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Disclaimer

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence available. When exercising their judgement, professionals are
expected to take this guideline fully into account, alongside the individual needs, preferences
and values of their patients or service users. The recommendations in this guideline are not
mandatory and the guideline does not override the responsibility of healthcare professionals
to make decisions appropriate to the circumstances of the individual patient, in consultation
with the patient and/or their carer or guardian.

Local commissioners and/or providers have a responsibility to enable the guideline to be
applied when individual health professionals and their patients or service users wish to use it.
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discrimination, to advance equality of opportunity and to reduce health inequalities. Nothing
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in adults

Psychological, psychosocial and other
non-pharmacological interventions for the
prevention of PTSD in adults

This evidence report contains information on 1 review relating to the prevention of PTSD.
e Review question 2.1 For adults at risk of PTSD, what are the relative benefits and harms

of psychological, psychosocial or other non-pharmacological interventions targeted at
PTSD symptoms?

9
PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL
Psychological, psychosocial and other non-pharmacological interventions for the prevention of PTSD
in adults

Review question For adults at risk of PTSD, what are the
relative benefits and harms of psychological, psychosocial
or other non-pharmacological interventions targeted at
PTSD symptoms?

Introduction

People who experience traumatic events are at risk of developing PTSD. It is normal to
experience traumatic stress symptoms, such as intrusive images and hyperarousal, in the
days following such traumatic events. For most people these symptoms subside naturally
with time. For a proportion the symptoms persist causing significant distress and/or
interference, to the point of meeting criteria for PTSD. There are many reasons that may put
people at increased risk of PTSD. These include experiences during the trauma, such as
dissociation and/or high arousal, and importantly post-trauma experience, such as negative
interpretations of initial traumatic stress symptoms and perceived social support. The
identification of such risk factors has allowed the further development of interventions aimed
at preventing the development of PTSD. This review aims to identify the most effective and
cost-effective psychological and psychosocial interventions for the prevention of PTSD.

Summary of the protocol (PICO table)

Please see Table 1 for a summary of the Population, Intervention, Comparison and Outcome
(PICO) characteristics of this review.

Table 1: Summary of the protocol (PICO table)
Adults at risk of PTSD

At risk of PTSD is defined (in accordance with DSM) as: Exposure
to actual or threatened death, serious injury or sexual violation.
The exposure must result from one or more of the following
scenarios, in which the individual:

o directly experiences the traumatic event;
o witnesses the traumatic event in person;

e |earns that the traumatic event occurred to a close family
member or close friend (with the actual or threatened death
being either violent or accidental); or

e experiences first-hand repeated or extreme exposure to
aversive details of the traumatic event (not through media,
pictures, television or movies unless work-related)

This population includes people with a diagnosis of acute stress
disorder/acute stress reaction (according to DSM, ICD or similar
criteria), people with clinically important PTSD symptoms within a
month of the traumatic event, and people with sub-threshold
symptoms

The at-risk population for this review will also include the following
groups that may not be captured by the DSM criteria:

o family members of people with PTSD

o family members or carers of people with a life-threatening illness
or injury

10
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Psychological interventions (psychological interventions listed
below are examples of interventions which may be included either
alone or in combination in an individual or group format):

e Trauma-focused cognitive behavioural therapies (CBT),
including cognitive therapy, cognitive processing therapy,
compassion focused therapy, exposure therapy/prolonged
exposure (PE), virtual reality exposure therapy (VRET), imagery
rehearsal therapy, mindfulness-based cognitive therapy (MBCT)
and narrative exposure therapy (NET)

¢ Non-trauma-focused CBT, including stress inoculation training
(SIT)

¢ Psychologically-focused debriefing (including single session
debriefing)

e Eye movement desensitisation and reprocessing (EMDR)

e Hypnotherapy

e Psychodynamic therapies, including traumatic incident reduction
(TIR)

e Counselling, including non-directive/supportive/person-centred
counselling

e Human givens therapy

e Combined somatic and cognitive therapies, including thought
field therapy (TFT) and emotional freedom technique (EFT)

e Couple interventions, including cognitive-behavioural conjoint
therapy

e Parent training/family interventions, including behavioural family
therapy

Psychosocial interventions (psychosocial interventions listed
below are examples of interventions which may be included either
alone or in combination):

o Meditation
o Mindfulness-based stress reduction (MBSR)

e Supported employment (including individual placement and
support [IPS] supported employment and Veterans Health
Administration Vocational Rehabilitation Programme [VRP])

e Practical support (including financial and housing)
e Psychoeducational interventions

e Peer support (including self-help groups and support groups and
Trauma Risk Management [TRiM])

Other non-pharmacological interventions (other non-
pharmacological interventions listed below are examples of
interventions which may be included either alone or in
combination):

o Acupuncture (including classical acupuncture,
electroacupuncture, auricular acupuncture, laser acupuncture
and acupoint stimulation [such as acupressure, moxibustion and
tapping])

¢ Exercise (including anaerobic [such as heavy weight training,
sprinting, high-intensity interval training] and aerobic [such as
running/jogging, swimming, cycling and walking] exercise, both
supervised and unsupervised)

o Repetitive transcranial magnetic stimulation (rTMS)

11
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in adults

¢ Yoga (including all types of yoga)

¢ Any other intervention

e Treatment as usual

o Waitlist

e Placebo

Critical outcomes:

o Efficacy (PTSD symptoms/diagnosis)

o Acceptability of the intervention (discontinuation for any reason
used as a proxy)

Important outcomes:
¢ Dissociative symptoms

¢ Personal/social/occupational functioning (including global
functioning/functional impairment)

¢ Sleeping difficulties
¢ Quality of life

e Symptoms of a coexisting condition (including anxiety,
depression and substance misuse problems)

o Acceptability/tolerability

For full details see review protocol in Appendix A.

Methods and processes

This evidence review was developed using the methods and process described in
Developing NICE guidelines: the manual; see the methods chapter for further information.

Declarations of interest were recorded according to NICE’s 2014 and 2018 conflicts of

interest policies.
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Psychological interventions for the
prevention of PTSD in adults

Introduction to clinical evidence

Psychological interventions will be considered as classes of intervention (trauma-focused
CBT; non-trauma-focused CBT; present-centred therapy; cognitive therapies; behavioural
therapies; problem solving; psychologically-focused debriefing; eye movement
desensitisation and reprocessing [EMDR]; hypnotherapy; interpersonal psychotherapy (IPT);
counselling; combined somatic and cognitive therapies; couple interventions; parent
training/family interventions; self-help with support and self-help (without support), and form
the subsections below.

Evidence for interventions in the following classes was also searched for but none was
found: psychodynamic therapies; human givens therapy.

Analysis was subdivided by the type and timing of prevention strategies, including: early
prevention of PTSD for adults exposed to trauma (with the intervention initiated within 1
month of the traumatic event); prevention of PTSD in adults with ongoing exposure to
trauma (for instance, in a war zone); early ‘treatment’ (initiated 1- 3 months after trauma) of
non-significant PTSD symptoms in adults; and delayed ‘treatment’ (initiated more than 3
months after trauma) of non-significant PTSD symptoms in adults.

A planned sub-analysis aimed to compare effects by diagnostic status at baseline, however,
findings were not meaningful as there was either only one subgroup or subgroups had no
more than 1 study in each.

Trauma-focused cognitive behavioural therapies (CBT): clinical evidence

Included studies

Forty-six studies of trauma-focused CBT for the prevention of PTSD in adults were identified
for full-text review. Of these 46 studies, 21 RCTs (N=2251) were included. Some of these
RCTs were three- or four-armed trials and as such were included in more than one
comparison. There were 8 comparisons for trauma-focused CBT.

For the early prevention (intervention initiated within 1 month of traumatic event) of PTSD in
adults, there was evidence for 3 relevant comparison: 3 RCTs (N=452) compared trauma-
focused CBT (alone or in addition to psychoeducation) with waitlist or no treatment (Bryant
2008a; Rothbaum 2012; Wijesinghe 2015); 5 RCTs (N=545) compared trauma-focused CBT
(alone or in addition to treatment as usual [TAU] or psychoeducation) with TAU, attention-
placebo or a psychoeducational session (Foa 2006; Nixon 2016; O'Donnell 2012; Price
2014; Wijesinghe 2015); 7 RCTs (N=356) compared trauma-focused CBT with supportive
counselling (Bryant unpublished; Bryant 1998/ Bryant 2003b [1 study reported across 2
papers]; Bryant 1999/Bryant 2003b [1 study reported across 2 papers]; Bryant 2005/2006 [1
study reported across 2 papers]; Foa 2006; Kangas 2013; Nixon 2012b).

For prevention of PTSD in adults with ongoing exposure to trauma (for instance, war zone),
there were no included studies.

For the early treatment (1-3 months) of non-significant PTSD symptoms in adults, there was
evidence for 1 relevant comparison: 1 RCT (N=60) compared trauma-focused CBT with self-
help (without support) (Wu 2014).

13
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For the delayed treatment (>3 months) of non-significant PTSD symptoms in adults, there
was evidence for 4 relevant comparisons: 4 RCTs (N=667) compared trauma-focused CBT
with waitlist (Bolton 2014b; Classen 2011; DuHamel 2010; Maercker 2006); 2 RCTs (N=423)
compared trauma-focused CBT with attention-placebo or psychoeducation (Berger 2016;
Chambers 2014); 1 RCT (N=166) compared trauma-focused CBT with present-centred
therapy (Classen 2011); 1 RCT (N=63) compared a trauma-focused CBT group with a peer
support group (Deblinger 2001).

Excluded studies

Twenty-five studies were reviewed at full text and excluded from this review. The most
common reasons for exclusion were that efficacy or safety data could not be extracted,
group assignment was non-randomised, the study was a subgroup or secondary analysis of
an RCT already included, or the paper was a systematic review with no new useable data
and any meta-analysis results not appropriate to extract.

Studies not included in this review with reasons for their exclusions are provided in Appendix

K.

Summary of clinical studies included in the evidence review

Table 2, Table 3 and Table 4 provide brief summaries of the included studies and evidence
from these are summarised in the clinical GRADE evidence profiles below (Table 5, Table 6,
Table 7, Table 8, Table 9, Table 10, Table 11 and Table 12).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 2: Summary of included studies: Trauma-focused CBT for early prevention (<1
month)

Comparison

Total no. of
studies (N
randomised)

Study ID

Country

Diagnostic
status

TF-CBT (+/-
psychoeducation)
versus waitlist/no
treatment

3 (452)

Bryant 2008a’
Rothbaum 20122
Wijesinghe 20153

Australia’
us?
Sri Lanka®

Acute stress
disorder/acute stress
reaction diagnosis
according to ICD/DSM
criteria’

TF-CBT (+/-
TAU/psychoeducation)
versus TAU/attention-
placebo/
psychoeducational
session

5 (545)

Foa 2006*

Nixon 2016°
O'Donnell 2012°
Price 20147
Wijesinghe 20153

us+?

Australia®®

Sri Lanka?®

Clinically important PTSD
symptoms (scoring above

a threshold on validated
scale) 48

14

TF-CBT versus
supportive counselling

7 (356)

Bryant unpublished?®
Bryant 1998/2003b°

Bryant 1999/Bryant
2003b°

Bryant 2005/2006""
Foa 20062
Kangas 201313
Nixon 2012b™
Australia8,9,10,11,13,14
us'2

Acute stress
disorder/acute stress
reaction diagnosis
according to ICD/DSM
criterig®9.10.11.14
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Mean age
(range)

Sex (%
female)

Ethnicity (%
BME)

Coexisting
conditions

Mean months
since
traumatic
event

Clinically important
PTSD symptoms
(scoring above a
threshold on validated
scale)?

Unclear®

35.4 (range NR) '
31.5 (18-65)2
42.1 (range NR)3

58!
652
253

13!
872
NR3

47% MDD; 4% anxiety
disorder; 2% substance
use disorder’

NR?
0.02% treated in
intensive care®

0.7
0.02 (mean 11.79 hours)
2

Mean NR (intervention
initiated 1-month post-
discharge)®

Acute stress
disorder/acute stress
reaction diagnosis
according to ICD/DSM
criteria®

Non-significant symptoms
(below threshold and
<50% maximum score on
scale)’

Unclear®

33.7 (range NR)*
31 (range NR)®
35.9 (18-70)©
31.5 (range NR)”
42.1 (range NR) 3

100*
98°
396
65’
253

694

13°

NR36

787

NR4,7

86% had at least one
other comorbid diagnosis:
Mood disorder (61%),
Anxiety disorder (52%),
Substance (28%)°

48% mild traumatic brain
injury; 67% major
depressive episode; 39%
other (not PTSD) anxiety
disorder®

0.02% treated in intensive
care®

0.674

NR (<4 weeks)®

Mean NR (intervention
initiated at 4-weeks post-
injury) ®

0 (first intervention session
began in the emergency

15

Clinically important
PTSD symptoms
(scoring above a
threshold on validated
scale) 1?
Non-significant
symptoms (below
threshold and <50%
maximum score on
scale) '3

31 (18-60)8

32.6 (range NR)®
34 (range NR) 1°
33.6 (range NR) '
33.7 (range NR) 2
54.8 (range NR) '3
40.6 (range NR) 4
678

58°

51 10

61 11

1002

2013

4714

NR8,9,10,11,13

69"

314

NR8,9,10,11,12

17% met criteria for
MDD; 9% social anxiety;
26% adjustment
disorder?

63% mood disorder; 27%
anxiety disorder; 3%
substance disorder'

Mean NR (treatment
delivered within two
weeks of trauma) 8

0_59,10,11

0.67"

NR ('newly diagnosed')'?
Mean NR (<4 weeks)™

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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TF-CBT (+/-
psychoeducation)
versus waitlist/no

Comparison treatment

Type of Exposure to non-sexual

traumatic violence: Nonsexual

event assault (63%); motor
vehicle accident (37%)’
Mixed: Rape (34%);
Nonsexual assault
(27%); Motor vehicle
accident (34%); Other
(5%)?
Unintentional
injury/illness/medical
emergency: Snakebite®

Single or Single

multiple

incident index

trauma

Lifetime NR'3

experience of  46% had previous

trauma trauma. Prior trauma
exposure: Rape (12%);
Nonsexual assault
(13%); Motor vehicle
accident (16%); Other
(4%)?

Intervention Combined two arms

details (prolonged exposure and

cognitive restructuring;

TF-CBT (+/-
TAU/psychoeducation)
versus TAU/attention-
placebo/
psychoeducational
session

department after the
patient was medically
stable)”’

Mean NR (intervention
initiated 1-month post-
discharge)®

Exposure to sexual abuse
or assault: Sexual assault
(63%) or non-sexual
assault (37%)*

Exposure to sexual abuse
or assault: Rape or sexual
assault. Relationship to
perpetrator: stranger
(46%); acquaintance or
friend (43%); ex-intimate
or relative (11%)°

Motor Vehicle Collision:
Motor vehicle accident
(67%); Assault (22%) -
data not reported for
mechanism of injury for all
participants (N=41 rather
than 46)©

Mixed: 35% sexual
assault’

Unintentional
injury/illness/medical
emergency: Snakebite®

Single3458
Unclear’

NR3'4'6'7

91% prior trauma: sexual
(74%); physical (54%);
other (89%)°

Brief individual CBT
(based on Foa 1991
protocol) 4

16

TF-CBT versus
supportive counselling

Mixed: Nonsexual
assault or motor vehicle
accident®

Motor Vehicle Collision:
58% motor vehicle
accidents; 42% industrial
accident®

Exposure to non-sexual
violence: Nonsexual
assault (563%); motor
vehicle accidents
(47%)°

Exposure to non-sexual
violence: Non-sexual
assault (55%); motor
vehicle accident (45%)"
Exposure to sexual
abuse or assault: Sexual
assault (63%) or non-
sexual assault (37%)'?
Diagnosis of life-
threatening condition:
Patients diagnosed with
a primary, first-onset
head and neck cancer?
Exposure to non-sexual
violence: 93% physical
assault; 7% sexual
assault'

Single

NR8,9,10,11,12,13

83% previous trauma'

CBT individual®
Cognitive therapy®

Two arms combined
(prolonged exposure and
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Intervention
format

Intervention
intensity

Comparator

Intervention
length
(weeks)

following unpublished
manual) !

Prolonged exposure
(modified version of Foa
et al. 2007 and
Rothbaum et al. 2007
protocol) 2

Trauma-focused CBT
session following
psychoeducation
session®

Individual

5x weekly 90-min
sessions (7.5 hours) '

3x weekly 1-hour
sessions (3 hours)?

1x 15-min
psychoeducation session
+ 1x 20-min TF-CBT
session (0.6 hours)?

Waitlist'
No treatment?3

51
32
13

Cognitive processing
therapy (Nixon 2012)
abbreviated 6-session
format (modified
framework and materials
of Resick et al. 2007
manual) + TAU (35%
taking psychotropic
medication) ®
Trauma-focused CBT
(following an unpublished
manual) ©

Prolonged exposure
(modified version of Foa
2007 manual)’
Trauma-focused CBT
session following
psychoeducation session3

Individual

4x 2-hour sessions (8
hours) 4

6x weekly 90min sessions.

Mean attended 3.5
sessions®

4-10x 90-min sessions (6-
15 hours). Mean attended
7.6 sessions®

3x weekly 1-hour sessions
(3 hours)”

1x 15-min
psychoeducation session
+ 1x 20-min TF-CBT
session (0.6 hours)?
Attention-placebo*

TAU (46% were taking
psychotropic medication)®
TAU (57% received
treatment) ©

TAU (no further detalil
reported) ’

Single psychoeducation
session (psychological
first-aid) prior to
discharge®

13,4

65

10°

37

17

prolonged exposure +
anxiety management;
following unpublished
manual) '°

CBT individual (following
unpublished manual) '
Brief individual CBT
(based on Foa 1991
protocol) 2

Brief early CBT
programme'3
Cognitive processing
therapy (following
manual by Resick &
Schnicke 1993) ™4

Individual

5x 1.5-hour sessions (7.5
hOUI'S) 8,9,10,11

4x 2-hour sessions (8
hours) 12

6x weekly 90-min
sessions + 1x booster
session at 4 week follow-
up13

6x weekly 90-min
sessions (9 hours) 4

Supportive counselling

58,9,10,11
112
10%3
614
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BME, Black and Minority Ethnic; NR, Not reported; DSM, Diagnostic and Statistical Manual of Mental Disorders;

ICD, International Classification of Dis

ease; PTSD, Post-traumatic stress disorder; TAU, Treatment as usual; TF-

CBT, Trauma-focused cognitive behavioural therapy

1Bryant 2008a; 2Rothbaum 2012; 2Wijesinghe 2015; “Foa 2006; °Nixon 2016; 6O'Donnell 2012; "Price 2014;
8Bryant unpublished; °Bryant 1998/2003b; °Bryant 1999/Bryant 2003b;

1Bryant 2005/2006; *?Foa 2006; **Kangas 2013; “Nixon 2012b

Table 3: Summary of included studies: Trauma-focused CBT for early treatment (1-3
months) of non-significant PTSD symptoms

Comparison

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma
Intervention details
Intervention format
Intervention intensity
Comparator

Intervention length (weeks)
A&E, Accident and Emergency; BME,

Trauma-focused CBT versus self-help (without support)
1 (60)

Wu 2014
China

Subthreshold symptoms (below threshold but 250% maximum
score on scale)

39.6 (range NR)
32
NR
NR

Mean NR (participants received and completed the intervention
within a period of 1-3 months after the MVC)

Motor Vehicle Collision: Attended A&E after a motor vehicle
collision

Single

NR

Brief trauma-focused CBT (adapted from manual by Bisson 2004)
Individual

4x weekly 1.5-hour sessions (6 hours)

Self-help booklet based on the brief trauma-focused CBT manual
used in the study and a published PTSD self-help workbook
(Williams and Poijula 2002)

4
black and minority ethnic; CBT, cognitive behavioural therapy; MVC, Motor

Vehicle Crashes; NR, not reported; PTSD, post-traumatic stress disorder

Table 4: Summary of included studies: Trauma-focused CBT for delayed treatment
(>3 months) of non-significant PTSD symptoms

Trauma-focused Trauma-focused Trauma-focused Trauma-focused
CBT versus CBT versus CBT versus CBT group
waitlist/no attention-placebo/ present-centred versus peer
Comparison treatment psychoeducation therapy support group
Total no. of 4 (667) 2 (423) 1 (166) 1 (63)
studies (N
randomised)
Study ID Bolton 2014b" Berger 2016° Classen 2011 Deblinger 2001
Classen 20112 Chambers 20148
DuHamel 20103
Maercker 2006*
Country Thailand’ New Zealand® US and Canada us

US and Canada?  Australia®

18
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Comparison

Diagnostic
status

Mean age
(range)

Sex (%
female)

Ethnicity (%
BME)

Coexisting
conditions

Mean months
since
traumatic
event

Type of
traumatic
event

Trauma-focused
CBT versus
waitlist/no
treatment

uss

Germany*
Non-significant
symptoms (below
threshold and
<50% maximum
score on scale) '3
Subthreshold
symptoms (below
threshold but
250% maximum
score on scale) >4

35.6 (18-85) "
36.2 (range NR)?
51 (19-74)3
40.4*

63’

1007

513

764

NR1,4

272

193

10% harmful
alcohol use

(score 28 on
AUDIT)

52% met DSM-IV
criteria for abuse
or dependence
(any substance)?
NR3,4

NR (mean 5.5
years in Thailand)
1

246.6°

274 (since
transplantation) 3

56.14

Witnessing war
as a civilian:
Burmese
survivors of
imprisonment,
torture, and
related traumas’
Childhood sexual
abuse:
Participants
experienced
childhood sexual

Trauma-focused
CBT versus
attention-placebo/
psychoeducation

Non-significant
symptoms (below
threshold and <50%
maximum score on
scale)®
Subthreshold
symptoms (below
threshold but 250%
maximum score on
scale)®

44.6 (22-69)5
58.3 (range NR) 8

77°
836

25°
NR®

NR

11°

20.9 (for patients
and caregivers
combined)®

Natural disaster:
Christchurch
Earthquake,
February 2011.
97% present during
the earthquake;
40% lost friends or
acquaintances; 59%
had a family
member or a friend
injured; 52%

19

Trauma-focused
CBT versus
present-centred
therapy

Subthreshold
symptoms (below
threshold but
250% maximum
score on scale)

36.2 (range NR)

100

27

52% met DSM-IV
criteria for abuse
or dependence
(any substance)

246.6

Childhood sexual
abuse:
Participants
experienced
childhood sexual
abuse between
age 4 and 17
years and the
perpetrator was at
least 5 years
older. Mean age
of first abuse

Trauma-focused
CBT group
versus peer
support group

Non-significant
symptoms (below
threshold and
<50% maximum
score on scale)

33.1 (range NR)

100

NR

NR

11.4 (based on
mothers
estimation of age
at first sexual
abuse)

Non-offending
mothers of
children who had
made a credible
disclosure of
contact sexual
abuse
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Comparison

Single or
multiple
incident index
trauma

Lifetime
experience of
trauma

Intervention
details

Trauma-focused
CBT versus
waitlist/no
treatment

abuse between
age 4 and 17
years and the
perpetrator was at
least 5 years
older. Mean age
of first abuse
experience 6.7
(SD=3.1); mean
duration of abuse
7.7 years
(SD=6.6)2
Diagnosis of life-
threatening
condition:
Survivors of
hematopoietic
stem-cell
transplantation
(HSCT) who had
undergone HSCT
1-3 years earlier®
Motor Vehicle
Collision:
Continuing
medical treatment
after MVA in
days: 21.5 as
inpatient; 245.1
as outpatient*

Multiple'-2
Single34

Mean number of
traumatic events
either witnessed

or experienced:
12.0 (range 1-24)
1

NR2,3,4

Cognitive
Processing
Therapy (CPT) '
Trauma-focused
group
psychotherapy
(TFGT), following
manual by
Classen et al.
20012
Telephone-
administered
Cognitive-

Trauma-focused
CBT versus
attention-placebo/
psychoeducation
witnessed building
falling®

Diagnosis of life-
threatening
condition: Patients
with cancer who
had called cancer
helplines seeking
support. The most
frequent cancer
types were breast
(31%), colorectal
(9%), prostate (9%),
hematologic (8%),
lung (8%), and
gynaecologic (7%)°®

Single

NR

ERASE-Stress New
Zealand (ES-NZ)°
CBT individual
(following
unpublished
manual) ®

20

Trauma-focused
CBT versus
present-centred
therapy
experience 6.7
(SD=3.1); mean
duration of abuse
7.7 years
(SD=6.6)

Multiple

NR

Trauma-focused
group
psychotherapy
(TFGT), following
manual by
Classen et al.
2001

Trauma-focused
CBT group
versus peer
support group

Multiple

27% of the
mothers reported
sexual abuse as
an adult and 45%
mothers reported
sexual abuse as
child

Trauma-focused
CBT parent group
(therapy based on
individual therapy
approach of
Deblinger &
Heflin, 1996)
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Trauma-focused
CBT versus
waitlist/no
treatment
Behavioural
Therapy,
following an
unpublished
manual®
Cognitive
behavioural
treatment (CBT)
based on
translated,
modified, and
extended version
of protocol by
Blanchard and
Hickling (2003) 4

Individual:34
Group?

12 sessions
(length of session
not reported)
24x weekly 90-
min sessions (36
hours). 29%
attended no
therapy sessions;
56% attended
275% sessions?

10 sessions (1x

Comparison

Intervention
format

Intervention
intensity

90-min and 9x 60-
min; 10.5 hours in

total). Mean
attended 8.4
(SD=3.3)
sessions®
8-12x weekly
sessions (length
of session not
reported). Mean
attended 11.4
(SD= 3.2)
sessions*
Waitlist!24

No treatment®
NR?

262

10-16°

124

Comparator

Intervention
length
(weeks)

Trauma-focused
CBT versus
attention-placebo/
psychoeducation

Group®

Individual®

3-day workshop (24
hours)®

5x sessions.
Median 4 attended
sessions®

Trauma-focused
CBT versus
present-centred
therapy

Group

24x weekly 90-
min sessions (36
hours). 29%
attended no
therapy sessions;
56% attended
275% sessions

Waitlist

26

Trauma-focused
CBT group
versus peer
support group

Group

11x 2 hour
sessions (22
hours). Mean
number of
sessions attended
was 8.5 (SD=1.9)
for completer
sample across
both arms

Supportive group
for parents

11x 1.75 hour
sessions (19.25
hours)

AUDIT, Alcohol Use Disorders Identification Test; A&E, Accident and Emergency; BME, black and minority
ethnic; CBT, cognitive behavioural therapy; DSM-IV, Diagnostic and Statistical Manual of Mental Disorders-IV;
ERASE-Stress, a school-based, teacher-medicated prevention program; HSCT, Haemopoietic stem cell
transplantation; MVA, Motor Vehicle Accidents; MVC, Motor Vehicle Crashes; NR, not reported; PTSD, post-
traumatic stress disorder; SD, standard deviation
1Bolton 2014b; ?Classen 2011; 3DuHamel 2010; *“Maercker 2006; 5Berger 2016; $Chambers 2014
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See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (trauma-focused CBT for the prevention of
PTSD in adults) are presented in Table 5, Table 6, Table 7, Table 8, Table 9, Table 10,
Table 11 and Table 12.

Table 5: Summary clinical evidence profile: Trauma-focused CBT (+/-

psychoeducation) versus waitlist or no treatment for the early prevention

(intervention initiated <1 month) of PTSD in adults

PTSD The mean 137 very low'?
symptomatology PTSD (1 study)
self-rated symptomatolog
PDS change y self-rated in
score the intervention
Follow-up: mean groups was
3 weeks 2.79 standard
deviations
lower
(3.26 to0 2.32
lower)
PTSD The mean 227 very
symptomatology PTSD (2 studies)  low"23
clinician-rated at symptomatolog
endpoint y clinician-
CAPS change rated at
score/PSS-I endpoint in the
endpoint score intervention
Follow-up: 3-5 groups was
weeks 2.2 standard
deviations
lower
(3.9 to0 0.51
lower)
PTSD The mean 137 very low"?
symptomatology PTSD (1 study)
clinician-rated at symptomatolog
2-month follow-up y clinician-
PSS-I endpoint rated at 2-
score month follow-
Follow-up: mean up in the
2 months intervention
groups was
2.55 standard
deviations
22
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lower
(3.01to0 2.1
lower)

463 per 1000
(329 to 654)

PTSD at endpoint
Number of people
who met criteria
for PTSD
Follow-up: mean
3 weeks

PTSD at 2-month
follow-up

Number of people
who met criteria
for PTSD
Follow-up: mean
2 months

PTSD at 6-month
follow-up

Number of people
who met criteria
for PTSD
Follow-up: mean
6 months

Anxiety
symptoms

BAI change score
Follow-up: mean
5 weeks

Depression
symptoms
BDI-Il change
score
Follow-up: 3-5
weeks

Discontinuation
Number of

participants lost to

follow-up

515 per 1000

471 per 1000

187 per 1000

168 per 1000

259 per 1000
(165 to 419)

106 per 1000
(47 to 239)

The mean
anxiety
symptoms in

the intervention

groups was
0.43 standard
deviations
lower

(0.87 lower to
0.01 higher)

The mean
depression
symptoms in

the intervention

groups was
1.94 standard
deviations
lower

(4.47 lower to
0.6 higher)

174 per 1000
(94 to 324)

23

RR 0.9
(0.64 to
1.27)

RR
0.55
(0.35 to
0.89)

RR
0.57
(0.25 to
1.28)

RR
1.04
(0.56 to
1.93)

137
(1 study)

137
(1 study)

150
(1 study)

90
(1 study)

227
(2 studies)

377
(3 studies)

very low'4

very low'"®

very low'"4

very low'®

very
low! 34

very low"#
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Follow-up: 3-26
weeks
BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; CAPS=clinician-administered PTSD scale;
CBT=cognitive behavioural therapy; Cl=confidence interval: PDS=posttraumatic diagnostic scale; PSS-I=PTSD
symptom scale-Interview; PTSD=post-traumatic stress disorder; RR=relative risk; SMD=standardised mean
difference
1 Risk of bias is high or unclear across multiple domains
2 OIS not met (N<400)
3 Considerable heterogeneity (12>80%)
495% ClI crosses line of no effect and thresholds for both clinically important benefit and harm
5 OIS not met (events<300)
6 95% CI crosses both line of no effect and threshold for clinically important benefit

Table 6: Summary clinical evidence profile: Trauma-focused CBT (+/-
TAU/psychoeducation) versus TAU, attention-placebo or psychoeducational
session for the early prevention (intervention initiated <1 month) of PTSD in

'Its
PTSD The mean PTSD very
symptomat symptomatology (2 studies)  low"??
ology self- self-rated at
rated at endpoint in the
endpoint intervention groups
PCL/PSS- was
SR change 0.25 standard
score deviations lower
Follow-up: (0.87 lower to 0.38
1-6 weeks higher)
PTSD The mean PTSD 84 low"?3
symptomat symptomatology (2 studies)
ology self- self-rated at 3-
rated at 3- month follow-up in
month the intervention
follow-up groups was
PCL/PSS- 0.36 standard
SR change deviations lower
score (0.79 lower to 0.07
Follow-up: higher)
mean 3
months
PTSD The mean PTSD 46 low"?3
symptomat symptomatology (1 study)
24
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ology self-
rated at 6-
month
follow-up
PCL
change
score
Follow-up:
mean 6
months

PTSD
symptomat
ology self-
rated at 1-
year follow-
up
PCL/PSS-
SR change
score
Follow-up:
mean 1
years

PTSD
symptomat
ology
clinician-
rated at
endpoint
CAPS/PSS-
| change
score
Follow-up:
1-10 weeks

PTSD
symptomat
ology
clinician-
rated at 2-3
month
follow-up
CAPS/PSS-
| change
score
Follow-up:
2-3 months
PTSD
symptomat
ology
clinician-
rated at 6-

self-rated at 6-
month follow-up in
the intervention
groups was

0.3 standard
deviations lower
(0.88 lower to 0.28
higher)

The mean PTSD
symptomatology
self-rated at 1-year
follow-up in the
intervention groups
was

0.39 standard
deviations lower
(0.82 lower to 0.03
higher)

The mean PTSD
symptomatology
clinician-rated at
endpoint in the
intervention groups
was

0.29 standard
deviations lower
(0.63 lower to 0.04
higher)

The mean PTSD
symptomatology
clinician-rated at 2-
3 month follow-up
in the intervention
groups was

0.18 standard
deviations lower
(0.47 lower to 0.11
higher)

The mean PTSD
symptomatology
clinician-rated at 6-
month follow-up in
the intervention

25

88
(2 studies)

232
(4 studies)

188
(3 studies)

77
(2 studies)

low3

low™3

low!4

very
low"23
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month
follow-up
CAPS
change
score
Follow-up:
mean 6
months

PTSD
symptomat
ology
clinician-
rated at 1-
year follow-
up
CAPS/PSS-
| change
score
Follow-up:
mean 1
years

PTSD at
endpoint
Number
meeting
criteria for
PTSD
Follow-up:
6-10 weeks

PTSD at 2-
3 month
follow-up
Number
meeting
criteria for
PTSD
Follow-up:
2-3 months

PTSD at 6-
month
follow-up
Number
meeting
criteria for
PTSD
Follow-up:
mean 6
months

591 per 1000

615 per 1000

289 per 1000

groups was
0.81 standard
deviations lower
(1.88 lower to 0.26
higher)

The mean PTSD
symptomatology
clinician-rated at 1-
year follow-up in
the intervention
groups was

0.05 standard
deviations lower
(0.47 lower to 0.37

higher)
278 per 1000 RR 0.47
(118 to 668) (0.2 10
1.13)
437 per 1000 RR 0.71
(326 to 585) (0.53 to
0.95)
214 per 1000 RR 0.74
(81 to 557) (0.28 to
1.93)

26

88
(2 studies)

93
(2 studies)

184
(2 studies)

197
(2 studies)

low!4

very
low'22

low™5

very
|0W1 2,6

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL
Psychological interventions for the prevention of PTSD in adults

PTSD at 1- 455 per 1000 518 per 1000 RR 1.14 very
year follow- (286 to 941) (0.63 to (1 study) low"®
up 2.07)

Number

meeting

criteria for

PTSD

Follow-up:

mean 1

years

Response 682 per 1000 723 per 1000 RR 1.06 47 very
at endpoint (498 to 1000) (0.73 to (1 study) low"6
Number of 1.54)

people

showing

improveme

nt of at

least 12

points on

CAPS

Follow-up:

mean 6

weeks

Response 364 per 1000 520 per 1000 RR 1.43 47 very
at 3-month (265 to 1000) (0.73 to (1 study) low"®
follow-up 2.79)

Number of

people

showing

improveme

nt of at

least 12

points on

CAPS

Follow-up:

mean 3

months

Response 500 per 1000 480 per 1000 RR 0.96 47 very
at 6-month (270 to 860) (0.54 to (1 study) low"6
follow-up 1.72)

Number of

people

showing

improveme

nt of at

least 12

points on

CAPS

Follow-up:

27
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mean 6
months
Response 500 per 1000 560 per 1000 47 very
at 1-year (325 to 965) (1 study) low'®
follow-up
Number of
people
showing
improveme
nt of at
least 12
points on
CAPS
Follow-up:
mean 1
years
Anxiety The mean anxiety 82 very
symptoms symptoms at (2 studies)  low"37
at endpoint endpoint in the
BAI/HADS- intervention groups
A change was
score 0.98 standard
Follow-up: deviations lower
1-10 weeks (2.1 lower to 0.14
higher)

Anxiety The mean anxiety 38 very
symptoms symptoms at 3- (1 study) low™37
at 3-month month follow-up in
follow-up the intervention
BAI change groups was
score 0.60 standard
Follow-up: deviations lower
mean 3 (1.25 lower to 0.06
months higher)
Anxiety The mean anxiety 31 low"4
symptoms symptoms at 6- (1 study)
at 6-month month follow-up in
follow-up the intervention
HADS-A groups was
change 0.8 standard
score deviations lower
Follow-up: (1.55 to 0.04 lower)
mean 6
months
Anxiety The mean anxiety 42 very
symptoms symptoms at 1-year (1 study) low"#
at 1-year follow-up in the
follow-up intervention groups
BAI change was
score 0.7 standard

28
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Follow-up: deviations lower
mean 1 (1.32 to 0.07 lower)
years
Depression The mean 129 very
symptoms depression (3 studies)  low'87”
at endpoint symptoms at
BDI/BDI-II endpoint in the
change intervention groups
score was
Follow-up: 0.76 standard
1-10 weeks deviations lower
(2.37 lower to 0.86
higher)
Depression The mean 84 very
symptoms depression (2 studies)  low"2®
at 3-month symptoms at 3-
follow-up month follow-up in
BDI/BDI-II the intervention
change groups was
score 0.03 standard
Follow-up: deviations lower
mean 3 (0.73 lower to 0.66
months higher)
Depression The mean 77 very
symptoms depression (2 studies)  low"37
at 6-month symptoms at 6-
follow-up month follow-up in
BDI/BDI-II the intervention
change groups was
score 1.32 standard
Follow-up: deviations lower
mean 6 (2.72 lower to 0.08
months higher)
Depression The mean 88 very
symptoms depression (2 studies)  low'87”
at 1-year symptoms at 1-year
follow-up follow-up in the
BDI/BDI-II intervention groups
change was
score 0.01 standard
Follow-up: deviations higher
mean 1 (1.15 lower to 1.18
years higher)
Discontinua 211 per 1000 249 per 1000 RR 1.18 441 Modera
tion (177 to 350) (0.84 to (5 studies)  te®
Number of 1.66)
participants
lost to
follow-up
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Follow-up:
1-10 weeks

BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; CAPS=Clinician-administered PTSD scale;
CBT=cognitive behavioural therapy; Cl=confidence interval; HADS-A=Hospital Anxiety and Depression Scale-
Anxiety; PCL=PTSD Checklist; PSS-I/SR=PTSD symptom scale-interview/self-report; PTSD=post-traumatic
stress disorder; RR=risk ratio; SMD=standard mean difference; TAU=treatment as usual

1 Risk of bias is high or unclear across multiple domains

2 Substantial heterogeneity (12>50%)

395% CI crosses both line of no effect and threshold for clinically important benefit

4 OIS not met (N<400)

5 OIS not met (events<300)

6 959% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

7 Considerable heterogeneity (12>80%)

8 95% CI crosses both line of no effect and threshold for clinically important harm

Table 7: Summary clinical evidence profile: Trauma-focused CBT versus supportive
counselling for the early prevention (intervention initiated <1 month) of PTSD

in adults
PTSD The mean 133 low"?
symptomatology self- PTSD (4 studies)

rated at endpoint
IES-R

symptomatolog
y self-rated at

endpoint/PCL/PDS/P endpoint in the
SS-SR change score intervention
Follow-up: 1-10 groups was
weeks 0.71 standard
deviations
lower
(1.14 t0 0.28
lower)
PTSD The mean 38 very
symptomatology self- PTSD (1 study) low"?
rated at 3-month symptomatolog

follow-up

PSS-SR change
score

Follow-up: mean 3
months

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological

y self-rated at
3-month follow-
up in the
intervention
groups was
0.66 standard
deviations
lower

(1.32t0 0.01
lower)
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PTSD The mean low"?
symptomatology self- PTSD (2 studies)
rated at 5-6 month symptomatolog
follow-up y self-rated at
IES-R endpoint/PCL 5-6 month
change score follow-up in the
Follow-up: 5-6 intervention
months groups was
0.61 standard
deviations
lower
(1.14 to 0.08
lower)
PTSD The mean 81 very
symptomatology self- PTSD (2 studies) low"?

rated at 11-12 month
follow-up
PCL/PSS-SR change
score

Follow-up: 11-12
months

PTSD
symptomatology
clinician-rated at
endpoint
CAPS/PSS-|
endpoint/change
score

Follow-up: 1-6 weeks

PTSD
symptomatology
clinician-rated at 3-6
month follow-up
PSS-I/CAPS change
score

Follow-up: 3-6
months

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological

symptomatolog
y self-rated at
11-12 month
follow-up in the
intervention
groups was
0.5 standard
deviations
lower

(0.95 to 0.06
lower)

The mean
PTSD
symptomatolog
y clinician-rated
at endpoint in
the intervention
groups was
0.58 standard
deviations
lower
(1t00.17
lower)

The mean
PTSD
symptomatolog
y clinician-rated
at 3-6 month
follow-up in the
intervention
groups was
0.38 standard
deviations
lower

(0.87 lower to
0.11 higher)
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(2 studies)
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PTSD
symptomatology
clinician-rated at 1-3
year follow-up
PSS-I/CAPS change
score

Follow-up: 1-3 years

Diagnosis of PTSD at
endpoint

Number of people
who met diagnostic
criteria for PTSD
Follow-up: 5-6 weeks

Diagnosis of PTSD at
1-month follow-up
Number of people
who met criteria for
PTSD

Follow-up: mean 1
months

Diagnosis of PTSD at
6-month follow-up
Number of people
who met criteria for
PTSD

Follow-up: mean 6
months

Diagnosis of PTSD at
3-4 year follow-up
Number of people
who met criteria for
PTSD

Follow-up: 3-4 years

Anxiety symptoms at
endpoint

BAI endpoint or
change score/STAI
State change score
Follow-up: 1-10
weeks

531 per 1000

611 per 1000

642 per 1000

481 per 1000

The mean
PTSD (2 studies) Iow1 AE
symptomatolog
y clinician-rated
at 1-3 year
follow-up in the
intervention
groups was
0.21 standard
deviations
lower
(1.2 lower to
0.78 higher)
313 per 1000 RR 86 moderat
(186 to 521) 0.59 (2 studies) €8
(0.35
to
0.98)
196 per 1000 RR 81 very
(24 to 1000) 0.32 (2 studies) low"4?
(0.04
to
2.64)
366 per 1000 RR 161 moderat
(250 to 533) 0.57 (4 studies) €®
(0.39
to
0.83)
332 per 1000 RR 137 low"?
(221 to 501) 0.69 (2 studies)
(0.46
to
1.04)
The mean 147 very
anxiety (4 studies) low"34

symptoms at
endpoint in the
intervention
groups was
0.5 standard
deviations
lower

(1.2 lower to
0.19 higher)
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Anxiety symptoms at
1-3 month follow-up
BAI/STAI State
change score
Follow-up: 1-3
months

Anxiety symptoms at
5-6 month follow-up
STAI State change
score/BAl
endpoint/change
score

Follow-up: 5-6
months

Anxiety symptoms at
11-12 month follow-
up

BAI/STAI State
change score
Follow-up: 11-12
months

Depression
symptoms at
endpoint
BDI/BDI-II
endpoint/change
score

Follow-up: 1-10
weeks

Depression
symptoms at 1-3
month follow-up
BDI/BDI-Il change
score

The mean
anxiety
symptoms at 1-
3 month follow-
up in the
intervention
groups was
0.71 standard
deviations
lower

(1.41 lower to 0
higher)

The mean
anxiety
symptoms at 5-
6 month follow-
up in the
intervention
groups was
0.47 standard
deviations
lower

(1.07 lower to
0.13 higher)

The mean
anxiety
symptoms at
11-12 month
follow-up in the
intervention
groups was
0.52 standard
deviations
lower

(1.32 lower to
0.29 higher)

The mean
depression
symptoms at
endpoint in the
intervention
groups was
0.47 standard
deviations
lower

(0.78 t0 0.16
lower)

The mean
depression
symptoms at 1-
3 month follow-
up in the

33

119 very
(3 studies) low'24

181 very
(5 studies) low"3*

80 very
(2 studies) low'34

173 low"?
(5 studies)
119 very

(3 studies) low"?
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Follow-up: 1-3
months

Depression
symptoms at 5-6
month follow-up
BDI/BDI-II
endpoint/change
score

Follow-up: 5-6
months

Depression
symptoms at 11-12
month follow-up
BDI/BDI-Il change
score

Follow-up: 11-12
months

Depression
symptoms at 3-year
follow-up

BDI-II change score
Follow-up: mean 3
years

Quality of life at
endpoint

FACT-G change
score

Follow-up: mean 10
weeks

Better indicated by
higher values

intervention
groups was
0.19 standard
deviations
lower

(0.67 lower to
0.29 higher)

The mean
depression
symptoms at 5-
6 month follow-
up in the
intervention
groups was
0.49 standard
deviations
lower

(0.89t0 0.1
lower)

The mean
depression
symptoms at
11-12 month
follow-up in the
intervention
groups was
0.53 standard
deviations
lower

(1.48 lower to
0.42 higher)

The mean
depression
symptoms at 3-
year follow-up
in the
intervention
groups was
0.76 standard
deviations
lower

(1.45 t0 0.06
lower)

The mean
quality of life at
endpoint in the
intervention
groups was
0.31 standard
deviations
lower

34

181 low'2
(5 studies)
81 very

(2 studies) low'34

35 very
(1 study) low'?2

35 low™”
(1 study)
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(0.99 lower to

0.37 higher)
Quality of life at 5- The mean 35 low"?3
month follow-up quality of life at (1 study)
FACT-G change 5-month follow-
score up in the
Follow-up: mean 5 intervention
months groups was
Better indicated by 0.51 standard
higher values deviations
higher
(0.17 lower to
1.2 higher)
Quality of life at 11- The mean 35 low'?2
month follow-up quality of life at (1 study)
FACT-G change 11-month
score follow-up in the
Follow-up: mean 11 intervention
months groups was
Better indicated by 0.78 standard
higher values deviations
higher
(0.07 to 1.48
higher)
Discontinuation 163 per 1000 198 per 1000 RR 286 low®
Number of (120 to 327) 1.22 (7 studies)
participants lost to (0.74
follow-up to
Follow-up: 1-10 2.01)

weeks

BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; CAPS=clinician administered PTSD scale;
CBT=cognitive behavioural therapy; Cl=confidence interval; FACT-G=Functional Assessment of Cancer
Therapy-General; IES-R=Impact of Event Scale-Revised; PCL=PTSD Checklist; PDS=PTSD diagnostic scale;
PSS-I/SR=PTSD symptom scale-interview/self-report; PTSD=post-traumatic stress disorder; RR=risk ratio;
SMD=standardised mean difference; STAl=State-Trait Anxiety Inventory

L Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 95% CI crosses both line of no effect and threshold for clinically important benefit

4 Substantial heterogeneity (12>50%)

595% CI crosses line of no effect and thresholds for both clinically important benefit and harm

6 OIS not met (events<300)

7 95% ClI crosses both line of no effect and threshold for clinically important harm
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Table 8: Summary clinical evidence profile: Trauma-focused CBT versus self-help
(without support) for the early treatment (1-3 months) of below threshold
PTSD symptoms in adults

PTSD The mean PTSD very
symptomatology symptomatology (1 study) low"?
self-rated at 1- self-rated at 1-
month follow-up month follow-up in
IES-R change the intervention
score groups was
Follow-up: mean 1 0.75 standard
months deviations lower
(1.42 to 0.08
lower)
PTSD The mean PTSD 43 very
symptomatology symptomatology (1 study) low"?
self-rated at 4- self-rated at 4-
month follow-up month follow-up in
IES-R change the intervention
score groups was
Follow-up: mean 4 0.67 standard
months deviations lower
(1.29 to 0.05
lower)
Anxiety symptoms The mean anxiety 37 very
at 1-month follow- symptoms at 1- (1 study) low"?
up month follow-up in
HADS-A change the intervention
score groups was
Follow-up: mean 1 1.44 standard
months deviations lower
(2.17 to 0.7 lower)
Anxiety symptoms The mean anxiety 43 very
at 4-month follow- symptoms at 4- (1 study) low"?
up month follow-up in
HADS-A change the intervention
score groups was
Follow-up: mean 4 1.32 standard
months deviations lower
(1.99 to 0.65
lower)
Depression The mean 37 very
symptoms at 1- depression (1 study) low"?

month follow-up
HADS-D change
score

symptoms at 1-
month follow-up in
the intervention

Follow-up: mean 1 groups was
months 0.75 standard
deviations lower
(1.42 10 0.08
lower)
36
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Depression
symptoms at 4-
month follow-up
HADS-D change
score

Follow-up: mean 4

months

Discontinuation
Number of

participants lost to

follow-up

Follow-up: mean 4

weeks

The mean very
depression (1 study) low'?2
symptoms at 4-

month follow-up in

the intervention

groups was

1.28 standard

deviations lower

(1.95 to 0.62

lower)

415 per 1000 RR 1.17 60 very
(216 to 788) (0.61to (1 study) low'3

2.22)

CBT=cognitive behavioural therapy; Cl=confidence interval; HADS-A/D=Hospital Anxiety and Depression Scale-
Anxiety/Depression; IES-R=Impact of Event Scale-Revised; PTSD=post-traumatic stress disorder; RR=relative
risk; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 9: Summary clinical evidence profile: Trauma-focused CBT versus waitlist/no
treatment for the delayed treatment (>3 months) of below threshold PTSD

symptoms in adults

PTSD
symptomatology
self-rated at
endpoint

PCL change score
Follow-up: mean 26

weeks

PTSD
symptomatology
self-rated at 1-2
month follow-up
PCL/HTQ change
score

Follow-up: 1-2
months

The mean PTSD very low'-2
symptomatology (1 study)

self-rated at

endpoint in the

intervention

groups was

0.14 standard

deviations lower

(0.55 lower to

0.27 higher)
The mean PTSD 428 very low'?
symptomatology (2 studies)

self-rated at 1-2
month follow-up
in the
intervention
groups was

1 standard
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PTSD
symptomatology
self-rated at 5-6
month follow-up
PCL change score
Follow-up: 5-6
months

PTSD
symptomatology
self-rated at 8-
month follow-up
PCL change score
Follow-up: mean 8
months

PTSD
symptomatology
clinician-rated
CAPS change score
Follow-up: mean 12
weeks

PTSD at endpoint
Number who met
criteria for PTSD
Follow-up: mean 12
weeks

Anxiety symptoms
at 1-month follow-
up

HSCL-25 Anxiety
change score
Follow-up: mean 1
months

381 per 1000

deviations lower
(1.88 to 0.12
lower)

The mean PTSD
symptomatology
self-rated at 5-6
month follow-up
in the
intervention
groups was

0.49 standard
deviations lower
(0.81t00.18
lower)

The mean PTSD
symptomatology
self-rated at 8-
month follow-up
in the
intervention
groups was

0.52 standard
deviations lower
(0.97 to 0.07
lower)

The mean PTSD
symptomatology
clinician-rated in
the intervention
groups was

1.55 standard
deviations lower

(2.25 10 0.86

lower)

145 per 1000 RR 0.38

(46 to 465) (0.12 to
1.22)

The mean

anxiety

symptoms at 1-
month follow-up
in the
intervention
groups was
0.87 standard
deviations lower
(1.09 to 0.65
lower)

38

168
(2 studies)

81
(1 study)

42
(1 study)

42
(1 study)

347
(1 study)

very low'!4

low!#

low!#

low2

low!#
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Depression The mean 428 very low'3
symptoms at 1-2 depression (2 studies)
month follow-up symptoms at 1-2
HSCL-25/BSI month follow-up
Depression change in the
score intervention
Follow-up: 1-2 groups was
months 0.99 standard
deviations lower
(1.86 to 0.12
lower)
Depression The mean 81 low"*
symptoms at 5- depression (1 study)
month follow-up symptoms at 5-
BSI Depression month follow-up
change score in the
Follow-up: mean 5 intervention
months groups was
0.64 standard
deviations lower
(1.09t0 0.18
lower)
Depression The mean 81 low"#
symptoms at 8- depression (1 study)
month follow-up symptoms at 8-
BSI Depression month follow-up
change score in the
Follow-up: mean 8 intervention
months groups was
0.54 standard
deviations lower
(0.99 to 0.09
lower)
Alcohol use The mean 33 very low':®
disorder symptoms alcohol use (1 study)
at 1-month follow- disorder
up symptoms at 1-
AUDIT change month follow-up
score in the
Follow-up: mean 1 intervention
months groups was
0.06 standard
deviations higher
(0.62 lower to
0.75 higher)
Alcohol use at The mean 89 very low'!4
endpoint alcohol use at (1 study)

Drug and Alcohol

endpoint in the

Use Interview: Total intervention
drinks in last 3 groups was
months change 0.07 standard

score

deviations lower
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Follow-up: mean 26

(0.48 lower to

weeks 0.35 higher)
Alcohol use at 6- The mean 83 very low'-6
month follow-up alcohol use at 6- (1 study)
Drug and Alcohol month follow-up
Use Interview: Total in the
drinks in last 3 intervention
months change groups was
score 0.21 standard
Follow-up: mean 6 deviations higher
months (0.22 lower to
0.64 higher)
Drug use at The mean drug 89 very low'?
endpoint use at endpoint (1 study)
Drug and Alcohol in the
Use Interview: Total intervention
joints in last 3 groups was
months change 0.26 standard
score deviations lower
Follow-up: mean 26 (0.68 lower to
weeks 0.15 higher)
Drug use at 6- The mean drug 83 very low'"®
month follow-up use at 6-month (1 study)
Drug and Alcohol follow-up in the
Use Interview: Total intervention
joints in last 3 groups was
months change 0.25 standard
score deviations higher
Follow-up: mean 6 (0.18 lower to
months 0.69 higher)
Relationship The mean 88 very low'?
difficulties at relationship (1 study)
endpoint difficulties at
IIP change score endpoint in the
Follow-up: mean 26 intervention
weeks groups was
0.15 standard
deviations lower
(0.57 lower to
0.27 higher)
Relationship The mean 88 very low'-2
difficulties at 6- relationship (1 study)
month follow-up difficulties at 6-

IIP change score
Follow-up: mean 6
months

month follow-up
in the
intervention
groups was
0.36 standard
deviations lower
(0.78 lower to
0.07 higher)
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Discontinuation 198 per 1000 262 per 1000 RR 1.32 546 very low®”
Number of (109 to 625) (0.55t0 (3 studies)

participants lost to 3.15)

follow-up

Follow-up: 10-26

weeks

AUDIT=alcohol use disorder identification test; BSI=brief symptom inventory; CAPS=clinician-administered PTSD
scale; CBT=cognitive behavioural therapy; Cl=confidence interval: HSCL-25=Hopkins Symptom Checklist;
HTQ=Harvard trauma questionnaire; [IP=inventory of interpersonal problems; PCL=PTSD checklist; RR=risk
ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

2 95% ClI crosses both line of no effect and threshold for clinically important benefit

3 Considerable heterogeneity (12>80%)

4 OIS not met (N<400)

595% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

6 95% ClI crosses both line of no effect and threshold for clinically important harm

7 Substantial heterogeneity (12>50%)

Table 10: Summary clinical evidence profile: Trauma-focused CBT versus attention-
placebo/psychoeducation for the delayed treatment (>3 months) of below
threshold PTSD symptoms in adults

PTSD The mean PTSD 355 low"?
symptomatolo symptomatology (2
gy self-rated at self-rated at studies)
endpoint endpoint in the
PCL/IES intervention
change score groups was
Follow-up: 0.4- 0.03 standard
13 weeks deviations lower

(0.36 lower to 0.3

higher)
PTSD The mean PTSD 272 low'?2
symptomatolo symptomatology (1 study)
gy self-rated at self-rated at 3-
3-month month follow-up in
follow-up the intervention
IES change groups was
score 0.13 standard
Follow-up: deviations lower
mean 3 (0.37 lower to 0.1
months higher)
PTSD The mean PTSD 317 very
symptomatolo symptomatology (2 low34
gy self-rated at self-rated at 6-8 studies)
6-8 month month follow-up in
follow-up the intervention

41

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL

Psychological interventions for the prevention of PTSD in adults

PCL/IES
change score
Follow-up: 6-8
months

Discontinuatio
n

Number of
participants
lost to follow-
up

Follow-up:
mean 13
weeks

165 per 1000

groups was

0.35 standard
deviations lower
(1.14 lower to 0.43

higher)
186 per 1000 RR 354
(119 to 292) 1.13

(0.72

to

1.77)

(1 study)

low®

Cl=confidence interval; IES=impact of event scale; PCL=PTSD checklist; PTSD=post-traumatic stress disorder;
RR=risk ratio; SMD=standardised mean difference
L Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 Considerable heterogeneity (12>80%)

495% CI crosses both line of no effect and threshold for clinically important benefit
595% CI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 11: Summary clinical evidence profile: Trauma-focused CBT versus present-
centred therapy for the delayed treatment (>3 months) of below threshold

PTSD

symptomatology
self-rated at
endpoint

PCL change score
Follow-up: mean
26 weeks

PTSD
symptomatology
self-rated at 6-
month follow-up
PCL change score
Follow-up: mean 6
months

PTSD symptoms in adults

The mean PTSD
symptomatology
self-rated at
endpoint in the
intervention
groups was

0.08 standard
deviations higher
(0.34 lower to 0.49
higher)

The mean PTSD 87
symptomatology (1 study)
self-rated at 6-

month follow-up in

the intervention

groups was

0.08 standard

deviations lower

(0.5 lower to 0.34

higher)

(1 study)

42

very
low2

very
low!3
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Alcohol use at
endpoint

Drug and Alcohol
Use Interview:
Total drinks in last
3 months change
score

Follow-up: mean
26 weeks

Alcohol use at 6-
month follow-up
Drug and Alcohol
Use Interview:
Total drinks in last
3 months change
score

Follow-up: mean 6
months

Drug use at
endpoint

Drug and Alcohol
Use Interview:
Total joints in last
3 months change
score

Follow-up: mean
26 weeks

Drug use at 6-
month follow-up
Drug and Alcohol
Use Interview:
Total joints in last
3 months change
score

Follow-up: mean 6
months

Relationship
difficulties at
endpoint

IIP change score
Follow-up: mean
26 weeks

Relationship
difficulties at 6-
month follow-up
IIP change score

The mean alcohol
use at endpoint in
the intervention
groups was

0.06 standard
deviations higher
(0.35 lower to 0.48
higher)

The mean alcohol
use at 6-month
follow-up in the
intervention
groups was

0.03 standard
deviations lower
(0.46 lower to 0.41
higher)

The mean drug
use at endpoint in
the intervention
groups was

0.25 standard
deviations lower
(0.66 lower to 0.17
higher)

The mean drug
use at 6-month
follow-up in the
intervention
groups was

0.23 standard
deviations higher
(0.2 lower to 0.67
higher)

The mean
relationship
difficulties at
endpoint in the
intervention
groups was

0.06 standard
deviations lower
(0.48 lower to 0.36
higher)

The mean
relationship
difficulties at 6-
month follow-up in

43

(1 study)

82
(1 study)

90
(1 study)

82
(1 study)

88
(1 study)

88
(1 study)

very
low!2

very
low!2

very
low?3

very
low!#

very
low2

very
low!2
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Follow-up: mean 6
months

Discontinuation 321 per
Number of 1000
participants lost to

follow-up

Follow-up: mean

26 weeks

the intervention
groups was

0.01 standard
deviations higher
(0.41 lower to 0.42
higher)

418 per 1000 RR 1.3
(257 to 685) (0.8 to
2.13)

low!4

(1 study)

CBT=cognitive behavioural therapy; Cl=confidence interval; lIP=inventory of interpersonal problems; PCL=PTSD
Checklist; PTSD=post-traumatic stress disorder; RR=risk ratio; SMD=standardised mean difference
1 Risk of bias was high or unclear across multiple domains

2 OIS not met (N<400)

3 95% CI crosses both line of no effect and threshold for clinically important benefit

4 95% CI crosses both line of no effect and threshold for clinically important harm

Table 12: Summary clinical evidence profile: Trauma-focused CBT group versus peer
support group for the delayed treatment (>3 months) of below threshold
PTSD symptoms in adults

PTSD
symptomatology
self-rated at
endpoint
SCL-90-R
Posttraumatic
Symptom Scale
change score

PTSD
symptomatology
self-rated at 3-
month follow-up
SCL-90-R
Posttraumatic
Symptom Scale
change score
Follow-up: mean 3
months

The mean PTSD
symptomatology
self-rated at
endpoint in the
intervention groups
was

0.37 standard
deviations lower
(0.97 lower to 0.22
higher)

The mean PTSD
symptomatology
self-rated at 3-month
follow-up in the
intervention groups
was

0.73 standard
deviations lower
(1.35 to 0.12 lower)

44

very low'-2
(1 study)
44 very low'?
(1 study)
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CBT=cognitive behavioural therapy; Cl=confidence interval, PTSD=post-traumatic stress disorder; SCL-90-
R=Symptom Checklist-90-Revised; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple outcomes

2 95% ClI crosses both line of no effect and threshold for clinically important benefit

3 OIS not met (N<400)

See appendix F for full GRADE tables.

Non-trauma-focused cognitive behavioural therapies (CBT): clinical evidence

Included studies

Thirteen studies of non-trauma-focused CBT for the prevention of PTSD in adults were
identified for full-text review. Of these 13 studies, 2 RCTs (N=109) were included in a single
comparison: Non-trauma-focused CBT in addition to TAU relative to TAU-only for the
delayed treatment (>3 months) of below threshold PTSD symptoms in adults (Nakamura
2011; Potter 2016).

Excluded studies

Eleven studies were reviewed at full text and excluded from this review. The most common
reasons for exclusion were that the intervention was not targeted at PTSD symptoms, and
efficacy or safety data could not be extracted

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 13 provides a brief summary of the included studies and evidence from these are
summarised in the clinical GRADE evidence profile below (Table 14).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 13: Summary of included studies: Non-trauma-focused CBT for delayed
treatment (>3 month) of non-significant PTSD symptoms

Comparison Non-trauma-focused CBT (+ TAU) versus TAU
Total no. of studies (N 2 (109)
randomised)
Study ID Nakamura 2011"
Potter 20162
Country us?
UK?
Diagnostic status Subthreshold symptoms (below threshold but 250%

maximum score on scale) ’

Non-significant symptoms (below threshold and <50%
maximum score on scale) 2

Mean age (range) 52.1 (range NR) '
41.4 (range NR) 2
Sex (% female) 51
462
Ethnicity (% BME) NR
Coexisting conditions All participants had sleep disturbance’
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Mean months since
traumatic event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of
trauma

Intervention details

Intervention format
Intervention intensity

Comparator

Intervention length (weeks)

NR?

NR'

NR (medians 23/28 months [range 6-175]) 2

Military combat: 'Veterans' (no further detail reported) ’
Motor Vehicle Collision: Road traffic accident (59%); assault
(11%); other (30%)?

Multiple’

Single?

NR

Mind-body bridging (MBB) program for sleep management,
following protocol used by Tollefson et al. (2009) *

CBT for postconcussional symptoms, using an individualised
and formulation-driven approach?

Individual

2x weekly 90-min sessions (3 hours) '

12x weekly 1-hour sessions (12 hours) 2

TAU: Sleep hygiene program'’

TAU; Psychoactive medications were permitted?

21

122

BME, black and minority ethnic; CBT, cognitive behavioural therapy; NR, not reported; PTSD, post-traumatic
stress disorder; SD, standard deviation; TAU, treatment as usual

INakamura 2011; 2Potter 2016

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (non-trauma-focused CBT for the prevention of
PTSD in adults) is presented in Table 14.

Table 14: Summary clinical evidence profile: Non-trauma-focused CBT (+ TAU) versus
TAU for the delayed treatment (>3 months) of below threshold PTSD

PTSD
symptomatology
self-rated
PCL/IES-R
change score
Follow-up: 2-12
weeks

symptoms in adults

The mean 103 low2
PTSD (2 studies)
symptomatol

ogy self-

rated in the

intervention

groups was

0.31

standard

deviations
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lower

(0.7 lower to

0.09 higher)
PTSD at endpoint 400 per 1000 308 per 1000 RR 0.77 46 very
Number who (140to 676)  (0.35to (1 study) low'3
criteria for PTSD 1.69)
Follow-up: mean
12 weeks
Anxiety symptoms The mean 45 very
HADS-A change anxiety (1 study) low"3
score symptoms in
Follow-up: mean the
12 weeks intervention

groups was

0.06

standard

deviations

lower

(0.65 lower

to 0.53

higher)
Depression The mean 108 low!?
symptoms depression (2 studies)
CES-D/HADS-D symptoms in
change score the
Follow-up: 2-12 intervention
weeks groups was

0.36

standard

deviations

lower

(0.74 lower

to 0.02

higher)
Anger The mean 45 very
STAXI-2 change anger in the (1 study) low"?2
score intervention
Follow-up: mean groups was
12 weeks 0.29

standard

deviations

lower

(0.88 lower

to 0.3 higher)
Sleeping The mean 58 low"#
difficulties sleeping (1 study)
MOS-SS: Sleep difficulties in
Problems Index Il the
change score intervention
Follow-up: mean 2 groups was
weeks 0.96
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standard
deviations
lower
(1.51 to 0.41
lower)
Quality of life The mean 107 low'?2
SF-36 quality of life (2 studies)
total/EuroQol in the
change score intervention
Follow-up: 2-12 groups was
weeks 0.24
Better indicated by standard
higher values deviations
higher
(0.14 lower
to 0.63
higher)
Discontinuation 62 per 1000 47 per 1000 RR0.75 109 low?
Number of (11 to 211) (0.17 to (2 studies)
participants lost to 3.38)
follow-up
Follow-up: 2-12
weeks

CBT=cognitive behavioural therapy; CES-D=Center for Epidemiological Studies Depression; Cl=confidence
interval; EuroQoL=an instrument for measuring quality of life; HADS-A/D=Hospital Anxiety and Depression
Inventory-Anxiety/Depression; IES-R=Impact of Event Scale-Revised; MOS-SS=Medical Outcomes Study-Sleep
Scale; PTSD=post-traumatic stress disorder; RR=risk ratio; SF-36=short form survey-36; SMD=standardised
mean difference; STAXI-2=State Trait Anger Expression Inventory-2; TAU=treatment as usual

1 Risk of bias was high or unclear across multiple domains

2 95% ClI crosses both line of no effect and threshold for clinically important benefit

3 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm

4 OIS not met (N<400)

See appendix F for full GRADE tables.
Present-centred therapy: clinical evidence

Included studies

One study of present-centred therapy for the prevention of PTSD in adults was identified for
full-text review. This RCT (N=166) was included in a single comparison: present-centred
therapy compared with waitlist for the delayed treatment (>3 months) of non-significant
PTSD symptoms in adults (Classen 2011).

Excluded studies

No studies were reviewed at full text and excluded from this review

48
PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL
Psychological interventions for the prevention of PTSD in adults

Summary of clinical studies included in the evidence review

Table 15 provides a brief summary of the included studies and evidence from these are
summarised in the clinical GRADE evidence profile below (Table 16).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 15: Summary of included studies: Present-centred therapy for delayed treatment

(>3 months) of non-significant PTSD symptoms

Comparison

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since
traumatic event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of
trauma

Intervention details

Intervention format
Intervention intensity

Comparator

Present-centred therapy versus waitlist
1 (166)

Classen 2011
US and Canada

Subthreshold symptoms (below threshold but 250%
maximum score on scale)

36.2 (range NR)
100
27

52% met DSM-IV criteria for abuse or dependence (any
substance)

246.6

Childhood sexual abuse: Participants experienced childhood
sexual abuse between age 4 and 17 years and the
perpetrator was at least 5 years older. Mean age of first
abuse experience 6.7 (SD=3.1); mean duration of abuse 7.7
years (SD=6.6)

Multiple
NR

Present-focused group psychotherapy (PFGT), following
manual by Classen 2001

Group

24x weekly 90-min sessions (36 hours). 29% attended no
therapy sessions; 56% attended 275% sessions

Waitlist

Intervention length (weeks) 26

BME, black and minority ethnic; DSM-1V, Diagnostic and Statistical Manual of Mental Disorders-1V; NR, not
reported; PTSD, post-traumatic stress disorder; SD, standard deviation

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (present-centred therapy for the prevention of
PTSD in adults) is presented in Table 16.
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Table 16: Summary clinical evidence profile: Present-centred therapy versus waitlist
for the delayed treatment (>3 months) of below threshold PTSD symptoms in
aduns

PTSD The mean PTSD very
symptomatolog symptomatology (1 study) low"?
y self-rated at self-rated at
endpoint endpoint in the
PCL change intervention
score groups was
Follow-up: 0.23 standard
mean 26 deviations lower
weeks (0.65 lower to 0.18

higher)
PTSD The mean PTSD 86 very
symptomatolog symptomatology (1 study) low'?2
y self-rated at self-rated at 6-
6-month follow- month follow-up in
up the intervention
PCL change groups was
score 0.31 standard
Follow-up: deviations lower
mean 6 (0.74 lower to 0.11
months higher)
Alcohol use at The mean alcohol 89 very
endpoint use at endpoint in (1 study) low"?
Drug and the intervention
Alcohol Use groups was
Interview: Total 0.12 standard
drinks in last 3 deviations lower
months change (0.54 lower to 0.3
score higher)
Follow-up:
mean 26
weeks
Alcohol use at The mean alcohol 87 very
6-month follow- use at 6-month (1 study) low"?3
up follow-up in the
Drug and intervention
Alcohol Use groups was
Interview: Total 0.24 standard
drinks in last 3 deviations higher
months change (0.18 lower to 0.66
score higher)
Follow-up:
mean 6
months
Drug use at The mean drug 89 very
endpoint use at endpoint in (1 study) low'4
Drug and the intervention
Alcohol Use groups was
Interview: Total 0.02 standard
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joints in last 3
months change
score
Follow-up:
mean 26
weeks

Drug use at 6-
month follow-
up

Drug and
Alcohol Use
Interview: Total
joints in last 3
months change
score
Follow-up:
mean 6
months

Relationship
difficulties at
endpoint

IIP change
score
Follow-up:
mean 26
weeks

Relationship
difficulties at 6-
month follow-
up

IIP change
score
Follow-up:
mean 6
months

Discontinuation
Number of
participants
lost to follow-
up

Follow-up:
mean 26
weeks

164 per 1000

deviations higher
(0.4 lower to 0.43
higher)

The mean drug
use at 6-month
follow-up in the
intervention
groups was

0.02 standard
deviations higher
(0.4 lower to 0.44
higher)

The mean
relationship
difficulties at
endpoint in the
intervention
groups was

0.1 standard
deviations lower
(0.51 lower to 0.32
higher)

The mean
relationship
difficulties at 6-
month follow-up in
the intervention
groups was

0.36 standard
deviations lower
(0.78 lower to 0.07

higher)

321 per 1000 RR 1.96

(159 to 653) (0.97 to
3.99)

87
(1 study)

88
(1 study)

86
(1 study)

111
(1 study)

very
low!#

very
low2

very
low!2

low!3

Cl=confidence interval; lIP=Inventory of Interpersonal Problems; PCL=PTSD Checklist; PTSD=post-traumatic
stress disorder; RR=risk ratio; SMD=standardised mean difference
L Risk of bias is high or unclear across multiple domains

2 95% ClI crosses both line of no effect and threshold for clinically important benefit
3 95% CI crosses both line of no effect and threshold for clinically important harm

4 OIS not met (N<400)
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See appendix F for full GRADE tables.
Cognitive therapies: clinical evidence

Included studies

Eighteen studies of cognitive therapies for the prevention of PTSD in adults were identified
for full-text review. None of these studies could be included.

Excluded studies

Eighteen studies were reviewed at full text and excluded from this review. The most common
reasons for exclusion were non-randomised group assignment, population outside scope
(trials of soldiers on active service), or the paper was a systematic review with no new
useable data and any meta-analysis results not appropriate to extract.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Behavioural therapies: clinical evidence

Included studies

Seven studies of behavioural therapies for the prevention of PTSD in adults were identified
for full-text review. Of these 7 studies, 4 RCTs (N=864) were included. One of these RCTs
was a three--armed trial and included in more than one comparison. There were 4
comparisons for behavioural therapies.

For the early prevention (intervention initiated within 1 month of trauma) there were no
included studies.

For prevention of PTSD in adults with ongoing exposure to trauma (for instance, war zone),
there was evidence for 1 relevant comparison: 1 RCT (N=346) compared a brief behavioural
intervention with enhanced TAU (Rahman 2016).

For the early treatment (1-3 months) of non-significant PTSD symptoms in adults, there were
no included studies.

For the delayed treatment (>3 months) of non-significant PTSD symptoms in adults, there
was evidence for 3 relevant comparisons: 1 RCT (N=421) compared a brief behavioural
intervention with enhanced TAU (Bryant 2017); 2 RCTs (N=97) compared a behavioural
sleep intervention with pill placebo or attention-placebo (Germain 2012; Germain 2014); 1
RCT (N=57) compared a behavioural sleep intervention with prazosin (Germain 2012).

Excluded studies

Three studies were reviewed at full text and excluded from this review due to small sample
size (N<10 per arm), because the paper was a non-systematic review, or a preliminary
report of an RCT already included.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.
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Summary of clinical studies included in the evidence review

Table 17 and Table 18 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below ().

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 17: Summary of included studies: Behavioural therapies for ongoing exposure

to trauma
Comparison

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since
traumatic event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of
trauma

Intervention details

Intervention format
Intervention intensity

Comparator

Intervention length (weeks)

Brief behavioural intervention versus enhanced TAU
1 (346)

Rahman 2016

Pakistan

Non-significant symptoms (below threshold and <50%
maximum score on scale)

33 (range NR)

79

NR

NR

NR

Adults living in conflict-affected areas of Pakistan. Witnessed
or experienced in past year: Armed conflict or war (61%);
Natural disaster (20%); Serious road accident (52%);
Physical assault (26%); Unnatural death of family or friend
(11%); Serious injury to self (8%); Il health with no access to
medical care (6%)

Multiple
NR

Brief multicomponent intervention, Problem Management
Plus (PM+, following manual by Dawson 2015 and WHO
2016), based on established problem solving and
behavioural techniques

Individual

5x weekly 90-min sessions (7.5 hours). Mean sessions
attended 4.2 (SD=1.70)

Enhanced TAU: seen at least once by their primary care
physician. Study participants and their accompanying family
member were provided psychoeducation and the opportunity
to talk about their health in a supportive environment.
Participants were given the option of a repeated consultation

5

BME, black and minority ethnic; NR, not reported; PTSD, post-traumatic stress disorder; SD, standard deviation
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Table 18: Summary of included studies: Behavioural therapies for delayed treatment

(>3 months) of non-significant PTSD symptoms

Brief behavioural
intervention versus

Behavioural sleep
intervention versus
pill placebo or

Behavioural sleep
intervention versus

Comparison enhanced TAU attention-placebo prazosin
Total no. of 1(421) 2 (97) 1(57)
studies (N
randomised)
Study ID Bryant 2017 Germain 2012" Germain 2012
Germain 20142
Country Kenya us us
Diagnostic Non-significant Non-significant Non-significant
status symptoms (below symptoms (below symptoms (below
threshold and <50% threshold and <50% threshold and <50%
maximum score on maximum score on maximum score on
scale) scale) scale)
Mean age 35.6 (range NR) 40.9 (range NR) ' 40.9 (range NR)
(range) 38.4 (range NR) 2
Sex (% 100 101 10
female) 152
Ethnicity (% NR 181 18
BME) 222
Coexisting NR All participants had All participants had
conditions sleep complaints. SCID sleep complaints. SCID
primary diagnosis: primary diagnosis:
GAD 4%; Major GAD 4%; Major
depressive disorder, depressive disorder,
recurrent episode, recurrent episode,
unspecified 2%; unspecified 2%;
Primary Insomnia or Primary Insomnia or
Insomnia related to Insomnia related to
another disorder 30%'  another disorder 30%
All participants had
primary or comorbid
insomnia. 25% met
diagnostic criteria for
current PTSD; 13% for
current mood/anxiety
disorder?
Mean NR NR NR
months
since
traumatic
event
Type of Domestic violence: Military combat: Military combat:
traumatic Prior or current Combat Theatre: 48%  Combat Theatre: 48%
event experience of Operations Operations
interpersonal violence Iraqi/Enduring Iraqi/Enduring

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological

Freedom; 18% Persian
Gulf War; 12%
Vietnam; 6% Other
theatre of operations;
15% No conflict'
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Freedom; 18% Persian
Gulf War; 12%
Vietnam; 6% Other
theatre of operations;
15% No conflict
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Comparison

Single or
multiple
incident
index trauma

Lifetime
experience
of trauma

Intervention
details

Intervention
format

Intervention
intensity

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological

Brief behavioural
intervention versus
enhanced TAU

Multiple

Mean lifetime traumas
6.9 (3.3). Lifetime
trauma experienced:
Disaster (62%); Fire
(57%); Road accident
(55%); Serious
accident (48%);
Chemical exposure

(33%); Physical assault

(73%); Assault with

weapon (47%); Sexual

assault (31%);
Unwanted sexual
contact (29%); War
exposure (28%);

Kidnapped (19%); Life-

threatening illness
(50%); Witness violent
death (48%);
Unexpected death of
loved one (75%);
Intimate partner
violence (72%)

Problem Management
Plus (PM+)

Individual

5x weekly sessions
(length of session NR)

Behavioural sleep
intervention versus
pill placebo or
attention-placebo

Military combat:
Operations
Enduring/Iraqi
Freedom or Operation
New Dawn
(OEF/OIF/OND) 2

Multiple

NR

Behavioural sleep
intervention’

Brief behavioural
treatment of insomnia
(BBTI-MV). BBTI-MV
was adapted from a
manualized
behavioural treatment
that was initially
developed for chronic
insomnia in older
adults (Buysse 2011;
Germain 2006; Troxel
2012) 2

Individual

8x weekly 45-min
sessions (6 hours; at
least 5 face-to-face
sessions and up to 3
telephone contacts) '

55

Behavioural sleep
intervention versus
prazosin

Multiple

NR

Behavioural sleep
intervention

Individual

8x weekly 45-min
sessions (6 hours; at
least 5 face-to-face
sessions and up to 3
telephone contacts)
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4 sessions (up to 1.9
hours in total) 2

Comparator  Enhanced TAU: Pill placebo, 4 capsules Prazosin, 1-15mg/day
referred to primary 30mins before
healthcare centres, bedtime’
where nurses provided  Attention-placebo:
non-specific received two brochures
Counselling. 62% created by the
SOUght assistance from American Academy of
a community nurse, Sleep Medicine
attending a mean of (AASM) on insomnia
2.1 (SD = 18) visits. In and hea|thy s|eep
terms of the strategies practices?
reported by the
community, 66%
reported non-specific
counselling, 27%
provided psychosocial
advice, 7% encouraged
activity, 7%
encouraged social
support, and 3%
instructed in coping
strategies

Intervention 5 8’ 8

length 42

(weeks)

BME, black and minority ethnic; GAD, Generalised Anxiety Disorders; NR, not reported; PTSD, post-traumatic
stress disorder; SCID, Structured Clinical Interview for DSM-IV (Diagnostic and Statistical Manual of Mental
Disorders); SD, standard deviation, TAU, Treatment as usual

1Germain 2012; 2Germain 2014

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (behavioural therapies for the prevention of
PTSD in adults) are presented in Table 18.

Table 19: Summary clinical evidence profile: Brief behavioural intervention versus
enhanced TAU for the prevention of PTSD in adults exposed to ongoing
trauma (e. g in a war zone)

PTSD The mean PTSD 209
symptomatology symptomatology (1 study) Iow1 2
self-rated at self-rated at
endpoint endpoint in the
PCL change score intervention
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Follow-up: mean 5
weeks

groups was

0.78 standard
deviations lower
(1.06 to 0.5 lower)

PTSD The mean PTSD 306 very
symptomatology symptomatology (1 study) low'?2
self-rated at 2- self-rated at 2-
month follow-up month follow-up in
PCL change score the intervention
Follow-up: mean 2 groups was
months 0.77 standard

deviations lower

(1 to 0.53 lower)
Anxiety symptoms The mean anxiety 209 very
at endpoint symptoms at (1 study) low'?
HADS-A change endpoint in the
score intervention
Follow-up: mean 5 groups was
weeks 1.3 standard

deviations lower

(1.6 to 1 lower)
Anxiety symptoms The mean anxiety 306 very
at 2-month follow- symptoms at 2- (1 study) low'?
up month follow-up in
HADS-A change the intervention
score groups was
Follow-up: mean 2 1.31 standard
months deviations lower

(1.56 to 1.06

lower)
Depression The mean 209 very
symptoms at depression (1 study) low"?
endpoint symptoms at
PHQ-9 change endpoint in the
score intervention
Follow-up: mean 5 groups was
weeks 1.4 standard

deviations lower

(1.7 to 1.09 lower)
Depression The mean 303 very
symptoms at 2- depression (1 study) low!?
month follow-up symptoms at 2-
PHQ-9 change month follow-up in
score the intervention
Follow-up: mean 2 groups was
months 1.16 standard

deviations lower

(1.41 10 0.92

lower)
Functional The mean 210 very
impairment at functional (1 study) low"?2
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endpoint
WHODAS change
score

Follow-up: mean 5
weeks

Functional
impairment at 2-
month follow-up
WHODAS change
score

Follow-up: mean 2
months

Discontinuation
Number of
participants lost to
follow-up
Follow-up: mean 5
weeks

557 per
1000

impairment at
endpoint in the
intervention
groups was
0.49 standard
deviations lower
(0.77 t0 0.22
lower)

The mean 303 very
functional (1 study) low"?
impairment at 2-

month follow-up in

the intervention

groups was

0.3 standard

deviations lower

(0.53 to 0.08

lower)

652 per 1000 RR 346
(546 to 775) 1.17 (1 study)
(0.98 to
1.39)

low3

Cl=confidence interval; HADS-A=Hospital Anxiety and Depression Scale-Anxiety; PCL=PTSD Checklist; PHQ-
9=Patient Health Questionnaire-9; PTSD=post-traumatic stress disorder; RR=risk ratio; SMD=standardised mean
difference; TAU=treatment as usual; WHODAS=WHO disability assessment schedule

L Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 95% ClI crosses both line of no effect and threshold for clinically important harm

Table 20: Summary clinical evidence profile: Brief behavioural intervention versus
enhanced TAU for the delayed treatment (>3 months) of below threshold
PTSD symptoms in adults

PTSD The mean PTSD 421 moderate’
symptomatology symptomatology (1 study)
self-rated at self-rated at
endpoint endpoint in the
PCL change intervention
score groups was
Follow-up: mean 0.95 standard
5 weeks deviations lower

(1.15t0 0.75

lower)
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PTSD The mean PTSD 421 moderate’
symptomatology symptomatology (1 study)
self-rated at 3- self-rated at 3-
month follow-up month follow-up in
PCL change the intervention
score groups was
Follow-up: mean 0.54 standard
3 months deviations lower
(0.74 to 0.35
lower)
Functional The mean 421 moderate’
impairment at functional (1 study)
endpoint impairment at
WHODAS change endpoint in the
score intervention
Follow-up: mean groups was
5 weeks 1.09 standard
deviations lower
(1.29t0 0.88
lower)
Functional The mean 421 moderate’
impairment at 3- functional (1 study)
month follow-up impairment at 3-
WHODAS change month follow-up in
score the intervention
Follow-up: mean groups was
3 months 0.69 standard

deviations lower
(0.89 to 0.5 lower)

Discontinuation 175 per 195 per 1000 RR 421 low?
Number of 1000 (131 to 293) 1.12 (1 study)
participants lost to (0.75 to

follow-up 1.68)

Follow-up: mean

5 weeks

Cl=confidence interval; PCL=PTSD Checklist; PTSD=post-traumatic stress disorder; RR=risk ratio;
SMD=standardised mean difference; TAU=treatment as usual; WHODAS=WHO disability assessment schedule
1 Risk of bias is high or unclear across multiple domains

2 95% ClI crosses line of no effect and thresholds for both clinically important benefit and harm
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Table 21: Summary clinical evidence profile: Behavioural sleep intervention versus pill
placebo or attention-placebo for the delayed treatment (>3 months) of below

PTSD

symptomatology
self-rated at
endpoint

PCL change score
Follow-up: 4-8
weeks

PTSD
symptomatology
self-rated at 4-
month follow-up
PCL change score
Follow-up: mean 4
months

Anxiety symptoms
at endpoint

BAI change score
Follow-up: 4-8
weeks

Anxiety symptoms
at 4-month follow-
up

BAI change score
Follow-up: mean 4
months

Depression
symptoms at
endpoint

BDI change score
Follow-up: 4-8
weeks

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological

threshold PTSD symptoms in adults

The mean PTSD
symptomatology
self-rated at
endpoint in the
intervention
groups was

0.23 standard
deviations lower
(1.57 lower to 1.1
higher)

The mean PTSD
symptomatology
self-rated at 4-
month follow-up in
the intervention
groups was

0.68 standard
deviations lower
(1.53 lower to
0.16 higher)

The mean anxiety
symptoms at
endpoint in the
intervention
groups was

0.41 standard
deviations higher
(0.1 lower to 0.92
higher)

The mean anxiety
symptoms at 4-
month follow-up in
the intervention
groups was

0.07 standard
deviations lower
(0.88 lower to
0.75 higher)

The mean
depression
symptoms at
endpoint in the
intervention
groups was
0.38 standard

60

very
(2 studies) low"23

23 low'#

(1 study)

60 low'5

(2 studies)

23 very low'"3
(1 study)

61 low"4

(2 studies)
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deviations lower
(0.89 lower to

0.13 higher)
Depression The mean 23 low’'#
symptoms at 4- depression (1 study)
month follow-up symptoms at 4-
BDI change score month follow-up in
Follow-up: mean 4 the intervention
months groups was
0.37 standard
deviations lower
(1.2 lower to 0.46
higher)
Functional The mean 25 very low"?
impairment at functional (1 study)
endpoint impairment at
SDS change endpoint in the
score intervention
Follow-up: mean 8 groups was
weeks 0.12 standard
deviations lower
(0.91 lower to
0.66 higher)
Functional The mean 23 very low'?
impairment at 4- functional (1 study)
month follow-up impairment at 4-
SDS change month follow-up in
score the intervention
Follow-up: mean 4 groups was
months 0.3 standard
deviations higher
(0.52 lower to
1.13 higher)
Sleeping The mean 62 low™®
difficulties at sleeping (2 studies)
endpoint difficulties at
PSQI change endpoint in the
score intervention
Follow-up: 4-8 groups was
weeks 1.12 standard
deviations lower
(1.67 to 0.58
lower)
Sleeping The mean 23 low™4
difficulties at 4- sleeping (1 study)
month follow-up difficulties at 4-
PSQIl change month follow-up in
score the intervention
groups was
61
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Follow-up: mean 4 0.66 standard
months deviations lower
(1.51 lower to
0.18 higher)
Discontinuation 222 per 256 per 1000 RR 75 low?
Number of 1000 (113 to 582) 1.15 (2 studies)
participants lost to (0.51 to
follow-up 2.62)
Follow-up: 4-8
weeks

BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; Cl=confidence interval; PCL=PTSD Checkilist;
PSQI=Pittsburgh Sleep Quality Index; PTSD=post-traumatic stress disorder; RR=risk ratio; SDS=Sheehan
Disability Scale; SMD=standardised mean difference

L Risk of bias is high or unclear across multiple domains

2 Considerable heterogeneity (12>80%)

3 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm

495% ClI crosses both line of no effect and threshold for clinically important benefit

595% CI crosses both line of no effect and threshold for clinically important harm

6 OIS not met (N<400)

Table 22: Summary clinical evidence profile: Behavioural sleep intervention versus
prazosin for the delayed treatment (>3 months) of below threshold PTSD
symptoms in adults

PTSD The mean PTSD very
symptomatology symptomatology (1 study) low"?
self-rated at self-rated at
endpoint endpoint in the
PCL change score intervention
Follow-up: mean 8 groups was
weeks 0.11 standard

deviations higher

(0.65 lower to 0.87

higher)
PTSD The mean PTSD 24 low"3
symptomatology symptomatology (1 study)

self-rated at 4-
month follow-up
PCL change score
Follow-up: mean 4
months

self-rated at 4-
month follow-up in
the intervention
groups was

0.52 standard
deviations higher
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PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL

Psychological interventions for the prevention of PTSD in adults

Anxiety symptoms
at endpoint

BAI change score
Follow-up: mean 8
weeks

Anxiety symptoms
at 4-month follow-
up

BAI change score
Follow-up: mean 4
months

Depression
symptoms at
endpoint

BDI change score
Follow-up: mean 8
weeks

Depression
symptoms at 4-
month follow-up
BDI change score
Follow-up: mean 4
months

Functional
impairment at
endpoint

SDS change score
Follow-up: mean 8
weeks

(0.29 lower to 1.34
higher)

The mean anxiety
symptoms at
endpoint in the
intervention
groups was

0.65 standard
deviations higher
(0.14 lower to 1.43
higher)

The mean anxiety
symptoms at 4-
month follow-up in
the intervention
groups was

0.75 standard
deviations higher
(0.09 lower to 1.58
higher)

The mean
depression
symptoms at
endpoint in the
intervention
groups was

0.24 standard
deviations higher
(0.52 lower to 1
higher)

The mean
depression
symptoms at 4-
month follow-up in
the intervention
groups was

0.8 standard
deviations higher
(0.04 lower to 1.63
higher)

The mean
functional
impairment at
endpoint in the
intervention
groups was

0.14 standard
deviations higher
(0.62 lower to 0.9
higher)
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27
(1 study)

24
(1 study)

27
(1 study)

24
(1 study)

27
(1 study)

low!3

low!3

very
low"2

low?3

very
low2
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Functional The mean low"#
impairment at 4- functional (1 study)
month follow-up impairment at 4-
SDS change score month follow-up in
Follow-up: mean 4 the intervention
months groups was
0.9 standard
deviations higher
(0.04 to 1.77
higher)
Sleeping The mean 27 low"5
difficulties at sleeping difficulties (1 study)
endpoint at endpoint in the
PSQIl change intervention
score groups was
Follow-up: mean 8 0.35 standard
weeks deviations lower
(1.11 lower to 0.41
higher)
Sleeping The mean 24 low"3
difficulties at 4- sleeping difficulties (1 study)
month follow-up at 4-month follow-
PSQI change up in the
score intervention
Follow-up: mean 4 groups was
months 0.36 standard
deviations higher
(0.45 lower to 1.17
higher)
Discontinuation 278 per 369 per 1000 RR 1.33 37 low?
Number of 1000 (142 to 953) (0.51to (1 study)
participants lost to 3.43)
follow-up

Follow-up: mean 8
weeks

BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; Cl=confidence interval; PCL=PTSD checklist;
PSQI=Pittsburgh Sleep Quality Assessment; PTSD=post-traumatic stress disorder; RR=risk ratio; SDS=Sheehan
Disability Scale; SMD=standardised mean difference

L Risk of bias is high or unclear across multiple domains

2 95% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

3 95% ClI crosses both line of no effect and threshold for clinically important harm

4 OIS not met (N<400)

595% CI crosses both line of no effect and threshold for clinically important benefit

See appendix F for full GRADE tables.
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Problem solving: clinical evidence

Included studies

Two studies of problem solving for the prevention of PTSD in adults were identified for full-
text review. Neither of these studies could be included.

Excluded studies

Two studies were reviewed at full text and excluded from this review because the population
was outside scope (trials of soldiers on active service), or efficacy or safety data could not be
extracted.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Psychologically-focused debriefing: clinical evidence

Included studies

Thirty-five studies of psychologically-focused debriefing for the prevention of PTSD in adults
were identified for full-text review. Of these 35 studies, 9 RCTs (N=967) were included. Two
of these RCTs are three-armed trials and included in more than one comparison. There were
4 comparisons for psychologically-focused debriefing.

All 4 comparisons were for the early prevention (intervention initiated within 1 month of
trauma) of PTSD in adults: 7 RCTs (N=847) compared single/two session debriefing (alone
or in addition to psychoeducation) with no treatment (Bisson 1997; Conlon 1999; Dolan.
unpublished; Hobbs 1996; Marchand 2006; Rose 1999; Sijbrandij 2006); 1 RCT (N=67)
compared group debriefing with no treatment (Tuckey 2014); 2 RCTs (N=120) compared
group debriefing with an attention-placebo or psychoeducational session (Grundlingh 2017;
Tuckey 2014); 1 RCT (N= 157) compared a combined single session debriefing and
psychoeducation intervention with single psychoeducation session (Rose 1999).

Excluded studies

Twenty-six studies were reviewed at full text and excluded from this review. The most
common reason for exclusion was non-randomised group assignment.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 23 and Table 24 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below (Table 25, Table 26,
Table 27 and Table 28).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.
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Table 23: Summary of included studies: Psychologically-focused debriefing for early
prevention (<1 month)-part 1

Comparison

Total no. of
studies (N
randomised)

Study ID

Country

Diagnostic status

Mean age
(range)

Sex (% female)

Ethnicity (%
BME)

Coexisting
conditions

Mean months
since traumatic
event

Single/two session debriefing (+/-
psychoeducation) versus no
treatment

7 (847)

Bisson 1997

Conlon 19992

Dolan (unpublished)3
Hobbs 1996*
Marchand 2006°
Rose 19996

Sijbrandi 20067
UK1,3,4,6

Ireland?

Canada®
Netherlands’
Non-significant symptoms (below

threshold and <50% maximum score
on scale) 13457

Subthreshold symptoms (below
threshold but 250% maximum score
on scale)?

Clinically important PTSD symptoms
(scoring above a threshold on
validated scale)®

37.4 (16-65) "

33.9 (16-65)2

35 (18-65) 3

Median: 26-29 (17-69) 4

21.8 (16-53)°

35.9 (18-76)°

40.4 (range NR)’

251,6

532

543

384

52°

477

NR

NR

0.2"2
Mean NR (6-12 days after trauma)3

Median 0.06 (within 24-48 hours of
accident in most cases) 4

0.3°
0.7%
Median 15 days (range 11-19)7

66

Single session debriefing +
psychoeducation versus single
psychoeducation session

1 (157)

Rose 1999

UK

Clinically important PTSD symptoms
(scoring above a threshold on
validated scale)

35.9 (18-76)

25

NR
NR

0.7
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Comparison

Type of
traumatic event

Single or
multiple incident
index trauma

Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Single/two session debriefing (+/-
psychoeducation) versus no
treatment

Unintentional injury/iliness/medical
emergency: Burn trauma (length of
hospital admission 16.1 [16.5] days) '
Motor Vehicle Collision: Ambulant
trauma clinic attenders with minor
road traffic accident (RTA) injuries?
Mixed: Motor vehicle accident,
assault, house fire or industrial
accident®

Motor Vehicle Collision: Victims of
road accidents admitted to hospital.
87% driver; 13% passengers. 67%
car; 25% motorcycle; 8% lorry or van*
Exposure to mugging or robbery:
Armed robbery?®

Exposure to non-sexual violence:
Actual physical assault (94%);
Threatened physical assault (4%);
Actual or threatened sexual assault
(4%)°

Mixed: Assault (52%) or accident
(48%)’

Single

19% had past significant trauma’
NR2,3,4,7

Mean 2.5 prior traumatic events®

41% had a history of child abuse®
Single session debriefing (following
structure of Mitchell 1983) delivered to
individual (72%) or couple (28%)'
Single session debriefing®+7”

Critical incident stress debriefing®

Critical Incident Stress Debriefing,
adapted form (CISD-A; adapted from
Mitchell & Everly, 1995)°

Single session debriefing (following
unpublished manual loosely based on
based on Mitchell's [1983] protocol)
followed by psychoeducation®
Individual/Family’

Individual?34567

1x 30-120 min session (0.5-2 hours).
Mean 0.7 (0.3) hours'

1x 30-min session (0.5 hours)?

1x 0.75-2 hour session®

1x 1-hour session*

2x 1-hour sessions (2 hours)®

1x 1.5 hour session (1-hour debriefing
+ 30-min psychoeducation)®

67

Single session debriefing +
psychoeducation versus single
psychoeducation session

Exposure to non-sexual violence:
Actual physical assault (94%);
Threatened physical assault (4%);
Actual or threatened sexual assault
(4%)

Single

41% had a history of child abuse

Single session debriefing (following
unpublished manual loosely based on
based on Mitchell's [1983] protocol)
followed by psychoeducation

Individual

1x 1.5 hour session (1-hour debriefing
+ 30-min psychoeducation)
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Single/two session debriefing (+/-
psychoeducation) versus no
treatment

1x 0.75-1 hour session’
No treatment

Single session debriefing +
psychoeducation versus single

Comparison psychoeducation session

Comparator Single psychoeducation session
based on a specially prepared leaflet
that included information on normal
reactions to traumatic events and
where and when to find help.
Information was related to participants'
own experiences and was tailored to

the nature of the assault

Intervention 0.1

length (weeks) 15

BME, Black and Minority Ethnic; NR, not reported; PTSD, Post-traumatic stress disorder;
1Bisson 1997; 2Conlon 1999; 3Dolan (unpublished); “Hobbs 1996; *Marchand 2006; *Rose 1999; “Sijbrandi 2006

Table 24: Summary of included studies: Psychologically-focused debriefing for early

prevention (<1 month)-part 2

Comparison

Total no. of
studies (N
randomised)

Study ID
Country

Diagnostic status

Mean age
(range)

Sex (% female)

Ethnicity (%
BME)

Coexisting
conditions

Mean months
since traumatic
event

Type of
traumatic event

Group debriefing versus no
treatment

1(67)

Tuckey 2014
Australia

Non-significant symptoms (below
threshold and <50% maximum score
on scale)

NR

NR
NR

0.1 (within 3 days)

Being an emergency responder in a
traumatic event: Firemen responding
to a potentially traumatic event (PTE).
All but one of these PTEs were motor
vehicle accidents that resulted in
fatalities or serious injuries to the
vehicle occupants. The remaining PTE
was a failed resuscitation attempt. All
events involved secondary exposure
(i.e., the fire-fighters provided fire and
rescue services to primary victims)

68

Group debriefing versus attention-
placebo or psychoeducational
session

2 (120)

Grundlingh 2017

Tuckey 20142

Uganda’

Australia?

Non-significant symptoms (below
threshold and <50% maximum score
on scale)

29.8 (range NR)

NR?

65’

92

NR

NR

NR (<5 weeks) '
0.1 (within 3 days)?

Indirect exposure through profession:
Ugandan researchers employed by
the Good Schools Study to interview
children who experienced violence'
Being an emergency responder in a
traumatic event: Firemen responding
to a potentially traumatic event (PTE).
All but one of these PTEs were motor
vehicle accidents that resulted in
fatalities or serious injuries to the
vehicle occupants. The remaining
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Comparison

Single or
multiple incident
index trauma

Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Comparator

Intervention
length (weeks)

Group debriefing versus no
treatment

rather than primary exposure (where
in fire-fighters’ lives were directly
threatened, by a burnover for
example)

Unclear

NR

Group critical incident stress
debriefing (CISD, following the
protocol by Mitchell 1983 and Mitchell
& Everly 1993)

Group

1x 90-min session (1.5 hours)

No treatment

0.1

Group debriefing versus attention-
placebo or psychoeducational
session

PTE was a failed resuscitation
attempt. All events involved secondary
exposure (i.e., the fire-fighters
provided fire and rescue services to
primary victims) rather than primary
exposure (where in fire-fighters’ lives
were directly threatened, by a
burnover for example) ?

Unclear

Personal experience of violence
(lifetime): Intimate partner violence
(emotional, sexual or physical; 23%);
sexual violence from others (6%)’
NR?

Group Debriefings for Secondary
Distress, intervention designed
specifically for the study’

Group critical incident stress
debriefing (CISD, following the
protocol by Mitchell 1983 and Mitchell
& Everly 1993)2

Group

3x 1.5-2 hour sessions (4.5-6 hours) '
1x 90-min session (1.5 hours)?

Attention-placebo: During the same
time slot the control group was
assigned to a leisure activity (film
showing), for every session of
debriefing undergone by the
intervention group. The films were
chosen for their light-hearted uplifting
content and presented as a fun and
relaxing activity"

Single psychoeducation session?
51

0.12

BME, Black and Minority Ethnic; NR, not reported; PTSD, Post-traumatic stress disorder;
1Grundlingh 2017; °Tuckey 2014

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (psychologically-focused debriefing for the
prevention of PTSD in adults) are presented in Table 25, Table 26, Table 27 and Table 28.
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Table 25: Summary clinical evidence profile: Single/two session debriefing (+/-
psychoeducation) versus no treatment for the early prevention (intervention
initiated <1 month) of PTSD in adults

PTSD The mean PTSD 392 low"?
symptomatology symptomatology (5 studies)
self-rated at 1-4 self-rated at 1-4
month follow-up month follow-up in
IES the intervention
endpoint/change groups was
score 0.13 standard
Follow-up: 1-4 deviations higher
months (0.11 lower to 0.37
higher)
PTSD The mean PTSD 162 very
symptomatology symptomatology (2 studies)  low"?
self-rated at 6- self-rated at 6-
month follow-up month follow-up in
IES endpoint the intervention
score/PSS-SR groups was
change score 0.02 standard
Follow-up: mean 6 deviations higher
months (0.29 lower to 0.32
higher)
PTSD The mean PTSD 103 very
symptomatology symptomatology (1 study) low'?2
self-rated at 1- self-rated at 1-year
year follow-up follow-up in the
IES change score intervention groups
Follow-up: mean 1 was
years 0.65 standard
deviations higher
(0.25 to 1.05
higher)
PTSD The mean PTSD 189 very
symptomatology symptomatology (1 study) low'?2
clinician-rated at clinician-rated at
endpoint endpoint in the
SI-PTSD change intervention groups
score was
Follow-up: mean 0.11 standard
0.1 weeks deviations lower
(0.42 lower to 0.19
higher)
PTSD The mean PTSD 217 very
symptomatology symptomatology (2 studies)  low'3#

clinician-rated at
1-3 month follow-
up
SI-PTSD/CAPS
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change score

0.44 standard

Follow-up: 1-3 deviations lower
months (1.52 lower to 0.64
higher)
PTSD The mean PTSD 169 very
symptomatology symptomatology (1 study) low'
clinician-rated at clinician-rated at 6-
6-month follow-up month follow-up in
SI-PTSD change the intervention
score groups was
Follow-up: mean 6 0.25 standard
months deviations lower
(0.57 lower to 0.06
higher)
Diagnosis of 24 per 91 per 1000 RR 75 low*
PTSD at 1-month 1000 (10 to 834) 3.82 (1 study)
follow-up (0.42 to
Number of 35.04)
participants who
met diagnostic
criteria
Follow-up: mean 1
months
Diagnosis of 235 per 284 per 1000 RR 313 very
PTSD at 3-6 1000 (200 to 406) 1.21 (3 studies) low"8
month follow-up (0.85 to
Number of 1.73)
participants who
met diagnostic
criteria
Follow-up: 3-6
months
Diagnosis of 250 per 468 per 1000 RR 133 very
PTSD at 1-year 1000 (280 to 780) 1.87 (1 study) low™”
follow-up (1.12 to
Number of 3.12)
participants who
met diagnostic
criteria
Follow-up: mean 1
years
Anxiety symptoms The mean anxiety 190 very
at endpoint symptoms at (1 study) low"?2

HAM-A change
score

Follow-up: mean
0.1 weeks
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deviations higher
(0.2 lower to 0.4
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Anxiety symptoms
at 1-3 month
follow-up

HADS-A
endpoint/change
score; HAM-A
change score
Follow-up: 1-3
months

Anxiety symptoms
at 6-month follow-
up

HADS-A
endpoint/HAM-A
change score
Follow-up: mean 6
months

Anxiety symptoms
at 1-year follow-up
HADS-A change
score

Follow-up: mean 1
years

Depression
symptoms at
endpoint
HAM-D change
score

Follow-up: mean
0.1 weeks

Depression
symptoms at 1-3
month follow-up
HADS-D
endpoint/change
score; HAM-D
change score
Follow-up: 1-3
months

Depression
symptoms at 6-

The mean anxiety
symptoms at 1-3
month follow-up in
the intervention
groups was

0.08 standard
deviations higher
(0.13 lower to 0.29
higher)

The mean anxiety
symptoms at 6-
month follow-up in
the intervention
groups was

0.03 standard
deviations lower
(0.29 lower to 0.22
higher)

The mean anxiety
symptoms at 1-year
follow-up in the
intervention groups
was

0.56 standard
deviations higher
(0.16 to 0.96
higher)

The mean
depression
symptoms at
endpoint in the
intervention groups
was

0.09 standard
deviations higher
(0.21 lower to 0.39
higher)

The mean
depression
symptoms at 1-3
month follow-up in
the intervention
groups was

0.04 standard
deviations lower
(0.25 lower to 0.17
higher)

The mean
depression

72

376
(3 studies)

245
(2 studies)

103
(1 study)

188
(1 study)

376
(3 studies)

337
(3 studies)

very
low!2

low2

very
low2

low2

very
low!2

very
low!2
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month follow-up symptoms at 6-
HADS-D/BDI month follow-up in
endpoint the intervention
score/HAM-D groups was
change score 0.06 standard
Follow-up: mean 6 deviations lower
months (0.28 lower to 0.16
higher)
Depression The mean 103 very
symptoms at 1- depression (1 study) low'?2
year follow-up symptoms at 1-year
HADS-D change follow-up in the
score intervention groups
Follow-up: mean 1 was
years 0.39 standard
deviations higher
(0 to 0.79 higher)
Discontinuation 161 per 233 per 1000 RR 795 low™”
Number of 1000 (162 to 337) 1.45 (7 studies)
participants lost to (1.01 to
follow-up 2.1)
Follow-up: 0.1-1
weeks

Cl=confidence interval; CAPS=Clinician administered PTSD scale; HADS-A/D=Hospital Anxiety and Depression-
Anxiety/Depression; HAM-A =Hamilton Anxiety Rating Scale; HAM-D=Hamilton Depression Scale; IES=Impact of
Event Scale; PSS-SR=PTSD symptom scale-self-report; PTSD=post-traumatic stress disorder; RR=risk ratio; Sl-
PTSD=Structured Interview-PTSD; SMD=standardised mean difference

! Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 Considerable heterogeneity (12>80%)

495% CI crosses line of no effect and thresholds for both clinically important benefit and harm

595% CI crosses both line of no effect and threshold for clinically important benefit

6 95% CI crosses both line of no effect and threshold for clinically important harm

7 OIS not met (events<300)

Table 26: Summary clinical evidence profile: Group debriefing versus no treatment for
the early prevention (intervention initiated <1 month) of PTSD in adults

PTSD The mean PTSD low"?
symptomatology symptomatology (1 study)
self-rated self-rated in the
IES-R change intervention
score groups was
0.28 standard
73
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Follow-up: mean deviations lower
0.1 weeks (0.91 lower to 0.35
higher)
Discontinuation 500 per 445 per 1000 RR 0.89 74 low?
Number of 1000 (275 to 720) (0.55t0 (1 study)
participants lost to 1.44)
follow-up
Follow-up: mean
0.1 weeks

Cl=confidence interval; IES-R=Impact of Event Scale-Revised; PTSD=post-traumatic stress disorder; RR=risk
ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

295% CI crosses both line of no effect and threshold for clinically important benefit

395% CI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 27: Summary clinical evidence profile: Group debriefing versus attention-
placebo or psychoeducational session for the early prevention (intervention
initiated <1 month) of PTSD in adults

PTSD The mean 100
symptomatology PSTD (2 studies) Iow1 22
self-rated symptomatolog
IES-R y self-rated in
endpoint/change the intervention
score groups was
Follow-up: 0.1-5 0.08 standard
weeks deviations
higher
(0.95 lower to
1.12 higher)
Discontinuation 267 per 1000 549 per 1000 RR 137 very
Number of (69 to 1000) 2.06 (2 studies) low3#4
participants lost (0.26
to follow-up to
Follow-up: 0.1-5 16.58)
weeks

Cl=confidence interval; IES-R=Impact of event scale-revised; PTSD=post-traumatic stress disorder; RR=risk
ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

2 Considerable heterogeneity (12>80%)

395% CI crosses line of no effect and thresholds for both clinically important benefit and harm

4 Substantial heterogeneity (12>50%)
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Table 28: Summary clinical evidence profile: Single session debriefing +
psychoeducation versus single psychoeducation session for the early
prevention (intervention initiated <1 month) of PTSD in adults

PTSD The mean very
symptomatology PTSD (1 study) low"?
self-rated at 6- symptomatology
month follow-up self-rated at 6-
PSS-SR change month follow-up
score in the
Follow-up: mean intervention
6 months groups was
0.23 standard
deviations
higher
(0.18 lower to
0.64 higher)
Diagnosis of 231 per 1000 332 per 1000 RR 106 very
PTSD at 6- (178 to 621) 1.44 (1 study) low'3
month follow-up (0.77 to
Number of 2.69)
people who met
diagnostic
criteria
Follow-up: mean
6 months
Depression The mean 92 very
symptoms at 6- depression (1 study) low'?2
month follow-up symptoms at 6-
BDI endpoint month follow-up
score in the
Follow-up: mean intervention
6 months groups was
0.2 standard
deviations
higher
(0.21 lower to
0.61 higher)
Discontinuation 135 per 1000 129 per 1000 RR 106 very
Number of (48 to 345) 0.96 (1 study) low'3
participants lost (0.36 to
to follow-up 2.56)
Follow-up: mean
6 months

BDI=Beck Depression Inventory; Cl=confidence interval; PSS-SR=PTSD symptom scale-self-report; PTSD=post-
traumatic stress disorder; RR=risk ratio; SMD=standardised mean difference

L Risk of bias is high or unclear across multiple domains

295% CI crosses both line of no effect and threshold for clinically important harm

3 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm
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See appendix F for full GRADE tables.

Eye movement desensitisation and reprocessing (EMDR): clinical evidence

Included studies

Seven studies of eye movement desensitisation and reprocessing (EMDR) for the prevention
of PTSD in adults were identified for full-text review. Of these 7 studies, 2 RCTs (N=131)
were included in 4 relevant comparisons for EMDR (1 RCT had 3 arms and was included in
3 relevant comparisons).

For the early prevention (intervention initiated within 1 month of trauma) of PTSD there was
evidence for 1 relevant comparison: 1 RCT (N=83) compared a brief EMDR intervention with
TAU (Gil-Jardine 2018).

For prevention of PTSD in adults with ongoing exposure to trauma (for instance, war zone),
there were no included studies.

For the early treatment (1-3 months) of non-significant PTSD symptoms in adults, there were
no included studies.

For the delayed treatment (>3 months) of non-significant PTSD symptoms in adults, there
was evidence from 1 RCT (N=48) for 3 relevant comparisons (Lytle 2002): EMDR versus
supportive counselling; EMDR versus eye fixation desensitisation (EFD); EFD versus
supportive counselling.

Excluded studies

Five studies were reviewed at full text and excluded from this review due to non-randomised
group assignment, because the population was outside scope, or due to small sample size
(N<10 per arm).

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 29 and Table 30 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below (Table 31, Table 32,
Table 33 and Table 34).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 29: Summary of included studies: Eye movement desensitisation and
reprocessing (EMDR) for early prevention (<1 month)

Comparison EMDR versus TAU
Total no. of studies (N 1(83)
randomised)
Study ID Gil-Jardine 2018
Country France
Diagnostic status Unclear
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Comparison

Mean age (range)

Sex (% female)

Ethnicity (% BME)
Coexisting conditions
Mean months since traumatic

event

Type of traumatic event

Single or multiple incident

index trauma

Lifetime experience of trauma
Intervention details

Intervention format
Intervention intensity

Comparator

Intervention length (weeks)

EMDR versus TAU

85
NR
NR

Mean NR. Medians 46 & 49 (range NR)

NR (within 24 hours of injury)

Emergency room admissions: 63% medical emergency (35%

neurology; 11% abdominal; 17% other); 37% injury (10% road
traffic crash; 18% fall; 7% other accidents; 1% assault)

Single
NR

2013)

Individual

1x 1-hour session

EMDR recent traumatic episode protocol (R-TEP; Shapiro & Laub

TAU (medically and psychologically attended to by ER staff with
no intervention of the study psychologist)

0.1

BME, Black and Minority Ethnic; NR, Not reported; TAU, Treatment as usual

Table 30: Summary of included studies: Eye movement desensitisation and
reprocessing (EMDR) for delayed treatment (>3 months) of non-significant

PTSD symptoms
EMDR versus
Comparison supportive counselling
Total no. of 1(48)
studies (N
randomised)
Study ID Lytle 2002
Country us
Diagnostic Subthreshold symptoms
status (below threshold but
250% maximum score on
scale)
Mean age 18.9 (range NR)
(range)
Sex (% 80
female)
Ethnicity (% 7
BME)
Coexisting NR
conditions

Mean months
since
traumatic
event

Mean NR (exclusion
criteria <2 months)

EMDR versus EFD

1 (48)

Lytle 2002
us

Subthreshold symptoms
(below threshold but
250% maximum score on
scale)

18.9 (range NR)

80

NR

Mean NR (exclusion
criteria <2 months)

77

EFD versus supportive
counselling

1 (48)

Lytle 2002
us

Subthreshold symptoms
(below threshold but
250% maximum score on
scale)

18.9 (range NR)

80

NR

Mean NR (exclusion
criteria <2 months)

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL

Psychological interventions for the prevention of PTSD in adults

Comparison

Type of
traumatic
event

Single or
multiple
incident index
trauma

Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Comparator

Intervention
length
(weeks)

EMDR versus
supportive counselling

Mixed: The most
commonly reported
trauma types were
automobile accidents
(24%), witnessing or
suffering serious physical
injury (20%) and rape
(13%)

Single

NR

Eye movement
desensitisation and
reprocessing (EMDR;
following unpublished
manual based on Shapiro
1989 [and approved by
Shapiro])

Individual
1x 1-hour session

Non-directive verbal
psychotherapy (based on
Generalized Anxiety
Disorder Treatment
Protocol Manual of
Borkovec & Costello
1993)

0.1

EMDR versus EFD

Mixed: The most
commonly reported
trauma types were
automobile accidents
(24%), witnessing or
suffering serious physical
injury (20%) and rape
(13%)

Single

NR

Eye movement
desensitisation and
reprocessing (EMDR;
following unpublished
manual based on Shapiro
1989 [and approved by
Shapiro])

Individual
1x 1-hour session

Eye fixation
desensitisation (EFD).
Identical treatment to
EMDR but with the
exception that
participants were asked
to gaze at a 3 inch
square of light blue paper
placed at eye level on a
wall directly in front of
them

0.1

EFD versus supportive
counselling

Mixed: The most
commonly reported
trauma types were
automobile accidents
(24%), witnessing or
suffering serious physical
injury (20%) and rape
(13%)

Single

NR

Eye fixation
desensitisation (EFD).
Identical treatment to
EMDR but with the
exception that
participants were asked
to gaze ata 3 inch
square of light blue paper
placed at eye level on a
wall directly in front of
them

Individual
1x 1-hour session

Non-directive verbal
psychotherapy (based on
Generalized Anxiety
Disorder Treatment
Protocol Manual of
Borkovec & Costello
1993)

0.1

BME, Black and Minority Ethnic; EFD, Eye fixation desensitisation; EMDR, Eye movement desensitisation and
reprocessing; NR, Not reported;

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (EMDR for the prevention of PTSD in adults) are
presented in Table 31, Table 32, Table 33 and Table 34.
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Table 31: Summary clinical evidence profile: Eye movement desensitisation and
reprocessing (EMDR) versus TAU for the early prevention (intervention
initiated <1 month) of PTSD in adults

PTSD at 3-month 189 per
follow-up 1000
Number of

participants who

met DSM-1V criteria

for PTSD

Follow-up: mean 13

months

Discontinuation 98 per
Number of 1000
participants lost to

follow-up

Follow-up: mean 13

weeks

30 per 1000
(4 to 227)

190 per 1000
(62 to 584)

RR0.16 71 low"?
(0.02to (1 study)

1.2)

RR1.95 83 very low'?3
(0.64to (1 study)

5.99)

DSM-1V= Diagnostic and Statistical Manual of Mental Disorders, 4th Edition; Cl=confidence interval, PTSD=post-

traumatic stress disorder; RR=risk ratio

1 Risk of bias was high across multiple outcomes
295% CI crosses both line of no effect and threshold for clinically important benefit
395% CI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 32: Summary clinical evidence profile: Eye movement desensitisation and
reprocessing (EMDR) versus supportive counselling for the delayed

PTSD

symptomatology
self-rated

IES change score
Follow-up: mean
0.1 weeks

Depression
symptoms

BDI change score
Follow-up: mean
0.1 weeks

treatment (>3 months) of below threshold PTSD symptoms in adults

The mean PTSD
symptomatology
self-rated in the
intervention
groups was

0.22 standard
deviations lower
(0.94 lower to
0.49 higher)

The mean
depression
symptoms in the
intervention
groups was
0.37 standard

deviations higher

79

very
(1 study) low"?2
30 very

(1 study) low"3
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(0.35 lower to 1.1
higher)
BDI=Beck Depression Inventory; Cl=confidence interval; IES=Impact of event scale; PTSD=post-traumatic stress
disorder; RR=risk ratio; SMD=standardised mean difference
L Risk of bias is high or unclear across multiple domains
295% CI crosses both line of no effect and threshold for clinically important benefit
3 95% CI crosses both line of no effect and threshold for clinically important harm

Table 33: Summary clinical evidence profile: Eye movement desensitisation and
reprocessing (EMDR) versus eye fixation desensitisation (EFD) for the
delayed treatment (>3 months) of below threshold PTSD symptoms in adults

PTSD The mean PTSD very
symptomatology symptomatology low"?
self-rated self-rated in the
IES change intervention
score groups was
Follow-up: mean 0.5 standard
0.1 weeks deviations higher

(0.23 lower to

1.23 higher)
Depression The mean very
symptoms depression low"3
BDI change symptoms in the
score intervention
Follow-up: mean groups was
0.1 weeks 0.06 standard

deviations lower
(0.78 lower to
0.65 higher)

BDI=Beck Depression Inventory; Cl=confidence interval; IES=Impact of event scale; PTSD=post-traumatic stress
disorder; RR=risk ratio; SMD=standardised mean difference

L Risk of bias is high or unclear across multiple domains

2 95% ClI crosses both line of no effect and threshold for clinically important harm

3 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm
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Table 34: Summary clinical evidence profile: Eye fixation desensitisation (EFD) versus
supportive counselling for the delayed treatment (>3 months) of below
threshold PTSD symptoms in adults

PTSD The mean PTSD very
symptomatology symptomatology (1 study) low"?
self-rated self-rated in the
IES change score intervention
Follow-up: mean groups was
0.1 weeks 0.81 standard

deviations lower

(1.56 to 0.06

lower)
Depression The mean 30 very
symptoms depression (1 study) low"3
BDI change score symptoms in the
Follow-up: mean intervention
0.1 weeks groups was

0.49 standard

deviations higher
(0.24 lower to
1.21 higher)

BDI=Beck Depression Inventory; Cl=confidence interval; IES=Impact of event scale; PTSD=post-traumatic stress
disorder; RR=risk ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 95% ClI crosses both line of no effect and threshold for clinically important harm

See appendix F for full GRADE tables.

Hypnotherapy: clinical evidence

Included studies

Two studies of hypnotherapy for the prevention of PTSD in adults were identified for full-text
review. Of these 2 studies, 1 RCT (N=87) was included (Bryant 2005/2006 [1 study reported
across 2 papers]). This RCT had 3 arms and was included in 2 relevant comparisons for the
early prevention (intervention initiated within 1 month of trauma) of PTSD in adults:
combined hypnotherapy and trauma-focused CBT intervention compared with trauma-
focused CBT-only; combined hypnotherapy and trauma-focused CBT intervention
compared with supportive counselling.

Excluded studies

One study was reviewed at full text and excluded from this review because the outcome
measures were not validated.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.
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Summary of clinical studies included in the evidence review

Table 35 provides a brief summary of the included studies and evidence from these are
summarised in the clinical GRADE evidence profile below (Table 36 and Table 37).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 35: Summary of included studies: Hypnotherapy for early prevention (<1 month)

Comparison

Total no. of
studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age
(range)

Sex (% female)
Ethnicity (%
BME)
Coexisting
conditions
Mean months
since traumatic
event

Type of
traumatic event

Single or
multiple incident
index trauma

Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Comparator

Intervention
length (weeks)

Hypnotherapy + trauma-focused
CBT versus trauma-focused CBT

1(87)

Bryant 2005/2006

Australia
Acute stress disorder/acute stress

reaction diagnosis according to
ICD/DSM criteria
33.6 (range NR)

61
NR

NR

0.5

Exposure to non-sexual violence:
Non-sexual assault (55%); motor
vehicle accident (45%)

Single

NR

CBT (following unpublished manual) +
hypnotherapy

Individual

5x weekly 90-min sessions (7.5 hours)

CBT individual

5

Hypnotherapy + trauma-focused
CBT versus supportive counselling

1(87)

Bryant 2005/2006
Australia

Acute stress disorder/acute stress
reaction diagnosis according to
ICD/DSM criteria

33.6 (range NR)

61
NR

NR

0.5

Exposure to non-sexual violence:
Non-sexual assault (55%); motor
vehicle accident (45%)

Single

NR

CBT (following unpublished manual) +
hypnotherapy

Individual
5x weekly 90-min sessions (7.5 hours)
Supportive counselling (following

unpublished manual)
5

BME, Black and Minority Ethnic; CBT, Cognitive Behavioural Therapy; DSM, Diagnostic and Statistical Manual of
Mental Disorders; ICD, International Classification of Diseases; NR, Not reported

See appendix D for full evidence tables.
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Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (hypnotherapy for the prevention of PTSD in
adults) are presented in Table 36 and Table 37.

Table 36: Summary clinical evidence profile: Hypnotherapy + trauma-focused CBT
versus trauma-focused CBT for the early prevention (intervention initiated
<1 month) of PTSD in adults

PTSD
symptomatology
clinician-rated at
3-year follow-up
CAPS endpoint
score

Follow-up: mean 3
years

PTSD at 1-month
follow-up

Number of people
who met criteria
for PTSD
Follow-up: mean 1
months

PTSD at 6-month
follow-up

Number of people
who met criteria
for PTSD
Follow-up: mean 6
months

PTSD at 3-year
follow-up

Number of people
who met criteria
for PTSD
Follow-up: mean 3
years

Anxiety symptoms
a 1-month follow-
up

BAI change score
Follow-up: mean 1
months

364 per 1000

424 per 1000

394 per 1000

The mean
PTSD
symptomatolog
y clinician-
rated at 3-year
follow-up in the
intervention
groups was
0.03 standard
deviations
higher

(0.62 lower to
0.67 higher)

298 per 1000
(149 to 611)

RR 0.82
0.41to
1.68)

RR 0.94
(0.52 to
1.7)

399 per 1000
(221 to 721)

RR 1.18
(0.67 to
2.1)

465 per 1000
(264 to 827)

The mean
anxiety
symptoms a 1-
month follow-
up in the
intervention
groups was
0.26 standard

83

(1 study)

63
(1 study)

63
(1 study)

63
(1 study)

63
(1 study)

very
low!2

very
low2

very
low2

very
low2

very
low?3
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deviations

lower

(0.76 lower to

0.24 higher)
Anxiety symptoms The mean 63 very
at 6-month follow- anxiety (1 study) low'?3
up symptoms at 6-
BAI change score month follow-
Follow-up: mean 6 up in the
months intervention

groups was

0.17 standard

deviations

lower

(0.66 lower to

0.33 higher)
Depression The mean 63 very
symptoms at 1- depression (1 study) low"?3
month follow-up symptoms at 1-
BDI-Il change month follow-
score up in the
Follow-up: mean 1 intervention
months groups was

0.04 standard

deviations

lower

(0.54 lower to

0.45 higher)
Depression The mean 63 very
symptoms at 6- depression (1 study) low"4
month follow-up symptoms at 6-
BDI-Il change month follow-
score up in the
Follow-up: mean 6 intervention
months groups was

0.07 standard

deviations

higher

(0.42 lower to

0.57 higher)
Depression The mean 37 very
symptoms at 3- depression (1 study) low"?
year follow-up symptoms at 3-
BDI-Il change year follow-up
score in the
Follow-up: mean 3 intervention
years groups was

0.43 standard

deviations

lower
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(1.08 lower to

0.23 higher)
Discontinuation 273 per 1000 235 per 1000 RR 0.86 63 very
Number of (98 to 548) (0.36to (1 study) low"?
participants lost to 2.01)
follow-up
Follow-up: mean
0.1 weeks

BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; Cl=confidence interval; CAPS=clinician-
administered PTSD scale; PTSD=post-traumatic stress disorder; RR=risk ratio; SMD=standardised mean
difference

1 Risk of bias is high or unclear across multiple domains

295% CI crosses line of no effect and thresholds for both clinically important benefit and harm

3 95% ClI crosses both line of no effect and threshold for clinically important benefit

495% ClI crosses both line of no effect and threshold for clinically important harm

Table 37: Summary clinical evidence profile: Hypnotherapy + trauma-focused CBT
versus supportive counselling for the early prevention (intervention initiated
<1 month) of PTSD in adults

PTSD The mean PTSD low'2
symptomatology symptomatology (1 study)
clinician-rated at clinician-rated at
3-year follow-up 3-year follow-up
CAPS endpoint in the intervention
score groups was
Follow-up: mean 0.68 standard
3 years deviations lower

(1.37 lower to

0.02 higher)
PTSD at 1-month 500 per 300 per 1000 RR0.6 54 low'?
follow-up 1000 (150 to 590) (0.3 to (1 study)
Number of people 1.18)
who met criteria
for PTSD
Follow-up: mean
1 months
PTSD at 6-month 583 per 402 per 1000 RR 54 low"?2
follow-up 1000 (227 to 694) 0.69 (1 study)
Number of people (0.39 to
who met criteria 1.19)
for PTSD
Follow-up: mean
6 months
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PTSD at 3-year 667 per 467 per 1000 RR0.7 54 low'2
follow-up 1000 (287 to 753) (0.43to (1 study)
Number of people 1.13)
who met criteria
for PTSD
Follow-up: mean
3 years
Anxiety symptoms The mean anxiety 54 very
at 1-month follow- symptoms at 1- (1 study) low':2
up month follow-up in
BAI change score the intervention
Follow-up: mean groups was
1 months 0.36 standard
deviations lower
(0.9 lower to 0.18
higher)
Anxiety symptoms The mean anxiety 54 very
at 6-month follow- symptoms at 6- (1 study) low':2
up month follow-up in
BAI change score the intervention
Follow-up: mean groups was
6 months 0.28 standard
deviations lower
(0.82 lower to
0.26 higher)
Depression The mean 54 very
symptoms at 1- depression (1 study) low3
month follow-up symptoms at 1-
BDI-Il change month follow-up in
score the intervention
Follow-up: mean groups was
1 months 0.01 standard
deviations higher
(0.53 lower to
0.54 higher)
Depression The mean 54 very
symptoms at 6- depression (1 study) low"4
month follow-up symptoms at 6-
BDI-Il change month follow-up in
score the intervention
Follow-up: mean groups was
6 months 0.13 standard
deviations higher
(0.41 lower to
0.66 higher)
Depression The mean 34 very
symptoms at 3- depression (1 study) low'S

year follow-up
BDI-Il change
score

symptoms at 3-
year follow-up in
the intervention
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Follow-up: mean groups was
3 years 1.14 standard
deviations lower
(1.87 to 0.41
lower)
Discontinuation 83 per 233 per 1000 RR2.8 54 very
Number of 1000 (53 to 1000) (0.64to (1 study) low'3
participants lost to 12.26)
follow-up
Follow-up: mean
0.1 weeks

BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; CAPS=Clinician administered PTSD scale;
CBT=cognitive behavioural therapy; Cl=confidence interval; PTSD=post-traumatic stress disorder; RR=risk ratio;
SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

295% CI crosses both line of no effect and threshold for clinically important benefit

395% CI crosses line of no effect and thresholds for both clinically important benefit and harm

495% ClI crosses both line of no effect and threshold for clinically important harm

5 OIS not met (N<400)

See appendix F for full GRADE tables.

Interpersonal psychotherapy (IPT): clinical evidence

Included studies

Three studies of interpersonal psychotherapy (IPT) for the prevention of PTSD in adults
were identified for full-text review. Of these 3 studies, 1 RCT (N=90) was included in a single
relevant comparison for the early prevention (intervention initiated within 1 month of trauma)
of PTSD in adults: IPT versus TAU (Holmes 2007).

Excluded studies

Two studies were reviewed at full text and excluded from this review because the
intervention was not targeted at PTSD symptoms or the paper was a subgroup/secondary
analysis that is not relevant.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 38 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profile below (Table 39).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.
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Table 38: Summary of included studies: Interpersonal psychotherapy (IPT) for early
prevention (<1 month)

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma
Intervention details
Intervention format
Intervention intensity
Comparator

Intervention length (weeks)

1 (90)

Holmes 2007
Australia

Non-significant symptoms (below threshold and <560% maximum
score on scale)

38.4 (range NR)
30
NR

10% any DSM-IV psychiatric disorder: 3% MDD; 3% alcohol
abuse/dependence; 5% substance abuse/dependence

0.5

Motor Vehicle Collision: 62.5% road traffic accidents, 17.5% falls
or collisions and 13.8% non-accidental injury

Single

NR

Interpersonal counselling (based on manual by Klerman 1987)
Individual

Planned intensity NR. Mean 5.9 sessions attended (SD=1.1)

TAU: In the case of psychological distress participants in TAU
group were recommended to seek assessment through their
primary practitioner, but were also able to contact the study
coordinator

13

BME, Black and Minority Ethnic; DSM-IV, Diagnostic and Statistical Manual of Mental Disorders-IV; IPT,
Interpersonal psychotherapy; MDD, Major Depressive Disorders; NR, Not reported; SD, Standard deviation; TAU,

Treatment as usual

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (IPT for the prevention of PTSD in adults) is

presented in Table 39.

Table 39: Summary clinical evidence profile: Interpersonal psychotherapy (IPT) versus
TAU for the early prevention (intervention initiated <1 month) of PTSD in
adults

PTSD
symptomatology

The mean PTSD
symptomatology

very low'-2
(1 study)
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self-rated at

self-rated at

endpoint endpoint in the
PCL change intervention
score groups was
Follow-up: mean 0.24 standard
13 weeks deviations lower
(0.76 lower to
0.27 higher)
PTSD The mean PTSD 58 very low'?
symptomatology symptomatology (1 study)
self-rated at 3- self-rated at 3-
month follow-up month follow-up in
PCL change the intervention
score groups was
Follow-up: mean 0.04 standard
3 months deviations lower
(0.55 lower to
0.48 higher)
PTSD diagnosis 282 per 550 per 1000 RR 90 very low':?
at 3-month follow- 1000 (313 to 959) 1.95 (1 study)
up (1.11 to
Number of people 3.4)
who met
diagnostic criteria
Follow-up: mean
3 months
Anxiety symptoms The mean anxiety 58 very low'#
at endpoint symptoms at (1 study)
HADS-A change endpoint in the
score intervention
Follow-up: mean groups was
13 weeks 0.57 standard
deviations higher
(0.04 to 1.09
higher)
Anxiety symptoms The mean anxiety 58 very low':®
at 3-month follow- symptoms at 3- (1 study)
up month follow-up in
HADS-A change the intervention
score groups was
Follow-up: mean 0.36 standard
3 months deviations higher
(0.16 lower to
0.88 higher)
Depression The mean 58 very low'?®
symptoms at depression (1 study)
endpoint symptoms at

BDI change score

endpoint in the

Follow-up: mean intervention
13 weeks groups was
0.5 standard
89
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deviations higher
(0.02 lower to

1.02 higher)
Depression The mean 58 very low1,5
symptoms at 3- depression (1 study)
month follow-up symptoms at 3-
BDI change score month follow-up in
Follow-up: mean the intervention
3 months groups was
0.05 standard

deviations higher
(0.46 lower to

0.57 higher)
Alcohol use The mean alcohol 58 very low'?®
disorder use disorder (1 study)
symptoms at symptoms at
endpoint endpoint in the
AUDIT change intervention
score groups was
Follow-up: mean 0.03 standard
13 weeks deviations higher
(0.48 lower to
0.55 higher)
Alcohol use The mean alcohol 58 very low'?®
disorder use disorder (1 study)
symptoms at 3- symptoms at 3-
month follow-up month follow-up in
AUDIT change the intervention
score groups was
Follow-up: mean 0.43 standard
3 months deviations higher
(0.1 lower to 0.95
higher)
Discontinuation 205 per 470 per 1000 RR 90 moderate?
Number of 1000 (238 to 931) 2.29 (1 study)
participants lost to (1.16 to
follow-up 4.54)
Follow-up: mean
13 weeks

AUDIT=Alcohol use disorder identification test; BDI=Beck Depression Inventory; Cl=confidence interval; HADS-
A=Hospital Anxiety and Depression Scale-Anxiety; PCL=PTSD Checklist; PTSD=post-traumatic stress disorder;
RR=risk ratio; SMD=standardised mean difference; TAU=treatment as usual

1 Risk of bias is high or unclear across multiple domains

2 959% ClI crosses both line of no effect and threshold for clinically important benefit

3 OIS not met (events<300)

4 OIS not met (N<400)

595% ClI crosses both line of no effect and threshold for clinically important harm

See appendix F for full GRADE tables.
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Counselling: clinical evidence

Included studies

Twelve studies of counselling for the prevention of PTSD in adults were identified for full-text
review. Of these 12 studies, 2 RCTs (N=241) were included. There were 2 comparisons for
counselling.

For the early prevention (intervention initiated within 1 month of trauma) of PTSD in adults,
there was evidence for 1 relevant comparison: 1 RCT (N=90) compared supportive
counselling compared with attention-placebo (Foa 2006)

For prevention of PTSD in adults with ongoing exposure to trauma (for instance, war zone),
there were no included studies

For the early treatment (1-3 months) of non-significant PTSD symptoms in adults, there was
evidence for 1 relevant comparison: 1 RCT (N=151) compared counselling with no treatment
(Brom 1993).

For the delayed treatment (>3 months) of non-significant PTSD symptoms in adults, there
were no included studies.

Excluded studies

Ten studies were reviewed at full text and excluded from this review. The most common
reasons for exclusion was that the intervention was not targeted at PTSD symptoms.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 40 and Table 41 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below (Table 42 and Table
43).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 40: Summary of included studies: Counselling for early prevention (<1 month)

Comparison Supportive counselling versus attention-placebo

Total no. of studies (N 1 (90)

randomised)

Study ID Foa 2006

Country us

Diagnostic status Clinically important PTSD symptoms (scoring above a threshold
on validated scale)

Mean age (range) 33.7 (range NR)

Sex (% female) 100

Ethnicity (% BME) 69

Coexisting conditions NR

Mean months since traumatic  0.67
event
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Comparison
Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma
Intervention details
Intervention format
Intervention intensity
Comparator

Intervention length (weeks)

Supportive counselling versus attention-placebo

Exposure to sexual abuse or assault: Sexual assault (63%) or
non-sexual assault (37%)

Single

NR

Supportive counselling, active listening
Individual

4x 2-hour sessions (8 hours)
Attention-placebo

1

BME, Black and Minority Ethnic; NR, Not reported; PTSD, Post-traumatic stress disorders

Table 41: Summary of included studies: Counselling for early treatment (1-3 months)
of non-significant PTSD symptoms

Comparison

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma
Intervention details
Intervention format
Intervention intensity
Comparator

Intervention length (weeks)

Counselling versus no treatment
1(151)

Brom 1993
Netherlands

Non-significant symptoms (below threshold and <50% maximum
score on scale)

37.7 (range NR)
41

NR

NR

1-3 months

Motor Vehicle Collision: Road accidents judged moderately
serious to serious

Single

NR

Supportive counselling (Brom & Kleber 1989)
Individual

3-6 sessions

No treatment

22

BME, Black and Minority Ethnic; NR, Not reported

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (counselling for the prevention of PTSD in
adults) are presented in Table 42 and Table 43.
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Table 42: Summary clinical evidence profile: Supportive counselling versus attention-
placebo for the early prevention (intervention initiated <1 month) of PTSD in
adults

PTSD The mean PTSD very
symptomatology symptomatology (1 study) low'?2
self-rated at self-rated at
endpoint endpoint in the
PSS-SR change intervention
score groups was
Follow-up: mean 1 0.93 standard
weeks deviations higher
(0.29 to 1.56
higher)
PTSD The mean PTSD 38 very
symptomatology symptomatology (1 study) low'3
self-rated at 3- self-rated at 3-
month follow-up month follow-up in
PSS-SR change the intervention
score groups was
Follow-up: mean 3 0.36 standard
months deviations higher
(0.28 lower to 1.01
higher)
PTSD The mean PTSD 44 very
symptomatology symptomatology (1 study) low"?
self-rated at 1- self-rated at 1-
year follow-up year follow-up in
PSS-SR change the intervention
score groups was
Follow-up: mean 1 0.24 standard
years deviations higher
(0.35 lower to 0.84
higher)
PTSD The mean PTSD 43 low"3
symptomatology symptomatology (1 study)
clinician-rated at clinician-rated at
endpoint endpoint in the
PSS-I change intervention
score groups was
Follow-up: mean 1 0.32 standard
weeks deviations higher
(0.28 lower to 0.93
higher)
PTSD The mean PTSD 40 low"3
symptomatology symptomatology (1 study)

clinician-rated at
3-month follow-up

clinician-rated at
3-month follow-up

PSS-I change in the intervention
score groups was
Follow-up: mean 3 0.2 standard

months
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PTSD
symptomatology
clinician-rated at
1-year follow-up
PSS-I change
score

Follow-up: mean 1
years

Anxiety symptoms
at endpoint

BAI change score
Follow-up: mean 1
weeks

Anxiety symptoms
at 3-month follow-
up

BAI change score
Follow-up: mean 3
months

Anxiety symptoms
at 1-year follow-up
BAI change score
Follow-up: mean 1
years

Depression
symptoms at
endpoint

BDI change score
Follow-up: mean 1
weeks

Depression
symptoms at 3-

(0.42 lower to 0.83
higher)

The mean PTSD
symptomatology
clinician-rated at
1-year follow-up in
the intervention
groups was

0.3 standard
deviations lower
(0.89 lower to 0.3
higher)

The mean anxiety
symptoms at
endpoint in the
intervention
groups was

0.57 standard
deviations higher
(0.04 lower to 1.19
higher)

The mean anxiety
symptoms at 3-
month follow-up in
the intervention
groups was

0.6 standard
deviations higher
(0.05 lower to 1.25
higher)

The mean anxiety
symptoms at 1-
year follow-up in
the intervention
groups was

0.35 standard
deviations higher
(0.26 lower to 0.95
higher)

The mean
depression
symptoms at
endpoint in the
intervention
groups was

0.79 standard
deviations higher
(0.16 to 1.41
higher)

The mean
depression

94

44
(1 study)

43
(1 study)

38
(1 study)

43
(1 study)

43
(1 study)

38
(1 study)

low!3

very
low!3

very
low!3

very
low"3

very
low2

very
low!3
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month follow-up
BDI change score
Follow-up: mean 3
months

Depression
symptoms at 1-
year follow-up

BDI change score
Follow-up: mean 1
years

Discontinuation
Number of
participants lost to
follow-up
Follow-up: mean 1
weeks

333 per
1000

symptoms at 3-

month follow-up in

the intervention

groups was

0.38 standard

deviations higher

(0.26 lower to 1.03

higher)

The mean 44
depression (1 study)
symptoms at 1-

year follow-up in

the intervention

groups was

0.65 standard

deviations higher

(0.04 to 1.26

higher)

173 per 1000
(67 to 443)

very
low2

RR 0.52 59
(0.2 to (1 study)
1.33)

very
low'4

BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; Cl=confidence interval; PSS-I/SR=PTSD symptom
scale-interview/self-report; RR=risk ratio; SMD=standardised mean difference
1 Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 95% ClI crosses both line of no effect and threshold for clinically important harm
495% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 43: Summary clinical evidence profile: Counselling versus no treatment for the

PTSD

symptomatology
self-rated

IES change score
Follow-up: mean
22 weeks

early treatment (1 -3 months) of below threshold PTSD symptoms in adults

The mean PTSD 151
symptomatology (1 study)
self-rated in the

intervention

groups was

0.25 standard

deviations lower

(0.57 lower to 0.07

higher)

Iow1 2

95

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL
Psychological interventions for the prevention of PTSD in adults

Discontinuation 241 per 161 per 1000 RR 0.67 151 very
Number of 1000 (84 to 313) (0.35t0 (1 study) low'?3
participants lost to 1.3)

follow-up

Follow-up: mean

22 weeks

Cl=confidence interval; IES=Impact of event scale; PTSD=post-traumatic stress disorder; RR=risk ratio;
SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

295% CI crosses both line of no effect and threshold for clinically important benefit

395% CI crosses line of no effect and thresholds for both clinically important benefit and harm

See appendix F for full GRADE tables.

Combined somatic and cognitive therapies: clinical evidence

Included studies

Two studies of combined somatic and cognitive therapies for the prevention of PTSD in
adults were identified for full-text review. Neither of these studies could be included.

Excluded studies

Two studies were reviewed at full text and excluded from this review due to small sample
size (N<10 per arm) or because outcomes were not of interest.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Couple interventions: clinical evidence

Included studies

Two studies of couple interventions for the prevention of PTSD in adults were identified for
full-text review. Of these 2 studies, 1 RCT (N=83) was included in a single comparison for
the early prevention (intervention initiated within 1 month of trauma) of PTSD in adults: brief
cognitive-behavioural conjoint therapy compared with waitlist (Brunet 2013/ Des Groseilliers
2013 [1 study reported across 2 papers]).

Excluded studies

One study was reviewed at full text and excluded from this review because the intervention
was not targeted at PTSD symptoms.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.
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Summary of clinical studies included in the evidence review

Table 44 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profile below (Table 45).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study

evidence tables in Appendix D.

Table 44: Summary of included studies: Couple interventions for early prevention (<1

month)
Comparison

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma
Intervention details
Intervention format
Intervention intensity
Comparator

Intervention length (weeks)

Brief cognitive-behavioural conjoint therapy versus waitlist
1(83)

Brunet 2013/Des Groseilliers 2013
Canada

Clinically important PTSD symptoms (scoring above a threshold
on validated scale)

36.3 (19-63)
46
NR
NR
0.9

Motor Vehicle Collision: Motor vehicle accident (55%), work
accident (16%), leisure accident (14%), or physical assault (15%)

Single

NR

Brief dyadic cognitive-behavioural intervention

Family

1x 90-min session followed by 1x 75-min session (2.75 hours)
Waitlist

2

BME, Black and Minority Ethnic; NR, Not reported; PTSD, Post-traumatic stress disorders

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (couple interventions for the prevention of PTSD
in adults) is presented in Table 45.
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Table 45: Summary clinical evidence profile: Brief cognitive-behavioural conjoint
therapy versus waitlist for the early prevention (intervention initiated <1
month) of PTSD in adults

PTSD The mean PTSD low"?2
symptomatology symptomatology (1 study)
self-rated at 2- self-rated at 2-
month follow-up month follow-up in
IES-R change the intervention
score groups was
Follow-up: mean 0.56 standard
2 months deviations lower
(1.02 to 0.09
lower)
PTSD The mean PTSD 46 low"?3
symptomatology symptomatology (1 study)
self-rated at 2- self-rated at 2-year
year follow-up follow-up in the
IES-R change intervention
score groups was
Follow-up: mean 0.52 standard
2 years deviations lower
(1.11 lower to 0.08
higher)
Discontinuation 179 per 228 per 1000 RR 1.27 83 low*
Number of 1000 (95 to 540) (0.53to (1 study)
participants lost 3.01)
to follow-up
Follow-up: mean
2 weeks

Cl=confidence interval; IES-R=Impact of event scale-revised; PTSD=post-traumatic stress disorder; RR=risk
ratio; SMD=standardised mean difference

L Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 95% ClI crosses both line of no effect and threshold for clinically important benefit

495% CI crosses line of no effect and thresholds for both clinically important benefit and harm

See appendix F for full GRADE tables.
Parent training/family interventions: clinical evidence

Included studies

Two studies of parent training or family interventions for the prevention of PTSD in adults
were identified for full-text review. Of these 2 studies, 1 RCT (N=152) was included in a
single comparison for the early prevention (intervention initiated within 1 month of trauma) of
PTSD in adults: family therapy in addition to TAU compared with TAU-only (Stehl 2009).
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Excluded studies

One study was reviewed at full text and excluded from this review because the intervention
was not targeted at PTSD symptoms.

Studies not included in this review with reasons for their exclusions are provided in Appendix

K.

Summary of clinical studies included in the evidence review

Table 46 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profile below (Table 47).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study

evidence tables in Appendix D.

Table 46: Summary of included studies: Parent training/family therapy for early
prevention (<1 month)

Comparison

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma
Intervention details

Intervention format
Intervention intensity
Comparator

Intervention length (weeks)

Family therapy (+ TAU) versus TAU
1(152)

Stehl 2009
us

Subthreshold symptoms (below threshold but 250% maximum
score on scale)

Medians: 35-40 (range NR)
69
23
NR

Mean NR (goal was to initiate intervention 4—6 weeks after
diagnosis)

Parent/caregiver of child (aged 0-17 years) with cancer who was
receiving chemotherapy and/or radiation treatment

Single

NR

Surviving Cancer Competently Intervention Program— Newly
Diagnosed (SCCIP-ND; following an unpublished manual) is an
adaptation of an integrated cognitive behavioural and family
therapy intervention developed and tested with adolescent
survivors of childhood cancer and their families (Kazak 1999) +
TAU

Family
3x 45-min sessions (2.25 hours)

TAU: All families in study (and in the Division of Oncology) were
assigned a social worker who attended the initial family meeting,
provided resources and supplemental information about diagnosis
and treatment, and offered support

NR

BME, Black and Minority Ethnic; NR, Not reported; TAU, Treatment as usual

See appendix D for full evidence tables.
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Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (family therapy for the prevention of PTSD in
adults) is presented in Table 47.

Table 47: Summary clinical evidence profile: Family therapy (+ TAU) versus TAU for
the early prevention (intervention initiated <1 month) of PTSD in adults

PTSD The mean PTSD 152 low"?
symptomatology symptomatology (1 study)
self-rated at 1- self-rated at 1-
month follow-up month follow-up in
IES-R endpoint the intervention
score groups was
Follow-up: mean 1 0.1 standard
months deviations higher
(0.22 lower to 0.41
higher)
Anxiety symptoms The mean anxiety 152 low"?
at 1-month follow- symptoms at 1- (1 study)
up month follow-up in
STAI State the intervention
endpoint score groups was
Follow-up: mean 1 0.01 standard
months deviations higher
(0.31 lower to 0.32
higher)
Discontinuation 184 per 184 per 1000 RR 1 152 low?
Number of 1000 (94 to 359) (0.51to (1 study)
participants lost to 1.95)
follow-up
Follow-up: mean 4
weeks

Cl=confidence interval; IES-R=Impact of event scale-revised; RR=risk ratio; SMD=standardised mean difference;
STAI=State-Trait Anxiety Inventory; TAU=treatment as usual

1 Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

395% CI crosses line of no effect and thresholds for both clinically important benefit and harm

See appendix F for full GRADE tables.
Self-help (without support): clinical evidence

Included studies

Nineteen studies of self-help (without support) for the prevention of PTSD in adults were
identified for full-text review. Of these 19 studies, 11 RCTs (N=1653) were included. There
were 4 comparisons for self-help (without support).

For the early prevention (intervention initiated within 1 month of trauma) of PTSD in adults,
there was evidence for 2 relevant comparisons: 1 RCT (N=85) compared self-help (without
support) with waitlist (Cox 2009/Kenardy 2015 [1 study reported across 2 papers]); 5 RCTs
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(N=857) compared self-help (without support) alone or in addition to TAU compared with
TAU (Jones 2003; Kenardy 2008; Marsac 2013; Mouthaan 2013; Scholes 2007).

For prevention of PTSD in adults with ongoing exposure to trauma (for instance, war zone),
there were no included studies.

For the early treatment (1-3 months) of non-significant PTSD symptoms in adults, there were
no included studies.

For the delayed treatment (>3 months) of non-significant PTSD symptoms in adults, there
was evidence for 2 relevant comparisons: 2 RCTs (N=345) compared self-help (without
support) with waitlist (Beatty 2010a; Hobfoll 2016); 3 RCTs (N=366) compared self-help
(without support) alone or in addition to TAU with attention-placebo or TAU (lronson 2013;
Koopman 2005; Short 2017).

Excluded studies

Eight studies were reviewed at full text and excluded from this review. The most common
reasons for exclusion were that the comparison was outside protocol (within-class
comparison), and efficacy or safety data could not be extracted.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 48 and Table 49 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below (Table 50, Table 51,
Table 52 and Table 53).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 48: Summary of included studies: Self-help (without support) for early
prevention (<1 month)

Self-help (without support) versus Self-help (without support; +/- TAU)

Comparison waitlist versus TAU
Total no. of 1 (85) 5 (857)
studies (N
randomised)
Study ID Cox 2009/Kenardy 2015 Jones 2003
Kenardy 20082
Marsac 20133
Mouthaan 20134
Scholes 2007°
Country Australia UK"®
Australia?
us?
Netherlands*
Diagnostic status  Non-significant symptoms (below Unclear’
threshold and <50% maximum score Non-significant symptoms (below
on scale) threshold and <50% maximum score

on scale) %34
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Comparison

Mean age
(range)

Sex (% female)

Ethnicity (%
BME)

Coexisting
conditions

Mean months
since traumatic
event

Type of
traumatic event

Self-help (without support) versus
waitlist

40.7 (range NR)

NR

NR

NR

NR (intervention initiated within 4-6
weeks of frauma)

Family member or carer of child with
unintentional injury caused by: falls
(48%); sport injuries (15%); motor
vehicle accidents as a passenger or
pedestrian (7%); burns (7%); knock or
blow (1%); other types of unintentional
injury (14%)

102

Self-help (without support; +/- TAU)
versus TAU

Clinically important PTSD symptoms
(scoring above a threshold on
validated scale)®

57.9 (17-84)"
39.9 (range NR)?2
41 (23-59)3

43.8 (range NR)*
36.6 (range NR)®
441

862

823

404

525

NR1,2,4,5

513

NR

NR (recruited to study within 1 week
of ICU discharge) '

0.123

0.234

Mean NR (intervention initiated within
1 month of their accident)®

Unintentional injury/iliness/medical
emergency: Patients who had been in
ICU and ventilated. Mean ICU stay
13.6 days (range 2-114)

Family member of child with
unintentional injury/illness/medical
emergency. Cause of accident: 35%
falls; 30% sporting injuries; 28% motor
vehicle accidents; 7% other types of
accidents. Type of injury: 53%
Fractures and dislocations; 28%
Lacerations or abrasions; 18% Other?
Family member of child with
unintentional injury/illness/medical
emergency: Parent of children who
incurred an injury and received
medical treatment at a large urban
Level | paediatric trauma centre.
Children’s injuries resulted primarily
from recreation (31%), falls (31%),
and motor vehicle crashes (16%)?
Motor Vehicle Collision: Traffic
accident (68%); Work-related accident
(9%); Fall (14%); Interpersonal
violence/physical abuse (2%); Other
(7%)*

Motor Vehicle Collision: Road traffic
accident (65%): Assault (27%);
Occupational injury (7%)°
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Comparison

Single or
multiple incident
index trauma

Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Comparator

Intervention
length (weeks)

Self-help (without support) versus
waitlist

Single

NR

Psychoeducational materials
(delivered to parents): Information
booklet (“So your child has been in an
accident . . . Information for parents
about dealing with accidents?”)

Individual

Planned intensity NR. Majority read
material once

Waitlist

2-22

Self-help (without support; +/- TAU)
versus TAU

Single

NR1,2,3,5
Mean 2.9 prior traumatic events*

Cognitive bibliotherapy: Routine
Follow-Up Plus Rehabilitation
Package’

Psychoeducational materials
(delivered to parents): Information
booklet (“So your child has been in an
accident...an information booklet for
parents”)?

Computerised psychoeducational
intervention (delivered to parents):
AfterThelnjury.org (ATI)?3
Computerised psychoeducational
intervention: Trauma TIPS*

Self-help information booklet®
Individual

NR'S

Planned intensity NR. 97% of parents
reported that they read the booklets?
20-min directed use (encouraged to
re-visit the ATl website as often as
they wished after the initial
introduction) 3

0.5 hours. Mean 1.7 logins (average
login time was 20.8 minutes)*

TAU: Routine ICU Follow-Up'
TAU (no further detail reported) 2°

TAU: usual psychosocial care
includes a social worker who provides
services to patients with injuries and
their families 4 days per week with 24-
hr on-call coverage?®

TAU: incidental, nonstructured talks
with trauma centre staff or with a
patient’s general practitioner (GP),
either directly following injury or during
the course of the trial*

61
42,4
NR3
13°

BME, Black and Minority Ethnic; ICU, Intensive care unit; NR, Not reported; TAU, Treatment as usual
1Jones 2003; 2Kenardy 2008; 3Marsac 2013; “Mouthaan 2013; 5Scholes 2007
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Table 49: Summary of included studies: Self-help (without support) for delayed
treatment (>3 months) of non-significant PTSD symptoms

Comparison

Total no. of
studies (N
randomised)

Study ID

Country

Diagnostic status

Mean age
(range)

Sex (% female)

Ethnicity (%
BME)

Coexisting
conditions

Mean months
since traumatic
event

Type of
traumatic event

Single or
multiple incident
index trauma

Self-help (without support) versus
waitlist

2 (345)

Beatty 2010a’
Hobfoll 20162

Australia’
us?
Subthreshold symptoms (below

threshold but 250% maximum score
on scale)’

Non-significant symptoms (below
threshold and <50% maximum score
on scale)?

53.1 (29-79) '

34.4 (range NR)?

100"
182

NR?
282

NR

NR

Diagnosis of life-threatening condition:
Breast cancer’

Military combat: Non-active-duty
veterans who served since September
11, 20012

Single’
Multiple?

104

Self-help (without support; +/- TAU)
versus attention-placebo or TAU

3 (366)

Ironson 20132
Koopman 2005*
Short 2017°

us

Non-significant symptoms (below
threshold and <50% maximum score
on scale)®

Subthreshold symptoms (below
threshold but 250% maximum score
on scale)*®

42.8 (range NR)3

36.5 (21-56)*

40.1 (19-66)°

393

100*

515

833

324

515

NR3#4

49% met criteria for a mood disorder,
75% for at least one anxiety disorder®

NR

Diagnosis of life-threatening condition:
HIV-affected men and women3

Domestic violence: 83% had been
slapped, hit or punched; 79% had
been pushed or shoved; 50% had
been choked; 46% had been kicked;
46% had been raped; 16% had been
threatened with a weapon. Women
had left the abusive partner on
average 5 years earlier (SD = 5.9) and
had been in the relationship on
average for 6.3 years (SD = 6.9)*

Unclear®

Single3
Multiple*
Unclear®
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Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Comparator

Intervention
length (weeks)

NR

Cognitive bibliotherapy. Workbook
entitled ‘Women Moving On: A
workbook, journal for women moving
forward after treatment for breast
cancer’’!

Computerised non-trauma-focused
CBT: Vets Prevail®

Individual

Planned intensity NR. At post-
treatment 88% had read all the
information, 81% had completed 25%
or more of the suggestions and
exercises, and 88% spent 1-15 min or
more per week using the book’

7 online sessions. 73% completed =5
sessions; 13% completed 2-4; 5%
completed 1; 5% completed no
lessons?

Waitlist

131
62

NR

Expressive writing3#

Computerised cognitive training:
Cognitive anxiety sensitivity treatment
(CAST) protocol + TAU®

Individual

4x 30-min writing sessions (2 hours)?
4x weekly 20-min sessions (1.3 hours)
4

3x weekly sessions®

Attention-placebo: Neutral writing3#4
TAU: permitted to remain on
psychotropic medication®

2-43

44

35

BME, Black and Minority Ethnic; CBT, Cognitive Behavioural Therapy; ICU, Intensive care unit; NR, Not reported,;
SD, Standard deviation; TAU, Treatment as usual
1Beatty 2010a; 2Hobfoll 2016; 3lronson 2013; “Koopman 2005; 5Short 2017

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (self-help without support for the prevention of
PTSD in adults) are presented in Table 50, Table 51, Table 52 and Table 53.

Table 50: Summary clinical evidence profile: Self-help (without support) versus
waitlist for the early prevention (intervention initiated <1 month) of PTSD in

adults

symptomatology
self-rated at
endpoint

IES-R change score

The mean PTSD
symptomatology
self-rated at
endpoint in the
intervention groups
was

105
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Follow-up: 2-22 0.06 standard
weeks deviations lower
(0.58 lower to 0.47
higher)
PTSD The mean PTSD 56 very low'?
symptomatology symptomatology (1 study)
self-rated at 5- self-rated at 5-
month follow-up month follow-up in
IES-R change score the intervention
Follow-up: mean 5 groups was
months 0.13 standard

deviations lower
(0.65 lower to 0.4

higher)
Discontinuation 244 per 317 per 1000 RR 1.3 85 very low"?
Number of 1000 (159 to 634) (0.65 to (1 study)
participants lost to 2.6)
follow-up
Follow-up: 2-22
weeks

Cl=confidence interval; IES-R=Impact of Event Scale-Revised; PTSD=post-traumatic stress disorder; RR=risk
ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple domains

295% CI crosses both line of no effect and threshold for clinically important benefit

3 95% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 51: Summary clinical evidence profile: Self-help (without support; +/- TAU)
versus TAU for the early prevention (intervention initiated <1 month) of
PTSD in adults

PTSD The mean PTSD 483 low"®
symptomatology symptomatology (3 studies)
self-rated at self-rated at
endpoint endpoint in the
PDS/IES/IES-R intervention
change score groups was
Follow-up: 4-13 0.00 standard
weeks deviations lower
(0.32 lower to 0.32
higher)
PTSD The mean PTSD 400 moderate
symptomatology symptomatology (2 studies) !
self-rated at 6-8 self-rated at 6-8
week follow-up week follow-up in
PCL/IES-R the intervention
change score groups was

0.12 standard
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Follow-up: 6-8
weeks

PTSD
symptomatology
self-rated at 5-6
month follow-up
PDS/IES/IES-R
change score
Follow-up: mean
5-6 months

PTSD
symptomatology
self-rated at 11-
month follow-up
IES-R change
score

Follow-up: mean
11 months

PTSD
symptomatology
clinician-rated at
endpoint

CAPS endpoint
score

Follow-up: mean 4
weeks

PTSD
symptomatology
clinician-rated at
2-month follow-up
CAPS endpoint
score

Follow-up: mean 2
months

PTSD
symptomatology
clinician-rated at
5-month follow-up
CAPS endpoint
score

Follow-up: mean 5
months

deviations higher
(0.08 lower to 0.32
higher)

The mean PTSD
symptomatology
self-rated at 5-6
month follow-up in
the intervention
groups was

0.08 standard
deviations higher
(0.14 lower to 0.31
higher)

The mean PSTD
symptomatology
self-rated at 11-
month follow-up in
the intervention
groups was

0.22 standard
deviations higher
(0 to 0.45 higher)

The mean PTSD
symptomatology
clinician-rated at
endpoint in the
intervention
groups was

0.76 standard
deviations lower
(0.99 to 0.53
lower)

The mean PTSD
symptomatology
clinician-rated at
2-month follow-up
in the intervention
groups was

0.54 standard
deviations lower
(0.77 t0 0.31
lower)

The mean PTSD
symptomatology
clinician-rated at
5-month follow-up
in the intervention
groups was

0.28 standard
deviations lower
(0.51 to 0.06
lower)
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462
(3 studies)

300
(1 study)

300
(1 study)

300
(1 study)

300
(1 study)

moderate
1

low!2

low?2

low2

low!2
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PTSD
symptomatology
clinician-rated at
11-month follow-
up

CAPS endpoint
score

Follow-up: mean
11 months

PTSD at 5-month
follow-up

Number scoring
above clinical cut-
off on scale
Follow-up: mean 5
months

Anxiety symptoms
at endpoint
HADS-A/DASS
Anxiety change
score

Follow-up: 4-13
weeks

Anxiety symptoms
at 2-month follow-
up

HADS-A change
score

Follow-up: mean 2
months

Anxiety symptoms
at 5-6 month
follow-up
HADS-A/DASS
Anxiety change
score

Follow-up: 5-6
months

Anxiety symptoms
at 11-month
follow-up

HADS-A change
score

368 per
1000

The mean PTSD
symptomatology
clinician-rated at
11-month follow-
up in the
intervention
groups was

0 standard
deviations higher
(0.23 lower to 0.23
higher)

449 per 1000 RR 1.22
(291 to 689) (0.79 to
1.87)

The mean anxiety
symptoms at
endpoint in the
intervention
groups was

0.05 standard
deviations lower
(0.31 lower to 0.20
higher)

The mean anxiety
symptoms at 2-
month follow-up in
the intervention
groups was

0.07 standard
deviations higher
(0.16 lower to 0.29
higher)

The mean anxiety
symptoms at 5-6
month follow-up in
the intervention
groups was

0.05 standard
deviations lower
(0.24 lower to 0.13
higher)

The mean anxiety
symptoms at 11-
month follow-up in
the intervention
groups was

0.31 standard
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300
(1 study)

126
(1 study)

485
(3 studies)

300
(1 study)

464
(3 studies)

300
(1 study)

low!2

very
low?3

moderate
1

low2

moderate
1

low2
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Follow-up: mean

deviations higher

11 months (0.08 to 0.54
higher)
Depression The mean 485 moderate
symptoms at depression (3 studies) g
endpoint symptoms at
HADS-D/DASS endpoint in the
Depression intervention
change score groups was
Follow-up: 4-13 0.19 standard
weeks deviations lower
(0.47 lower to 0.09
higher)
Depression The mean 300 low'?
symptoms at 2- depression (1 study)
month follow-up symptoms at 2-
HADS-D change month follow-up in
score the intervention
Follow-up: mean 2 groups was
months 0.01 standard
deviations higher
(0.21 lower to 0.24
higher)
Depression The mean 464 moderate
symptoms at 5-6 depression (3 studies) t
month follow-up symptoms at 5-6
HADS-D/DASS month follow-up in
Depression the intervention
change score groups was
Follow-up: 5-6 0.09 standard
months deviations lower
(0.33 lower to 0.15
higher)
Depression The mean 300 low!?
symptoms at 11- depression (1 study)
month follow-up symptoms at 11-
HADS-D change month follow-up in
score the intervention
Follow-up: mean groups was
11 months 0.28 standard
deviations higher
(0.05 to 0.51
higher)
Discontinuation 286 per 320 per 1000 RR 1.12 753 low"#
Number of 1000 (263 to 395) (0.92to (4 studies)
participants lost to 1.38)

follow-up
Follow-up: 4-13
weeks

CAPS=clinician administered PTSD scale; Cl=confidence interval; HADS-A=Hospital Anxiety and Depression
Scale-Anxiety/Depression; IES-R=Impact of event scale-revised; PCL=PTSD Checklist; PTSD=post-traumatic
stress disorder; RR=risk ratio; SMD=standardised mean difference
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1 Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

3 95% ClI crosses line of no effect and thresholds for both clinically important benefit and harm
495% ClI crosses both line of no effect and threshold for clinically important harm

5 Substantial heterogeneity (12>50%)

Table 52: Summary clinical evidence profile: Self-help (without support) versus
waitlist for the delayed treatment (>3 months) of below threshold PTSD

PTSD

symptomatology
self-rated at
endpoint
PSS-SR endpoint
score/PCL
change score
Follow-up: 6-13
weeks

PTSD
symptomatology
self-rated at 1-3
month follow-up
PSS-SR endpoint
score/PCL
change score
Follow-up: 1-3
months

Response at 3-
month follow-up
Number of people
showing clinically
significant
improvement
based on reliable
change indices
(RCI on PSS-SR)
Follow-up: mean
3 months

Depression
symptoms at
endpoint

CES-D change
score

Follow-up: mean
6 weeks

symptoms in adults

91 per
1000

The mean PTSD
symptomatology
self-rated at
endpoint in the
intervention
groups was

0.78 standard
deviations lower
(1.03 to 0.53
lower)

The mean PTSD
symptomatology
self-rated at 1-3
month follow-up in
the intervention
groups was

0.33 standard
deviations lower
(1.56 lower to 0.9

higher)

100 per 1000 RR 1.1

(15 to 645) (0.17 to
7.09)

The mean

depression

symptoms at
endpoint in the
intervention
groups was
0.29 standard
deviations lower
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288 low"?

(2 studies)

296 very

(2 studies) low" 34

42 very low!4
(1 study)

248 low"?

(1 study)
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(0.55 t0 0.03
lower)
Depression The mean 256 low"?
symptoms at 6- depression (1 study)
week follow-up symptoms at 6-
CES-D change week follow-up in
score the intervention
Follow-up: mean groups was
6 weeks 0.81 standard
deviations lower
(1.08 to 0.55
lower)
Quality of life at The mean quality 40 very low'!4
endpoint of life at endpoint (1 study)
EORTC QLQ in the intervention
endpoint score groups was
Follow-up: mean 0.01 standard
13 weeks deviations lower
Better indicated (0.63 lower to
by higher values 0.61 higher)
Quality of life at 3- The mean quality 40 very low'#
month follow-up of life at 3-month (1 study)
EORTC QLQ follow-up in the
endpoint score intervention
Follow-up: mean groups was
3 months 0.11 standard
Better indicated deviations higher
by higher values (0.51 lower to
0.73 higher)
Discontinuation 60 per 213 per 1000 RR 345 moderate®
Number of 1000 (91 to 500) 3.53 (2 studies)
participants lost to (1.51t0
follow-up 8.29)
Follow-up: 6-13
weeks

CES-D=Center for epidemiologic studies depression Scale; Cl=confidence interval; EORTC QLQ=an integrated
system for assessing health-related quality of life questionnaire; PCL=PTSD Checklist; PSS-SR=PTSD symptom
scale-self-report: PTSD=post-traumatic stress disorder; RR=risk ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

3 Considerable heterogeneity (12>80%)

495% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

5 OIS not met (events<300)
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Table 53: Summary clinical evidence profile: Self-help (without support; +/- TAU)
versus attention-placebo or TAU for the delayed treatment (>3 months) of

below threshold PTSD symptoms in adults

PTSD
symptomatology
self-rated at
endpoint
PCL/DTS change
score

Follow-up: 2-4
weeks

PTSD
symptomatology
self-rated at 1-5
month follow-up
PCL/DTS change
score

Follow-up: 1-5
months

PTSD
symptomatology
self-rated at 11-
month follow-up
DTS change
score

Follow-up: mean
11 months

Depression
symptoms at
endpoint
HAM-D change
score
Follow-up: 2-4
weeks

Depression
symptoms at 4-5
month follow-up
BDI/HAMD
change score
Follow-up: 4-5
months

The mean PTSD
symptomatology
self-rated at
endpoint in the
intervention groups
was

0.28 standard
deviations lower
(0.66 lower to 0.1
higher)

The mean PTSD
symptomatology
self-rated at 1-5
month follow-up in
the intervention
groups was

0.26 standard
deviations lower
(0.67 lower to 0.16
higher)

The mean PTSD
symptomatology
self-rated at 11-
month follow-up in
the intervention
groups was

0.07 standard
deviations higher
(0.23 lower to 0.37
higher)

The mean
depression
symptoms at
endpoint in the
intervention groups
was

0.03 standard
deviations higher
(0.24 lower to 0.3
higher)

The mean
depression
symptoms at 4-5
month follow-up in
the intervention
groups was

0.05 standard
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275
(2 studies)

299
(3 studies)

173
(1 study)

211
(1 study)

238
(2 studies)

very low"?

very

low' 2

very low"4

very low"#

very
|OW1,3,4
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deviations lower
(0.49 lower to 0.39

higher)
Depression The mean 171 very low"®
symptoms at 11- depression (1 study)
month follow-up symptoms at 11-
HAM-D change month follow-up in
score the intervention
Follow-up: mean groups was
11 months 0.26 standard

deviations higher
(0.04 lower to 0.56

higher)
Discontinuation 114 per 1000 132 per 1000 RR1.16 244 very low'®
Number of (67 to 258) (0.59 to (1 study)
participants lost 2.27)
to follow-up
Follow-up: 2-4
weeks

BDI=Beck Depression Inventory; Cl=confidence interval; DTS= Davidson Trauma Scale; HAM-D= Hamilton
Rating Scale for Depression; PCL=PTSD Checklist; PTSD=post-traumatic stress disorder; RR=risk ratio;
SMD=standardised mean difference; TAU=treatment as usual® Risk of bias is high or unclear across multiple
outcomes

2959% ClI crosses line of no effect and threshold for clinically important benefit

3 Substantial heterogeneity (12>50%)

4 OIS not met (N<400)

595% ClI crosses both line of no effect and threshold for clinically important harm

6 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm

See appendix F for full GRADE tables.

Self-help with support: clinical evidence

Included studies

Seven studies of self-help with support for the prevention of PTSD in adults were identified
for full-text review. Of these 7 studies, 5 RCTs (N=404) were included. There were 5
comparisons for self-help with support.

For the early prevention (intervention initiated within 1 month of trauma) of PTSD in adults,
there was evidence for 2 relevant comparisons: 1 RCT (N=71) compared self-help with
support with attention-placebo (lyadurai 2017); 1 RCT (N=148) compared self-help with
support in addition to TAU with TAU-only (Bugg 2009).

For prevention of PTSD in adults with ongoing exposure to trauma (for instance, war zone),
there were no included studies
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For the early treatment (1-3 months) of non-significant PTSD symptoms in adults, there was
evidence for 1 relevant comparison: 1 RCT (N=58) compared self-help with support with
waitlist (Cernvall 2015).

For the delayed treatment (>3 months) of non-significant PTSD symptoms in adults, there
was evidence for 2 relevant comparisons: 1 RCT (N=104) compared self-help with support
with waitlist (Sveen 2017); 1 RCT (N=23) compared self-help with support with attention-
placebo (Carrico 2015).

Excluded studies

Two studies were reviewed at full text and excluded from this review because the population
was outside scope (trial of soldiers on active service), and efficacy or safety data could not
be extracted.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 54, Table 55 and Table 56 provide brief summaries of the included studies and
evidence from these are summarised in the clinical GRADE evidence profiles below (Table
57, Table 58, Table 59, Table 60 and Table 61).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.

Table 54: Summary of included studies: Self-help with support for early prevention (<1

month)
Self-help with support versus Self-help with support (+ TAU)

Comparison attention-placebo versus TAU
Total no. of 1(71) 1(148)
studies (N
randomised)
Study ID lyadurai 2017 Bugg 2009
Country UK UK
Diagnostic status  Unclear Clinically important PTSD symptoms

Mean age
(range)

Sex (% female)
Ethnicity (%
BME)

Coexisting
conditions

Mean months
since traumatic
event

Type of
traumatic event

39.7 (range NR)

52
21

NR

201.1 mins since trauma

Motor Vehicle Collision: All
participants experienced motor vehicle
accident (rather than witnessed). 76%
were brought in by ambulance. Type
of motor vehicle accident: Car/van/bus
driver (45%); Car/van passenger (6%);

114

(scoring above a threshold on
validated scale)

37.5 (18-65)

72
NR

NR

1.3 (first intervention session within 5-
6 weeks of trauma)

Motor Vehicle Collision: Motor vehicle
accident (79%), occupational injury
(3%) or assault (18%)
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Comparison

Single or
multiple incident
index trauma

Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Comparator

Intervention
length (weeks)

Self-help with support versus
attention-placebo

Motorcyclist (15%); Cyclist (28%);
Pedestrian (6%). 28% admitted as
inpatient

Single

73% prior trauma

Tetris computer game + memory
reminder cue

Individual

1x 20-min session. All participants
allocated to the intervention condition
completed the memory reminder cue,
and only one participant did not play
Tetris for the minimum required
duration of 10 min uninterrupted (they
were moved by staff to a different bay)

Attention-placebo: participants filled in
a simple activity log to note down each
activity they had already engaged in
during their time in the emergency
department

1

Self-help with support (+ TAU)
versus TAU

Single

NR

Expressive writing with support + TAU
(self-help information booklet)

Individual

3x 20min writing sessions (+
telephone support after each writing
session)

TAU: Self-help information booklet
one-month post-injury

0.4

BME, Black and minority ethnic; NR, Not reported; PTSD, post-traumatic stress disorder; TAU, Treatment as

usual

Table 55: Summary of included studies: Self-help with support for early treatment (1-3
months) of non-significant PTSD symptoms

Self-help with support versus waitlist

Comparison

Total no. of studies (N

randomised)
Study ID
Country

1 (58)

Cernvall 2015
Sweden

Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma

Subthreshold symptoms (below threshold but 250% maximum
score on scale)

38 (range NR)

67

NR

NR

Median months since diagnosis: 3

Parents of children on cancer treatment (52% Leukaemia; 17%
Sarcoma; 7% Lymphoma; 15% CNS tumour; 9% Other malignant
disease)

Single

45% had experience of previous traumatic events
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Comparison Self-help with support versus waitlist
Intervention details Computerised CBT with support
Intervention format Individual

Intervention intensity NR

Comparator Waitlist

Intervention length (weeks) 10

BME, Black and Minority Ethnic; CBT, Cognitive Behavioural therapy; CNS, Central Nervous System; NR, Not
reported; PTSD, post-traumatic stress disorder

Table 56: Summary of included studies: Self-help with support for early treatment (>3

months) of non-significant PTSD symptoms

Comparison

Total no. of
studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age
(range)

Sex (% female)

Ethnicity (%
BME)

Coexisting
conditions

Mean months
since traumatic
event

Type of
traumatic event

Single or
multiple incident
index trauma

Lifetime
experience of
trauma

Intervention
details

Intervention
format

Intervention
intensity

Self-help with support versus
waitlist

1(104)

Sveen 2017
Sweden

Non-significant symptoms (below
threshold and <50% maximum score
on scale)

37.4 (range NR)

68
NR

NR

34.3

Parent of a child with severe burns
admitted to a burn centre. Mean age
of child at time of injury 3.0 years,
mean length of stay in hospital 7.2
days. Cause of injury: scalds (76%);
fire (4%); contact burns (14%); other,
e.g. electrical or chemical (6%)

Single

NR

Computerised trauma-focused CBT
with support

Individual

6x weekly modules (with written
support from psychologist or
psychotherapist)
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Self-help with support versus
attention-placebo

1(23)

Carrico 2015
us

Non-significant symptoms (below
threshold and <50% maximum score
on scale)

45.5 (range NR)

0
64

All participants had used

methamphetamine in the past 30 days
163.2

Diagnosis of life-threatening condition:
HIV-positive

Single

NR

Expressive writing with support
Individual

7 sessions. All participants completed
all 7 sessions
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Comparator Waitlist Attention-placebo: Control writing
condition
Intervention 6 4

length (weeks)

BME, Black and Minority Ethnic; CBT, Cognitive Behavioural therapy; NR, Not reported; PTSD, post-traumatic
stress disorder

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (self-help with support for the prevention of
PTSD in adults) are presented in Table 57, Table 58, Table 59, Table 60 and Table 61.

Table 57: Summary clinical evidence profile: Self-help with support versus attention-
placebo for the early prevention (intervention initiated <1 month) of PTSD in

adults

PTSD The mean PTSD low'2
symptomatology symptomatology (1 study)
self-rated at self-rated at
endpoint endpoint in the
PDS endpoint intervention
score groups was
Follow-up: mean 1 0.28 standard
weeks deviations lower

(0.75 lower to 0.19

higher)
PTSD The mean PTSD 71 low?
symptomatology symptomatology (1 study)
self-rated at 1- self-rated at 1-
month follow-up month follow-up in
PDS endpoint the intervention
score groups was
Follow-up: mean 1 0.06 standard
months deviations lower

(0.53 lower to 0.4

higher)
PTSD at 1-month 88 per 109 per 1000 RR1.23 71 very
follow-up 1000 (26 to 448) (0.3to (1 study) low"3
Number above 5.08)
clinical threshold
on PDS
Follow-up: mean 1
months
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Discontinuation
Number of
participants lost to
follow-up
Follow-up: mean 1
weeks

81 per 1000 RR2.76 71 low?
(9to 743) (0.3 1o (1 study)
25.25)

Cl=confidence interval; PDS=PTSD Diagnostic Scale; PTSD=post-traumatic stress disorder; RR=risk ratio;

SMD=standardised mean difference;

1 Risk of bias is high or unclear across multiple outcomes
295% CI crosses both line of no effect and threshold for clinically important benefit
395% CI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 58: Summary clinical evidence profile: Self-help with support (+ TAU) versus
TAU for the early prevention (intervention initiated <1 month) of PTSD in

adults

PTSD
symptomatology
self-rated at 7-
week follow-up
PDS change score
Follow-up: mean 7
weeks

PTSD
symptomatology
self-rated at 20-
week follow-up
PDS change score
Follow-up: mean
20 weeks

Anxiety symptoms
at 7-week follow-
up

HADS-A change
score

Follow-up: mean 7
weeks

The mean PTSD very
symptomatology (1 study) low"?
self-rated at 7-

week follow-up in

the intervention

groups was

0.13 standard

deviations lower

(0.61 lower to 0.35

higher)

The mean PTSD 51 very
symptomatology (1 study) low!?
self-rated at 20-

week follow-up in

the intervention

groups was

0.43 standard

deviations lower

(0.99 lower to 0.13

higher)

The mean anxiety 67 very
symptoms at 7- (1 study) low"3
week follow-up in

the intervention

groups was

0.05 standard

deviations higher

(0.43 lower to 0.53

higher)
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Anxiety symptoms
at 20-week follow-
up

HADS-A change
score

Follow-up: mean
20 weeks

Depression
symptoms at 7-
week follow-up
HADS-D change
score

Follow-up: mean 7
weeks

Depression
symptoms at 20-
week follow-up
HADS-D change
score

Follow-up: mean
20 weeks

Quality of life at 7-
week follow-up
WHO-QolL-BREF
endpoint score
Follow-up: mean 7
weeks

Better indicated by
higher values

Quality of life at
20-week follow-up
WHO-QoL-BREF
endpoint score
Follow-up: mean
20 weeks

Better indicated by
higher values

Discontinuation
Number of
participants lost to
follow-up

526 per
1000

The mean anxiety
symptoms at 20-
week follow-up in
the intervention
groups was

0.34 standard
deviations lower
(0.89 lower to 0.22
higher)

The mean
depression
symptoms at 7-
week follow-up in
the intervention
groups was

0.16 standard
deviations lower
(0.64 lower to 0.32
higher)

The mean
depression
symptoms at 20-
week follow-up in
the intervention
groups was

0.28 standard
deviations lower
(0.83 lower to 0.27
higher)

The mean quality
of life at 7-week
follow-up in the
intervention
groups was

0.14 standard
deviations lower
(0.62 lower to 0.34
higher)

The mean quality
of life at 20-week
follow-up in the
intervention
groups was

0.01 standard
deviations lower
(0.56 lower to 0.54
higher)

568 per 1000

(426 to 763)

119

RR 1.08
(0.81 to
1.45)

(1 study)

67
(1 study)

51
(1 study)

67
(1 study)

51
(1 study)

148
(1 study)

very
low!2

very
low"2

very
low2

very
low2

very
low!4

low!3
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Follow-up: mean 7
weeks
Cl=confidence interval; HADS-A/D=Hospital Anxiety and Depression Scale-Anxiety/Depression; PDS=PTSD
diagnostic scale; PTSD=post-traumatic stress disorder; RR=risk ratio; SMD=standardised mean difference;
TAU=treatment as usual; WHO QoL BREF=WHO quality of life questionnaire
1 Risk of bias is high or unclear across multiple outcomes
295% CI crosses both line of no effect and threshold for clinically important benefit
3 95% CI crosses both line of no effect and threshold for clinically important harm
495% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 59: Summary clinical evidence profile: Self-help with support versus waitlist for
the early treatment (1-3 months) of below threshold PTSD symptoms in
adults

PTSD The mean PTSD very
symptomatology symptomatology (1 study) low'?
self-rated self-rated in the
PCL change score intervention
Follow-up: mean groups was
10 weeks 1.58 standard

deviations lower

(2.17 to0 0.98

lower)
Anxiety symptoms The mean anxiety 58 very
BAI change score symptoms in the (1 study) low"?
Follow-up: mean intervention
10 weeks groups was

1.02 standard

deviations lower

(1.57 to 0.47

lower)
Depression The mean 58 very
symptoms depression (1 study) low"?
BDI-Il change symptoms in the
score intervention
Follow-up: mean groups was
10 weeks 1.53 standard

deviations lower

(2.12 t0 0.94

lower)
Discontinuation 259 per 420 per 1000 RR 1.62 58 very
Number of 1000 (197 to 897) (0.76 to (1 study) low"?3
participants lost to 3.46)
follow-up
Follow-up: mean
10 weeks
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BAI=Beck Anxiety Inventory; BDI=Beck Depression Inventory; Cl=confidence interval; PCL=PTSD Checkilist;
PTSD=post-traumatic stress disorders; RR=risk ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

3 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm

Table 60: Summary clinical evidence profile: Self-help with support versus waitlist for

the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults

PTSD The mean PTSD very low'?
symptomatology symptomatology (1 study)
self-rated at self-rated at
endpoint endpoint in the
IES-R change intervention groups
score was
Follow-up: mean 6 0.64 standard
weeks deviations lower
(1.32 lower to 0.04
higher)
PTSD The mean PTSD 48 very low"?
symptomatology symptomatology (1 study)
self-rated at 3- self-rated at 3-
month follow-up month follow-up in
IES-R change the intervention
score groups was
Follow-up: mean 3 0.44 standard
months deviations lower
(1.03 lower to 0.14
higher)
Depression The mean 48 very low'?
symptoms at 3- depression (1 study)
month follow-up symptoms at 3-
MADRS change month follow-up in
score the intervention
Follow-up: mean 3 groups was
months 0.2 standard
deviations lower
(0.78 lower to 0.38
higher)
Relationship The mean 40 very low"?
difficulties at relationship (1 study)
endpoint difficulties at
Parenting Stress endpoint in the
Index Short Form intervention groups
(PSI-SF) change was
score 0.4 standard
Follow-up: mean 6 deviations higher
weeks (0.27 lower to 1.07
higher)
Relationship The mean 48 very low'3
difficulties at 3- relationship (1 study)

month follow-up

difficulties at 3-

121

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological

interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL
Psychological interventions for the prevention of PTSD in adults

Parenting Stress month follow-up in
Index Short Form the intervention
(PSI-SF) change groups was
score 0.45 standard
Follow-up: mean 3 deviations higher
months (0.14 lower to 1.03
higher)
Discontinuation 481 per 750 per 1000 RR1.56 104 moderate*
Number of 1000 (543 to 1000) (113 to (1 study)
participants lost to 2.16)
follow-up
Follow-up: mean 6
weeks

Cl=confidence interval; IES-R=Impact of event scale-Revised; MADRS=Montgomery-Asberg Depression Rating
Scale; PSI-SF=Parenting Stress Index-Short Form; PTSD=post-traumatic stress disorders; RR=risk ratio;
SMD=standardised mean difference

L Risk of bias is high or unclear across multiple domains

295% CI crosses both line of no effect and threshold for clinically important benefit

3 95% CI crosses both line of no effect and threshold for clinically important harm

4 OIS not met (events<300)

Table 61: Summary clinical evidence profile: Self-help with support versus attention-
placebo for the delayed treatment (>3 months) of below threshold PTSD
symptoms in adults

PTSD The mean PTSD low"?2
symptomatology symptomatology (1 study)
self-rated at self-rated at
endpoint endpoint in the
IES-R change intervention groups
score was
Follow-up: mean 0.47 standard
4 weeks deviations higher

(0.38 lower to 1.33

higher)
PTSD The mean PTSD 22 low"?
symptomatology symptomatology (1 study)
self-rated at 2- self-rated at 2-
month follow-up month follow-up in
IES-R change the intervention
score groups was
Follow-up: mean 0.54 standard
2 months deviations higher

(0.32 lower to 1.39

higher)
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lllustrative comparative risks* (95%

Cl)
Corresponding Quality of
Assumed risk  risk Relative No of the
attention- Self-help with effect Participants evidence
Outcomes placebo support (95% CI) (studies) (GRADE)
Discontinuation 91 per 1000 28 per 1000 RR0.31 23 low?
Number of (1 to 623) (0.01to (1 study)
participants lost 6.85)
to follow-up
Follow-up: mean
4 weeks

Cl=confidence interval; IES-R=Impact of event scale-revised; PTSD=post-traumatic stress disorder; RR=risk
ratio; SMD=standardised mean difference

1 Risk of bias is high or unclear across multiple outcomes

295% CI crosses both line of no effect and threshold for clinically important harm

3 95% CI crosses line of no effect and thresholds for both clinically important benefit and harm

See appendix F for full GRADE tables.
Economic evidence

Included studies

One study assessing the cost effectiveness of psychological interventions for the prevention
of PTSD in adults was identified (Chatterton 2016). The search strategy for economic
studies is provided in Appendix B.

Excluded studies

No economic studies of psychological interventions for the prevention of PTSD in adults
were reviewed at full text and excluded.

Summary of studies included in the economic evidence review

Chatterton and colleagues (2016) performed a cost-utility analysis alongside a RCT
(Chambers 2009) that compared trauma-focused CBT with psychoeducation for adult
patients with cancer and PTSD symptoms and their carers in Australia (N=690, patients
n=336, carers n=354; 27% did not complete all follow-up assessments and multiple
imputation was used to account for missing data). The authors conducted separate analyses
for patients and for the carers. According to their mean impact of events scale (IES) score
and a cut-off of 35, carers met the criteria for PTSD, whereas patients with cancer did not
pass the threshold for PTSD and were at risk of developing PTSD. Therefore, the analysis
on patients with cancer is described in this section, as the interventions effectively aimed at
prevention of PTSD. All study participants were divided into low and high distress sub-
groups, based on a cut-off point of BSI=63 (Brief Symptom Inventory), and separate
analyses were carried out by the authors for low and high distress sub-groups. The
perspective of the analysis was the Australian health sector including patient co-payments.
Healthcare costs consisted of intervention and other health-care resources (medical and
psychological; psychiatrist, psychologist, social worker, GP, nurse) used by cancer patients
and carers including out of pocket expenses such as co-payments for medical care or
prescription medications. National unit costs were used. The outcome measure was the
QALY estimated based on the Assessment of Quality of Life (AQoL-4D) instrument, with
utility scores having been elicited from the Australian population. The time horizon of the
analysis was one year.
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Trauma-focused CBT was found to be less costly and more effective than psychoeducation
(i.e. it was dominant) in patients with high distress at risk of PTSD. In patients with low
distress and at risk of PTSD, trauma-focused CBT was more costly and more effective than
psychoeducation, with an ICER of $20,938/QALY (£9,945/QALY at 2016 prices). The
probability of trauma-focused CBT being cost-effective compared with psychoeducation at a
cost effectiveness threshold of $50,000/QALY (£23,750/QALY in 2016 prices) was 0.81 and
for patients with cancer at risk of PTSD and high distress and 0.73 for patients with cancer at
risk of PTSD and low distress. The study is partially applicable to the UK context as it was
conducted in Australia, so unit costs and resource use reflect the Australian healthcare
system; in addition, estimated QALY reflect the Australian population’s preferences. The
study is characterised by minor limitations.

The reference of the study and the economic evidence table are provided in Appendix H.
The economic evidence profile is shown in Appendix I.

Economic model

No economic modelling was conducted for this question because other topics were agreed
as higher priorities for economic evaluation.

Resource impact

The recommendations made by the committee based on this review are not expected to
have a substantial impact on resources. The committee's considerations that contributed to
the resource impact assessment are included under the ‘Cost effectiveness and resource
use’ in 'The committee's discussion of the evidence' section.

Clinical evidence statements

Trauma-focused CBT for early prevention (<1 month)

o Very low quality evidence from 1-2 RCTs (N=137-227) suggests large and statistically
significant benefits of trauma-focused CBT (alone or in addition to psychoeducation)
relative to waitlist or no treatment on improving PTSD symptomatology (self-rated and
clinician-rated), and this benefit appears to be maintained at 2 month follow-up, for adults
who have been exposed to a traumatic event within the last month. Very low quality
single-RCT (N=137-150) analyses suggest a clinically important and statistically
significant benefit on the number of people who met criteria for PTSD at 2-month follow-
up, however effects at endpoint and 6-month follow-up are not statistically significant.
Very low quality evidence from 1-3 RCTs (N=90-377) suggests non-significant effects on
anxiety and depression symptoms, and discontinuation.

e Very low to low quality evidence from 1-4 RCTs (N=46-232) suggests non-significant
differences between trauma-focused CBT and TAU, attention-placebo or a
psychoeducational session on PTSD symptomatology (self-rated and clinician-rated at
endpoint and 2-3, 6 and 12-month follow-up) for adults who have been exposed to a
traumatic event within the last month. Very low quality evidence from 2 RCTs (N=93-197)
suggests clinically important but not statistically significant benefits of trauma-focused
CBT on the number of people who met criteria at endpoint and 6-month follow-up, and
low quality evidence from 2 RCTs (N=184) suggests this benefit is both clinically
important and statistically significant at 2-3 month follow-up. Although very low quality
single-RCT (N=47) evidence suggests this effect is neither clinically important nor
statistically significant at 1-year follow-up. Very low quality evidence from this same RCT
(N=47) also suggests non-significant effects on the rate of response. Low to very low
quality evidence from 1-2 RCTs (N=31-82) suggests clinically important but not
statistically significant benefits of trauma-focused CBT on improving anxiety symptoms at
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endpoint and 3-month follow-up, and both clinically important and statistically significant
benefits at 6-month and 1-year follow-up. Very low quality evidence from 2-3 RCTs
(N=77-129) suggests clinically important but not statistically significant benefits of trauma-
focused CBT on improving depression symptoms at endpoint and 6-month follow-up,
however neither clinically important nor statistically significant effects are observed at 3-
month and 1-year follow-up although this is largely driven by inconsistent findings from 1
study. Moderate quality evidence from 5 RCTs suggests non-significant differences
between trauma-focused CBT and TAU, attention-placebo or a psychoeducational
session on the rate of discontinuation.

Low quality evidence from 4 RCTs (N=133) suggests a moderate and statistically
significant benefit of trauma-focused CBT relative to supportive counselling on improving
self-rated PTSD symptomatology for adults who have been exposed to a traumatic event
within the last month. Low to very low quality evidence from 1-2 RCTs (N=38-81)
suggests these benefits are maintained up to 11-12 month follow-up. Low quality
evidence from 3 RCTs (N=94) also suggests a moderate and statistically significant
benefit of trauma-focused CBT on improving clinician-rated PTSD symptomatology at
endpoint, although effects at 3-6 month and 1-3 year follow-up are neither clinically
important nor statistically significant. Moderate to very low quality evidence from 2-4
RCTs (N=81-161) suggests clinically important and statistically significant benefits of
trauma-focused CBT on the number of people who meet criteria for PTSD at endpoint
and 6-month follow-up, and clinically important but not statistically significant benefits at
1-month and 3-4 year follow-up. Very low quality evidence from 2-5 RCTs (N=80-181)
suggests clinically important but not statistically significant benefits of trauma-focused
CBT on improving anxiety symptoms at endpoint and 11-12 month follow-up, and both
clinically important and statistically significant benefit at 1-3 month follow-up, although the
effect at 5-6 month follow-up is non-significant. Low to very low quality evidence from 1-5
RCTs (N=35-181) suggests small-to-moderate but statistically significant benefits of
trauma-focused CBT on improving depression symptoms at endpoint, 5-6 month follow-
up and 3-year follow-up, and a clinically important but not statistically significant benefit at
11-12 month follow-up, although a non-significant effect is observed at 1-3 month follow-
up. Low quality single-RCT (N=35) evidence suggests a moderate-to-large and delayed
benefit of trauma-focused CBT on improving quality of life at 11-month follow-up (non-
significant effect at endpoint and clinically important but not statistically significant effect
at 5-month follow-up). Low quality evidence from 7 RCTs (N=286) suggests neither a
clinically important nor statistically significant difference between trauma-focused CBT
and supportive counselling on the rate of discontinuation.

Trauma-focused CBT for early treatment (1-3 months) of below threshold PTSD
symptoms

Very low quality single-RCT (N=37-43) evidence suggests clinically important and
statistically significant benefits of brief trauma-focused CBT relative to a self-help booklet
on improving self-rated PTSD symptomatology, anxiety and depression symptoms at 1-
month and 4-month follow-up for adults who have been exposed to a traumatic event 1-3
months ago and have subthreshold PTSD symptoms (just below threshold) at baseline.
Evidence from this same RCT (N=60) suggests neither clinically important nor statistically
significant effects on discontinuation.

Trauma-focused CBT for delayed treatment (>3 months) of below threshold PTSD
symptoms

Low to very low quality evidence from 1-2 RCTs (N=81-428) suggests delayed, clinically
important and statistically significant benefits of trauma-focused CBT relative to waitlist or
no treatment on improving self-rated PTSD symptomatology at 1-2, 5-6 and 8-month
follow-up (non-significant at treatment/study endpoint) for adults who have been exposed
to a traumatic event more than 3 months ago and have below threshold PTSD symptoms
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at baseline. Low quality single-RCT (N=42) evidence suggests a large and statistically
significant benefit on clinician-rated PTSD symptomatology at endpoint (no follow-up
available). This same RCT also suggests a clinically important but not statistically
significant benefit on the number of people who met criteria for PTSD at endpoint. Low to
very low quality evidence from single-RCT analyses (N=81-428) also suggests clinically
important and statistically significant benefits of trauma-focused CBT on improving
anxiety symptoms at 1-month follow-up, and depression symptoms at 1-2, 5 and 8-month
follow-up. Conversely, very low quality single-RCT (N=33-89) analyses suggests non-
significant effects on alcohol use disorder symptoms at 1-month follow-up, or alcohol or
drug use or relationship difficulties at endpoint or 6-month follow-up. Very low quality
evidence from 3 RCTs (N=546) suggests a higher rate of discontinuation may be
associated with trauma-focused CBT, although this effect is not statistically significant.

Very low to low quality evidence from 1-2 RCTs (N=272-355) suggests non-significant
effects of trauma-focused CBT relative to attention-placebo on self-rated PTSD
symptomatology at endpoint, 3- or 6-8 month follow-up, or on the rate of discontinuation,
for adults who have been exposed to a traumatic event more than 3 months ago and
have below threshold PTSD symptoms at baseline.

Very low quality single-RCT (N=82-90) evidence suggests non-significant effects of
trauma-focused CBT relative to present-centred therapy on self-rated PTSD
symptomatology, alcohol or drug use, or relationship difficulties at endpoint or 6-month
follow-up, for adults who have been exposed to a traumatic event more than 3 months
ago and have subthreshold PTSD symptoms (just below threshold) at baseline. Low
quality evidence from this same RCT (N=111) suggests there may be a higher rate of
discontinuation associated with trauma-focused CBT, although this effect is not
statistically significant.

Very low quality single-RCT (N=44) evidence suggests a delayed moderate and
statistically significant benefit of a trauma-focused CBT group relative to a peer support
group on improving PTSD symptomatology at 3-month follow-up (non-significant at
endpoint) for adults who have been exposed to a traumatic event more than 3 months
ago and have below threshold PTSD symptoms at baseline. No evidence on
discontinuation, or any other outcomes, are available.

Non-trauma-focused CBT for delayed treatment (>3 months) of below threshold PTSD
symptoms

Low quality single-RCT (N=58) evidence suggests a large and statistically significant
benefit of a non-trauma-focused CBT for sleep management in addition to TAU relative to
TAU-only on improving sleeping difficulties for adults who have been exposed to a
traumatic event more than 3 months ago and have subthreshold PTSD symptoms (just
below threshold) at baseline. However, very low to low quality evidence from 1-2 RCTs
(N=45-108) suggests effects of non-trauma-focused CBT targeted at sleeping problems
or postconcussional symptoms do not extend to PTSD symptomatology, PTSD caseness,
anxiety or depression symptoms, anger or quality of life. Low quality evidence from both
RCTs (N=109) also suggests a non-significant effect on discontinuation.

Present-centred therapy for delayed treatment (>3 months) of below threshold PTSD
symptoms

Very low quality single-RCT (N=86-90) suggests non-significant effects of present-centred
therapy relative to waitlist on self-rated PTSD symptomatology, alcohol or drug use, or
relationship difficulties at endpoint or 6-month follow-up, for adults who have been
exposed to a traumatic event more than 3 months ago and have subthreshold PTSD
symptoms (just below threshold) at baseline. Low quality evidence from this same RCT
(N=111) suggests there may be a higher rate of discontinuation associated with present-
centred therapy, although this effect is not statistically significant.
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Behavioural therapies for adults exposed to ongoing trauma

Very low quality single-RCT (N=209-306) evidence suggests clinically important and
statistically significant benefits of a brief behavioural intervention relative to enhanced
TAU on improving PTSD symptomatology and anxiety and depression symptoms at
endpoint and 2-month follow-up for adults with ongoing exposure to trauma (in this
instance, adults living in conflict-affected areas of Pakistan). Very low quality evidence
from this same RCT (N=210-303) also suggests smaller but still statistically significant
benefits on improving functional impairment at endpoint and 2-month follow-up. Low
quality evidence from this RCT (N=346) suggests non-significant effects on the rate of
discontinuation,

Behavioural therapies for delayed treatment (>3 months) of below threshold PTSD
symptoms

Moderate quality single-RCT (N=421) evidence suggests clinically important and
statistically significant benefits of a brief behavioural intervention relative to enhanced
TAU on improving PTSD symptomatology and functional impairment at endpoint and 3-
month follow-up, for adults who have been exposed to a traumatic event more than 3
months ago and have non-significant PTSD symptoms at baseline. Low quality evidence
from this same RCT (N=421) suggests a non-significant effect on the rate of
discontinuation.

Low quality evidence from 2 RCTs (N=62) suggests a large and statistically significant
benefit of a behavioural sleep intervention relative to pill placebo or attention-placebo on
improving sleeping difficulties at endpoint for adults who have been exposed to a
traumatic event more than 3 months ago and have non-significant PTSD symptoms at
baseline. However, low quality evidence from 1 of these RCTs (N=23) suggests the
benefits on sleeping difficulties are short-term, as the effect at 4-month follow-up is not
statistically significant. In addition, low to very low quality evidence from 1-2 RCTs (N=23-
62) suggests benefits do not extend to PTSD symptomatology, anxiety or depression
symptoms, or functional impairment at endpoint or 4-month follow-up. Low quality
evidence from both RCTs (N=75) suggests neither a clinically important nor statistically
significant effect on the rate of discontinuation.

Low quality single-RCT (N=23) evidence suggests a large and statistically significant
effect in favour of prazosin relative to a behavioural sleep intervention on improving
functional impairment at 4-month follow-up for adults who have been exposed to a
traumatic event more than 3 months ago and have non-significant PTSD symptoms at
baseline. However, low to very low quality evidence from this same RCT (N=24-27)
suggests non-significant effects on PTSD symptomatology, anxiety or depression
symptoms, functional impairment at endpoint, or sleeping difficulties. Low quality
evidence from this RCT (N=37) suggests there may be a higher rate of discontinuation
associated with a behavioural sleep intervention relative to prazosin, however absolute
numbers are small and this effect is not statistically significant.

Psychologically-focused debriefing for early prevention (€1 month)

Very low to low quality evidence from 2-5 RCTs (N=162-392) suggests a non-significant
effect of single-session or two-session debriefing (alone or in addition to
psychoeducation) relative to no treatment on self-rated PTSD symptomatology at 1-4
month or 6-month follow-up for adults who have been exposed to a traumatic event within
the last month. Very low quality single-RCT (N=103) evidence suggests a clinically
important and statistically significant harm associated with debriefing on self-rated PTSD
symptomatology at 1-year follow-up with the debriefing arm showing an increase in
symptoms and the no treatment arm showing a decrease. Low to very low quality
evidence from 1-3 RCTs (N=75-313) suggests a similar pattern in effects on the number
of people meeting diagnostic criteria for PTSD with non-significant effects observed at 1-
month and 3-6 month follow-up, and a clinically important and statistically significant harm
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observed at 1-year follow-up with nearly twice as many of the debriefing arm meeting
criteria for PTSD relative to the no treatment arm. Low to very low quality evidence from
1-3 RCTs (N=103-376) also suggests the same pattern on anxiety symptoms with non-
significant effects at endpoint, and 1-3 month and 6-month follow-up and a clinically
important and statistically significant harm at 1-year follow-up with the debriefing arm
showing a small increase in anxiety symptoms and the no treatment arm showing a small
improvement. Very low quality evidence from 1-2 RCTs (N=169-217) suggests non-
significant effects on clinician-rated PTSD symptomatology at endpoint, or 1-3 month or
6-month follow-up. Very low to low quality evidence from 1-3 RCTs (N=103-376) also
suggests non-significant effects of debriefing on depression symptoms at endpoint or at
1-3 month, 6-month or 1-year follow-up. Low quality evidence from 7 RCTs (N=795)
suggests a clinically important and statistically significant harm associated with debriefing
on the rate of discontinuation with significantly more participants lost to follow-up in the
debriefing relative to no treatment arm.

Low quality single-RCT (N=39-74) evidence suggests a non-significant effect of group
debriefing relative to no treatment on PTSD symptomatology and discontinuation for
adults who have been exposed to a traumatic event within the last month.

e Very low quality evidence from 2 RCTs (N=100) suggests a non-significant effect of group

debriefing relative to attention-placebo or a psychoeducational session on PTSD
symptomatology for adults who have been exposed to a traumatic event within the last
month. Evidence from these 2 RCTs (N=137) suggests a higher rate of discontinuation
may be associated with debriefing, however this effect is not statistically significant.

e Very low quality single-RCT (N=92-106) evidence suggests non-significant effects of a

combined single-session debriefing and psychoeducation intervention relative to a single
psychoeducational session on PTSD symptomatology, diagnosis of PTSD and
depression symptoms at 6-month follow-up (no other time point available) or on
discontinuation, for adults who have been exposed to a traumatic event within the last
month.

Eye movement desensitisation and reprocessing (EMDR) for early prevention (<1 month)

Low quality single-RCT (N=71) evidence suggests a clinically important but not statistically
significant benefit of EMDR relative to TAU on the number of people who met criteria for
PTSD at 3-month follow-up, for adults who have been exposed to a traumatic event within
the last month. Very low quality evidence from this same RCT (N=83) suggests there may
be a higher rate of discontinuation associated with EMDR relative to TAU, however this
effect is not statistically significant.

Eye movement desensitisation and reprocessing (EMDR) for delayed treatment (>3

months) of below threshold PTSD symptoms
¢ Very low quality single-RCT (N=30) evidence suggests non-significant effects of EMDR

relative to supportive counselling on PTSD symptomatology or depression symptoms for
adults who have been exposed to a traumatic event more than 3 months ago and have
subthreshold PTSD symptoms (just below threshold) at baseline. No evidence on
discontinuation or any other outcomes is available.

o Very low quality single-RCT (N=30) evidence suggests non-significant effects of EMDR

relative to eye fixation desensitisation (EFD) on PTSD symptomatology or depression
symptoms for adults who have been exposed to a traumatic event more than 3 months
ago and have subthreshold PTSD symptoms (just below threshold) at baseline. No
evidence on discontinuation or any other outcomes is available.

o Very low quality single-RCT (N=30) evidence suggests a large and statistically significant

benefit of eye fixation desensitisation (EFD) relative to supportive counselling on
improving PTSD symptomatology for adults who have been exposed to a traumatic event
more than 3 months ago and have subthreshold PTSD symptoms (just below threshold)
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at baseline. However, evidence from this same RCT suggests non-significant effects on
depression symptoms and no evidence on discontinuation or any other outcomes is
available.

Hypnotherapy for early prevention (€1 month)

e Very low quality single-RCT (N=37-63) evidence suggests non-significant effects of a
combined hypnotherapy and trauma-focused CBT intervention relative to trauma-focused
CBT-only on clinician-rated PTSD symptomatology at 3-year follow-up, the number of
people who met criteria for PTSD or depression symptoms at 1-month, 6-month and 3-
year follow-up, anxiety symptoms at 1-month and 6-month follow-up, and discontinuation
for adults who have been exposed to a traumatic event within the last month.

o Very low quality single-RCT (N=34) evidence suggests a delayed large and statistically
significant benefit of a combined hypnotherapy and trauma-focused CBT intervention
relative to supportive counselling on improving depression symptoms at 3-year follow-up
(non-significant effects at 1-and 6-month follow-up) for adults with acute stress disorder.
However, low to very low quality evidence from this same RCT (N=34-54) suggests non-
significant differences for clinician-rated PTSD symptomatology at 3-year follow-up, the
number of people who met criteria for PTSD at 1-month, 6-month and 3-year follow-up,
and anxiety symptoms at 1-month and 6-month follow-up. Very low quality evidence from
this RCT suggests there may be a higher rate of discontinuation associated with the
combined hypnotherapy and trauma-focused CBT intervention relative to supportive
counselling, however this effect is not statistically significant.

Interpersonal psychotherapy (IPT) for early prevention (<1 month)

o Very low quality single-RCT (N=58) evidence suggests non-significant effects of IPT
relative to TAU on self-rated PTSD symptomatology, depression symptoms or alcohol
use disorder symptoms at endpoint or 3-month follow-up for adults who have been
exposed to a traumatic event within the last month. Evidence from the same RCT (N=90)
suggests a clinically important and statistically significant harm of IPT relative to TAU on
PTSD diagnosis at 3-month follow-up with participants in the IPT arm nearly twice as
likely to meet diagnostic criteria for PTSD compared with those in the TAU arm. Evidence
from this same RCT (N=58) also suggests a clinically important and statistically significant
harm of IPT on anxiety symptoms with TAU participants showing greater improvement
than those in the IPT arm at endpoint (effects are non-significant at 3-month follow-up).
Moderate quality evidence from this RCT suggests significantly higher discontinuation
associated with IPT relative to TAU.

Counselling for early prevention (<1 month)

¢ Very low quality single-RCT (N=43) evidence suggests a large and statistically significant
harm of supportive counselling relative to attention-placebo on self-rated PTSD
symptomatology at endpoint for adults who have been exposed to a traumatic event
within the last month, with significantly greater improvement for those in the attention-
placebo arm (effects are non-significant at 3-month and 1-year follow-up). Very low
quality evidence from this study (N=43-44) also suggests a clinically important and
statistically significant harm on depression symptoms at endpoint and 1-year follow-up
with greater improvement observed in the attention-placebo arm (non-significant effects
at 3-month follow-up). Very low to low quality evidence from this RCT (N=38-59) suggests
non-significant effects on clinician-rated PTSD symptomatology and anxiety symptoms at
endpoint, 3-month or 1-year follow-up, and on discontinuation.

Counselling for early treatment (1-3 months) of below threshold PTSD symptoms

e Very low quality single-RCT (N=151) evidence suggests non-significant effects of
counselling relative to no treatment on PTSD symptomatology or discontinuation at
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treatment/study endpoint for adults who have been exposed to a traumatic event 1-3
months ago and have non-significant PTSD symptoms at baseline.

Couple interventions for early prevention (1 month)

Low quality single RCT (N=46-74) evidence suggests a clinically important and
statistically significant benefit of brief cognitive-behavioural conjoint therapy relative to
waitlist on improving PTSD symptomatology at 2-month follow-up, and a clinically
important benefit that just misses statistical significance at 2-year follow-up, for adults
who have been exposed to a traumatic event within the last month. Evidence from this
RCT (N=83) suggests a higher rate of discontinuation may be associated with cognitive-
behavioural conjoint therapy, however this effect is not statistically significant.

Parent training/family interventions for early prevention (<1 month)

Low quality single-RCT (N=152) evidence suggests non-significant effects of family
therapy in addition to TAU relative to TAU-only on PTSD symptomatology, anxiety
symptoms and discontinuation, for adults who have been exposed to a traumatic event
within the last month.

Self-help (without support) for early prevention (<1 month)

Very low quality single-RCT (N=56) evidence suggests non-significant effects of self-help
(without support) relative to waitlist on PTSD symptomatology (at endpoint and 5-month
follow-up) for adults who have been exposed to a traumatic event within the last month.
Evidence from this same study (N=85) suggests a trend for a higher rate of
discontinuation associated with self-help, although this effect is not statistically significant.

Low quality single-RCT (N=300) evidence suggests a clinically important and statistically
significant benefit of self-help (without support) alone or in addition to TAU relative to TAU
on clinician-rated PTSD symptomatology for adults who have been exposed to a
traumatic event within the last month. However, evidence from this RCT suggests effects
may be relatively short-term with diminishing effect sizes over time and a non-significant
effect at 11-month follow-up. Moderate to very low quality evidence from 1-3 RCTs
(N=126-485) suggests non-significant effects on self-rated PTSD symptomatology, or
anxiety and depression symptoms at endpoint, 6-8 week, 5-6 month or 11-month follow-
up, or on the number of people meeting criteria for PTSD at 5-month follow-up. Low
quality evidence from 4 RCTs (N=753) also suggests a non-significant effect on
discontinuation.

Self-help (without support) for delayed treatment (>3 months) of below threshold PTSD
symptoms

Low quality evidence from 2 RCTs (N=288) suggests clinically important and statistically
significant benefits of self-help (without support) relative to waitlist on improving PTSD
symptomatology for adults who have been exposed to a traumatic event more than 3
months ago and have below threshold PTSD symptoms at baseline. However, very low
quality evidence from both RCTs (N=296) suggests this benefit may be short-term as
non-significant at 1-3 month follow-up. Very low quality evidence from 1 of these RCTs
(N=40-42) suggests non-significant effects of self-help on the rate of response at 3-month
follow-up, or on quality of life at endpoint or 3-month follow-up. Conversely low quality
evidence from the other RCT (N=248-256) suggests a small but statistically significant
benefit on improving depression symptoms at endpoint, and a large and statistically
significant benefit at 6-week follow-up. Moderate quality evidence from 2 RCTs (N=345)
suggests a clinically important and statistically significant harm of self-help (without
support) on discontinuation, with over 3 and a half times more participants dropping out of
the self-help arm.

Very low quality evidence from 1-3 RCTs (N=171-299) suggests non-significant effects of
self-help (without support) alone or in addition to TAU relative to TAU or attention-placebo
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on PTSD symptomatology or depression symptoms at endpoint and up to 11-month
follow-up or on discontinuation, for adults who have been exposed to a traumatic event
more than 3 months ago and have below threshold PTSD symptoms at baseline.

Self-help with support for early prevention (<1 month)

¢ Very low to low quality single-RCT (N=71) evidence suggests non-significant effects of
self-help with support relative to attention-placebo on PTSD symptomatology at endpoint
and 1-month follow-up, or on the number of people meeting criteria for PTSD at 1-month
follow-up, for adults who have been exposed to a traumatic event within the last month.
Low quality evidence from this RCT suggests a higher rate of discontinuation may be
associated with self-help with support, however absolute numbers are relatively small and
this effect is not statistically significant.

o Very low to low quality single-RCT (N=51-148) evidence suggests non-significant effects
of self-help with support in addition to TAU relative to TAU-only on PTSD
symptomatology, anxiety or depression symptoms, or quality of life at 7-week or 20-week
follow-up or on discontinuation, for adults who have been exposed to a traumatic event
within the last month.

Self-help with support for early treatment (1-3 months) of below threshold PTSD

symptoms

o Very low quality single-RCT (N=58) evidence suggests large and statistically significant
benefits of self-help with support relative to waitlist on improving PTSD symptomatology,
anxiety and depression symptoms for adults who have been exposed to a traumatic event
1-3 months ago and have subthreshold PTSD symptoms (just below threshold) at
baseline. Evidence from this same RCT suggests a higher rate of discontinuation may be
associated with self-help with support, however this effect is not statistically significant.

Self-help with support for delayed treatment (>3 months) of below threshold PTSD

symptoms

e Very low quality single-RCT (N=40) evidence suggests a clinically important but not
statistically significant benefit of self-help with support relative to waitlist for improving
PTSD symptomatology for adults who have been exposed to a traumatic event more than
3 months ago and have non-significant PTSD symptoms at baseline. However, evidence
from the same study (N=48) suggests any potential benefit is short-term as neither a
clinically important nor statistically significant effect is observed at 3-month follow-up.
Evidence from this same study (N=40-48) also suggests non-significant effects of self-
help with support on depression symptoms (at 3-month follow-up, no endpoint data
available) or relationship difficulties (at endpoint or 3-month follow-up). Moderate quality
evidence from this same RCT (N=104) suggests a significantly higher rate of
discontinuation is associated with self-help with support relative to waitlist.

¢ Low quality single-RCT evidence (N=22) suggests a non-significant effect of self-help with
support relative to attention-placebo on PTSD symptomatology at endpoint, and a
clinically important but not statistically significant trend in favour of attention-placebo for
PTSD symptomatology at 2-month follow-up, for adults who have been exposed to a
traumatic event more than 3 months ago and have non-significant PTSD symptoms at
baseline. This study also showed a trend for a lower rate of discontinuation associated
with self-help with support, however, this effect is not statistically significant.

Economic evidence statements

Trauma-focused CBT

e Evidence from 1 Australian economic evaluation conducted alongside a RCT (N = 336;
missing data on approximately 27% of participants were imputed by multiple imputation)
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suggests that, compared with psychoeducation, trauma-focused CBT is likely to be cost-
effective for the prevention of PTSD in people at risk for PTSD. This evidence is partially
applicable to the UK context and is characterised by minor methodological limitations.

The committee’s discussion of the evidence

Interpreting the evidence
The outcomes that matter the most

Critical outcomes were measures of PTSD symptom improvement on validated scales and
prevention of PTSD (as measured by the number of adults with a diagnosis or scoring above
clinical threshold on a validated scale at endpoint or follow-up). Attrition from treatment (for
any reason) was also considered an important outcome, as a proxy for the acceptability
and/or tolerability of treatment. The committee considered dissociative symptoms,
personal/social/occupational functioning (including global functioning/functional impairment,
sleeping difficulties, and quality of life), and symptoms of a coexisting condition (including
anxiety, depression and substance misuse problems) as important but not critical outcomes.
This distinction was based on the primacy of preventing PTSD, whilst acknowledging that
broader symptom measures may be indicators of a general pattern of effect. The committee
also acknowledged that these other measures are not routinely collected in trials. Generally
change scores were favoured over final scores as although in theory randomisation should
balance out any differences at baseline, this assumption can be violated by small sample
sizes. The committee also expressed a general preference for self-rated PTSD
symptomatology over clinician-rated measures. However, in considering psychological
interventions (relative to pharmacological interventions) a greater emphasis was placed on
triangulating effects on self-rated PTSD symptomatology with clinician-rated outcome
measures, given that the latter but not the former could be blinded.

The quality of the evidence

With the exception of a few outcomes of moderate quality, all the evidence reviewed was of
low or very low quality, reflecting the high risk of bias associated with the studies (including
for instance, high risk of bias associated with randomisation method as reflected by
significant group differences at baseline, and lack of/unclear blinding of outcome
assessment), the small numbers in many trials and the imprecision of many of the results (in
terms of both the width of the confidence intervals and the failure to meet the optimal
information size). However, the committee agreed to make strong recommendations despite
uncertainty in the evidence, as the breadth of outcomes considered allowed triangulation of
effects, greater confidence was conferred where long-term follow-up was available and
effects were consistent across different follow-up periods. The committee decided to make a
weaker (‘consider’) recommendation for the informal consensus-based recommendation.

Consideration of clinical benefits and harms

The committee discussed the strength and breadth of the evidence for trauma-focused CBT,
with benefits observed on both clinician-rated and self-rated measures of PTSD
symptomatology, the rate of PTSD caseness at endpoint and follow-up, and on some other
outcomes including depression and anxiety symptoms. Taken together with evidence
suggesting that benefits are potentially long-lasting, the committee agreed that trauma-
focused CBT should be offered to adults with clinically important PTSD symptoms or acute
stress disorder within 1-month of the traumatic event in order to prevent the later
development of PTSD.
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There was no consistent evidence for any effective intervention for preventing PTSD in those
with subthreshold PTSD symptoms within the first month of the traumatic event. The
committee were mindful that for this group active monitoring may be a way of managing
potential difficulties that may precede PTSD, whilst recognising that not all people exposed
to a traumatic event go on to develop PTSD and thus early intervention is not necessary for
all.

There is evidence suggesting that single-session (or two-session) psychological debriefing,
offered as an individually structured intervention or as the intervention was originally
conceived as a group intervention for teams of emergency workers who are used to working
together, is unlikely to have a clinically important effect on preventing subsequent PTSD.
There is also limited evidence of harmful effects of debriefing at 1-year follow-up, namely,
clinically important and statistically significant effects on PTSD symptomatology and
diagnosis of PTSD in favour of no treatment relative to debriefing. On the basis of the
evidence suggesting that debriefing is at best ineffective, and that offering an ineffective
intervention can be regarded as harmful as it means that people are being denied access to
another intervention with greater evidence of benefits, the committee judged that the harms
outweighed any potential benefits and a negative recommendation was made.

The committee considered single-study evidence for EMDR in adults exposed to trauma
within the last month. Although evidence from this study suggested a trend for benefit in the
number of participants with PTSD at 3-month follow-up, this effect was not statistically
significant. Furthermore, this was a small single study and it only reported on one clinical
outcome of interest. Given the lack of a statistically significant benefit and these additional
considerations, the committee did not consider it appropriate to recommend EMDR within
this time period.

The committee did not consider it appropriate to make any recommendations for the
‘treatment’ of non-significant PTSD symptoms more than 3 months after trauma as it was
agreed that there was no clinical need for intervention for this group.

Cost effectiveness and resource use

Existing evidence suggests that trauma-focused CBT is likely to be cost-effective for the
prevention of PTSD in people at risk for PTSD compared with psychoeducation. The
committee took existing economic evidence into account but noted that, although it is
characterised by minor methodological limitations, it is only partially applicable to the UK. No
economic modelling was conducted in the area of prevention of PTSD. The committee
considered the benefits of trauma-focused CBT in adults with clinically important symptoms
of PTSD or a diagnosis of acute stress disorder within a month after a traumatic event, and
the cost-savings further down the care pathway following symptom improvement, and
agreed that the clinical benefits and anticipated future cost-savings are likely to outweigh
costs associated with provision of trauma-focused CBT in this population, within the first
month of trauma.

The committee also considered the potential benefits of active monitoring in a population
exposed to trauma with subthreshold PTSD symptoms within a month after the traumatic
event. They acknowledged that not all people exposed to a traumatic event go on to develop
PTSD and therefore early intervention is not necessary for all and expressed the view that
the modest costs of active monitoring of this population are likely to be offset by clinical
benefits resulting from the management of potential difficulties that may precede PTSD.

The committee anticipated that the recommendations will result in a minor change in practice
given that trauma-focused CBT is recommended by the previous guideline for adults within
1-month of a traumatic event, there is an existing negative recommendation for
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psychologically-focused debriefing, and a previous recommendation for watchful waiting
(analogous to active monitoring).
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Psychosocial interventions for the
prevention of PTSD in adults

Introduction to clinical evidence

Psychosocial interventions will be considered as classes of intervention (art therapy;
meditation or mindfulness-based stress reduction [MBSR]; practical support;
psychoeducational interventions; peer support; relaxation) and form the subsections below.

Evidence for interventions in the following classes was also searched for but none was
found: supported employment.

Art therapy: clinical evidence

Included studies

One study of art therapy for the prevention of PTSD in adults was identified for full-text
review. This study could not be included.

Excluded studies

One study was reviewed at full text and excluded from this review because efficacy or safety
data could not be extracted.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Meditation/ Mindfulness-based stress reduction (MBSR): clinical evidence

Included studies

Fifteen studies of meditation or mindfulness-based stress reduction (MBSR) for the
prevention of PTSD in adults were identified for full-text review. Of these 15 studies, 3 RCTs
(N=130) were included in a single comparison for the delayed treatment (>3 months) of non-
significant PTSD symptoms in adults: meditation or MBSR (alone or in addition to TAU)
compared with no treatment, waitlist or TAU (Kelly 2016; Kim 2013; Schellekens 2017).

Excluded studies

Twelve studies were reviewed at full text and excluded from this review. The most common
reason for exclusion was that the intervention was not targeted at PTSD symptoms.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Summary of clinical studies included in the evidence review

Table 62 provides a brief summary of the included studies and evidence from these are
summarised in the clinical GRADE evidence profile below (Table 63).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study
evidence tables in Appendix D.
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Table 62: Summary of included studies: Meditation/MBSR for delayed treatment (>3
months) of non-significant PTSD symptoms

Comparison

Total no. of studies (N
randomised)

Study ID

Country

Diagnostic status

Mean age (range)

Sex (% female)

Ethnicity (% BME)

Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma

Intervention details

Intervention format
Intervention intensity

Meditation/MBSR (+/- TAU) versus no treatment, waitlist or
TAU

3 (130)

Kelly 2016"

Kim 20132

Schellekens 20173

Us1,2

Netherlands?®

Subthreshold symptoms (below threshold but 250% maximum
score on scale) '?

Non-significant symptoms (below threshold and <50% maximum
score on scale)®

41.5 (19-69) "

46.3 (range NR)?

58.8 (range NR) 3

100!

952

523

27"

412

NR3

NR

NR (3% <1 month; 5% 2-6 months; 18% 6 months-1 year; 28% 1-
2 years; 23% 3-5 years; 23% >5 years) '

NR?

7.13

Domestic violence: Female survivors of I[PV’

Unclear: Nurses with subthreshold PTSD symptoms?

Diagnosis of life-threatening condition: Adults with nonsmall cell
(86%) or small cell (11%) lung cancer (curative [51%] or palliative
stage [49%)])®

Multiple’

Unclear?

Single®

Mean number of lifetime types of IPV-related traumatic experience
was 2.1 (SD = 1.7, range 1-6)"

NR2,3

Trauma-informed model of mindfulness-based stress reduction
(TI-MBSR), following unpublished manual’

Mindfulness-based stretching and deep breathing exercise (MBX)
2

Mindfulness-based stress reduction (MVBSR) + TAU 3

Group

8x weekly 2-2.5 hour sessions (16-20 hours). Mean attended
sessions 7.0 (SD = 1.7)°

16x twice-weekly 1-hour sessions (16 hours). All participants
attended at least 12 session?

8x weekly 2.5-hour sessions (20 hours) 3
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Comparator Waitlist'
No treatment?

TAU: In both groups, care as usual (CAU) consisted of anticancer
treatment (i.e., surgery, chemotherapy, radiotherapy), medical
consultations, and supportive care, including psychosocial care
(e.g., visits to psychiatrist/psychologist, participation in
psychosocial programme) 3

Intervention length (weeks) 8

BME, Black and Minority Ethnic; CBT, Cognitive Behavioural therapy; IPV, Intimate partner violence; MBSR,
Mindfulness-based stress reduction; NR, Not reported; PTSD, post-traumatic stress disorder; SD, standard
deviation; TAU, Treatment as usual

IKelly 2016; 2Kim 2013; 3Schellekens 2017

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (MBSR for the prevention of PTSD in adults) is
presented in Table 63.

Table 63: Summary clinical evidence profile: Meditation/MBSR (+/- TAU) versus no
treatment, waitlist or TAU for the delayed treatment (>3 months) of below

threshold PTSD symptoms in adults

PTSD The mean PTSD 105 very
symptomatology symptomatology (3 studies) low"23
self-rated at self-rated at

endpoint endpoint in the

PCL/IES change intervention groups

score was

Follow-up: mean
8 weeks

0.75 standard
deviations lower
(1.16 to 0.35 lower)

PTSD The mean PTSD 39 very
symptomatology symptomatology (1 study) low™#
self-rated at 3- self-rated at 3-
month follow-up month follow-up in
IES change score the intervention
Follow-up: mean groups was
3 months 0.37 standard
deviations lower
(1 lower to 0.27
higher)
Depression The mean 39 low!3
symptoms depression (1 study)
BDI-Il change symptoms in the
score intervention groups
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Follow-up: mean was

8 weeks 1.01 standard
deviations lower
(1.68 to 0.34 lower)

Quality of life at The mean quality 44 very
endpoint of life at endpoint in (1 study) low'#
QLQ-C30-GHS the intervention
change score groups was
Follow-up: mean 0.32 standard
8 weeks deviations higher
Better indicated (0.28 lower to 0.91
by higher values higher)
Quality of life at 3- The mean quality 39 very
month follow-up of life at 3-month (1 study) low'#
QLQ-C30-GHS follow-up in the
change score intervention groups
Follow-up: mean was
3 months 0.39 standard
Better indicated deviations higher
by h|gher values (025 lower to 1.03
higher)
Discontinuation 203 per 201 per 1000 RR 130 very
Number of 1000 (104 to 390) 0.99 (3 studies)  low'®
participants lost to (0.51 to
follow-up 1.92)
Follow-up: mean
8 weeks

BDI=Beck Depression Inventory; Cl=confidence interval; IES=Impact of event scale; MBSR=Mindfulness-based
stress reduction; PCL=PTSD Checklist; PTSD=post-traumatic stress disorder; RR=risk ratio; SMD=standardised
mean difference; TAU=treatment as usual; QLQ-C30-GHS=an instrument to measure quality of life of cancer
patients

1 Risk of bias is high or unclear across multiple outcomes

2 Substantial heterogeneity (12>50%)

3 OIS not met (N<400)

495% ClI crosses both line of no effect and threshold for clinically important benefit

595% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

See appendix F for full GRADE tables.
Practical support: clinical evidence

Included studies

Nine studies of practical support for the prevention of PTSD in adults were identified for full-
text review. Of these 9 studies, 1 RCT (N=352) was included in a single comparison for the
early treatment (1-3 months post-trauma) of non-significant PTSD symptoms in adults:
intensive care diary compared with waitlist (Jones 2010/2012 [1 study reported across 2

papers]).
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Excluded studies

Eight studies were reviewed at full text and excluded from this review. The most common
reasons for exclusion were that the intervention was not targeted at PTSD symptoms, or the
paper was a systematic review with no new useable data and any meta-analysis results not
appropriate to extract.

Studies not included in this review with reasons for their exclusions are provided in Appendix

K.

Summary of clinical studies included in the evidence review

Table 64 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profile below (Table 65).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study

evidence tables in Appendix D.

Table 64: Summary of included studies: Practical support for early treatment (1-3
months) of non-significant PTSD symptoms

Comparison

Total no. of studies (N
randomised)

Study ID
Country
Diagnostic status

Mean age (range)
Sex (% female)
Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Type of traumatic event

Single or multiple incident
index trauma

Lifetime experience of trauma
Intervention details

Intervention format
Intervention intensity

Comparator
Intervention length (weeks)

Intensive care diary versus waitlist
1 (352)

Jones 2010/2012
Denmark, Italy, Norway, Portugal, Sweden, UK

Non-significant symptoms (below threshold and <50% maximum
score on scale)

Median: 59-60 (18-82)
36

NR

NR

1.5

Unintentional injury/illness/medical emergency: Respiratory failure
(22%); Sepsis (15%); Circulatory failure (13%); Multi-organ failure
(14%); Multiple trauma without head injury (9%); Multiple trauma
with head injury (3%); Isolated head injury (2%); Combined
(pulmonary/circulatory) (11%); Gastrointestinal failure (6%);
Neurological failure (3%); Other (2%). Median ICU stay 13 days
(range 3-79)

Single

20% had previous traumatic experiences

Intensive care diary kept whilst the patient was unconscious in the
ICU; contained photographs and hand written text and was
introduced to the patient by a research nurse or doctor who
ensured that they understood its contents but did not give any
advice on what to do with it

Individual

Planned intensity NR. Patients read the diary a median of 3 times
(0-20)

Waitlist

8

146

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults FINAL (December 2018)



FINAL
Psychosocial interventions for the prevention of PTSD in adults

BME, Black and minority ethnic; ICU, Intensive care unit; NR, not reported;

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (practical support for the prevention of PTSD in
adults) is presented in Table 65.

Table 65: Summary clinical evidence profile: Intensive care diary versus waitlist for
the early treatment (1-3 months) of non-significant PTSD symptoms

PTSD The mean PTSD 322 very low'?
symptomatology symptomatology (1 study)
self-rated self-rated in the
PTSS-14 change intervention
score groups was
Follow-up: mean 8 0.26 standard
weeks deviations lower
(0.48 to 0.04
lower)
PTSD at endpoint 171 per 130 per 1000 RR 352 very low'3
Number meeting 1000 (79 to 214) 0.76 (1 study)
criteria for PTSD (0.46 to
Follow-up: mean 8 1.25)
weeks
Discontinuation 86 per 85 per 1000 RR 352 very low'3
Number of 1000 (43 to 168) 0.99 (1 study)
participants lost to (0.5to
follow-up 1.96)
Follow-up: mean 8
weeks

Cl=confidence interval; PTSD=post-traumatic stress disorder; PTSS-14=posttraumatic stress symptoms-14;
RR=risk ratio; SMD=standardised mean difference

! Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

3 95% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

See appendix F for full GRADE tables.
Psychoeducational interventions: clinical evidence

Included studies

Twenty-two studies of psychoeducational interventions for the prevention of PTSD in adults
were identified for full-text review. Of these 22 studies, 4 RCTs (N=613) were included in a
single comparison for the early prevention (intervention initiated within 1 month of trauma) of
PTSD in adults: single psychoeducation session (alone or in addition to TAU) compared with
TAU (Miller 2015; Rose 1999; Tuckey 2014; Wijesinghe 2015).
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Excluded studies

Eighteen studies were reviewed at full text and excluded from this review. The most common
reasons for exclusion were that the intervention was not targeted at PTSD symptoms, or the
paper was a systematic review with no new useable data and any meta-analysis results not

appropriate to extract.

Studies not included in this review with reasons for their exclusions are provided in Appendix

K.

Summary of clinical studies included in the evidence review

Table 66 provides a brief summary of the included studies and evidence from these are
summarised in the clinical GRADE evidence profile below (Table 67).

See also the study selection flow chart in Appendix C, forest plots in Appendix E and study

evidence tables in Appendix D.

Table 66: Summary of included studies: Psychoeducational interventions for early
prevention (<1 month)

Comparison

Total no. of studies (N
randomised)

Study ID

Country

Diagnostic status

Mean age (range)

Sex (% female)

Ethnicity (% BME)
Coexisting conditions

Mean months since traumatic
event

Single psychoeducation session (+/- TAU) versus TAU
4 (613)

Miller 2015

Rose 19992

Tuckey 20143

Wijesinghe 20154

us!

UK?

Australia®

Sri Lanka*

Clinically important PTSD symptoms (scoring above a threshold
on validated scale) "2

Non-significant symptoms (below threshold and <50% maximum
score on scale)®

Unclear*

28.8 (18-70) "

35.9 (18-76)2

NR3

42.1 (range NR) 4

100’

252,4

93

38!

NR2’3‘4

NR1,2,3

0.02% treated in intensive care*

Mean NR (intervention delivered within 72 hours of assault) '
0.7?

0.1 (within 3 days)?®

Mean NR (intervention initiated 1-month post-discharge)*
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Comparison Single psychoeducation session (+/- TAU) versus TAU

Type of traumatic event Exposure to sexual abuse or assault: Women who participated in
a sexual assault examination. 35% reported the assailant
threatened harm; 68% reported at least one injury sustained; 8%
reported the assailant used a weapon during the assault. 57%
reported a completed rape. 60% assailant was an acquaintance;
20% were strangers; 12%were romantic partners; 6% were
unsure who assaulted them; 1% assault by a family member?
Exposure to non-sexual violence: Actual physical assault (94%);
Threatened physical assault (4%); Actual or threatened sexual
assault (4%)?

Being an emergency responder in a traumatic event: Firemen
responding to a potentially traumatic event (PTE). All but one of
these PTEs were motor vehicle accidents that resulted in fatalities
or serious injuries to the vehicle occupants. The remaining PTE
was a failed resuscitation attempt. All events involved secondary
exposure (i.e., the fire-fighters provided fire and rescue services to
primary victims) rather than primary exposure (where in fire-
fighters’ lives were directly threatened, by a burnover for example)
3

Unintentional injury: Snakebite*

Single or multiple incident Unclear"?
index trauma Single2*

Lifetime experience of trauma  72% prior sexual assault’
41% had a history of child abuse?
NR3,4
Intervention details Single psychoeducation session following standard care'

Single psychoeducation session based on a specially prepared
leaflet that included information on normal reactions to traumatic
events and where and when to find help?

Single psychoeducation session consisted of information about
how to recognize and manage stress, including cognitive,
behavioural, emotional and physical/physiological symptoms of
stress, and general self-care strategies®

Single psychoeducation session (psychological first-aid) prior to

discharge*
Intervention format Individual-24
Group?
Intervention intensity 9-minute video (0.15 hours) '

1 x 30-min session (0.5 hours)?
1 x 90-min session (1.5 hours) 3
1 x 15-min session (0.25 hours)*
Comparator TAU: Standard care involved meeting with a rape crisis advocate

who provided information about what would happen during the
examination and about services available in the community’

No treatment?34
Intervention length (weeks) 0.1".23
14
BME, Black and minority ethnic; NR, Not reported; PTE, Potentially traumatic event; PTSD, Post-traumatic stress
disorder; TAU, Treatment as usual

See appendix D for full evidence tables.
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Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (psychoeducation for the prevention of PTSD in

adults) is presented in Table 67.

Table 67: Summary clinical evidence profile: Single psychoeducation session (+/-
TAU) versus TAU or no treatment for the early prevention (intervention
initiated <1 month) of PTSD in adults

PTSD
symptomatology
self-rated at
endpoint
PSS-SR/IES-R
change score
Follow-up: mean
0.1 weeks

PTSD
symptomatology
self-rated at 2-6
month follow-up
PSS-SR change
score

Follow-up: 2-6
months

PTSD at 6-month
follow-up

Number of people
who met criteria
for PTSD
Follow-up: mean 6
months

Anxiety symptoms
at endpoint

STAI State
change score
Follow-up: mean
0.1 weeks

246 per 1000

The mean
PTSD
symptomatol
ogy self-rated
at endpoint in
the
intervention
groups was
0.23 standard
deviations
higher

(0.16 lower to
0.61 higher)

The mean
PTSD
symptomatol
ogy self-rated
at 2-6 month
follow-up in
the
intervention
groups was
0.19 standard
deviations
lower

(0.51 lower to
0.13 higher)

236 per 1000
(153 to 364)

The mean
anxiety
symptoms at
endpoint in
the
intervention

150

106
(2 studies)

151
(2 studies)

RR 253

0.96 (2 studies)
(0.62 to

1.48)

69
(1 study)

very
low"2

very
low’3

very
low'4

very
low®
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groups was
0.77 standard
deviations
lower
(1.26 t0 0.28
lower)
Anxiety symptoms The mean 73 very
at 2-month follow- anxiety (1 study) low5
up symptoms at
STAI State 2-month
change score follow-up in
Follow-up: mean 2 the
months intervention
groups was
0.61 standard
deviations
lower
(1.08 t0 0.13
lower)
Depression The mean 91 very
symptoms depression (1 study) low'3
BDI endpoint symptoms in
score the
Follow-up: mean intervention
0.1 weeks groups was
0.36 standard
deviations
lower
(0.77 lower to
0.06 higher)
Discontinuation 313 per 1000 357 per 1000 RR 518 low?2
Number of (291 to 439) 1.14 (4 studies)
participants lost to (0.93 to
follow-up 1.4)
Follow-up: mean
0.1 weeks

BDI=Beck Depression Inventory; Cl=confidence interval; IES-R=Impact of event scale-revised; PSS-SR=PTSD
symptom scale-self-report; PTSD=post-traumatic stress disorder; RR=risk ratio; SMD=standardised mean
difference; STAI=State-Trait Anxiety Inventory

1 Risk of bias is high or unclear across multiple outcomes

295% CI crosses both line of no effect and threshold for clinically important harm

3 95% CI crosses both line of no effect and threshold for clinically important benefit

495% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

5 OIS not met (N<400)

See appendix F for full GRADE tables.
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Peer support: clinical evidence

Included studies

Three studies of peer support for the prevention of PTSD in adults were identified for full-text
review. None of these studies could be included.

Excluded studies

Three studies were reviewed at full text and excluded from this review because the
intervention was not targeted at PTSD symptoms, efficacy or safety data could not be
extracted, or the paper was a systematic review with no new useable data and any meta-
analysis results not appropriate to extract.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Relaxation: clinical evidence

Included studies

One study of relaxation for the prevention of PTSD in adults was identified for full-text
review. This study could not be included.

Excluded studies

One study was reviewed at full text and excluded from this review because the paper was a
systematic review with no new useable data and any meta-analysis results not appropriate
to extract.

Studies not included in this review with reasons for their exclusions are provided in Appendix
K.

Economic evidence

Included studies

No studies assessing the cost effectiveness of psychosocial interventions for the prevention
of PTSD in adults were identified. The search strategy for economic studies is provided in
Appendix B.

Excluded studies

No economic studies of psychosocial interventions for the prevention of PTSD in adults were
reviewed at full text and excluded.

Economic model

No economic modelling was conducted for this question because other topics were agreed
as higher priorities for economic evaluation.
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Resource impact

As no recommendations were made in this area and psychosocial interventions for the
prevention of PTSD in adults are not in widespread use in routine clinical practice, there is
no impact on resources.

Clinical evidence statements

Meditation/Mindfulness-based stress reduction (MBSR) for delayed treatment (>3
months) of below threshold PTSD symptoms

o Very low quality evidence from 3 RCTs (N=105) suggests a moderate-to-large and
statistically significant benefit of meditation or MBSR (alone or in addition to TAU) relative
to no treatment, waitlist or TAU on improving PTSD symptomatology at endpoint for
adults who have been exposed to a traumatic event more than 3 months ago and have
below threshold PTSD symptoms at baseline. However, very low quality single-RCT
(N=39) evidence suggests this benefit is short-term as non-significant at 3-month follow-
up. Low quality single-RCT (N=39) evidence suggests a clinically important and
statistically significant benefit on improving depression symptoms (no follow-up available).
Conversely very low quality single-RCT (N=39-44) evidence suggests a non-significant
effect on quality of life at endpoint or 3-month follow-up. Very low quality evidence from 3
RCTs (N=130) suggests a non-significant effect of meditation or MBSR on
discontinuation.

Practical support for early prevention (<1 month)

¢ Very low quality single-RCT (N=322) evidence suggests a small but statistically significant
benefit of intensive care diaries relative to waitlist on improving PTSD symptomatology for
adults who have been exposed to a traumatic event 1-3 months ago. Evidence from this
same RCT suggests a clinically important but not statistically significant benefit on the
number of people meeting criteria for PTSD at endpoint. Evidence from this RCT
suggests non-significant effects of intensive care diaries on discontinuation.

Psychoeducational interventions for early prevention (<1 month)

e Very low quality single-RCT (N=69-73) evidence suggests a clinically important and
statistically significant benefit of a single psychoeducational session in addition to TAU
relative to TAU-only on improving anxiety symptoms for adults who have been exposed to
a traumatic event within the last month. However, very low quality evidence from 1-2
RCTs (N=91-253) suggests non-significant effects of a single psychoeducational session
on PTSD symptomatology at endpoint or 2-6 month follow-up, the number of people
meeting criteria for PTSD at 6-month follow-up, or depression symptoms at endpoint. Low
quality evidence from 4 RCTs (N=518) also suggests a non-significant effect of
psychoeducation on discontinuation.

Economic evidence statements

No economic evidence on psychosocial interventions for the prevention of PTSD in adults
was identified and no economic modelling was undertaken.
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The committee’s discussion of the evidence

Interpreting the evidence
The outcomes that matter most

Critical outcomes were measures of PTSD symptom improvement on validated scales and
prevention of PTSD (as measured by the number of adults with a diagnosis or scoring above
clinical threshold on a validated scale at endpoint or follow-up). Attrition from treatment (for
any reason) was also considered an important outcome, as a proxy for the acceptability
and/or tolerability of treatment. The Committee considered dissociative symptoms,
personal/social/occupational functioning (including global functioning/functional impairment,
sleeping difficulties, and quality of life), and symptoms of a coexisting condition (including
anxiety, depression and substance misuse problems) as important but not critical outcomes.
This distinction was based on the primacy of preventing PTSD, whilst acknowledging that
broader symptom measures may be indicators of a general pattern of effect. The Committee
also acknowledged that these other measures are not routinely collected in trials. Generally
change scores were favoured over final scores as although in theory randomisation should
balance out any differences at baseline, this assumption can be violated by small sample
sizes. The Committee also expressed a general preference for self-rated PTSD
symptomatology over clinician-rated measures. However, in considering psychosocial
interventions (relative to pharmacological interventions) a greater emphasis was placed on
triangulating effects on self-rated PTSD symptomatology with clinician-rated outcome
measures, given that the latter but not the former could be blinded.

The quality of the evidence

All the evidence reviewed was of low or very low quality, reflecting the high risk of bias
associated with the 