance as the practitioner uses MMT on their own body as a proxy for the 
patient’s body. In Emotion Code, this practice is called “proxy” muscle testing 
and Nelson attributes it to the principle of entanglement from quantum physics 
and the ability for the muscle test to tap into a non-local principle of mind. 
This surrogate muscle testing principle is the least scientifically supported 
phenomena involved in Emotion Code’s methodology. However, some studies 
have been conducted that give evidence to non-local psychic phenomena 
[29-32]. If research demonstrates a significant effect in this practice, further 
research will be required to examine this practice.

Magnetic stimulation
The methodology of using magnets to assist in this process hinges on 

the conjecture that the magnetic force produced by a magnet can overcome 
and redirect emotional energies. While the specific use of the magnets as 
in Emotion Code’s method has not been studied or verified, research has 
established that magnetic forces can be therapeutic and curative for both 
physical and mental ailments [33,34]. A literature review on studies regarding 
magnets being applied to acupuncture points, the most relevant use of 
magnets in relation to The Emotion Code, determined that further study is 
warranted [35]. In this review, Colbert showed a distinction between the 
efficacy of magnetic stimulation on the location of a pained site versus the 
efficacy of similar stimulation on an acupuncture channel or point. Magnetic 
stimulation on an acupuncture point showed more efficacy and promise as 
a treatment, further demonstrating that acupuncture points are channels for 
this energy to be received and disbursed through the body. Of the 42 studies 
included in this review, two were directly pertinent to this study and involved 
the use of neodymium magnets in the treatment of depression. One study 
showed significant improvement in depression symptoms in 7 of 10 subjects 
after wearing a neodymium magnet over GV20 and 4 Sishencong points on 
the scalp [36]. The other study showed a 93.33% efficacy rate (p <0.01) on 
depression treatment when using magnetic stimulation in combination with an 
herbal decoction to restore balance to liver-chi function [37].

Acupuncture meridians
One of the most prominently studied and an accepted healthcare paradigm 

that deals with this flow of subtle energy is the field of acupuncture [38]. The 
acupuncture system describes and works with channels that chi or ‘life force’ 
energy flows through and methods have been developed using this system to 
stimulate, unblock, and redirect flow of this subtle energy. Empirical evidence of 
the efficacy of acupuncture is well documented and verified [39]. Acupuncture 
is now recognized by Western science to be a reliable and scientific practice 
and is covered by many health insurance companies in America [20].

Methods other than needle point acupuncture have been developed from 
an understanding of the anatomy of the acupuncture meridians. One of these 
is a practice called Emotional Freedom Technique (EFT), which consists 
of self-stimulation of acupuncture points through tapping on the body while 
practitioners concurrently reframe negative thought patterns into positive ones 
through internal affirmative autosuggestion [40].

 A review of studies conducted assessing EFT in the treatment of anxiety 
showed that EFT had a significant positive impact on anxiety symptoms 
compared to control conditions but not in comparison to other evidence 
based therapies [41]. The Emotion Code’s methodology for releasing trapped 

emotions and making the necessary psychological/energetic changes is very 
similar to EFT. Both methods utilize the acupuncture meridians while concurrent 
internal mental reframing and releasing are conjured by the practitioners. While 
EFT utilizes tapping on the acupuncture meridians, Emotion Code utilizes 
magnetic stimulation on the main meridian in Chinese Medicine called the Du 
Mai meridian. The Du Mai meridian is the channel that runs along the spine 
from the base of the tailbone, around the head and to the upper lip. Dr. Nelson 
claims that the stimulation along the Du Mai meridian is intentional and specific 
in its inclusion in The Emotion Code [24].

Alongside the use of the magnetic device along the Du Mai acupuncture 
meridian, the intention to release the trapped emotional energy is conjured 
by the practitioner; a step which Dr. Nelson and Emotion Code Practitioners 
believe is quintessential to the process. Because the Emotion Code hinges 
on the assumption of the power of belief, distant healing intention (DHI), and 
non-local psychic phenomena, it falls into the category of being a ‘spiritual 
healing practice’. Spiritual healing practices have been defined as practices 
that use “the intentional influence of one or more persons upon another living 
system without utilizing known physical means of intervention” [42]. There are 
not a great number of quality double blind research studies on the practice of 
using DHI to assist in outcome efficacy related to healing. A detailed review 
by Andrade C. et. al. in 2009 showed mixed results of prayer in outcome 
efficacy, citing 2 studies with significant positive results, 3 studies with neutral 
results, and 1 study that showed negative results [43]. Another study showed 
the positive effects of distant prayer on self-esteem, anxiety, and depression, 
although possible explanations could include the faith effect or placebo effect. 
Other reviews on spiritual healing practices that assessed a greater volume 
of studies, including non-blinded studies and studies of lesser quality, have 
similarly shown mixed results of the effect of distant healing intention on 
outcome [44].

Once a stagnated energy is released, practitioners believe the body will be 
liberated from the blockages it causes on the body and that the client’s mental 
and physical health will improve. This study is specifically designed to discern 
whether or not these methods produce salubrious results. Scientific research 
has demonstrated that the neural underpinnings of emotion have a significant 
and tightly paired connection to the body, possibly contributing to what is 
commonly known as psychosomatic illness [45]. Subjects suffering from 
chronic stress are at higher risk of respiratory infections, cardiac syndrome 
autoimmune conditions and clinical depression; a comorbidity which can be 
explained by brain-body pairings [46].

The present study
The Emotion Code utilizes phenomena outside the reach of what science 

has been able to verify up to the current era on many fronts. The goal of this 
research is to measure the method’s efficacy and influence on symptoms 
of anxiety, PTSD and depression. Given the foundational research on the 
paradigms utilized by the Emotion Code, we believe that the Emotion Code will 
produce a significant effect in reducing anxiety, PTSD and depression scores 
in participants. Furthermore, it is of interest whether those reporting high levels 
of clinical symptoms would have higher or lower differences in scores as those 
who would endorse low scores on anxiety, PTSD, and depression.

Materials and Methods

Participants
Participants were 14 (9.6%) males and 132 (90.4%) females recruited 

through a pool of clients, who began Emotion Code sessions for the first 
time in their life. These people were recruited by Emotion Code practitioners, 
and represent a demographic of people that would have signed up to do the 
practice and pay for the sessions on their own volition. 

The mean age of the participants was 47.05 years (SD=13.81). This 
sample was not very culturally diverse, with reported ethnicity as follows: 128 
whites (87.7%), 5 African-Americans (3.4%), 5 Asian/Pacific islanders (3.4%), 2 
Hispanics (1.4%), 5 Asian/Pacific islanders (3.4%), 2 American Indian/Alaskan, 
and 4 Bi-/Multi-Racial (2.7%). Half of the participants (n=73; 50%) finished 
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a four-year undergraduate college or higher, more detailed information on 
participants’ education level can be seen in Table 1. The majority of participants 
(n=96; 65.8%) reported annual income between $31,000 and $60,000. Forty 
two (28.8%) participants reported that they were single, 62 (42.5%) participants 
reported that they were married, 26 (17.8%) - divorced, 8 (5.5%) - living with 
a partner, and 8 (5.5%) reported that they were widowed. 131 (89.7%) of the 
participants identified as heterosexual, 6 (4.1%), as homosexual, 5 (3.4%) as 
bisexual, 1 (0.7) as asexual, and 3 (2.1%) as undecided. 2 participants (1.4%) 
identified as veterans, and 144 (98.6%) - as non-veterans. Participants’ mental 
health diagnoses can be seen in Table 2, and their physical health condition(s) 
- in Table 3. Thirty three participants (22.6%) reported that they were currently 
ill, and 113 (77.4%) reported that they were not currently ill. Those who 
reported that they were currently ill described their illness as a mental health 
diagnosis as well as physical condition(s). 25 (17%) endorsed having at least 
one medical diagnosis, 8 out of those participants (32%) emphasized chronic 
pain as their main concern. 5 participants (0.03%) reported a mental health 
concern or diagnosis.

The Zung Self-Rating Anxiety Scale
The Zung Self-Rating Anxiety Scale (Zung) is a 20 item questionnaire 

that asks practitioners about the frequency of their experience of particular 
symptoms of anxious behavior. Each response is calibrated to a numerical 
scale of 1-4, with 1 being “none or a little of the time” and 4 being “most or all 
the time”. The responses to each question are summed, and responses over 
a threshold level of 36 represent that a person would be categorized into a 
high anxiety group [47]. The scores range from 20 to 80. In the present study, 
adequate internal consistency was found for the Zung Self-Rating Anxiety 
Scale at Pre-Test, (α=0.83), as well as for Zung Self-Rating Anxiety Scale at 
Post-Test (α=0.83). 

The PHQ Depression Scale
The PHQ Depression Scale (PHQ-9) is a 9 item questionnaire that 

measures the frequency of depression symptoms along a scale of 0-3 with 
a response of zero being “not at all,” and a response of 3 being “nearly every 
day.” The measurement asks about the frequency of these symptoms over the 
last two weeks and is meant to monitor if a person is experiencing an episode 
of depression. For the purpose of this longitudinal study, each participant’s 
score will be summed and measured against their previous result to determine 
if depressive symptoms are becoming more or less frequent. The PHQ 
Depression Scale states that summed scores between 1-4 indicate minimal 
depression, summed scores between 5-9 indicate mild depression, summed 
scores between 10-14 indicate moderate depression, summed scores between 
15-19 indicate moderately severe depression, and scores between 20-27 
indicate severe depression. The scores range from 0 to 27. The PHQ-9 has 
been demonstrated to be both internally and externally reliable. In the present 
study, adequate internal consistency was found for the PHQ-9 Scale at Pre-
Test, (α=0.82), as well as for PHQ-9 Scale at Post-Test (α=0.83) (Figure 3).

The PTSD Checklist for DSM-IV (PCL-5)
PCL-5 is a 20-item self-report measure used to evaluate presence and 

severity of symptoms of PTSD [48]. Participants were asked to complete the 
PCL-5 according to the worst traumatic experience of their lives. The items 
refer to the past month pertaining to this specific event. The items can be 
divided into four sub-scales corresponding to the clusters B–E in the DSM-5: 
intrusion symptoms, avoidance, negative alterations in cognition and mood, 
and alterations in arousal and reactivity [49]. The items are rated on a 5-point 
Likert scale with 0 being “not at all” and 4 being “extremely”. Total scores range 

from 0 to 80 and a preliminary cutoff score of 38 is recommended as indicating 
PTSD case-ness [50]. Total symptom severity scores are summed across all 
20 items. In the present study, high internal consistency was found for the 
PCL-5 Scale at Pre-Test, (α=0.94), as well as for PCL-5 Scale at Post-Test 
(α=0.94).

Background Questionnaires
A Background Questionnaire (Appendix C) gathered demographic 

information about each participant.

Participants received a battery of psychological diagnostic self- rating 
surveys including the Zung Self-Rating Anxiety Scale, the PTSD Checklist for 
DSM-5 and the Patient Health Questionnaire to measure depression. Surveys 
were administered through the online survey platform named Qualtrics and 
the pre-treatment survey was completed remotely by each participant before 
any session took place. The same battery of psychological surveys was 
administered post treatment in order to track progress. 

Each Emotion Code session was administered by a certified Emotion 
Code Practitioner and began with the client and practitioner connecting through 
prayer and intention. Manual Muscle Testing (MMT) was then used upon the 
client (if in person), or on the practitioner (as a proxy) as the practitioner 
identified which emotions were trapped at a certain age or age range. Figure 
1 shows an extensive chart of emotions that a participant could have felt over 
his or her lifetime. One emotion is found at a time through asking yes or no 
questions and using MMT for answers. Once each emotion is found, the age 
that accompanies this emotion is also found. The practitioner then asks if there 
is anything else that they need to know before releasing the trapped emotion 
and muscle tests for the yes or no answer. Sometimes the event must be 
briefly acknowledged before it is released, other times the trapped emotion 
can simply be released after being located. Once this process is complete, the 
trapped emotion must then be released. The practitioner asks once more, “Can 
we release this trapped emotion now?” If the MMT results in a strong answer, 
the practitioner then attempts to release the congested energy from the body 
using magnetic stimulation along the primary acupuncture meridian which 
runs from the base of the spine to the crown of the head with the intention to 
neutralize, or release the trapped emotion. The Emotion Code calls for any 
magnet for this process, but many practitioners use a neodymium magnet 
embedded in a massage roller device. If the practitioner is sitting in as a proxy 
for their client, the practitioner swipes a magnet from their forehead, over the 
top of their head, to the back of their head above their neck. This process is 
repeated as the practitioner asks “Are there any other trapped emotions we 
can release from you right now?” Until the MMT yields a weak “no” answer. 
This is when Nelson says the body must then process the session with a 48-
hour break in-between sessions. When the practitioner gets this “no” answer, 
it does not always mean there are no more trapped emotions to be released, 
but that the body must process the session. After-session care instructions are 
given to drink plenty of water and rest. Subjects were also informed that they 
may experience “processing symptoms” including headache, fatigue, or feeling 
emotional. They are told that the symptoms will pass in 48 hours. Each client 
returned after processing to release more trapped emotions. The amount of 
sessions per participant varied, as each participant has a varying amount of 
trapped emotions.

Results
To test the hypotheses multiple dependent samples t-test, independent 

samples t-test, and one-way between-groups ANOVA analyses were run. 

Table 1. PHQ-9 scoring box. Column scores from the PHQ-9 are added to produce a total score to determine severity.

Total Score Depression Severity
01-Apr Minimal depression
05-Sep Mild depression
Oct-14 Moderate depression
15-19 Moderately severe depression
20-27 Severe depression
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Table 2. Socio-demographics of experimental participants (N=146).

Characteristics % n

Gender
Male 9.6 14

Female 90 132

Sexual Orientation
Heterosexual 90 131
Homosexual 4.1 6

Bisexual 3.4 5
Asexual 0.7 1

Undecided 2.1 3

Education
Middle School 2.1 3

Some High School 0.7 1
High School Diploma 8.2 12

GED 0.7 1
Some College 22 32

Associate's Degree 8.9 13
Bachelor's Degree 34 50
Master's Degree 14 20

PhD/MD 2.1 3
Trade School 7.5 11

Income
> $20,000 0.7 1

$20,000-$30,000 15 22
$31,000-$40,000 19 27
$41,000-$50,000 23 34
$51,000-$60,000 24 35
$61,000-$70,000 16 23
$71,000-$75,000 2.7 4

Marital Status
Single 29 42

Married 43 62
Divorced 18 26

Living with Partner 5.5 8
Widowed 5.5 8

Ethnicity
Asian 3.4 5

American Indian/Alaskan Native 1.4 2
Black/African American 3.4 5

White/European 88 128
Hispanic/Latino 1.4 2

Multi-racial 2.7 4

Veteran
Yes 1.4 2
No 99 144

Currently Ill
Yes 23 33
No 77 113

MH Diagnosis
PTSD 9.6 14

Anxiety Disorder 12 18
Depression 18 26

Bipolar Disorder 2.7 4
Personality Disorder 0 0

ADHD 2.1 3
Eating Disorder 2.7 4

Substance Abuse/Addiction 3.4 5
OCD 0.7 1

None of the Above 49 71

Health Issues
Heart Disease 0.7 1

Cancer 2.1 3
Respiratory Disease 1.4 2

Kidney Disease 0 0
Fibromialgia 4.1 6

Rheumatoid Arthritis 1.4 2
Diabetes (Type I or II) 2.7 4

Migraines 8.2 12
Dizziness/Fainting Spells 1.4 2
Gastrointestinal Problems 11 16

Overweight/Obese 23 34
None of the Above 44 64

Table 3. Differences on the study variables before and after treatment.

Survey t df p 95%CI

Zung

0.7

Pre 6 145 <.001 9
Post

PCL-5
Pre 7 145 <.001 29
Post

PHQ-9
Pre 8 145 <.001 36
Post

Figure 1. Scores are raw score totals. High anxiety grouping indicates a pre-treatment 
survey score of 36 or higher. Numbers in parentheses indicate group mean change in 
survey score ± SEM.

Parametric assumptions, such as normality, and homogeneity of variance 
were evaluated prior to conducting dependent samples t-tests and one -way 
between groups ANOVA. The normality assumption was met for most study 
variables, which means it approached a normal distribution. The homogeneity 
of variance was met for all the tests, and for those that it was violated, “unequal 
rows assumed” of the results was used. According to Hypothesis 1, anxiety, 
depression, and PTSD symptoms were expected to decrease after emotion 
control healing treatment. Consistent with Hypothesis 1, anxiety, depression, 
and PTSD symptoms significantly decreased after the treatment. Moreover, 
the effect sizes for the dependent samples t-tests were moderate (Table 4).

Research Question 1 asked if participants with high anxiety and participants 
with low anxiety had significant decreases in symptoms after treatment. 
Anxiety symptoms significantly decreased after the treatment for both low and 
high anxiety groups. Moreover, the effect sizes for these dependent samples 
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t-tests were very large (Table 5).

Research Question 2 asked if participants with PTSD and participants 
without PTSD had significant decreases in the symptoms after treatment. 
PTSD symptoms significantly decreased after the treatment for both groups. 
Moreover, the effect sizes for these dependent samples t-tests were very large 
(Table 5).

Research Question 3 asked if participants with different levels (minimal, 
mild, moderate, moderately severe, and severe) of depression had significant 
decreases in symptoms after treatment. Depression symptoms significantly 
decreased after the treatment for all of the levels of depression. Moreover, 
the effect sizes for these dependent samples t-tests were very large as well 
(Table 5).

Research Question 4 asked if participants with higher levels of symptoms 
had higher decreases in them after the treatment than those with lower levels 
of symptoms. Higher reduction in anxiety symptoms was observed among 
the high anxiety group versus the low anxiety group. Then, scores on PTSD 
decreased more in the PTSD versus no PTSD group. Both differences had 
very large effect sizes (Table 6). The results for depression were significant 
with the following statistics of one-way analysis of variance (ANOVA): F 
(4, 141)=374.84, partial eta squared=0.914, p < 0.001. Depression levels 
decreased in a linear manner from the severely depressed group to the 
minimal group, as seen in Figure 2.

Discussion 
Alternative and holistic healing methods for Anxiety, PTSD and depression 

are at the forefront of literature due to the prevalence and life-debilitating 
nature of these conditions. The results of our study provide support to the 
growing literature on mental and emotional health. Specifically, the Emotion 
Code yielded significant decreases in reported symptomatology of all three 
conditions. The nature of this study was exploratory, as it is the first of its kind 
with no previous peer-reviewed articles published. Although the literature is 
extensive for anxiety, PTSD and depression in the arena of western medicine, 
holistic healing methods are becoming more widely accepted and could be 
used as an alternative or hand-in-hand with western medicine to be more 
effective. While many people may be skeptical of energy healing since it is 
not visible to the human eye, similar modalities such as Emotional Freedom 
Technique, Transcendental Meditation and Reiki are reporting positive results 
in the literature and becoming more commonly used, even in the clinical setting 
by licensed therapists [51-55]. While this is the first study of its specific kind, 
The Emotion Code shares core concepts with much of the body of alternative 
healing research that shows positive results and it would be beneficial to 
continue to research this modality in different ways.  It was hypothesized that 
participants with lower anxiety, PTSD and depression ratings would benefit the 
most from this modality since they have fewer traumas to release from the body 
and therefore may feel relief more quickly and easily; however, results show 

Figure 2. Scores are raw score totals.  PTSD grouping indicates a pre-treatment survey 
score of 34 or higher. Numbers in parentheses indicate group mean change in survey 
score ± SEM.

Figure 3. Mean change in survey scores for PHQ-9.  Groupings were created based on the scale shown in Table 1. Error bars represent ± SEM.
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Table 4. Categorizations dependent on pre-survey score for each of the three survey types.

Pre Post

Survey N % M ± SD N % M ± SD
t-test

df            p

Zung
High Anxiety 63 43.2 43.87 ± 0.72 42 28.8 37.62 ± 0.91 117.5 < .001
Low Anxiety 83 56.9 30.07 ± 0.39 104 71.2 29.13 ± 0.61 139.8 0.198

PCL-5
PTSD 41 28.1 46.46 ± 1.57 21 14.4 29.07 ± 2.63 65.37 < .001

no PTSD 105 71.9 16.49 ± 0.87 125 85.6 13.1 ± 0.99 204.9 0.011

PHQ-9
Minimal 45 30.8 2.73 ± 0.18 76 52.1 2.38 ± 0.32 70.17 0.338

Mild 49 33.6 7.02 ± 0.18 46 31.5 5.41 ± 0.5 59.89 0.003
Moderate 32 21.9 11.63 ± 0.23 17 11.6 6.06 ± 0.77 36.54 < .001

Moderately Severe 14 9.59 16.5 ± 0.36 4 2.74 8.14 ± 1.63 14.27 0.000
Severe 6 4.11 23.67 ± 0.84 3 2.1 15.83 ± 2.24 6.39 0.016

Table 5. t-test (Zung & PCL-5) and ANOVA (PHQ-9) results of mean change in survey score based on pre-survey groupings. Mean change from pre-survey to post in Zung score was 
significantly greater in the high anxiety group [t(131.84)=-5.735, p <.001)] (Table 5, Figure 1).

Survey df t/F p-value
Zung 131.84 -5.735 <0.001

PCL-5 51.32 5.1335 <0.001
PHQ-9 4, 141 18.22 <0.001

Table 6. Test-retest reliability between pre and post measures (N=146).

post PHQ post PCL post ZUNG
pre PHQ 0.55b,c

pre PCL 0.59b,c

pre ZUNG 0.67a,c

Note. ra ≥ .6 < .7 is questionable reliability, rb ≥ .5 < .6 is poor reliability. cAll above p <.001.

that subjects with high and low symptomatology in all categories benefited in a 
significant and highly effective way. This suggests that the Emotion Code could 
be beneficial to people of all walks of life. Since the Emotion Code seems to 
provide stress relief to its recipients, it could be an effective tool for licensed 
therapists to utilize themselves for self-care, as burnout is on the rise in licensed 
therapists [56]. Therapists could also use this technique in conjunction with talk 
therapy for their clientele. If therapists are not open to learning the technique, 
they could partner with certified Emotion Code Practitioners to provide their 
clients with complementary healing methods along with regular talk therapy. 
Since the Emotion Code can be done by proxy, clients could use Telehealth 
to receive this healing from anywhere in the world with internet or phone 
connection. 

There are a number of limitations to the present study. A control group was 
administered, but lacked consistency with the experimental group in terms of 
demographics, collection method, sample size and pricing and was thrown out. 
In order to rule out a significant Placebo Effect, a randomized study should be 
run with a control group included. The measures used in this study were self-
report and therefore may include responses that are subject to the many natural 
biases that come about when self-reporting, such as the social desirability 
bias and the recall bias. Another limitation is that we cannot conclude any 
causal effects of the Emotion Code on anxiety, PTSD or depression, but only 
correlational by nature of this study. Additionally, there were sessions done on 
the phone, in-person, or on a face-to-face video platform. While the Emotion 
Code claims that this should not make a difference, this should be looked into 
further.

Conclusion
Finally, the Emotion Code is an energy healing method and may go against 

the beliefs of some spiritual and religious groups. This should be taken into 

consideration when offering treatment with this modality. Because the Emotion 
Code demonstrated significant efficacy in the results of this study, further study 
of the methodology is warranted. Future research should include exploring 
the differences between phones, video or in-person sessions, concluding that 
there is no difference in efficacy across these different platforms. Furthermore, 
this healing modality is not limited to adults, but is also practiced on children 
and animals who are unaware they are being worked on. Future studies should 
include these populations to show results in these non-biased populations 
to eliminate any bias or placebo effect. Future research should also include 
randomized trials with a control group. And lastly, future research should 
include a longitudinal study, to follow up after 1 year, and then 5 years to see 
if this modality’s results hold over time. Since this was the first study of its 
kind, it should be replicated to ensure validity and reliability. The results of our 
study implicate that further investigation is warranted. It may be beneficial to 
offer Emotion Code sessions to those seeking treatment for anxiety, PTSD and 
depression as an option along with other well-verified treatment modalities, 
especially because the treatment is minimally invasive and shows to be highly 
effective. 
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