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Disclaimer
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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.

¢ 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?

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;
* witnesses the traumatic event in person;

e |learns 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

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

9
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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

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)

¢ 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):

¢ Meditation
e 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

10
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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])

e 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)
¢ Yoga (including all types of yoga)

o Any other intervention

e Treatment as usual

o Waitlist

¢ Placebo

Critical outcomes:

o Efficacy (PTSD symptoms/diagnosis)

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

Important outcomes:
e Dissociative symptoms

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

¢ Sleeping difficulties
e Quality of life

¢ 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.

11
PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)


https://www.nice.org.uk/Media/Default/About/what-we-do/our-programmes/developing-NICE-guidelines-the-manual.pdf
https://www.nice.org.uk/Media/Default/About/Who-we-are/Policies-and-procedures/declaration-of-interests-policy.pdf
https://www.nice.org.uk/Media/Default/About/Who-we-are/Policies-and-procedures/declaration-of-interests-policy.pdf

DRAFT FOR CONSULTATION
Psychological interventions for the prevention of PTSD in adults

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-centered 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).
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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-centered
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

versus waitlist/no

psychoeducational

month)
TF-CBT (+/- TF-CBT versus
TAU/psychoeducation) supportive counselling
TF-CBT (+/- versus TAU/attention-
psychoeducation) placebo/

Comparison treatment session
Total no. of 3 (452) 5 (545) 7 (356)
studies (N
randomised)
Study ID Bryant 2008a’ Foa 2006* Bryant unpublished?
Rothbaum 20122 Nixon 20165 Bryant 1998/2003b°
Wijesinghe 20153 O'Donnell 20126 Bryant 1999/Bryant
Price 20147 2003b™°
WijeSinghe 20153 Bryant 2005/2006"
Foa 200612
Kangas 201313
Nixon 2012b'4
Country Australia’ us+7 Australia8910.11.13,14
us2 Australia®¢ us?2
Sri Lanka3 Sri Lanka?3
Diagnostic Acute stress Clinically important PTSD  Acute stress
status disorder/acute stress symptoms (scoring above  disorder/acute stress

reaction diagnosis
according to ICD/DSM
criteria’

a threshold on validated
scale) 46

13

reaction diagnosis
according to ICD/DSM
criterig89.10.11.14

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

131
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) 3

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)#4
31 (range NR)®
35.9 (18-70)6
31.5 (range NR)”
42.1 (range NR) 3

1004
985
398
657
253

694

135

NR36

787

NR#*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’d

0.674

NR (24 weeks)®

Mean NR (intervention

initiated at 4-weeks post-

injury)®

0 (first intervention session

began in the emergency

14

Clinically important
PTSD symptoms
(scoring above a
threshold on validated
scale) 12
Non-significant
symptoms (below
threshold and <50%
maximum score on
scale) '3

31 (18-60)8

32.6 (range NR)®
34 (range NR) 10
33.6 (range NR) '
33.7 (range NR) 2
54.8 (range NR) '3
40.6 (range NR) "4
678

589

5110

6111

10012

2013

4714

NR89.10,11,13

6912

314

NR3:9.10,11,12

17% met criteria for
MDD; 9% social anxiety;
26% adjustment
disorder!3

63% mood disorder; 27%
anxiety disorder; 3%
substance disorder'4

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

0.59.10,11
0.6712

NR ('newly diagnosed')'3
Mean NR (<4 weeks)'*
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Type of
traumatic
event

Single or
multiple
incident index
trauma

Lifetime
experience of
trauma

Intervention
details

Exposure to non-sexual
violence: Nonsexual
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

NR1,3

46% had previous
trauma. Prior trauma
exposure: Rape (12%);
Nonsexual assault
(13%); Motor vehicle
accident (16%); Other
(4%)?

Combined two arms
(prolonged exposure and
cognitive restructuring;

department after the
patient was medically
stable)”

Mean NR (intervention
initiated 1-month post-
discharge) 3

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?

Single34.56
Unclear?”

NR3:4.6.7
91% prior trauma: sexual
(74%); physical (54%);
other (89%)°

Brief individual CBT
(based on Foa 1991
protocol) 4

15

Mixed: Nonsexual
assault or motor vehicle
accident®

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

Exposure to non-sexual
violence: Nonsexual
assault (53%); motor
vehicle accidents
(47%)1°

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) 2

1x 15-min
psychoeducation session
+ 1x 20-min TF-CBT
session (0.6 hours) 3

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 session?®

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)3
Attention-placebo*

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

TAU (no further detail
reported)”

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

134

65

106

37

16

prolonged exposure +
anxiety management;
following unpublished
manual) 10

CBT individual (following
unpublished manual) '
Brief individual CBT
(based on Foa 1991
protocol) 12

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

Individual

5x 1.5-hour sessions (7.5
hours) 8,9,10,11

4x 2-hour sessions (8
hours) 12

6x weekly 90-min
sessions + 1x booster
session at 4 week follow-
6x weekly 90-min
sessions (9 hours) 4

Supportive counselling

58,9,10,11
112
1013
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 Disease; PTSD, Post-traumatic stress disorder; TAU, Treatment as usual; TF-
CBT, Trauma-focused cognitive behavioural therapy

'Bryant 2008a; 2Rothbaum 2012; 3Wijesinghe 2015; Foa 2006, °Nixon 2016; 6O'Donnell 2012; "Price 2014;
8Bryant unpublished; °Bryant 1998/2003b; "°Bryant 1999/Bryant 2003b;

""Bryant 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- versus peer
Comparison treatment psychoeducation centered 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 2014¢
DuHamel 20108
Maercker 20064
Country Thailand? New Zealand® US and Canada us

US and Canada?  Australia®

17
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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) 24
35.6 (18-85) 1
36.2 (range NR)?
51 (19-74)3
40.44

631

1002

513

76*

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)
?

246.62

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)°

58.3 (range NR) &

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%

18

Trauma-focused
CBT versus
present-
centered 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

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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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
Single3#4

Comparison

Single or
multiple
incident index
trauma

Lifetime
experience of
trauma

Mean number of
traumatic events
either withessed
or experienced:
12.0 (range 1-24)
;

N R2,3,4

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

Intervention
details

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%)8

Single

NR

ERASE-Stress New
Zealand (ES-NZz)5
CBT individual
(following
unpublished
manual)

19

Trauma-focused
CBT versus
present-
centered 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

10-163

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-
centered 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-1V, Diagnostic and Statistical Manual of Mental Disorders-1V;
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
"Bolton 2014b; 2Classen 2011; 3SDuHamel 2010; *Maercker 2006; °Berger 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
symptomatology PTSD (1 study) low?:2:3
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 t0 2.32

lower)
PTSD The mean 227 very
symptomatology PTSD (2 studies) low!23.4
clinician-rated at symptomatolog
endpoint y clinician-
CAPS change rated at
score/PSS-| endpoint in the
endpoint score intervention
Follow-up: 3-5 groups was
weeks 2.2 standard

deviations

lower

(3.910 0.51

lower)
PTSD The mean 137 very
symptomatology PTSD (1 study) low?-23
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

21
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lower
(3.01t0 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)

22

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!35

very
low!36

very
low!35

very
low?:37

very
|ow1 ,3,4,5

very low'5
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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

T Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 Data is not reported/cannot be extracted for all outcomes

4 Considerable heterogeneity (12>80%)

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

6 OIS not met (events<300)

795% Cl 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

aduﬂs
PTSD The mean PTSD very
symptomat symptomatology (2 studies)  low'"23
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
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PTSD The mean PTSD low!:3
symptomat symptomatology (1 study)

ology self- self-rated at 6-

rated at 6- month follow-up in

month the intervention

follow-up groups was

PCL 0.3 standard

change deviations lower

score (0.88 lower to 0.28

Follow-up: higher)

mean 6

months

PTSD The mean PTSD 88 low'3
symptomat symptomatology (2 studies)

ology self- self-rated at 1-year

rated at 1- follow-up in the

year follow- intervention groups

up was

PCL/PSS- 0.39 standard

SR change deviations lower

score (0.82 lower to 0.03

Follow-up: higher)

mean 1

years

PTSD The mean PTSD 232 low'3
symptomat symptomatology (4 studies)

ology clinician-rated at

clinician- endpoint in the

rated at intervention groups

endpoint was

CAPS/PSS- 0.29 standard

| change deviations lower

score (0.63 lower to 0.04

Follow-up: higher)

1-10 weeks

PTSD The mean PTSD 188 very
symptomat symptomatology (3 studies) low1,4,
ology clinician-rated at 2- 5
clinician- 3 month follow-up

rated at 2-3 in the intervention

month groups was

follow-up 0.18 standard

CAPS/PSS- deviations lower

| change (0.47 lower to 0.11

score higher)

Follow-up:

2-3 months

PTSD The mean PTSD 7 very
symptomat symptomatology (2 studies)  low"23
ology clinician-rated at 6-

24

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



DRAFT FOR CONSULTATION

Psychological interventions for the prevention of PTSD in adults

clinician-
rated at 6-
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

month follow-up in
the intervention
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
(118 to 668)

437 per 1000
(326 to 585)

214 per 1000
(81 to 557)

25

RR 0.47
(0.2 1o
1.13)

RR 0.71
(0.53 to
0.95)

RR 0.74
(0.28 to
1.93)

88
(2 studies)

93
(2 studies)

184
(2 studies)

197
(2 studies)

low!+4

very
low'23

very
|ow1 ,5,6

very
low'27
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PTSD at 1- 455 per 1000 518 per 1000 RR 1.14 47 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"”
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!”
follow-up 1.72)

Number of

people

showing

improveme

nt of at

least 12

points on

CAPS

Follow-up:
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mean 6
months
Response 500 per 1000 560 per 1000 RR 1.12 47 very
at 1-year (325 to 965) (0.65 to (1 study) low"”
follow-up 1.93)
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"38
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) low1,3,
at 3-month month follow-up in
follow-up the intervention
BAIl 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!-4
at 1-year follow-up in the
follow-up intervention groups
BAI change was
score 0.7 standard
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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)  low1,7,
at endpoint symptoms at 8
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)  lowt27
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"38
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"7:8
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

T Risk of bias is high or unclear across multiple domains

2 Substantial heterogeneity (12>50%)

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

4 OIS not met (N<400)

5 Data is not reported/cannot be extracted for all outcomes

6 OIS not met (events<300)

795% ClI crosses line of no effect and thresholds for both clinically important benefit and harm

8 Considerable heterogeneity (12>80%)

995% Cl 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"2
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'-2
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

(1.32 t0 0.01
lower)
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PTSD The mean very
symptomatology self- PTSD (2 studies) low"23
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!2
rated at 11-12 month symptomatolog
follow-up y self-rated at
PCL/PSS-SR change 11-12 month
score follow-up in the
Follow-up: 11-12 intervention
months groups was
0.5 standard
deviations
lower
(0.95 to 0.06
lower)
PTSD The mean 94 low"2
symptomatology PTSD (3 studies)
clinician-rated at symptomatolog
endpoint y clinician-rated
CAPS/PSS-I at endpoint in
endpoint/change the intervention
score groups was
Follow-up: 1-6 weeks 0.58 standard
deviations
lower
(1t00.17
lower)
PTSD The mean 66 low’#
symptomatology PTSD (2 studies)
clinician-rated at 3-6 symptomatolog
month follow-up y clinician-rated
PSS-I/CAPS change at 3-6 month
score follow-up in the
Follow-up: 3-6 intervention
months groups was
0.38 standard
deviations
lower
(0.87 lower to
0.11 higher)
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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)
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
(186 to 521) 0.59 (2 studies)
(0.35
to
0.98)
196 per 1000 RR 81
(24 to 1000) 0.32 (2 studies)
(0.04
to
2.64)
366 per 1000 RR 161
(250 to 533) 0.57 (4 studies)
(0.39
to
0.83)
332 per 1000 RR 137
(221 to 501) 0.69 (2 studies)
(0.46
to
1.04)
The mean 147
anxiety (4 studies)

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 The mean 119 very
1-3 month follow-up anxiety (3 studies) low'235
BAI/STAI State symptoms at 1-
change score 3 month follow-
Follow-up: 1-3 up in the
months intervention
groups was
0.71 standard
deviations
lower
(1.41 lower to O
higher)
Anxiety symptoms at The mean 181 very
5-6 month follow-up anxiety (5 studies) low!"345
STAI State change symptoms at 5-
score/BAIl 6 month follow-
endpoint/change up in the
score intervention
Follow-up: 5-6 groups was
months 0.47 standard
deviations
lower
(1.07 lower to
0.13 higher)
Anxiety symptoms at The mean 80 very
11-12 month follow- anxiety (2 studies) low'45
up symptoms at
BAI/STAI State 11-12 month
change score follow-up in the
Follow-up: 11-12 intervention
months groups was
0.52 standard
deviations
lower
(1.32 lower to
0.29 higher)
Depression The mean 173 low'-2
symptoms at depression (5 studies)
endpoint symptoms at
BDI/BDI-II endpoint in the
endpoint/change intervention
score groups was
Follow-up: 1-10 0.47 standard
weeks deviations
lower
(0.78 t0 0.16
lower)
Depression The mean 119 very
symptoms at 1-3 depression (3 studies) low1,3,4

month follow-up
BDI/BDI-II change
score

symptoms at 1-
3 month follow-
up in the
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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-II change
score

Follow-up: 11-12
months

Depression
symptoms at 3-year
follow-up

BDI-Il 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 to 0.06
lower)

The mean
quality of life at
endpoint in the
intervention
groups was
0.31 standard
deviations
lower
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181
(5 studies)

81
(2 studies)

35
(1 study)

35
(1 study)

very
low!23

very
low14.5
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low'23
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(0.99 lower to

0.37 higher)
Quality of life at 5- The mean 35 very
month follow-up quality of life at (1 study) low™34
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 very
month follow-up quality of life at (1 study) low"23
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; STAI=State-Trait Anxiety Inventory
! Risk of bias is high or unclear across multiple domains
2 OIS not met (N<400)
3 Data is not reported/cannot be extracted for all outcomes
495% ClI crosses both line of no effect and threshold for clinically important benefit
5 Substantial heterogeneity (12>50%)
695% ClI crosses line of no effect and thresholds for both clinically important benefit and harm
7 OIS not met (events<300)
8 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':2
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 t0 0.08
lower)
PTSD The mean PTSD 43 very
symptomatology symptomatology (1 study) low"2
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!-2
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'-2
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"2

month follow-up
HADS-D change
score

Follow-up: mean 1
months

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

symptoms at 1-
month follow-up in
the intervention
groups was

0.75 standard
deviations lower
(1.42 t0 0.08
lower)
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Depression
symptoms at 4-
month follow-up
HADS-D change

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

month follow-up in

score the intervention
Follow-up: mean 4 groups was
months 1.28 standard
deviations lower
(1.95t0 0.62
lower)
Discontinuation 355 per 415 per 1000 RR 1.17 60 very
Number of 1000 (216 to 788) (0.61to (1 study) low"3
participants lost to 2.22)
follow-up
Follow-up: mean 4
weeks

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

' Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

395% Cl 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 The mean PTSD very low"2
symptomatology symptomatology (1 study)
self-rated at self-rated at
endpoint endpoint in the
PCL change score intervention
Follow-up: mean 26 groups was
weeks 0.14 standard
deviations lower
(0.55 lower to
0.27 higher)
PTSD The mean PTSD 428 very low"3
symptomatology symptomatology (2 studies)

self-rated at 1-2
month follow-up

self-rated at 1-2
month follow-up

PCL/HTQ change in the
score intervention
Follow-up: 1-2 groups was
months 1 standard
36
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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 381 per 1000
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

deviations lower
(1.88100.12
lower)

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

0.49 standard
deviations lower
(0.8t0 0.18
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 t0 0.86
lower)

145 per 1000
(46 to 465)

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)

37

RR 0.38
(0.12 to
1.22)

168
(2 studies)

81
(1 study)

42
(1 study)

42
(1 study)

347
(1 study)

very low’#

very
Iow1 4,5

very
Iow1 4,5

very
low'23

low'4

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



DRAFT FOR CONSULTATION

Psychological interventions for the prevention of PTSD in adults

Depression
symptoms at 1-2
month follow-up
HSCL-25/BSI
Depression change
score

Follow-up: 1-2
months

Depression
symptoms at 5-
month follow-up
BSI Depression
change score
Follow-up: mean 5
months

Depression
symptoms at 8-
month follow-up
BSI Depression
change score
Follow-up: mean 8
months

Alcohol use
disorder symptoms
at 1-month follow-
up

AUDIT change
score

Follow-up: mean 1
months

Alcohol use at
endpoint

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

The mean 428
depression (2 studies)
symptoms at 1-2

month follow-up

in the

intervention

groups was

0.99 standard

deviations lower

(1.86 t0 0.12

lower)

The mean 81
depression (1 study)
symptoms at 5-

month follow-up

in the

intervention

groups was

0.64 standard

deviations lower

(1.09t0 0.18

lower)

The mean 81
depression (1 study)
symptoms at 8-

month follow-up

in the

intervention

groups was

0.54 standard

deviations lower

(0.99 t0 0.09

lower)

The mean 33
alcohol use (1 study)
disorder

symptoms at 1-

month follow-up

in the

intervention

groups was

0.06 standard

deviations higher

(0.62 lower to

0.75 higher)

The mean 89
alcohol use at (1 study)
endpoint in the

intervention

groups was

0.07 standard

deviations lower
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Iow1 4,5
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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’”
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"2
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"7?
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'2
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®8
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; lIP=inventory of interpersonal problems; PCL=PTSD checklist; RR=risk
ratio; SMD=standardised mean difference

! Risk of bias is high or unclear across multiple domains

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

3 Considerable heterogeneity (12>80%)

4 OIS not met (N<400)

5 Data is not reported/cannot be extracted for all outcomes

695% Cl crosses line of no effect and thresholds for both clinically important benefit and harm

795% ClI crosses both line of no effect and threshold for clinically important harm

8 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!-2
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 low?-34
gy self-rated at self-rated at 6-8 studies)
6-8 month month follow-up in
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follow-up
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

the intervention
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)

lows

Cl=confidence interval; IES=impact of event scale; PCL=PTSD checklist; PTSD=post-traumatic stress disorder;
RR-=risk ratio; 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% ClI crosses both line of no effect and threshold for clinically important benefit
595% Cl 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-
centered 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

(1 study)

41
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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-

(0.5 lower to 0.34
higher)

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

42

90
(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’4

very
low!:2
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low!:2
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month follow-up
IIP change score
Follow-up: mean 6

difficulties at 6-
month follow-up in
the intervention

months groups was
0.01 standard
deviations higher

(0.41 lower to 0.42

higher)
Discontinuation 321 per 418 per 1000 RR1.3 111 low’4
Number of 1000 (257 to 685) (0.8 to (1 study)
participants lost to 2.13)
follow-up
Follow-up: mean
26 weeks

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

! Risk of bias was high or unclear across multiple domains

2 OIS not met (N<400)

395% 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 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

The mean PTSD very
symptomatology (1 study) low?-23
self-rated at

endpoint in the

intervention groups

was

0.37 standard

deviations lower

(0.97 lower to 0.22

higher)
The mean PTSD 44 very
symptomatology (1 study) low™34

self-rated at 3-month
follow-up in the
intervention groups
was

0.73 standard
deviations lower
(1.35 to 0.12 lower)
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Follow-up: mean 3
months
CBT=cognitive behavioural therapy; Cl=confidence interval; PTSD=post-traumatic stress disorder; SCL-90-
R=Symptom Checklist-90-Revised; SMD=standardised mean difference
' Risk of bias is high or unclear across multiple outcomes
295% ClI crosses both line of no effect and threshold for clinically important benefit
3 Data is not reported/cannot be extracted for all outcomes
4 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

Total no. of studies (N 2 (109)
randomised)
Study ID Nakamura 2011"
Potter 20162
Country us’
UK?

44
PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)



DRAFT FOR CONSULTATION
Psychological interventions for the prevention of PTSD in adults

Comparison
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)

Non-trauma-focused CBT (+ TAU) versus TAU
Subthreshold symptoms (below threshold but 250%
maximum score on scale)

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

52.1 (range NR) !

41.4 (range NR) 2

51

462

NR

All participants had sleep disturbance’

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

PTSD The mean 103 low!-2
symptomatology PTSD (2 studies)
self-rated symptomatol
PCL/IES-R ogy self-
change score rated in the
Follow-up: 2-12 intervention
weeks groups was

0.31

standard

deviations

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'2
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
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Follow-up: mean groups was
12 weeks 0.29
standard
deviations
lower
(0.88 lower
to 0.3 higher)
Sleeping The mean 58 low’-4
difficulties sleeping (1 study)
MOS-SS: Sleep difficulties in
Problems Index I the
change score intervention
Follow-up: mean 2 groups was
weeks 0.96
standard
deviations
lower
(1.51 t0 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 low3
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

' Risk of bias was high or unclear across multiple domains

295% ClI 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

4 OIS not met (N<400)

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

Included studies

One study of present-centered 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-centered
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

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-centered 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

Present-centered 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
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Comparator 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-centered therapy for the prevention of
PTSD in adults) is presented in Table 16.

Table 16: Summary clinical evidence profile: Present-centered therapy versus waitlist
for the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults

PTSD The mean PTSD very
symptomatolog symptomatology (1 study) low':2
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'-2
Drug and the intervention
Alcohol Use groups was

Interview: Total
drinks in last 3
months change
score
Follow-up:
mean 26
weeks

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

0.12 standard
deviations lower
(0.54 lower to 0.3
higher)
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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
Follow-up:

The mean alcohol

use at 6-month (1 study)
follow-up in the

intervention

groups was

0.24 standard

deviations higher

(0.18 lower to 0.66

higher)

The mean drug 89

use at endpoint in (1 study)
the intervention

groups was

0.02 standard

deviations higher

(0.4 lower to 0.43

higher)

The mean drug 87

use at 6-month (1 study)
follow-up in the

intervention

groups was

0.02 standard

deviations higher

(0.4 lower to 0.44

higher)

The mean 88
relationship (1 study)
difficulties at

endpoint in the

intervention

groups was

0.1 standard

deviations lower

(0.51 lower to 0.32

higher)

The mean 86
relationship (1 study)
difficulties at 6-

month follow-up in
the intervention
groups was

0.36 standard
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mean 6 deviations lower
months (0.78 lower to 0.07
higher)
Discontinuation 164 per 1000 321 per 1000 RR 1.96 111 low'-3
Number of (159 to 653) (0.97 to (1 study)
participants 3.99)
lost to follow-
up
Follow-up:
mean 26
weeks

Cl=confidence interval; IIP=Inventory of Interpersonal Problems; PCL=PTSD Checklist; PTSD=post-traumatic
stress disorder; RR=risk ratio; SMD=standardised mean difference

' Risk of bias is high or unclear across multiple domains

2.95% Cl crosses both line of no effect and threshold for clinically important benefit

395% ClI crosses both line of no effect and threshold for clinically important harm

4 OIS not met (N<400)

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.
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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.

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 Brief behavioural intervention versus enhanced TAU
Total no. of studies (N 1 (346)
randomised)
Study ID Rahman 2016
Country Pakistan
Diagnostic status Non-significant symptoms (below threshold and <50%
maximum score on scale)
Mean age (range) 33 (range NR)
Sex (% female) 79
Ethnicity (% BME) NR
Coexisting conditions NR
Mean months since NR
traumatic event
Type of traumatic event 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%); Ill health with no access to
medical care (6%)

Single or multiple incident Multiple
index trauma
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Comparison Brief behavioural intervention versus enhanced TAU
Lifetime experience of NR
trauma

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

behavioural techniques

Intervention format Individual

Intervention intensity 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

Intervention length (weeks) 5
BME, black and minority ethnic; NR, not reported; PTSD, post-traumatic stress disorder; SD, standard deviation

Comparator

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 20121 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:
GAD 4%; Major
depressive disorder,
recurrent episode,
unspecified 2%;
Primary Insomnia or
Insomnia related to
another disorder 30%!
All participants had
primary or comorbid
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Mean NR

months

since

traumatic

event

Type of Domestic violence:

traumatic Prior or current

event experience of
interpersonal violence

Single or Multiple

multiple

incident

index trauma

Mean lifetime traumas
6.9 (3.3). Lifetime
trauma experienced:
Disaster (52%); Fire
(57%); Road accident
(55%); Serious
accident (48%);
Chemical exposure

Lifetime
experience
of trauma

(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+)

Intervention
details

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

insomnia. 25% met
diagnostic criteria for
current PTSD; 13% for
current mood/anxiety
disorder?

NR

Military combat:
Combat Theatre: 48%
Operations
Iraqi/Enduring
Freedom; 18% Persian
Gulf War; 12%
Vietnam; 6% Other
theatre of operations;
15% No conflict!
Military combat:
Operations
Enduring/Iraqi
Freedom or Operation
New Dawn
(OEF/OIF/OND) 2

Multiple

Behavioural sleep
intervention’
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NR

Military combat:
Combat Theatre: 48%
Operations
Iraqi/Enduring
Freedom; 18% Persian
Gulf War; 12%
Vietnam; 6% Other
theatre of operations;
15% No conflict

Multiple

NR

Behavioural sleep
intervention
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Intervention Individual

format

Intervention
intensity

5x weekly sessions
(length of session NR)

Enhanced TAU:
referred to primary
healthcare centres,
where nurses provided
non-specific
counselling. 62%
sought assistance from
a community nurse,
attending a mean of
2.1 (SD = 1.8) visits. In
terms of the strategies
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
length
(weeks)

Comparator

BME, black and minority ethnic; GAD, Generalised Anxiety Disorders; NR, not reported; PTSD, post-traumatic
stress disorder; SCID, Structured Clinical Interview for DSM-1V (Diagnostic and Statistical Manual of Mental

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) !

4 sessions (up to 1.9
hours in total) 2

Pill placebo, 4 capsules
30mins before
bedtime?
Attention-placebo:
received two brochures
created by the
American Academy of
Sleep Medicine
(AASM) on insomnia
and healthy sleep
practices?

81
42

Disorders); SD, standard deviation, TAU, Treatment as usual

'Germain 2012; 2Germain 2014

See appendix D for full evidence tables.
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Individual

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

Prazosin, 1-15mg/day
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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 very
symptomatology symptomatology (1 study) low!2
self-rated at self-rated at
endpoint endpoint in the
PCL change score intervention
Follow-up: mean 5 groups was
weeks 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!-2
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!-2
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!2
endpoint symptoms at

PHQ-9 change
score

Follow-up: mean 5
weeks

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

endpoint in the
intervention
groups was
1.4 standard
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deviations lower
(1.7 to 1.09 lower)

Depression The mean 303 very
symptoms at 2- depression (1 study) low"2
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
endpoint impairment at
WHODAS change endpoint in the
score intervention
Follow-up: mean 5 groups was
weeks 0.49 standard
deviations lower
(0.77 t0 0.22
lower)
Functional The mean 303 very
impairment at 2- functional (1 study) low!-2
month follow-up impairment at 2-
WHODAS change month follow-up in
score the intervention
Follow-up: mean 2 groups was
months 0.3 standard
deviations lower
(0.53 to 0.08
lower)
Discontinuation 557 per 652 per 1000 RR 346 low'3
Number of 1000 (546 to 775) 1.17 (1 study)
participants lost to (0.98 to
follow-up 1.39)
Follow-up: mean 5
weeks

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

! Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

395% ClI crosses both line of no effect and threshold for clinically important harm
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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)
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 t0 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
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! Risk of bias is high or unclear across multiple domains
2.95% Cl crosses line of no effect and thresholds for both clinically important benefit and harm

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

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

59

(2 studies)

23
(1 study)

60
(2 studies)

23
(1 study)

61
(2 studies)

e

very
Iow1,4,5

very
Iow1,4,6

very
Iow1,3,4

very
low!45
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Follow-up: 4-8 intervention
weeks groups was
0.38 standard

deviations lower
(0.89 lower to

0.13 higher)
Depression The mean 23 very
symptoms at 4- depression (1 study) low'45
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
impairment at functional (1 study) low™3:4
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
impairment at 4- functional (1 study) low* 34
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 very
difficulties at sleeping (2 studies) low™47
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 very
difficulties at 4- sleeping (1 study) low' 45
month follow-up difficulties at 4-
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PSQl change month follow-up in
score the intervention
Follow-up: mean 4 groups was
months 0.66 standard

deviations lower
(1.51 lower to

0.18 higher)
Discontinuation 222 per 256 per 1000 RR 75 low3
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 Checklist;
PSQI=Pittsburgh Sleep Quality Index; PTSD=post-traumatic stress disorder; RR=risk ratio; SDS=Sheehan
Disability Scale; SMD=standardised mean difference

! Risk of bias is high or unclear across multiple domains

2 Considerable heterogeneity (12>80%)

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

4 Data is not reported/cannot be extracted for all outcomes

595% Cl 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 (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?-23
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 very
symptomatology symptomatology (1 study) low?-34

self-rated at 4-
month follow-up
PCL change score

self-rated at 4-
month follow-up in
the intervention
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Follow-up: mean 4
months

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

groups was
0.52 standard
deviations higher
(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
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27
(1 study)

24
(1 study)

27
(1 study)

24
(1 study)

27
(1 study)

very
low1,3,4

very
|ow1 3,4

very
low'23

very
|0W1 3,4

very
low!23
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Functional
impairment at 4-
month follow-up

SDS change score
Follow-up: mean 4

months

Sleeping
difficulties at
endpoint
PSQlI change
score

Follow-up: mean 8

weeks

Sleeping
difficulties at 4-
month follow-up
PSQlI change
score

Follow-up: mean 4

months

Discontinuation
Number of
participants lost to
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

278 per
1000

(0.62 lower to 0.9
higher)

The mean
functional
impairment at 4-
month follow-up in
the intervention
groups was

0.9 standard
deviations higher
(0.04 to 1.77
higher)

The mean
sleeping difficulties
at endpoint in the
intervention
groups was

0.35 standard
deviations lower
(1.11 lower to 0.41
higher)

The mean
sleeping difficulties
at 4-month follow-
up in the
intervention
groups was

0.36 standard
deviations higher
(0.45 lower to 1.17
higher)

369 per 1000
(142 to 953)

Disability Scale; SMD=standardised mean difference

! Risk of bias is high or unclear across multiple domains
295% Cl crosses line of no effect and thresholds for both clinically important benefit and harm
3 Data is not reported/cannot be extracted for all outcomes
495% ClI crosses both line of no effect and threshold for clinically important harm

5 OIS not met (N<400)

23
(1 study)

27
(1 study)

24
(1 study)

RR 1.33 37
(0.51to (1 study)
3.43)

695% 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 19971

Conlon 19992

Dolan (unpublished)3
Hobbs 19964
Marchand 2006°
Rose 19996

Sijbrandi 20067
UK!.3:46

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) 1

33.9 (16-65) 2

35 (18-65)3

Median: 26-29 (17-69) 4

21.8 (16-53)°

35.9 (18-76) 6

40.4 (range NR)”

251,6

532

543

384

525

477

NR

NR

0.212
Mean NR (6-12 days after trauma)?

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

0.3°
0.78
Median 15 days (range 11-19)7

65

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
NR2.34.7

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 debriefing247

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) 2

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) ¢

66

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

Single session debriefing +
psychoeducation versus single

Comparison treatment psychoeducation session

1x 0.75-1 hour session’

Comparator No treatment 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 0.1123467 0.1

length (weeks) 15

BME, Black and Minority Ethnic; NR, not reported; PTSD, Post-traumatic stress disorder;
'Bisson 1997; 2Conlon 1999; *Dolan (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)

67

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) *

NR2

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) 2

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) 2

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;
'Grundlingh 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.

68

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



DRAFT FOR CONSULTATION
Psychological interventions for the prevention of PTSD in adults

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!-2
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?-23
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
(0.25to 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?-45

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

clinician-rated at 1-
3 month follow-up
in the intervention
groups was
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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"8
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"”
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'8
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

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

endpoint in the
intervention groups
was

0.1 standard
deviations higher
(0.2 lower to 0.4
higher)
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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

71

376
(3 studies)

245
(2 studies)

103
(1 study)

188
(1 study)

376
(3 studies)

337
(3 studies)

very
low!:2

low!:2

very
low!:2

low!2

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"8
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 Data is not reported/cannot be extracted for all outcomes

4 Considerable heterogeneity (12>80%)

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

695% CI crosses both line of no effect and threshold for clinically important benefit

7 95% Cl crosses both line of no effect and threshold for clinically important harm

8 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"2
symptomatology symptomatology (1 study)
self-rated self-rated in the
IES-R change intervention
score groups was
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Follow-up: mean 0.28 standard

0.1 weeks deviations lower
(0.91 lower to 0.35
higher)

Discontinuation 500 per 445 per 1000

Number of 1000 (275 to 720)

participants lost to

follow-up

Follow-up: mean

0.1 weeks

RR0.89 74 low?
(0.55t0 (1 study)
1.44)

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

ratio; SMD=standardised mean difference

' Risk of bias is high or unclear across multiple domains

2.95% Cl crosses both line of no effect and threshold for clinically important benefit
395% ClI 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 very
symptomatology PSTD (2 studies) low'23
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)  low34
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-reviesed; PTSD=post-traumatic stress disorder; RR=risk

ratio; SMD=standardised mean difference

' Risk of bias is high or unclear across multiple domains

2 Considerable heterogeneity (12>80%)

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

4 Substantial heterogeneity (12>50%)

PTSD: evidence reviews for Psycholog
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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!:2:3
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™34
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) low1,2,3
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'#
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

' Risk of bias is high or unclear across multiple domains

2.95% Cl crosses both line of no effect and threshold for clinically important harm

3 Data is not reported/cannot be extracted for all outcomes

495% Cl 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

Six studies of eye movement desensitisation and reprocessing (EMDR) for the prevention of
PTSD in adults were identified for full-text review. Of these 6 studies, 1 RCT (N=48) was
included (Lytle 2002). This RCT had 3 arms and was included in 3 relevant comparisons for
the delayed treatment (>3 months) of non-significant PTSD symptoms in adults: 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 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profiles below (Table 30, Table 31 and Table
32).

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 delayed treatment (>3 months) of non-significant

PTSD symptoms
EMDR versus EMDR versus EFD EFD versus supportive
Comparison  supportive counselling counselling
Total no. of 1 (48) 1 (48) 1 (48)
studies (N
randomised)
Study ID Lytle 2002 Lytle 2002 Lytle 2002
Country us us us
Diagnostic Subthreshold symptoms Subthreshold symptoms Subthreshold symptoms
status (below threshold but (below threshold but (below threshold but
250% maximum score on  250% maximum score on  =50% maximum score on
scale) scale) scale)
Mean age 18.9 (range NR) 18.9 (range NR) 18.9 (range NR)
(range)
Sex (% 80 80 80
female)
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Comparison

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
supportive counselling

7
NR

Mean NR (exclusion
criteria <2 months)

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

NR

Mean NR (exclusion
criteria <2 months)

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

7
NR

Mean NR (exclusion
criteria <2 months)

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 at a 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;
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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 (EMDR for the prevention of PTSD in adults) are
presented in Table 30, Table 31 and Table 32.

Table 30: Summary clinical evidence profile: Eye movement desensitisation and
reprocessing (EMDR) versus supportive counselling for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults

PTSD The meanTSD very
symptomatology symptomatology (1 study) low?:2:3
self-rated self-rated in the

IES change score intervention

Follow-up: mean groups was

0.1 weeks 0.22 standard

deviations lower
(0.94 lower to

0.49 higher)
Depression The mean 30 very
symptoms depression (1 study) low!-45
BDI change score symptoms in the
Follow-up: mean intervention
0.1 weeks groups was

0.37 standard

deviations higher
(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
! Risk of bias is high or unclear across multiple domains
295% Cl crosses both line of no effect and threshold for clinically important benefit
3 Data is not reported/cannot be extracted for all outcomes
495% ClI crosses both line of no effect and threshold for clinically important harm
5 No explanation was provided
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Table 31: Summary clinical evidence profile: Eye movement desensitisation and
reprocessing (EMDR) versus eye fixation desensitisation (EFD) for the

PTSD

symptomatology
self-rated

IES change
score

Follow-up: mean
0.1 weeks

Depression
symptoms

BDI change
score

Follow-up: mean
0.1 weeks

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

0.5 standard
deviations higher
(0.23 lower to
1.23 higher)

The mean
depression
symptoms in the
intervention
groups was
0.06 standard
deviations lower
(0.78 lower to
0.65 higher)

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

very
(1 study) low"23

30 very
(1 study) low!-34

BDI=Beck Depression Inventory; Cl=confidence interval; IES=Impact of event scale; PTSD=post-traumatic stress

disorder; RR=risk ratio; SMD=standardised mean difference

! 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 Data is not reported/cannot be extracted for all outcomes

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

Table 32: 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?-23
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)
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Depression The mean very
symptoms depression (1 study) low"3:4
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

! Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 Data is not reported/cannot be extracted for all outcomes

495% 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.

Summary of clinical studies included in the evidence review

Table 33 provides a brief summary of the included studies and evidence from these are
summarised in the clinical GRADE evidence profile below (Table 34 and Table 35).

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 33: 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, Diagnositic and Statistical Manual of
Mental Disorders; ICD, International Classification of Diseases; 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 (hypnotherapy for the prevention of PTSD in
adults) are presented in Table 34 and Table 35.
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Table 34: 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)

399 per 1000
(221 to 721)

RR 0.94
(0.52 to
1.7)

465 per 1000
(264 to 827)

RR 1.18
(0.67 to
2.1)

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

(0.76 lower to
0.24 higher)

81

(1 study)

63
(1 study)

63
(1 study)

63
(1 study)

63
(1 study)

very
|OW1 2,3

very
low!23

very
low!23

very
low!23

very
Iow1,3,4
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Anxiety symptoms
at 6-month follow-
up

BAI change score
Follow-up: mean 6
months

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

Follow-up: mean 1
months

Depression
symptoms at 6-
month follow-up
BDI-Il change
score

Follow-up: mean 6
months

Depression
symptoms at 3-
year follow-up
BDI-Il change
score

Follow-up: mean 3
years

Discontinuation
Number of
participants lost to

273 per 1000

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

(0.66 lower to
0.33 higher)

The mean 63
depression (1 study)
symptoms at 1-

month follow-

up in the

intervention

groups was

0.04 standard

deviations

lower

(0.54 lower to

0.45 higher)

The mean 63
depression (1 study)
symptoms at 6-

month follow-

up in the

intervention

groups was

0.07 standard

deviations

higher

(0.42 lower to

0.57 higher)

The mean 37
depression (1 study)
symptoms at 3-

year follow-up

in the

intervention

groups was

0.43 standard

deviations

lower

(1.08 lower to

0.23 higher)

235 per 1000
(98 to 548)

(1 study)

RR 0.86 63
(0.36to (1 study)
2.01)

82

very
low?:3:4

very
Iow1,3,4

very
low'35

very
low!3:4

very
low!:2
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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

T Risk of bias is high or unclear across multiple domains

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

3 Data is not reported/cannot be extracted for all outcomes

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

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

Table 35: 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 very

symptomatology
clinician-rated at
3-year follow-up

symptomatology
clinician-rated at
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

(1 study)

0.02 higher)
PTSD at 1-month 500 per 300 per 1000 RR 0.6 54 very
follow-up 1000 (150 to 590) (0.3to (1 study) low"23
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 very
follow-up 1000 (227 to 694) 0.69 (1 study) low"23
Number of people (0.39 to
who met criteria 1.19)
for PTSD
Follow-up: mean
6 months
PTSD at 3-year 667 per 467 per 1000 RR 0.7 54 very
follow-up 1000 (287 to 753) (0.43to (1 study) low!-2:3
Number of people 1.13)
who met criteria
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for PTSD
Follow-up: mean
3 years

Anxiety symptoms The mean anxiety 54 very
at 1-month follow- symptoms at 1- (1 study) low'2:3
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?-23
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) low?-34
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"35
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"36

year follow-up
BDI-Il change
score

Follow-up: mean
3 years

symptoms at 3-
year follow-up in
the intervention
groups was
1.14 standard
deviations lower
(1.87 to 0.41
lower)
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Discontinuation 83 per 233 per 1000 RR28 54 very
Number of 1000 (53 to 1000) (0.64 to (1 study) low!4
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

T Risk of bias is high or unclear across multiple domains

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

3 Data is not reported/cannot be extracted for all outcomes

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

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

6 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 36 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profile below (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 36: Summary of included studies: Interpersonal psychotherapy (IPT) for early
prevention (<1 month)

Total no. of studies (N 1 (90)
randomised)
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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)

Holmes 2007
Australia

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

38.4 (range NR)
30
NR

10% any DSM-1V 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-1V, Diagnostic and Statistical Manual of Mental Disorders-1V; 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 37.

Table 37: Summary clinical evidence profile: Interpersonal psychotherapy (IPT) versus
TAU for the early prevention (intervention initiated <1 month) of PTSD in

adults

PTSD
symptomatology
self-rated at
endpoint

PCL change
score

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

0.24 standard

very low'2
(1 study)
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Follow-up: mean

deviations lower

13 weeks (0.76 lower to
0.27 higher)
PTSD The mean PTSD 58 very low"2
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"3
at 3-month follow- 1000 (313 to 959) 1.95 (1 study)
up (1.11to
Number of people 3.4)
who met
diagnostic criteria
Follow-up: mean
3 months
Anxiety symptoms The mean anxiety 58 very low'#4
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'5
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'5
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
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Depression The mean 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"5
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

! Risk of bias is high or unclear across multiple domains

295% 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% Cl 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 symptomes.

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 and Table 39 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below (Table 40 and Table
41).

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

Table 38: 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
89
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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 39: 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 40 and Table 41.

90

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



DRAFT FOR CONSULTATION
Psychological interventions for the prevention of PTSD in adults

Table 40: 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!3
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
PSS-I change
score

Follow-up: mean 3
months

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

clinician-rated at
3-month follow-up
in the intervention
groups was

0.2 standard
deviations higher

91

interventions for the prevention of PTSD in adults DRAFT (June 2018)



DRAFT FOR CONSULTATION
Psychological interventions for the prevention of PTSD in adults

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 44 low"3
symptomatology (1 study)

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 43 very
symptoms at (1 study) low’3
endpoint in the

intervention

groups was

0.57 standard

deviations higher

(0.04 lower to 1.19

higher)
The mean anxiety 38 very
symptoms at 3- (1 study) low!3

month follow-up in
the intervention
groups was

0.6 standard
deviations higher
(0.05 lower to 1.25

higher)
The mean anxiety 43 very
symptoms at 1- (1 study) low"3

year follow-up in
the intervention
groups was

0.35 standard
deviations higher
(0.26 lower to 0.95

higher)
The mean 43 very
depression (1 study) low"2

symptoms at
endpoint in the
intervention
groups was

0.79 standard
deviations higher
(0.16 to 1.41
higher)

The mean 38 very
depression (1 study) 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
low!2

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

very
low!4

BAlI=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
! Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

395% 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 41: 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)

very
low!:2
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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

T Risk of bias is high or unclear across multiple domains

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

395% Cl 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 42 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profile below (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 42: 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 43.
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Table 43: 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
symptomatology symptomatology (1 study) very
self-rated at 2- self-rated at 2- low"23
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
symptomatology symptomatology (1 study) very
self-rated at 2- self-rated at 2-year low!34
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 RR1.27 83
Number of 1000 (95 to 540) (0.53to0 (1 study) low®
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
! Risk of bias is high or unclear across multiple domains

2 OIS not met (N<400)

3 Data is not reported/cannot be extracted for all outcomes
495% ClI crosses both line of no effect and threshold for clinically important benefit
595% Cl 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 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: 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 45.

Table 45: 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"2
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!-2
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 low3
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

' Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

395% Cl 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 (Ironson 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 46 and Table 47 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below (Table 48, Table 49,
Table 50 and Table 51).

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: 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 20075
Country Australia UK!5
Australia?
uss
Netherlands*
Diagnostic status  Non-significant symptoms (below Unclear’
threshold and <50% maximum score Non-significant symptoms (be|0w
on scale) threshold and <50% maximum score

on scale) 234
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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%)

100

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

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

57.9 (17-84)1
39.9 (range NR)2
41 (23-59)3

43.8 (range NR) 4
36.6 (range NR) >
441

862

823

404

525

NR1245

513

NR

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

0.123
0.23*

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

Unintentional injury/illness/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/ililness/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%)3
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

NR1235
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

NR1,5

Planned intensity NR. 97% of parents
reported that they read the booklets?
20-min directed use (encouraged to
re-visit the ATI 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) 4

TAU: Routine ICU Follow-Up'
TAU (no further detail reported) 25

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*

6
424
NR3
135

BME, Black and Minority Ethnic; ICU, Intensive care unit; NR, Not reported; TAU, Treatment as usual
TJones 2003; 2Kenardy 2008; SMarsac 2013; “Mouthaan 2013; Scholes 2007
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Table 47: 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’
Multiple2

102

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

3 (366)

Ironson 20133
Koopman 2005*
Short 20175

us

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

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

42.8 (range NR)3

36.5 (21-56)4

40.1 (19-66) 5

3938

1004

515

833

324

515

NR34

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

NR

Diagnosis of life-threatening condition:
HIV-affected men and women?
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) 4

Unclear®

Single®
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+4

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

Individual

4x 30-min writing sessions (2 hours)?3
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
"Beatty 2010a; ?Hobfoll 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 48, Table 49, Table 50 and Table 51.

Table 48: Summary clinical evidence profile: Self-help (without support) versus
waitlist for the early prevention (intervention initiated <1 month) of PTSD in

adults

PTSD
symptomatology
self-rated at
endpoint

IES-R change score

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

103

very low':2
(1 study)
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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'2
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':3
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

' Risk of bias is high or unclear across multiple domains

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

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

Table 49: 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 very
symptomatology symptomatology (3 studies) low?-26
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 low'-2
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 deviations higher
weeks (0.08 lower to 0.32
higher)
PTSD The mean PTSD 462 low'-2
symptomatology symptomatology (3 studies)
self-rated at 5-6 self-rated at 5-6
month follow-up month follow-up in
PDS/IES/IES-R the intervention
change score groups was
Follow-up: mean 0.08 standard
5-6 months deviations higher
(0.14 lower to 0.31
higher)
PTSD The mean PSTD 300 very
symptomatology symptomatology (1 study) low"23
self-rated at 11- self-rated at 11-
month follow-up month follow-up in
IES-R change the intervention
score groups was
Follow-up: mean 0.22 standard
11 months deviations higher
(0 to 0.45 higher)
PTSD The mean PTSD 300 very
symptomatology symptomatology (1 study) low"23
clinician-rated at clinician-rated at
endpoint endpoint in the
CAPS endpoint intervention
score groups was
Follow-up: mean 4 0.76 standard
weeks deviations lower
(0.99 to 0.53
lower)
PTSD The mean PTSD 300 very
symptomatology symptomatology (1 study) low?:23
clinician-rated at clinician-rated at
2-month follow-up 2-month follow-up
CAPS endpoint in the intervention
score groups was
Follow-up: mean 2 0.54 standard
months deviations lower
(0.77 to 0.31
lower)
PTSD The mean PTSD 300 very
symptomatology symptomatology (1 study) low?-23

clinician-rated at
5-month follow-up

clinician-rated at
5-month follow-up

CAPS endpoint in the intervention
score groups was
Follow-up: mean 5 0.28 standard
months deviations lower
(0.51 to0 0.06
lower)
105
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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 to0 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 very
(1 study) low123
126 very
(1 study) low?-24
485 low"2
(3 studies)

300 very
(1 study) low?:23
464 low"-2
(3 studies)

300 very
(1 study) low'23
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Follow-up: mean

deviations higher

11 months (0.08 to 0.54
higher)
Depression The mean 485 low'-2
symptoms at depression (3 studies)
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 very
symptoms at 2- depression (1 study) low?23
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 low"2
symptoms at 5-6 depression (3 studies)
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 very
symptoms at 11- depression (1 study) low'23
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'-5
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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! Risk of bias is high or unclear across multiple outcomes

2 Data is not reported/cannot be extracted for all outcomes

3 OIS not met (N<400)

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

6 Substantial heterogeneity (12>50%)

Table 50: Summary clinical evidence profile: Self-help (without support) versus
waitlist for the delayed treatment (>3 months) of below threshold PTSD
symptoms in adults

PTSD The mean PTSD 288 low"2
symptomatology symptomatology (2 studies)
self-rated at self-rated at
endpoint endpoint in the
PSS-SR endpoint intervention
score/PCL groups was
change score 0.78 standard
Follow-up: 6-13 deviations lower
weeks (1.03 to 0.53
lower)
PTSD The mean PTSD 296 very
symptomatology symptomatology (2 studies) low!:34
self-rated at 1-3 self-rated at 1-3
month follow-up month follow-up in
PSS-SR endpoint the intervention
score/PCL groups was
change score 0.33 standard
Follow-up: 1-3 deviations lower
months (1.56 lower to 0.9
higher)
Response at 3- 91 per 100 per 1000 RR 1.1 42 very
month follow-up 1000 (15 to 645) (017 to (1 study) low'45
Number of people 7.09)
showing clinically
significant
improvement
based on reliable
change indices
(RCI on PSS-SR)
Follow-up: mean
3 months
Depression The mean 248 low'-2
symptoms at depression (1 study)
endpoint symptoms at
CES-D change endpoint in the
score intervention
Follow-up: mean groups was
6 weeks 0.29 standard

deviations lower
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(0.55 t0 0.03
lower)
Depression The mean 256 low!-2
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
endpoint of life at endpoint (1 study) low1,4,5
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
month follow-up of life at 3-month (1 study) low1,4,5
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 213 per 1000 RR 345 moderate®
Number of (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

' 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 Data is not reported/cannot be extracted for all outcomes

6 OIS not met (events<300)
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Table 51: 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"2

very

|ow1 2,34

very low'»®

very low'5

very
Iow1 3D
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deviations lower
(0.49 lower to 0.39

higher)
Depression The mean 171 very low"8
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

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

3 Substantial heterogeneity (12>50%)

4 Data is not reported/cannot be extracted for all outcomes

5 OIS not met (N<400)

695% CI crosses both line of no effect and threshold for clinically important harm

7.95% Cl crosses line of no effect and thresholds for both clinically important benefit and harmSee 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 52, Table 53 and Table 54 provide brief summaries of the included studies and
evidence from these are summarised in the clinical GRADE evidence profiles below (Table
55, Table 56, Table 57, Table 58 and Table 59).

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

Table 52: 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%);

112

(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 53: 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 54: 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)

114

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 55, Table 56, Table 57, Table 58 and Table 59.

Table 55: 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!-2
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 RR 1.23 71 very
follow-up 1000 (26 to 448) (0.3 to (1 study) low"3
Number above 5.08)
clinical threshold
on PDS
Follow-up: mean 1
months
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Discontinuation 29 per 81 per 1000 RR2.76 71 low?3
Number of 1000 (9 to 743) (0.3 to (1 study)
participants lost to 25.25)

follow-up

Follow-up: mean 1

weeks

Cl=confidence interval; PDS=PTSD Diagnostic Scale; PTSD=post-traumatic stress disorder; RR=risk ratio;
SMD=standardised mean difference;

! Risk of bias is high or unclear across multiple outcomes

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

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

Table 56: Summary clinical evidence profile: Self-help with support (+ TAU) versus
TAU 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 7- self-rated at 7-
week follow-up week follow-up in
PDS change score the intervention
Follow-up: mean 7 groups was
weeks 0.13 standard

deviations lower
(0.61 lower to 0.35

higher)
PTSD The mean PTSD 51 very
symptomatology symptomatology (1 study) low!-2
self-rated at 20- self-rated at 20-
week follow-up week follow-up in
PDS change score the intervention
Follow-up: mean groups was
20 weeks 0.43 standard

deviations lower
(0.99 lower to 0.13

higher)
Anxiety symptoms The mean anxiety 67 very
at 7-week follow- symptoms at 7- (1 study) low"3
up week follow-up in
HADS-A change the intervention
score groups was
Follow-up: mean 7 0.05 standard
weeks 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-QoL-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 RR 1.08

(426 to 763) (0.81to
1.45)
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( 1 study)

67
(1 study)

51
(1 study)

67
(1 study)

51
(1 study)

148
(1 study)

very
low!:2

very
low!:2

very
low!:2

very
low!:2

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 quesstionnaire
' Risk of bias is high or unclear across multiple outcomes
295% Cl crosses both line of no effect and threshold for clinically important benefit
395% 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 57: 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!-2
self-rated self-rated in the
PCL change score intervention
Follow-up: mean groups was
10 weeks 1.58 standard

deviations lower

(2.17 to 0.98

lower)
Anxiety symptoms The mean anxiety 58 very
BAI change score symptoms in the (1 study) low!-2
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"2
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 Checklist;
PTSD=post-traumatic stress disorders; RR=risk ratio;, SMD=standardised mean difference

! Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

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

Table 58: 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!23
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"23
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"23
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’:34
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’34
difficulties at 3- relationship (1 study)
month follow-up difficulties at 3-
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Parenting Stress
Index Short Form
(PSI-SF) change
score

Follow-up: mean 3
months

Discontinuation 481 per
Number of 1000
participants lost to

follow-up

Follow-up: mean 6

weeks

month follow-up in
the intervention
groups was

0.45 standard
deviations higher
(0.14 lower to 1.03
higher)

750 per 1000 RR 1.56 104 moderate®
(543 to 1000) (1.13 to (1 study)
2.16)

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

' Risk of bias is high or unclear across multiple domains

2.95% Cl crosses both line of no effect and threshold for clinically important benefit
3 Data is not reported/cannot be extracted for all outcomes

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

5 OIS not met (events<300)

Table 59: 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
symptomatology
self-rated at
endpoint

IES-R change
score

Follow-up: mean
4 weeks

PTSD
symptomatology
self-rated at 2-
month follow-up
IES-R change
score

Follow-up: mean
2 months

The mean PTSD low"2
symptomatology (1 study)

self-rated at

endpoint in the

intervention groups

was

0.47 standard

deviations higher

(0.38 lower to 1.33

higher)
The mean PTSD 22 low'-2
symptomatology (1 study)

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

0.54 standard
deviations 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)
(0.32 lower to 1.39
higher)
Discontinuation 91 per 1000 28 per 1000 RR0.31 23 low3
Number of (1 to 623) (0.01 to (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

' Risk of bias is high or unclear across multiple outcomes

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

395% Cl 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 QALYs 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)

e 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.

o 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
very 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 non-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.

o 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. 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. Low 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. Very 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

¢ 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

o 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 endpoint) 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=42) evidence suggests a large and statistically significant
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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.

o Very low quality single-RCT (N=82-90) evidence suggests non-significant effects of
trauma-focused CBT relative to present-centered 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.

o 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

o 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-centered therapy for delayed treatment (>3 months) of below threshold PTSD

symptoms

o Very low quality single-RCT (N=86-90) suggests non-significant effects of present-
centered 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-
centered 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.

Very 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, very 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, 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.

Very 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, 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.

o 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.

¢ 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.

¢ 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 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.

¢ 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)
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)
¢ 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
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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, 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. 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)

¢ 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)

o 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

o Very low quality single-RCT (N=151) evidence suggests non-significant effects of
counselling relative to no treatment on PTSD symptomatology or discontinuation 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)

¢ Very 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. Low quality evidence
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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)

e 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.

¢ Very 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. Very low to 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

o 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
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.
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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.

e 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

¢ 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

¢ Evidence from 1 Australian economic evaluation conducted alongside a RCT (N = 336;
missing data on approximately 27% of participants were imputed by multiple imputation)
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.

Recommendations

1. Consider active monitoring for people within 1 month of a traumatic event who do
not have clinically important symptoms of PTSD or acute stress disorder.
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2. Offer individual trauma-focused CBT to adults who have acute stress disorder or
clinically important symptoms of PTSD and have been exposed to 1 or more
traumatic events within the last month.

3. Do not offer psychologically-focused debriefing to adults for the prevention or
treatment of PTSD.

Rationale and impact

Why the committee made the recommendations
Trauma-focused CBT

Evidence showed that individual trauma-focused CBT was effective for improving PTSD
symptoms in adults who had experienced a traumatic event within the last month. It also
reduced the number of adults who met the criteria to be diagnosed with PTSD after 1 month.
There was limited evidence from outside the UK that trauma-focused CBT is cost effective
in adults at risk of PTSD.

The evidence of benefits was restricted to adults with clinically important symptoms or acute
stress disorder, so the committee only recommended the intervention for these groups and
not for people with less significant symptoms.

Active monitoring

There was no consistent evidence for effective interventions to prevent PTSD in people with
less significant PTSD symptoms within 1 month of a traumatic event. The committee also
drew on their clinical experience and discussed how some people do not develop PTSD
symptoms after a trauma event with no, or limited, interventions. Conversely, some people
develop chronic symptoms if an intervention is not provided early. Based on consensus, the
committee agreed that active monitoring within the first month after the trauma could help
professionals to judge whether people with less severe symptoms would need further
intervention.

Debriefing

Evidence on debriefing showed no clinically important benefits, either individually or in
groups, and potentially harmful effects so the committee agreed it should not be offered.

Impact of the recommendations on practice

The recommendations are in line with previous recommended good practice so should not
involve a major change in practice.

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,
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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, and greater confidence was conferred where long-term follow-up was available. 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.

There was no consistent evidence for any effective intervention for preventing PTSD in those
with non-clinically significant 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. On the
basis of the evidence suggesting that debriefing is at best ineffective, the committee judged
that the harms outweighed any potential benefits and a negative recommendation was
made.
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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 but without clinically important symptoms of PTSD or a diagnosis of
acute stress disorder 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 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 60 provides a brief summary of the included studies and evidence from these are
summarised in the clinical GRADE evidence profile below (Table 61).

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 60: 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

US'I,Z

Netherlands?®

Subthreshold symptoms (below threshold but 250% maximum
score on scale) 12

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

41.5 (19-69) 1

46.3 (range NR)?

58.8 (range NR) 3

100!

952

523

271

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) !

NR2

7.18

Domestic violence: Female survivors of IPV?

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%])3

Multiple'

Unclear?

Single3

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 (MBSR) + 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 (ie, surgery, chemotherapy, radiotherapy), medical
consultations, and supportive care, including psychosocial care
(eg, 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

Kelly 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 61.

Table 61: 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 0.75 standard
8 weeks deviations lower
(1.16 to 0.35 lower)
PTSD The mean PTSD 39 very
symptomatology symptomatology (1 study) low’4
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’-4
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!5
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

' 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% CI 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 62 provides a brief summary of the included study and evidence from this study is
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.

Table 62: 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
15

Unintentional injury/iliness/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
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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 63.

Table 63: 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
symptomatology symptomatology (1 study) low?:2:3
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
Number meeting 1000 (79 to 214) 0.76 (1 study) low™34
criteria for PTSD (0.46 to
Follow-up: mean 8 1.25)
weeks
Discontinuation 86 per 85 per 1000 RR 352 very low'#
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 Data is not reported/cannot be extracted for all outcomes

495% Cl 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 64 provides a brief summary of the included studies and evidence from these are
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: Psychoeducational interventions for early
prevention (<1 month)

Comparison Single psychoeducation session (+/- TAU) versus TAU
Total no. of studies (N 4 (613)
randomised)
Study ID Miller 20151
Rose 19992
Tuckey 20143
Wijesinghe 20154
Country us!
UK?
Australia®
Sri Lanka*
Diagnostic status Clinically important PTSD symptoms (scoring above a threshold

on validated scale) 2

Non-significant symptoms (below threshold and <50% maximum
score on scale) 3

Unclear*
Mean age (range) 28.8 (18-70)1
35.9 (18-76)2
NR3
42.1 (range NR)*
Sex (% female) 100!
252,4
93
Ethnicity (% BME) 381
NR234
Coexisting conditions NR?23
0.02% treated in intensive care*
Mean months since traumatic = Mean NR (intervention delivered within 72 hours of assault)
event 0.72
0.1 (within 3 days)?3
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 Single24

Lifetime experience of trauma  72% prior sexual assault’
41% had a history of child abuse?
NR34
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) 2
1 x 90-min session (1.5 hours) 3
1 x 15-min session (0.25 hours) 4
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 treatment234
Intervention length (weeks) 0.11.23
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 65.

Table 65: 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

148

RR
0.96
(0.62 to
1.48)

106 very
(2 studies) low!-2
151 very
(2 studies) low?3.4
253 very
(2 studies) low!-45
69 very

(1 study) low!-6
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groups was
0.77 standard
deviations
lower
(1.26 to0 0.28
lower)
Anxiety symptoms The mean 73 very
at 2-month follow- anxiety (1 study) low"8
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 10 0.13
lower)
Depression The mean 91 very
symptoms depression (1 study) low"3.4
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

' Risk of bias is high or unclear across multiple outcomes

2.95% Cl crosses both line of no effect and threshold for clinically important harm

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

4 Data is not reported/cannot be extracted for all outcomes

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

6 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)

o 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)

o 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.

Recommendations

No recommendations were made for psychosocial interventions for the prevention of PTSD
in adults.
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Rationale and impact

Why the committee didn’t make any recommendations

Limited evidence showed some benefit of intensive care diaries for improving PTSD
symptoms in adults within 1 month of a traumatic event but the evidence was too uncertain
to support any recommendations.

There was also limited evidence of benefit for meditation or mindfulness-based stress
reduction (MBSR). However, it was based on adults with less severe symptoms who had
experienced a traumatic event more than 3 months ago and the committee questioned the
clinical need for intervention in this group so they did not make recommendations.

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 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 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). This uncertainty of the evidence is reflected in the
Committee’s decision to not make any recommendations for psychosocial interventions for
the prevention of PTSD in adults.

Consideration of clinical benefits and harms

The Committee discussed the evidence for meditation and MBSR. These interventions were
initially considered separately, however, the committee judged that given the considerable
overlap in techniques and proposed mechanisms, meta-analysis that combined the two
might be more informative. The Committee discussed that the clinically important and
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statistically significant benefits on improving self-rated PTSD symptomatology and
depression symptoms was encouraging. However, evidence suggests these benefits are
short-term. The Committee also discussed anecdotal evidence based on their experience
that MBSR may be associated with potential harms, such as increasing the likelihood of
intrusive thoughts. Furthermore, evidence for meditation or MBSR as a preventative
intervention was only available for adults who have been exposed to a traumatic event more
than 3 months ago and have below threshold PTSD symptoms at baseline and the
Committee questioned the clinical need for an intervention for adults who had non-significant
symptoms more than 3 months after trauma. Taken together, the Committee judged the
uncertainty in the evidence to be too high to warrant a recommendation.

The Committee discussed limited evidence for intensive care diaries for adults who had
been in an ICU and ventilated 1-3 months ago, that suggests a small but statistically
significant benefit of intensive care diaries on improving PTSD symptomatology. However,
effects on PTSD caseness were not statistically significant. The Committee also questioned
the generalisability of this very specific intervention for a very specific type of trauma. Based
on these considerations the Committee agreed that a recommendation was not appropriate.

Limited evidence suggests that a single psychoeducational session may be effective at
improving anxiety symptoms, however, the Committee agreed that non-significant effects on
PTSD symptomatology, PTSD caseness, and depression symptoms did not warrant a
recommendation for psychoeducation.

Cost effectiveness and resource use

No evidence on the cost effectiveness of psychosocial interventions for the prevention of
PTSD in adults was identified and no economic modelling was undertaken in this area. As
there was very limited clinical evidence, no recommendation was made. None of these
interventions are in widespread use in routine clinical practice, therefore no impact on
resources is expected.

References for included studies

Meditation/Mindfulness-based stress reduction (MBSR)
Kelly 2016

Kelly A and Garland EL (2016) Trauma-Informed Mindfulness-Based Stress Reduction for
Female Survivors of Interpersonal Violence: Results From a Stage | RCT. Journal of clinical
psychology 72(4), 311-28

Kim 2013

Kim SH, Schneider SM, Bevans M, et al. (2013) PTSD symptom reduction with mindfulness-
based stretching and deep breathing exercise: randomized controlled clinical trial of efficacy.
The Journal of Clinical Endocrinology & Metabolism 98(7), 2984-92

Schellenkens 2017

Schellekens MP, Hurk DG, Prins JB, et al. (2017) Mindfulness-based stress reduction added
to care as usual for lung cancer patients and/or their partners: A multicentre randomized
controlled trial. Psycho-oncology 26(12), 2118-26

Practical support

Jones 2010/2012
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Jones C, Backman C, Capuzzo M, et al. (2010) Intensive care diaries reduce new onset post
traumatic stress disorder following critical illness: a randomised, controlled trial. Critical care
14(5):R168

Jones C, Backman C and Griffiths RD (2012) Intensive care diaries and relatives' symptoms
of posttraumatic stress disorder after critical iliness: a pilot study, American journal of critical
care: an official publication. American Association of Critical-Care Nurses 21, 172-176

Psychoeducational interventions

Miller 2015

Miller K, Cranston C, Davis J, et al. (2015) Psychological outcomes after a sexual assault
vidoe intervention: a randomised trial. Journal of Forensic Nursing 11, 129-136

Rose 1999

Rose S, Brewin CR, Andrews B and Kirk M (1999) A randomized controlled trial of individual
psychological debriefing for victims of violent crime. Psychological Medicine 29, 793-799

Tuckey 2014

Tuckey MR and Scott JE (2014) Group critical incident stress debriefing with emergency
services personnel: A randomized controlled trial. Anxiety, Stress and Coping 27, 38-54

Wijesinghe 2015

Wijesinghe CA, Williams SS, Kasturiratne A, et al. (2015) A Randomized controlled trial of a
brief intervention for delayed psychological effects in snakebite victims. PLoS Negl Trop Dis
9(8):e0003989
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Other non-pharmacological interventions
for the prevention of PTSD in adults

Introduction to clinical evidence

Other non-pharmacological interventions will be considered as classes of intervention
(acupuncture; exercise; repetitive transcranial magnetic stimulation [rTMS]; yoga; massage;
bio-/neuro-feedback) and form the subsections below.

Acupuncture: clinical evidence

Included studies

Two studies of acupuncture for the prevention of PTSD in adults were identified for full-text
review. Of these 2 studies, 1 RCT (N=91) was included in a single comparison for the early
prevention (intervention initiated within 1 month of trauma) of PTSD in adults: combined
acupuncture and trauma-focused CBT intervention compared with trauma-focused CBT-only
(Zhang 2011).

Excluded studies
One study could not be reviewed at full text as the paper was unavailable.

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 study and evidence from this study is
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: Acupuncture for early prevention (<1 month)
Acupuncture + trauma-focused CBT versus trauma-focused

Comparison CBT

Total no. of studies (N 1(91)

randomised)

Study ID Zhang 2011

Country China

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

Mean age (range) 34.9 (4-89)

Sex (% female) 60

Ethnicity (% BME) NR

Coexisting conditions NR

Mean months since traumatic = Mean NR (intervention delivered 8-19 days after trauma)

event
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Type of traumatic event Natural disaster: Wenchuan earthquake. 67% direct relatives had
been killed by the earthquake and 33% buried under debris during

the earthquake
Single or multiple incident Single
index trauma
Lifetime experience of trauma NR
Intervention details Electroacupuncture + brief trauma-focused CBT
Intervention format Individual

Intervention intensity 4x 30-min sessions of acupuncture + 4x 30-min sessions of TF-

CBT (4 hours in total)
Comparator Brief trauma-focused CBT

Intervention length (weeks) 1

BME, Black and minority ethnic;, CBT, Cognitive behavioural therapy; NR, not reported; TF-CBT, Trauma-focused
cognitive behavioural therapy

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profile for this review (acupuncture for the prevention of PTSD in
adults) is presented in Table 67.

Table 67: Summary clinical evidence profile: Acupuncture + trauma-focused CBT
versus trauma-focused CBT for the early prevention (intervention initiated
<1 month) of PTSD in adults

PTSD The mean PTSD low!-2
symptomatology symptomatology (1 study)
self-rated self-rated in the
OES-R change intervention
score groups was
Follow-up: mean 1 1.56 standard
weeks deviations lower
(2.08 to 1.04
lower)
Discontinuation 0 per 0 per 1000 RR 1.1 91 low?
Number of 1000 (0 to 0) (0.05to (1 study)
participants lost to 26.2)
follow-up
Follow-up: mean 1
weeks

CBT=cognitive behavioural therapy,; Cl=confidence interval; OES-R=; PTSD=post-traumatic stress disorder
! Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

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

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

Included studies

Two studies of exercise 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
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.

Repetitive transcranial magnetic stimulation (rTMS): clinical evidence

Included studies

One study of repetitive transcranial magnetic stimulation (rTMS) for the prevention of PTSD
in adults was identified for full-text review. This study could not be included.

Excluded studies
One study could not be reviewed at full text because the paper was unavailable.

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

Yoga: clinical evidence

Included studies

Four studies of yoga for the prevention of PTSD in adults were identified for full-text review.
Of these 2 studies, 2 RCTs (N=199) were included. One of these RCTs was a three-armed
trial and included in more than one comparison. There were 3 comparisons for yoga.

For the early prevention (intervention initiated within 1 month of trauma) of PTSD in adults,
there was evidence from 1 RCT (N=178) for 2 relevant comparisons: yoga compared with
attention-placebo, and yoga compared with TAU (Ratcliff 2016).

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 1 relevant comparison: 1 RCT (N=21) compared yoga with waitlist
(Seppéala 2014).

Excluded studies

Two studies were reviewed at full text and excluded from this review and excluded from the
review because the intervention was not targeted at PTSD symptoms.
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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 68 and Table 69 provide brief summaries of the included studies and evidence from
these are summarised in the clinical GRADE evidence profiles below (Table 70, Table 71

and Table 72).

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

Table 68: Summary of included studies: Yoga 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

Yoga versus attention-placebo
1(178)

Ratcliff 2016
us

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

51.9 (range NR)

100
40

NR

NR (randomised immediately prior to
radiotherapy)

Diagnosis of life-threatening condition:

Diagnosed with stage 0 to Il breast
cancer, and scheduled to undergo
daily adjuvant radiotherapy. 11%
stage 0; 31% stage |; 27% stage Il;
31% stage Il

Single

NR

Integrated yoga programme
Group

Up to 18x thrice-weekly 1-hour
sessions (18 hours). Mean attended
13.8 sessions

Attention-placebo: Stretching control

158

Yoga versus TAU
1(178)

Ratcliff 2016
us

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

51.9 (range NR)

100
40

NR

NR (randomised immediately prior to
radiotherapy)

Diagnosis of life-threatening condition:
Diagnosed with stage 0 to Il breast
cancer, and scheduled to undergo
daily adjuvant radiotherapy. 11%
stage 0; 31% stage |; 27% stage ll;
31% stage Il

Single

NR

Integrated yoga programme
Group

Up to 18x thrice-weekly 1-hour
sessions (18 hours). Mean attended
13.8 sessions

TAU (no further details reported)
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Intervention 6
length (weeks)

6

BME, Black and minority ethnic;, NR, Not reported; TAU, Treatment as usual

Table 69: Summary of included studies: Yoga for delayed treatment (>3 months) of
non-significant PTSD symptoms

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(21)

Seppala 2014
us

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

28.6 (range NR)
0

14

NR

NR

Military combat: Veterans with service in Afghanistan or Iraq (no
further detail reported)

Multiple

NR

Sudarshan Kriya yoga

Group

7x daily 3-hour sessions (21 hours)
Waitlist

1

BME, Black and minority ethnic; NR, Not reported; TAU, Treatment as usual

See appendix D for full evidence tables.

Quality assessment of clinical studies included in the evidence review

The clinical evidence profiles for this review (yoga for the prevention of PTSD in adults) are
presented in Table 70, Table 71 and Table 72.

Table 70: Summary clinical evidence profile: Yoga versus attention-placebo for the

PTSD

symptomatology
self-rated at

early prevention (intervention initiated <1 month) of PTSD in adults

The mean PTSD 101
symptomatology (1 study)
self-rated at

very
low?2:3
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endpoint endpoint in the
IES change score intervention
Follow-up: mean 6 groups was
weeks 0.23 standard

deviations lower
(0.62 lower to 0.16
higher)

PTSD The mean PTSD 83 very
symptomatology symptomatology (1 study) low"23
self-rated at 1- self-rated at 1-
month follow-up month follow-up in
IES change score the intervention
Follow-up: mean 1 groups was
months 0.17 standard
deviations lower
(0.6 lower to 0.26
higher)
PTSD The mean PTSD 82 very
symptomatology symptomatology (1 study) low"2:3
self-rated at 3- self-rated at 3-
month follow-up month follow-up in
IES change score the intervention
Follow-up: mean 3 groups was
months 0.08 standard
deviations lower
(0.51 lower to 0.36
higher)
PTSD The mean PTSD 86 very
symptomatology symptomatology (1 study) low?-34
self-rated at 6- self-rated at 6-
month follow-up month follow-up in
IES change score the intervention
Follow-up: mean 6 groups was
months 0.04 standard
deviations higher
(0.38 lower to 0.46
higher)
Depression The mean 101 very
symptoms at depression (1 study) low"23
endpoint symptoms at
CES-D change endpoint in the
score intervention
Follow-up: mean 6 groups was
weeks 0.27 standard
deviations lower
(0.67 lower to 0.12
higher)
Depression The mean 83 very
symptoms at 1- depression (1 study) low"23

month follow-up
CES-D change
score

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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Follow-up: mean 1
months

Depression
symptoms at 3-
month follow-up
CES-D change
score

Follow-up: mean 3
months

Depression
symptoms at 6-
month follow-up
CES-D change
score

Follow-up: mean 6
months

Sleeping
difficulties at
endpoint

PSQI change
score

Follow-up: mean 6
weeks

Sleeping
difficulties at 1-
month follow-up
PSQI change
score

Follow-up: mean 1
months

Sleeping
difficulties at 3-
month follow-up
PSQI change
score

Follow-up: mean 3
months

groups was
0.3 standard
deviations lower
(0.73 lower to 0.14
higher)

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

0.1 standard
deviations higher
(0.33 lower to 0.54
higher)

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

0.01 standard
deviations lower
(0.44 lower to 0.41
higher)

The mean
sleeping difficulties
at endpoint in the
intervention
groups was

0.51 standard
deviations lower
(0.91t0 0.12
lower)

The mean
sleeping difficulties
at 1-month follow-
up in the
intervention
groups was

0.11 standard
deviations lower
(0.54 lower to 0.33
higher)

The mean
sleeping difficulties
at 3-month follow-
up in the
intervention
groups was

0.19 standard
deviations lower
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82
(1 study)

86
(1 study)

101
(1 study)

(1 study)

82
(1 study)

very
low!35

very
|ow1 3,4

very
|ow1 3,4

very
low?.2:3

very
Iow1 2,3
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(0.62 lower to 0.25
higher)

Sleeping The mean 86 very
difficulties at 6- sleeping difficulties (1 study) low"3.4
month follow-up at 6-month follow-
PSQI change up in the
score intervention
Follow-up: mean 6 groups was
months 0 standard
deviations higher
(0.42 lower to 0.42
higher)
Quality of life at The mean quality 101 very
endpoint of life at endpoint (1 study) low?-23
SF-36 MCS in the intervention
change score groups was
Follow-up: mean 6 0.12 standard
weeks deviations higher
Better indicated by (0.27 lower to 0.51
higher values higher)
Quality of life at 1- The mean quality 83 very
month follow-up of life at 1-month (1 study) low?-23
SF-36 MCS follow-up in the
change score intervention
Follow-up: mean 1 groups was
months 0.31 standard
Better indicated by deviations higher
higher values (012 lower to 0.74
higher)
Quality of life at 3- The mean quality 82 very
month follow-up of life at 3-month (1 study) low"34
SF-36 MCS follow-up in the
change score intervention
Follow-up: mean 3 groups was
months 0.02 standard
Better indicated by deviations higher
higher values (0.41 lower to 0.46
higher)
Quality of life at 6- The mean quality 86 very
month follow-up of life at 6-month (1 study) low!-34

SF-36 MCS

follow-up in the

change score intervention
Follow-up: mean 6 groups was
months 0.06 standard

Better indicated by
higher values

deviations lower
(0.48 lower to 0.36
higher)

CES-D=Centre for epidemiological studies-depression; Cl=confidence interval; IES=Impact of event scale;
PSQI=Pittsburgh Sleep Quality Index; PTSD=post-traumatic stress disorder; RR=risk ratio; SF-36 MCS=short
form-36 (mental component summary); SMD=standardised mean difference

' Risk of bias is high or unclear across multiple outcomes

2.95% Cl crosses both line of no effect and threshold for clinically important benefit
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3 Data is not reported/cannot be extracted for all outcomes

4 OIS not met (N<400)

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

Table 71: Summary clinical evidence profile: Yoga versus TAU for the early prevention
(intervention initiated =1 month) of PTSD in adults

PTSD
symptomatology
self-rated at
endpoint

IES change score
Follow-up: mean 6
weeks

PTSD
symptomatology
self-rated at 1-
month follow-up
IES change score
Follow-up: mean 1
months

PTSD
symptomatology
self-rated at 3-
month follow-up
IES change score

Follow-up: mean 3

months

PTSD
symptomatology
self-rated at 6-
month follow-up
IES change score

Follow-up: mean 6

months

Depression
symptoms at
endpoint
CES-D change
score

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

0.01 standard
deviations lower
(0.41 lower to 0.39
higher)

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

0.11 standard
deviations higher
(0.32 lower to 0.55
higher)

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

0.09 standard
deviations higher
(0.34 lower to 0.52
higher)

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

0.51 standard
deviations higher
(0.09 t0 0.93
higher)

The mean
depression
symptoms at
endpoint in the
intervention
groups was

0.11 standard
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82
(1 study)

83
(1 study)

89
(1 study)

97
(1 study)

very

very
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Follow-up: mean 6
weeks

Depression
symptoms at 1-
month follow-up
CES-D change
score

Follow-up: mean 1
months

Depression
symptoms at 3-
month follow-up
CES-D change
score

Follow-up: mean 3
months

Depression
symptoms at 6-
month follow-up
CES-D change
score

Follow-up: mean 6
months

Sleeping
difficulties at
endpoint

PSQI change
score

Follow-up: mean 6
weeks

Sleeping
difficulties at 1-
month follow-up
PSQI change
score

Follow-up: mean 1
months

deviations lower
(0.51 lower to 0.29
higher)

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

0.03 standard
deviations higher
(0.41 lower to 0.46
higher)

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

0.05 standard
deviations higher
(0.38 lower to 0.48
higher)

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

0.24 standard
deviations higher
(0.18 lower to 0.66
higher)

The mean
sleeping difficulties
at endpoint in the
intervention
groups was

0.27 standard
deviations lower
(0.67 lower to 0.13
higher)

The mean
sleeping difficulties
at 1-month follow-
up in the
intervention
groups was

0.37 standard
deviations higher
(0.06 lower to 0.81
higher)
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Sleeping The mean very
difficulties at 3- sleeping difficulties (1 study) low"23
month follow-up at 3-month follow-
PSQI change up in the
score intervention
Follow-up: mean 3 groups was
months 0.04 standard
deviations lower
(0.47 lower to 0.39
higher)
Sleeping The mean 89 very
difficulties at 6- sleeping difficulties (1 study) low"3.4
month follow-up at 6-month follow-
PSQl change up in the
score intervention
Follow-up: mean 6 groups was
months 0.18 standard
deviations higher
(0.23 lower to 0.6
higher)
Quality of life at The mean quality 97 very
endpoint of life at endpoint (1 study) low"2:3
SF-36 MCS in the intervention
change score groups was
Follow-up: mean 6 0.06 standard
weeks deviations higher
Better indicated by (0.34 lower to 0.45
higher values higher)
Quality of life at 1- The mean quality 82 very
month follow-up of life at 1-month (1 study) low"34
SF-36 MCS follow-up in the
change score intervention
Follow-up: mean 1 groups was
months 0.3 standard
Better indicated by deviations lower
higher values (0.74 lower to 0.13
higher)
Quality of life at 3- The mean quality 83 very
month follow-up of life at 3-month (1 study) low?-23
SF-36 MCS follow-up in the
change score intervention
Follow-up: mean 3 groups was
months 0.03 standard
Better indicated by deviations lower
higher values (046 lower to 0.4
higher)
Quality of life at 6- The mean quality 89 very
month follow-up of life at 6-month (1 study) low!-34

SF-36 MCS

follow-up in the

change score intervention

Follow-up: mean 6 groups was

months 0.22 standard
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deviations lower

(0.63 lower to 0.2

higher)

CES-D=Centre for epidemiological studies-depression; Cl=confidence interval; IES=Impact of event scale;
PSQI=Pittsburgh Sleep Quality Index; 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

2 OIS not met (N<400)

3 Data is not reported/cannot be extracted for all outcomes

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

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

Better indicated by
higher values

Table 72: Summary clinical evidence profile: Yoga versus waitlist 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 self-rated in the
PCL change score intervention
Follow-up: mean 1 groups was
weeks 1.13 standard
deviations lower
(2.09 to 0.17
lower)
Discontinuation 0 per 0 per 1000 RR 275 21 low?
Number of 1000 (0 to 0) (0.12to (1 study)
participants lost to 60.7)
follow-up
Follow-up: mean 1
weeks

Cl=confidence interval; PCL=PTSD Checklist; PTSD=post-traumatic stress disorder; RR=risk ratio;
SMD=standardised mean difference

' Risk of bias is high or unclear across multiple outcomes

2 OIS not met (N<400)

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

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

Included studies

Two studies of massage for the prevention of PTSD in adults were identified for full-text
review. Of these 2 studies, 1 RCT (N=119) was included in a single comparison for the early
prevention (intervention initiated within 1 month of trauma) of PTSD in adults: a combined
massage and relaxation intervention for parent (and a massage and humour therapy
targeted at child) compared with TAU (Phipps 2010/2012/ Lindwall 2014 [1 study reported
across 3 papers])).
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Excluded studies

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

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 73 provides a brief summary of the included study and evidence from this study is
summarised in the clinical GRADE evidence profile below (Table 74).

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

Table 73: Summary of included studies: Massage 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)

Massage + relaxation for parent (+ massage + humour
therapy targeted at child) versus TAU

1(119)

Phipps 2010/2012/Lindwall 2014
US and Canada

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

NR
81
NR
NR
NR (=1 month)

Parent of children undergoing paediatric stem cell transplantation
(SCT). Diagnostic group: ALL (27%); AML (25%); other leukaemia
(14%); HD/NHL (11%); solid tumour (12%); nonmalignancy (11%)

Single

NR

Massage + relaxation (for parent; + massage + humour therapy
targeted at child)

Individual

3x massages for 4 weeks plus weekly relaxation sessions and 15-
20mins daily relaxation exercises

TAU: routine, comprehensive services that are provided for
families during the SCT process at these major paediatric SCT
centres

4

AML, Acute myeloblastic leukaemia; ALL, Acute lymphoblastic leukaemia; BME, Black and minority ethnic; HD,
Hodgkin disease; NHL, Non-Hodgkin lymphoma; NR, Not reported; SCT, Stem cell transplantation; 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 (massage for the prevention of PTSD in adults) is
presented in Table 74.

Table 74: Summary clinical evidence profile: Massage + relaxation for parent (+

massage + humour therapy targeted at child) versus TAU 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 5- self-rated at 5-
month follow-up month follow-up in
IES-R change the intervention
score groups was
Follow-up: mean 0.18 standard
5 months deviations lower
(0.71 lower to
0.34 higher)
Depression The mean 59 low"2
symptoms at 5- depression (1 study)
month follow-up symptoms at 5-
CES-D change month follow-up in
score the intervention
Follow-up: mean groups was
5 months 0.33 standard
deviations lower
(0.87 lower to 0.2
higher)
Discontinuation 633 per 323 per 1000 RR 119 moderate?
Number of 1000 (209 to 488) 0.51 (1 study)
participants lost to (0.33 to
follow-up 0.77)
Follow-up: mean
4 weeks

CES-D=Centre for epidemiological studies-depression; Cl=confidence interval; IES-R=Impact of event scale-
revised; 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

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

3 OIS not met (events<300)

See appendix F for full GRADE tables.
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Bio-/Neuro-feedback: clinical evidence

Included studies

One study of neurofeedback 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 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.

Economic evidence

Included studies

No studies assessing the cost effectiveness of other non-pharmacological 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 other non-pharmacological 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.

Resource impact

As no recommendations were made in this area and other non-pharmacological
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

Acupuncture for early prevention (<1 month)

¢ Low quality single-RCT (N=90) evidence suggests a large and statistically significant
benefit of a combined acupuncture and trauma-focused CBT intervention relative to
trauma-focused CBT-only on improving PTSD symptomatology for adults who have been
exposed to a traumatic event within the last month. Evidence from this same RCT (N=91)
suggests a non-significant effect of acupuncture on discontinuation.

Yoga for early prevention (<1 month)

o Very low quality single-RCT (N=82-101) evidence suggests non-significant effects of yoga
relative to attention-placebo on PTSD symptomatology, depression symptoms or quality
of life at endpoint, 1-month, 3-month or 6-month follow-up for adults who have been
exposed to a traumatic event within the last month. Evidence from this same RCT
(N=101) suggests a clinically important and statistically significant benefit of yoga relative
to attention-placebo on improving sleeping difficulties at endpoint, however, this benefit is
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short-term with non-significant effects observed at 1-month, 3-month and 6-month follow-
up. No evidence on discontinuation is available.

¢ Very low quality single-RCT (N=89) evidence suggests a delayed clinically important and
statistically significant harm of yoga relative to TAU on PTSD symptomatology at 6-month
follow-up with greater improvement observed in the TAU arm, for adults who have been
exposed to a traumatic event within the last month. Evidence from this same RCT (N=82-
97) suggests non-significant effects of yoga on PTSD symptomatology at endpoint, 1-
month or 3-month follow-up, or on depression symptoms, sleeping difficulties or quality of
life at endpoint, 1-month, 3-month or 6-month follow-up. No evidence on discontinuation
is available.

Yoga for delayed treatment (>3 months) of below threshold PTSD symptoms

e Low quality single-RCT (N=20) evidence suggests a large and statistically significant
benefit of yoga relative to waitlist on 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. Evidence from this same RCT (N=21) suggests a
higher rate of discontinuation may be associated with yoga, however absolute numbers
are small and this effect is not statistically significant.

Massage for early prevention (<1 month)

o Low quality single-RCT (N=62) evidence suggests non-significant effects of a combined
massage and relaxation intervention for the parent (in addition to a combined massage
and humour therapy targeted at the child) relative to TAU on PTSD symptomatology or
depression symptoms at 5-month follow-up for adults who have been exposed to a
traumatic event within the last month. Moderate quality evidence from this same RCT
(N=119) suggests a significantly lower rate of discontinuation associated with massage
and relaxation relative to TAU.

Economic evidence statements

No evidence on other non-pharmacological interventions for the prevention of PTSD in
adults was identified and no economic modelling was undertaken.

Recommendations

No recommendations were made for other non-pharmacological interventions for the
prevention of PTSD in adults.

Rationale and impact

Why the committee didn’t make any recommendations

There was very limited evidence suggesting potential benefits of acupuncture as an
augmentation of trauma-focused CBT. However, the committee agreed it would not be
appropriate to make a recommendation on the basis of this single-study evidence.

Limited evidence suggested predominantly non-significant effects of yoga or massage for
the prevention of PTSD in adults exposed to trauma within the last month, so the committee
did not make a recommendation.
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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. 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 other non-
pharmacological 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 single moderate quality outcome, 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 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). This uncertainty of the evidence is reflected in the Committee’s decision to not make
any recommendations for other non-pharmacological interventions for the prevention of
PTSD in adults.

Consideration of clinical benefits and harms

The Committee discussed the evidence for a combined acupuncture and trauma-focused
CBT intervention to improve PTSD symptomatology in adults exposed to a traumatic event
within the last month. However, the lack of comparison against a non-active comparator
made it difficult to quantify this benefit. Furthermore, the evidence base was considered too
small for the Committee to be confident that the benefits observed are true effects and thus
a recommendation could not be supported

Evidence showed non-significant effects of yoga on PTSD symptomatology, depression
symptoms or quality of life for adults exposed to a traumatic event within the last month. In
addition, there was some evidence of potential harm associated with yoga with greater
improvement in PTSD symptomatology at 6-month follow-up observed for participants in the
TAU arm. The Committee considered making a negative recommendation and judged this to
be inappropriate based on the uncertainty of harm given the limited number of RCTs (single-
RCT analyses) and the lack of non-active control (comparisons are against attention-placebo
or TAU).

The Committee discussed the evidence suggesting non-significant effects on PTSD
symptomatology and depression symptoms of a combined massage and relaxation
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intervention for the early prevention of PTSD in parents of children and young people
undergoing stem cell or bone marrow transplantation. Given this limited evidence for neither
significant benefit nor harm, the committee did not consider a recommendation to be
warranted.

Cost effectiveness and resource use

No evidence on the cost effectiveness of other non-pharmacological interventions for the
prevention of PTSD in adults was identified and no economic modelling was undertaken

in this area. As there was very limited evidence on clinical benefits, no recommendation

was made. None of these interventions are in widespread use in routine clinical practice,
therefore no impact on resources is expected.

References for included studies

Acupuncture
Zhang 2011

Zhang Y, Bin FE, Xie JP, et al. (2011) Clinical study on treatment of the earthquake-caused
post-traumatic stress disorder by cognitive-behavior therapy and acupoint stimulation.
Journal of Traditional Chinese Medicine 31(1), 60-3

Yoga

Ratcliff 2016

Ratcliff CG, Milbury K, Chandwani KD, et al. (2016) Examining mediators and moderators of
yoga for women with breast cancer undergoing radiotherapy. Integrative cancer therapies
15(3), 250-62

Seppala 2014

Seppala EM, Nitschke JB, Tudorascu DL, et al. (2014) Breathing-based meditation
decreases posttraumatic stress disorder symptoms in US Military veterans: A randomized
controlled longitudinal study. Journal of traumatic stress 27(4), 397-405

Massage

Phipps 2010/2012/Lindwall 2014

Phipps S, Barrera M, Vannatta K, et al. (2010) Complementary therapies for children
undergoing stem cell transplantation. Cancer 116(16), 3924-33

Phipps S, Peasant C, Barrera M, et al. (2012) Resilience in children undergoing stem cell
transplantation: Results of a complementary intervention trial. Pediatrics 129(3), e762-70

Lindwall JJ, Russell K, Huang Q, et al. (2014) Adjustment in parents of children undergoing
stem cell transplantation. Biology of Blood and Marrow Transplantation 20(4), 543-8
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Appendix A — Review protocols

Review protocol for “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?

Review question(s) RQ. 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?

Sub-question(s) Where evidence exists, consideration will be given to the specific needs of:-
women who have been exposed to sexual abuse or assault, or domestic violence
lesbian, gay, bisexual, transsexual or transgender people
people from black and minority ethnic groups
people who are homeless or in insecure accommodation
asylum seekers or refugees or other immigrants who are entitled to NHS treatment
people who have been trafficked
people who are socially isolated (and who are not captured by any other subgroup listed)
people with complex PTSD
people with neurodevelopmental disorders (including autism)

people with coexisting conditions (drug and alcohol misuse, common mental health disorders, eating disorders,
personality disorders, acquired brain injury, physical disabilities and sensory impairments)

people who are critically ill or injured (for instance after a vehicle crash)

Objectives To identify the most effective psychological, psychosocial or other non-pharmacological interventions for the
prevention or treatment of PTSD in adults
Population 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:

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

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:

family members of people with PTSD
family members or carers of people with a life-threatening iliness or injury

Adults with clinically important post-traumatic stress symptoms more than one month after the traumatic event
will be excluded from RQ 2.1 as this question addresses prevention, this group are included in RQ 2.2

For mixed adult and children populations, where possible disaggregated data will be obtained. If this is not
possible then the study will be categorised according to the mean age of the population (<18 years as children
and young people and 218 years as adult).

If some, but not all, of a study’s participants are eligible for the review, where possible disaggregated data will
be obtained. If this is not possible then the study will be included if at least 80% of its participants are eligible for
this review.
Exclude Trials of people with adjustment disorders
Trials of people with traumatic grief
Trials of people with psychosis as a coexisting condition
Trials of people with learning disabilities
Trials of women with PTSD during pregnancy or in the first year following childbirth
Trials of adults in contact with the criminal justice system (not solely as a result of being a witness or victim)

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
174



DRAFT FOR CONSULTATION

Appendices
Intervention 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):

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)
Eye movement desensitisation and reprocessing (EMDR)

Hypnotherapy

Psychodynamic therapies, including traumatic incident reduction (TIR)
Counselling, including non-directive/supportive/person-centred counselling
Human givens therapy

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

Couple interventions, including cognitive-behavioural conjoint therapy
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):

Meditation
Mindfulness-based stress reduction (MBSR)

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

Practical support (including financial and housing)
Psychoeducational interventions
Peer support (including (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):
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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)
Repetitive transcranial magnetic stimulation (rTMS)

Yoga (including all types of yoga)

Combination interventions, such as combined psychological plus pharmacological versus pharmacological
alone, will also be considered here.

A distinction will be made between early interventions (delivered within 3 months of the traumatic event) and
delayed interventions (delivered more than 3 months after the traumatic event)

Exclude:

Inoculation interventions for people who may be at risk of experiencing but have not experienced, a traumatic
event

Interventions that are not targeted at PTSD symptoms
Comparison Any other intervention
Treatment as usual
Waitlist
Placebo
Critical outcomes Efficacy
PTSD symptomology (mean endpoint score or change in PTSD score from baseline)

Diagnosis of PTSD (humber of people meeting diagnostic criteria for PTSD according to DSM, ICD or similar
criteria)

The following PTSD scales will be included:
Assessor-rated PTSD symptom scales:
Clinician-Administered PTSD Scale for DSM-IV (CAPS) or DSM-V (CAPS-5)

Anxiety Disorders Interview Schedule for DSM-IV: Lifetime version (ADIS-IV-L) or DSM-5 (ADIS-5) - Adult and
Lifetime Version
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PTSD Symptom Scale — Interview Version (PSS-|)

Number of symptoms on the Structured Clinical Interview for DSM-1V (SCID)
Symptoms of Trauma Scale (SOTS)

Self-report instruments of PTSD symptoms:

PTSD Checklist (PCL), including all versions (PCL-5, PCL-M, PCL-C and PCL-S)
PTSD Symptom Scale — Self Report (PSS-SR)

Life Events Checklist for DSM-5 (LEC-5)

Trauma Screening Questionnaire (TSQ)

Primary Care PTSD Screen (PC-PTSD)

Davidson Trauma Scale (DTS)

Post-Traumatic Diagnostic Scale (PDS)

Impact of Event Scale (IES)/Impact of Event Scale Revised (IES-R)

Acceptability/tolerability

Acceptability of the intervention

Discontinuation due to adverse effects

Discontinuation due to any reason (including adverse effects)
Important, but not critical outcomes Dissociative symptoms as assessed with a validated scale including:

Assessor-rated scales:

Dissociation symptom cluster score on CAPS

Self-report scales:

Dissociative Experiences Scale (DES)

Multiscale Dissociation Inventory (MDI)

Traumatic Dissociation Scale

Personal, social, and occupational functioning

Sleeping difficulties (as assessed with a validated scale, including the Pittsburgh Sleep Quality Index
Addendum for PTSD [PSQI-A] and Insomnia Severity Index [ISI])

Employment (for instance, number in paid employment)
Housing (for instance, number homeless or in insecure accommodation)
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Functional impairment (as assessed with a validated scale including the Work and Social Adjustment Scale

[WSAS])

Relationship difficulties (with spouse and/or children)

Quality of life (as assessed with a validated scale including the 36-item Short-Form Survey [SF-36] and
Warwick-Edinburgh Mental Well-being Scale [WEMWBS])

Coexisting conditions (note that target of intervention should be PTSD symptoms):
Symptoms of and recovery from a coexisting condition

Self-harm
Suicide
Study design Systematic reviews of RCTs
RCTs
Include unpublished data? Clinical trial registries (ISRCTN and ClinicalTrials.gov) will be searched to identify any relevant unpublished

trials and authors will be contacted to request study reports (where these are not available online). Unpublished
data will only be included where a full study report is available with sufficient detail to properly assess the risk of
bias. Authors of unpublished evidence will be asked for permission to use such data, and will be informed that
summary data from the study and the study’s characteristics will be published in the full guideline

Conference abstracts and dissertations will not be included.

Restriction by date? All relevant studies from existing reviews from the 2005 guideline will be carried forward. No restriction on date
for the updated search.

Minimum sample size N =10 in each arm

Study setting Primary, secondary, tertiary, social care and community settings.

Prevention provided to troops on operational deployment or exercise will not be covered.
The review strategy Reviews

If existing systematic reviews are found, the GC will assess their quality, completeness, and applicability to the
NHS and to the scope of the guideline. If the GC agrees that a systematic review appropriately addresses a
review question, a search for studies published since the review will be conducted.
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Data Extraction (selection and coding)

Citations from each search will be downloaded into EndNote and duplicates removed. Titles and abstracts of
identified studies will be screened by two reviewers for inclusion against criteria, until a good inter-rater
reliability has been observed (percentage agreement =>90% or Kappa statistics, K>0.60). Initially 10% of
references will be double-screened. If inter-rater agreement is good then the remaining references will be
screened by one reviewer. All primary-level studies included after the first scan of citations will be acquired in
full and re-evaluated for eligibility at the time they are being entered into a study database (standardised
template created in Microsoft Excel). At least 10% of data extraction will be double-coded. Discrepancies or
difficulties with coding will be resolved through discussion between reviewers or the opinion of a third reviewer
will be sought.

Non-English-language papers will be excluded (unless data can be obtained from an existing review).

Data Analysis

Where data is available, meta-analysis using a fixed-effects model will be used to combine results from similar
studies. Heterogeneity will be considered and if a random-effects model is considered more appropriate it will
be conducted.

For risk of bias, outcomes will be downgraded if the randomisation and/or allocation concealment methods are
unclear or inadequate. Outcomes will also be downgraded if no attempts are made to blind the assessors or
participants in some way, i.e. by either not knowing the aim of the study or the result from other tests.
Outcomes will also be downgraded if there is considerable missing data (see below).

Handling missing data:
Where possible an intention to treat approach will be used

outcomes will be downgraded if there is a dropout of more than 20%, or if there was a difference of >20%
between the groups.

For heterogeneity: outcomes will be downgraded once if 12>50%, twice if 12 >80%
For imprecision: outcomes will be downgraded if:

Step 1: If the 95% Cl is imprecise i.e. crosses 0.8 or 1.25 (dichotomous) or -0.5 or 0.5 (for continuous).
Outcomes will be downgraded one or two levels depending on how many lines it crosses.

Step 2: If the clinical decision threshold is not crossed, we will consider whether the criterion for Optimal
Information Size is met, if not we will downgrade one level for the following.

for dichotomous outcomes: <300 events
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for continuous outcomes: <400 participants

For clinical effectiveness, if studies report outcomes using the same scale mean differences will be considered,
if not standardized mean differences (SMDs) will be considered and the following criteria will be used:

SMD <0.2 too small to likely show an effect
SMD 0.2 small effect

SMD 0.5 moderate effect

SMD 0.8 large effect

RR <0.8 or >1.25 clinical benefit

Anything less (RR >0.8 and <1.25), the absolute numbers will be looked at to make a decision on whether there
may be a clinical effect.

Heterogeneity Where substantial heterogeneity exists, sensitivity analyses will be considered, for instance:
(sensitivity analysis and subgroups) Studies with <50% completion data (drop out of >50%) will be excluded

Where possible, the influence of subgroups will be considered, including subgroup analyses giving specific
consideration to the groups outlined in the sub-question section and to the following groups:

Trauma type (including single incident relative to chronic exposure)

Duration of intervention (for instance, short-term [<12 weeks] relative to long-term [>12 weeks])

Intensity of intervention (for instance, low intensity [<15 sessions] relative to high intensity [>15 sessions])
Format of intervention (individual relative to group)

Mode of intervention delivery (including digital relative to face-to-face)

First-line prevention relative to second-line prevention and prevention-resistant PTSD (=2 inadequate
preventions)

Acute PTSD symptoms (clinically important PTSD symptoms for less than 3 months) relative to chronic PTSD
symptoms (clinically important PTSD symptoms for 3 months or more)

Notes Practical and social support (area of scope) is covered quantitatively by interventions listed under psychosocial
interventions:

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

* Practical support (including financial and housing)
* Peer support (including self-help groups and support groups)
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Appendix B — Literature search strategies

Literature search strategies for 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?

Clinical evidence

Database: Medline

Last searched on: Epub Ahead of Print, In-Process & Other Non-Indexed Citations,
Ovid MEDLINE(R) Daily and Ovid MEDLINE(R), Embase, PsycINFO

Date of last search: 29 January 2018

#
1

10
11
12

13
14
15
16
17
18

19
20

Searches

*acute stress/ or *behavioural stress/ or *emotional stress/ or *critical incident stress/ or
*mental stress/ or *posttraumatic stress disorder/ or *psychotrauma/

1 use emez

stress disorders, traumatic/ or combat disorders/ or psychological trauma/ or stress disorders,
post-traumatic/ or stress disorders, traumatic, acute/ or stress, psychological/

3 use mesz, prem

exp posttraumatic stress disorder/ or acute stress disorder/ or combat experience/ or
emotional trauma/ or post-traumatic stress/ or traumatic neurosis/ or trauma/ or psychological
stress/ or chronic stress/

5 use psyh

(railway spine or (rape adj2 trauma*) or reexperienc* or re experienc* or torture syndrome or
traumatic neuros* or traumatic stress).ti,ab.

(trauma* and (avoidance or grief or horror or death* or nightmare* or night mare* or
emotion™)).ti,ab.

(posttraumatic* or post traumatic* or stress disorder® or acute stress or ptsd or asd or desnos
or (combat neuros* or combat syndrome or concentration camp syndrome or extreme stress
or flashback™ or flash back* or hypervigilan* or hypervigilen* or psych* stress or psych*
trauma* or psycho?trauma* or psychotrauma®) or (posttrauma* or traumagenic* or traumatic
stress™)).ti,ab.

or/2,4,6-9
*psychotherapy/ use emez or psychotherapy/ use mesz, prem,psyh

(((psycholog* or psycho social* or psychosocial*) adj3 (intervention* or program* or therap*
or treat*)) or psychotherap* or psycho therap* or talk* therap* or therapeutic technique* or
therapist® or third wave or time limited).ti,ab,sh.

exp *behavior therapy/ or exp *cognitive therapy/

13 use emez

exp behavior therapy/ use mesz, prem

exp behavior therapy/ or exp cognitive behavior therapy/
16 use psyh

(((behaviour* or behavior*) adj2 cognitiv*) or cbt or ccbt or ((behav* or cognitive*) adj3
(intervention* or manag* or program* or restructure* or therap* or treat*)) or (stress
inoculation adj2 (intervention* or program* or therap* or train* or treat*)) or (behav* adj2
activat®) or ((trauma adj (based or focused or led)) or exposure based or prolonged
exposure)).ti,ab.

*emotion/ use emez or emotions/ use mesz, prem
emotion focused therapy/ or sympathy/
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21 20 use psyh
22 (((compassion or emotion* or emotive*) adj (based or focused or led)) or emotional

23
24
25
26
27
28
29

30

31
32
33
34
35

36

37

38

39
40
41
42
43

44
45
46
47
48
49
50
51

52
53

processing or ((compassion or emotion* or emotive™) adj3 (coach* or intervention* or
program* or therap* or treat*))).ti,ab.

exposure therapy/ or narrative therapy/ or virtual reality exposure therapy/
23 use emez

implosive therapy/ or narrative therapy/ or virtual reality exposure therapy/
25 use mesz, prem

exposure therapy/ or narrative therapy/ or virtual reality/

27 use psyh

(((augmented or virtual) adj2 reality) or (virtual adj (environment or restorative)) or ((exposure
or implosive or virtual reality) adj2 (intervention* or program* or therap™ or train*))).ti,ab.

((imagery adj2 (rehears™ or re hears*)) or (((lower* or reduc*) adj3 (bad dream™ or
nightmare*)) and (intervention* or program* or therap* or treat*)) or ((intervention* or
program® or therap* or treat*) adj3 nightmare*)).mp. or ((presleep or presleep) adj2
imagery).ti,ab.

(mindfulness or ((exposure or narrative) adj therapy)).sh.
(kidnet or mindful* or narrative therap®).ti,ab.

exp "debriefing (psychological)"/ use psyh

debrief*.ti,ab.

eye movement desensitization reprocessing/ use mesz, prem or eye movement
desensitization therapy/ use psyh or (emdr or (eye movement adj2 desensiti*)).ti,ab.

hypnosis/ use emez or exp hypnosis/ use mesz, prem or exp hypnotherapy/ use psyh or
(hypnosis or hypnotherap*).ti,ab.

psychodynamic psychotherapy/ use emez or psychotherapy, psychodynamic/ use mesz,
prem or psychodynamic psychotherapy/ use psyh or repetitive transcranial magnetic
stimulation/ use emez or Transcranial Magnetic Stimulation/ use mesz, prem, psyh

((psychodynamic or (dynamic adj (psychotherapy* or therap*)) or incident reduction) or
((brain or transcranial) adj2 stimulat*) or rtms).ti,ab.

(psychoanal* or psychosomatic*).ti,ab.

exp counseling/ use emez,mesz,psyh or counsel*.ti,ab.

(hg therap™ or human givens).ti,ab.

psychosomatic disorder/th use emez or exp somatoform disorders/th use mesz, prem

(exp somatoform disorders/ or somatization/) and (intervention® or program* or therap* or
treat®).ti,ab,hw. use psyh

(psychosomatic* or somatherap* or somatic*).ti,ab.

(emotional freedom or holistic or thought field).ti,ab.

dance therap*.ti,ab,sh.

couple therapy/ or family therapy/ or marital therapy/ or exp parent/ed
47 use emez

couples therapy/ or family therapy/ or marital therapy/ or exp parents/ed
49 use mesz, prem

couples therapy/ or family intervention/ or exp family therapy/ or exp marriage counseling/ or
parent training/

51 use psyh

(((con?joint or couple* or family or families or husband* or marriage* or marital* or partner* or
relations* or spous* or wife or wives* or (child* adj5 parent*)) adj6 (counsel* or intervention*
or program* or support* or therap* or treat*)) or ((couples™ or family* or relations*) adj (based
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54
55
56

57
58
59
60
61
62
63

64
65

66
67

68

69

70

71

72
73

74
75

76

Searches

or focused or led)) or ecological therap* or expressed emotion or family dynamics or family
relationships).tw.

((child* adj2 family traumatic stress intervention) or cftsi).ti,ab.

play therapy.sh.

(doll therap* or ((play or playful) adj3 (intervention* or program* or therap* or treat*)) or
sandplay or sand play).ti,ab.

meditation.sh. or meditat®.ti,ab.

mindfulness.sh. or (mbsr or mindful*).ti,ab.

exp horticulture/ or occupational therapy/ or recreational therapy/

59 use emez

horticultural therapy/ or occupational therapy/ or recreation therapy/

61 use mesz, prem

exp "nature (environment)"/ or horticulture therapy/ or recreation therapy/ or occupational
therapy/

63 use psyh

((nature adj (assisted or based)) or (nature adj3 (intervention* or program* or therap* or

treat®)) or ecotherap* or e cotherap* or gardening or horticult* or leisure activit* or
naturopath*® or occupational therap*).ti,ab. or exp animal assisted therapy/ use emez, mesz
or animal assisted therapy/ use psyh or (((animal* or dog* or equine* or horse* or pet or pets)
adj2 (assist* or based or facilitat*)) or ((animal* or dog* or equine* or horse* or pet or pets)
adj3 (intervention® or therap* or treat* or program®))).ti,ab.

psychoeducation.sh. or (psychoed* or psycho ed*).ti,ab.

exp acupuncture/ use emez or exp alternative medicine/ use emez or biofeedback/ or
massage/ use emez or meditation/ use emez or acupressure/ use mesz, prem or massage/
use mesz, prem or acupuncture/ use mesz, prem or exp complementary therapies/ use
mesz, prem or exp alternative medicine/ use psyh or biofeedback/ use psyh or massage/ use
psyh or mind body therapy/ use psyh

(chinese medicine or medicine, chinese traditional or (moxibustion or
electroacupuncture)).sh,id. or ((alternative or complementary) adj2 (medicine* or
therap*)).ti,ab,sh. or (acu point* or acupoint* or acupressur® or acupunctur® or (ching adj2 lo)
or cizhen or dianzhen or electroacupunctur* or (jing adj2 luo) or jingluo or massag* or needle
therap* or tapping or zhenijiu or zhenci).tw.

exp *exercise/ use emez or exp *kinesiotherapy/ use emez or exp exercise/ use mesz, prem
or exercise therapy/ use mesz, prem or exp exercise/ use psyh (physiotherap* or physio
therap* or rehab*).ti,ab,hw.

((balance or flexibility or resistance or sitting* or strenth*) adj2 (exercise* or train*)) or
aerobic* or anaerobic* or bowls or dancing or dance or cycling or cycle* or elliptical train* or
jogging or low impact activit* or running or swimming or sprinting or swim*1 or walking or
yoga or tai chi or weight train* or (weight and brain* and (change* or increas* or
volum™))).ti,ab.

friendship/ or peer counseling/ or peer group/ or self help/ or self care/ or social network/ or
social support/ or support group/

71 use emez

community networks/ or friends/ or exp peer group/ or self care/ or self-help groups/ or social
networking/ or social support/

73 use mesz, prem

friendship/ or network therapy/ or exp social networks/ or peer relations/ or peers/ or peer
counseling/ or self care skills/ or exp self help techniques/ or social support/ or exp support
groups/

75 use psyh
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77 ((self adj (administer* or assess* or attribut* or care or change or directed or efficacy or help*

78

79

80

81

82
83
84
85
86
87

88

89
90

91

92

93
94

95

96
97

98

or guide* or instruct* or manag* or medicat* or monitor* or regulat* or reinforc* or re inforc* or
support® or technique* or therap* or train* or treat*)) or selfadminister* or selfassess* or
selfattribut* or selfcare or selfchange or selfdirected or selfefficacy or selfhelp* or selfguide*
or selfinstruct” or selfmanag® or selfmedicat* or selfmonitor* or selfregulat* or selfreinforc* or
self re inforc* or selfsupport* or selftechnique* or selftherap® or selftrain® or selftreat* or
(wellness adj (therap* or train* or treat*))).ti,ab,sh.

(befriend* or be*1 friend* or buddy or buddies or ((community or lay or paid or support) adj
(person or worker*))).ti,ab.

(((consumer* or famil* or friend* or lay or mutual® or peer* or social* or spous* or voluntary or
volunteer*) adj3 (assist* or advice* or advis* or counsel* or educat* or forum* or help* or
mentor* or network™® or support® or visit*)) or ((consumer* or famil* or peer* or self help or
social* or support* or voluntary or volunteer*) adj2 group*) or ((consumer* or famil* or friend*
or lay or mutual* or peer* or self help or social* or spous* or support* or voluntary or
volunteer*) ad;j3 (intervention* or program* or rehab* or therap* or service* or skill* or treat*))
or (((consumer* or famil* or friend* or lay* or peer* or spous* or user* or support* or voluntary
or volunteer*) adj (based or counsel* or deliver® or interact* or led or mediat* or operated or
provides or provider* or run*)) or ((consumer* or famil* or friend* or lay* or peer* or relation*
or spous* or support*) adj3 trust*) or voluntary work*)).ti,ab.

(((lay or peer*) adj3 (advis* or consultant or educator® or expert* or facilitator* or instructor* or
leader* or mentor* or person* or tutor* or worker*)) or expert patient* or mutual aid).ti,ab.

(peer* adj3 (assist* or counsel* or educat* or program* or rehab* or service* or
supervis*)).ti,ab.

((psychoeducat™® or psycho educat*) adj3 (group or network™ or service*)).ti,ab.
((psychosocial or social) adj work*).ti,ab.

((ptsd or posttrauma* or post trauma* or trauma*) adj2 support*).ti,ab.

recovery support.ti,ab.

financial management/ use emez or financial support/ use mesz, prem or finance/ use psyh

((financ* or money) adj2 (assist* or educat® or guidance or intervention* or program* or
support® or train*)).ti,ab.

assisted living facility/ or emergency shelter/ or halfway house/ or housing/ or independent
living/ or residential home/ or residential home/

88 use emez

assisted living facilities/ or emergency shelter/ or group homes/ or halfway houses/ or
housing/ or independent living/ or residential facilities/

90 use mesz, prem or (exp assisted living/ or exp shelters/ or exp group homes/ or exp
halfway Houses/ or housing/ or exp residential care Institutions/) use psyh

assisted living / use psyh or shelters/ use psyh or group homes/ use psyh or halfway
houses/ use psyh or housing/ use psyh or residential care institutions/ use psyh or
((resident* or hous™ or accommod* or commun* or comu* or home*) adj5 (support* or
support® or shelter* or outreach* or visit* or appointment*)).ti,ab.

(residential treatm™ or residential facility* or supported hous* or public hous*).ti,ab.

(accomod* or assertive community treatment* or home* or housing* or outreach* or
residential®).ti,ab.

absenteeism/ or daily life activity/ or employment/ or medical leave/ or mentoring/ or
occupational health/ or occupational therapy/ or return to work/ or supported employment/ or
unemployment/ or vocational guidance/ or vocational rehabilitation/ or work capacity/ or work/

95 use emez

absenteeism/ or "activities of daily living"/ or employment, supported/ or employment/ or
mentoring/ or occupational health/ or occupational therapy/ or rehabilitation, vocational/ or
return to work/ or sick leave/ or unemployment/ or vocational guidance/ or work/

97 use mesz, prem
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99 "activities of daily living"/ or exp coaching/ or employee absenteeism/ or employment status/

100
101

102

103

104

105
106

107

108
109

110
111
112
113
114
115
116

117
118

119
120

121
122

123
124
125
126

or occupational guidance/ or occupational health/ or occupational therapy/ or reemployment/
or unemployment/ or vocational counselors/ or exp vocational rehabilitation/

99 use psyh

(((supp* or transitional*) adj5 (employ* or work*)) or individual placement or (placement* adj3
(employ* or work*))).ti,ab.

((employ* or placement* or psychosocial* or psycho-social* or occupation* or soc* or
vocation* or work* or job* or counsel*) adj5 rehab*).ti,ab.

(sheltered work* or vocatio* or fountain house* or fountainhouse* or clubhouse* or club
house* or work therap*).ti,ab.

(transitional employment or rehabilitation counsel* or (occupational adj (health or medicine))
or work™ adjustment).ti,ab.

((performance adj (activit* or coach* or management or occupation®)) or coaching).ti,ab.

(((sheltered or permitted or voluntary or vocational or return* or rehabilitat*) adj3 work*) or
work capacity or reemploy* or re employ* or job retention or work capacity).ti,ab.

((employ* or job or occupation* or vocation* or work*) adj5 (counsel* or educat* or guidance*
or intervention® or program* or rehab* or reintegrat® or re integrat* or support* or therap* or
train®)).ti,ab.

placement.ti,ab.

or/11-12,14-15,17-19,21-22,24,26,28-46,48,50,52-58,60,62,64-70,72,74,76-87,89,91-
94,96,98,100-108

meta analysis/ or "meta analysis (topic)"/ or systematic review/

110 use emez

meta analysis.sh,pt. or "meta-analysis as topic"/ or "review literature as topic"/
112 use mesz, prem

(literature review or meta analysis).sh,id,md. or systematic review.id,md.

114 use psyh

(exp bibliographic database/ or (((electronic or computer* or online) adj database*) or bids or
cochrane or embase or index medicus or isi citation or medline or psyclit or psychlit or
scisearch or science citation or (web adj2 science)).ti,ab.) and (review*.ti,ab,sh,pt. or
systematic™.ti,ab.)

116 use emez

(exp databases, bibliographic/ or (((electronic or computer* or online) adj database*) or bids
or cochrane or embase or index medicus or isi citation or medline or psyclit or psychlit or
scisearch or science citation or (web adj2 science)).ti,ab.) and (review*.ti,ab,sh,pt. or
systematic™.ti,ab.)

118 use mesz, prem

(computer searching.sh,id. or (((electronic or computer® or online) adj database*) or bids or
cochrane or embase or index medicus or isi citation or medline or psyclit or psychlit or
scisearch or science citation or (web adj2 science)).ti,ab.) and (review*.ti,ab,pt. or
systematic*.ti,ab.)

120 use psyh

((analy* or assessment™ or evidence* or methodol* or quantativ* or systematic*) adj2
(overview* or review*)).tw. or ((analy* or assessment* or evidence* or methodol* or
quantativ* or systematic®).ti. and review™ ti,pt.) or (systematic* adj2 search*).ti,ab.

(metaanal* or meta anal*).ti,ab.

(research adj (review™ or integration)).ti,ab.
reference list*.ab.

bibliograph*.ab.
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127 published studies.ab.

128 relevant journals.ab.

129 selection criteria.ab.

130 (data adj (extraction or synthesis)).ab.

131 (handsearch* or ((hand or manual) adj search*)).ti,ab.

132 (mantel haenszel or peto or dersimonian or der simonian).ti,ab.

133 (fixed effect* or random effect*).ti,ab.

134 ((pool* or combined or combining) adj2 (data or trials or studies or results)).ti,ab.
135 0r/111,113,115,117,119,121-134

136 exp "clinical trial (topic)"/ or exp clinical trial/ or crossover procedure/ or double blind
procedure/ or placebo/ or randomization/ or random sample/ or single blind procedure/

137 136 use emez

138 exp clinical trial/ or exp "clinical trials as topic"/ or cross-over studies/ or double-blind method/
or placebos/ or random allocation/ or single-blind method/

139 138 use mesz, prem

140 (clinical trials or placebo or random sampling).sh,id.
141 140 use psyh

142 (clinical adj2 trial*).ti,ab.

143 (crossover or cross over).ti,ab.

144  (((single* or doubl* or trebl* or tripl*) adj2 blind*) or mask* or dummy or doubleblind* or
singleblind* or trebleblind* or tripleblind*).ti,ab.

145 (placebo* or random®).ti,ab.

146 treatment outcome*.md. use psyh
147 animals/ not human*.mp. use emez
148 animal*/ not human®*/ use mesz, prem
149 (animal not human).po. use psyh

150 0r/137,139,141-146

151 150 not (or/147-149)

152 0r/135,151

153 10 and 109 and 152

Database: CDSR, DARE, HTA, CENTRAL

Date of last search: 29 January 2018
# Searches
#1  MeSH descriptor: Stress Disorders, Traumatic this term only
#2  MeSH descriptor: Combat Disorders this term only
#3  MeSH descriptor: Psychological Trauma this term only
#4  MeSH descriptor: Stress Disorders, Post-Traumatic this term only
#5 MeSH descriptor: Stress Disorders, Traumatic, Acute this term only
#6  MeSH descriptor: Stress, Psychological this term only

N

#7  ("railway spine" or (rape near/2 trauma*) or reexperienc* or "re experienc*" or "torture
syndrome" or "traumatic neuros*" or "traumatic stress"):ti (Word variations have been
searched)

#8  ("railway spine" or (rape near/2 trauma*) or reexperienc* or "re experienc*" or "torture
syndrome" or "traumatic neuros*" or "traumatic stress"):ab (Word variations have been
searched)

* 1
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#9  (trauma* and (avoidance or grief or horror or death* or nightmare* or "night mare*" or
emotion®)):ti (Word variations have been searched)

#10 (trauma* and (avoidance or grief or horror or death* or nightmare* or "night mare*" or
emotion®)):ab (Word variations have been searched)

#11 (posttraumatic* or "post traumatic*" or "stress disorder*" or "acute stress" or ptsd or asd or
desnos or ("combat neuros™*" or "combat syndrome" or "concentration camp syndrome" or
"extreme stress" or flashback™ or "flash back*" or hypervigilan* or hypervigilen* or "psych*
stress" or "psych* trauma™*" or psychotrauma* or psychotrauma®) or (posttrauma* or
traumagenic* or "traumatic stress*")):ti (Word variations have been searched)

#12 (posttraumatic* or "post traumatic* or "stress disorder*" or "acute stress" or ptsd or asd or
desnos or ("combat neuros™*" or "combat syndrome" or "concentration camp syndrome" or
"extreme stress" or flashback* or "flash back*" or hypervigilan* or hypervigilen* or "psych*
stress" or "psych* trauma*" or psychotrauma* or psychotrauma*) or (posttrauma* or
traumagenic* or "traumatic stress*")):ab (Word variations have been searched)

#13 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12

Database: CINAHL PLUS

Date of last search: 29 January 2018

#

s52
s51
s50
s49
s48
s47
s46

s45
s44
s43

s42
s41
s40

s39

s38

s37

s36

s35

s34

Searches

s6 and s51

s40 or s50

s48 not s49

(mh "animals") not (mh "human")

s41 or s42 or s43 or s44 or s45 or s46 or s47

ti ( placebo* or random* ) or ab ( placebo* or random* )

ti ( single blind* or double blind* or treble blind* or mask* or dummy* or singleblind* or
doubleblind* or trebleblind* or tripleblind* ) or ab ( single blind* or double blind* or treble blind*
or mask™ or dummy™* or singleblind* or doubleblind* or trebleblind* or tripleblind* )

ti ( crossover or cross over ) or ab ( crossover or cross over )
ti clinical n2 trial* or ab clinical n2 trial*

(mh "crossover design") or (mh "placebos") or (mh "random assignment") or (mh "random
sample")

mw double blind* or single blind* or triple blind*
(mh "clinical trials+")

s7ors8ors9orsi0orsi1orsi12orsi3orsi4orsi5ors16 ors17 ors18 or s19 or s20 or
s21 or s22 or s23 or s29 or s30 or s31 or s34 or s35 or s36 or s37 or s38 or s39

ti ( analy* n5 review* or evidence* n5 review* or methodol* n5 review* or quantativ* n5
review* or systematic* n5 review* ) or ab ( analy* n5 review* or assessment* n5 review* or
evidence* n5 review* or methodol* n5 review* or qualitativ® n5 review* or quantativ* n5
review* or systematic* n5 review* )

ti ( pool* n2 results or combined n2 results or combining n2 results ) or ab ( pool* n2 results or
combined n2 results or combining n2 results )

ti ( pool* n2 studies or combined n2 studies or combining n2 studies ) or ab ( pool* n2 studies
or combined n2 studies or combining n2 studies )

ti ( pool* n2 trials or combined n2 trials or combining n2 trials ) or ab ( pool* n2 trials or
combined n2 trials or combining n2 trials )

ti ( pool* n2 data or combined n2 data or combining n2 data ) or ab ( pool* n2 data or
combined n2 data or combining n2 data )

s32 and s33
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s33 i review* or pt review*

s32
s31
s30
s29
s28
s27
s26
s25

s24

s23
s22
s21
s20

s19

s18
s17
s16
s15
s14
s13
s12
s11

s10

s9
s8
s7
s6
s5

s4

ti analy* or assessment* or evidence* or methodol* or quantativ* or qualitativ* or systematic*
ti “systematic* n5 search*” or ab “systematic* n5 search*”

%9 %9

ti “systematic* n5 review*” or ab “systematic* n5 review
(s24 or s25 or s26) and (s27 or s28)

ti systematic* or ab systematic*

tx review* or mw review* or pt review*

(mh "cochrane library")

ti ( bids or cochrane or embase or “index medicus” or “isi citation” or medline or psyclit or
psychlit or scisearch or “science citation” or web n2 science ) or ab ( bids or cochrane or
“index medicus” or “isi citation” or psyclit or psychlit or scisearch or “science citation” or web
n2 science )

ti ( “electronic database
database*” ) or ab ( “electronic database
database*” or “online database™*” )

(mh "literature review")
pt systematic* or pt meta*

%7 *7) *7

or “bibliographic database
*” or “bibliographic database

or “computeri?ed database*” or “online
*” or “computeri?ed

ti ( “fixed effect*” or “random effect*” ) or ab ( “fixed effect*” or “random effect*” )

ti ( “mantel haenszel” or peto or dersimonian or “der simonian” ) or ab ( “mantel haenszel” or
peto or dersimonian or “der simonian” )

ti ( handsearch* or "hand search*" or "manual search*" ) or ab ( handsearch* or "hand
search™" or "manual search™ )

ab "data extraction" or "data synthesis"
ab "selection criteria"

ab "relevant journals"

ab "published studies"

ab bibliograph*

ti "reference list*"

ab "reference list*™"

ti ( “research review*” or “research integration” ) or ab ( “research review*” or “research
integration” )

ti ( metaanal® or “meta anal® or metasynthes* or “meta synethes*” ) or ab ( metaanal® or
“meta anal™ or metasynthes™ or “meta synethes*” )

(mh "meta analysis")

(mh "systematic review")
(mh "literature searching+")
s1 ors2 or s3 or s4 or s5

ti ( (posttraumatic*® or "post traumatic*" or "stress disorder*" or "acute stress" or ptsd or asd or
desnos or ("combat neuros™" or "combat syndrome" or "concentration camp syndrome" or
"extreme stress" or flashback™ or "flash back* or hypervigilan* or hypervigilen* or "psych*
stress" or "psych* trauma™*" or psychotrauma* or psychotrauma®) or (posttrauma* or
traumagenic* or "traumatic stress*")) ) or ab ( (posttraumatic* or "post traumatic*" or "stress
disorder™" or "acute stress" or ptsd or asd or desnos or ("combat neuros* or "combat
syndrome" or "concentration camp syndrome" or "extreme stress" or flashback* or "flash
back*" or hypervigilan* or hypervigilen* or "psych* stress" or "psych* trauma*" or
psychotrauma* or psychotrauma®) or (posttrauma* or traumagenic* or "traumatic stress*")) )

ti ( (frauma* and (avoidance or grief or horror or death* or nightmare* or "night mare*" or
emotion®)) ) or ab ( (trauma* and (avoidance or grief or horror or death* or nightmare* or
"night mare*" or emotion*)) )
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# Searches
s3 i ( ("railway spine" or (rape near/2 trauma*) or reexperienc* or "re experienc*" or "torture

s2
si

*N

syndrome" or "traumatic neuros
near/2 trauma®*) or reexperienc* or "re experienc

*N

neuros™" or "traumatic stress") )
(mh "stress, psychological")

or "traumatic stress") ) or ab ( ("railway spine" or (rape
*" or "torture syndrome" or "traumatic

(mh "stress disorders, post-traumatic")

Health economic evidence

Note: evidence resulting from the health economic search update was screened to reflect
the final dates of the searches that were undertaken for the clinical reviews (see review
protocols).

Database: Medline

Last search on: Epub Ahead of Print, In-Process & Other Non-Indexed Citations, Ovid
MEDLINE(R) Daily and Ovid MEDLINE(R), Embase, PsycINFO

Date of last search: 1 March 2018

#
1

10
11

12
13

14
15

16

Searches

*acute stress/ or *behavioural stress/ or *emotional stress/ or *critical incident stress/ or
*mental stress/ or *posttraumatic stress disorder/ or *psychotrauma/

*acute stress/ or *behavioural stress/ or *emotional stress/ or *critical incident stress/ or
*mental stress/ or *posttraumatic stress disorder/ or *psychotrauma/

1 use emez

stress disorders, traumatic/ or combat disorders/ or psychological trauma/ or stress disorders,
post-traumatic/ or stress disorders, traumatic, acute/ or stress, psychological/

3 use mesz, prem

exp posttraumatic stress disorder/ or acute stress disorder/ or combat experience/ or
"debriefing (psychological)"/ or emotional trauma/ or post-traumatic stress/ or traumatic
neurosis/ or "trauma"/ or stress reactions/ or psychological stress/ or chronic stress/

5 use psyh

(railway spine or (rape adj2 trauma®) or reexperienc® or re experienc* or torture syndrome or
traumatic neuros* or traumatic stress).ti,ab.

(trauma* and (avoidance or grief or horror or death* or nightmare* or night mare* or
emotion™)).ti,ab.

(posttraumatic* or post traumatic* or stress disorder* or acute stress or ptsd or asd or desnos
or (combat neuros™ or combat syndrome or concentration camp syndrome or extreme stress
or flashback™ or flash back* or hypervigilan* or hypervigilen* or psych* stress or psych*
trauma* or psycho?trauma* or psychotrauma®)).ti,ab.

or/2,4,6-9

budget/ or exp economic evaluation/ or exp fee/ or funding/ or exp health care cost/ or health
economics/ or exp pharmacoeconomics/ or resource allocation/

151 use emez

exp budgets/ or exp "costs and cost analysis"/ or economics/ or exp economics, hospital/ or
exp economics, medical/ or economics, nursing/ or economics, pharmaceutical/ or exp "fees
and charges"/ or value of life/

153 use mesz, prem

exp "costs and cost analysis"/ or cost containment/ or economics/ or finance/ or funding/ or
"health care economics"/ or pharmacoeconomics/ or exp professional fees/ or resource
allocation/

155 use psyh
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# Searches
17  (cost* or economic* or pharmacoeconomic* or pharmaco economic*).ti. or (cost* adj2

18
19

20
21

22
23
24
25
26
27

28
29
30
31
32
33
34
35
36
37
38

39
40
41
42
43
44
45
46
47
48
49
50

(effective* or utilit* or benefit* or minimi*)).ab. or (budget* or fee or fees or financ* or price or
prices or pricing or resource* allocat* or (value adj2 (monetary or money))).ti,ab.

or/12,14,16-17

decision theory/ or decision tree/ or monte carlo method/ or nonbiological model/ or (statistical
model/ and exp economic aspect/) or stochastic model/ or theoretical model/

159 use emez

exp decision theory/ or markov chains/ or exp models, economic/ or models, organizational/
or models, theoretical/ or monte carlo method/

161 use mesz, prem

exp decision theory/ or exp stochastic modeling/

163 use psyh

((decision adj (analy* or model* or tree*)) or economic model* or markov).ti,ab.
or/20,22,24-25

quality adjusted life year/ or "quality of life index"/ or short form 12/ or short form 20/ or short
form 36/ or short form 8/ or sickness impact profile/

167 use emez

quality-adjusted life years/ or sickness impact profile/

169 use mesz, prem

(((disability or quality) adj adjusted) or (adjusted adj2 life)).ti,ab.

(disutili* or dis utili* or (utilit* adj1 (health or score* or value* or weigh*))).ti,ab.
(health year equivalent® or hye or hyes).ti,ab.

(daly or gal or gald or gale or qaly or gtime* or qwb*).ti,ab.

discrete choice.ti,ab.

(euroqol* or euro qol* or eq5d* or eq 5d*).ti,ab.

(hui or hui1 or hui2 or hui3).ti,ab.

(((general or quality) adj2 (wellbeing or well being)) or quality adjusted life or qwb or (value
adj2 (money or monetary))).ti,ab.

(qgol or hgl* or hgol* or hrgol or hr gl or hrgl).ti,ab.

rosser.ti,ab.

sickness impact profile.ti,ab.

(standard gamble or time trade* or tto or willingness to pay or wtp).ti,ab.
(sf36 or sf 36 or short form 36 or shortform 36 or shortform36).ti,ab.
(sf6 or sf 6 or short form 6 or shortform 6 or shortform6).ti,ab.

(sf12 or sf 12 or short form 12 or shortform 12 or shortform12).ti,ab.
(sf16 or sf 16 or short form 16 or shortform 16 or shortform16).ti,ab.
(sf20 or sf 20 or short form 20 or shortform 20 or shortform20).ti,ab.
(sf8 or sf 8 or short form 8 or shortform 8 or shortform8).ti,ab.
or/28,30-48

or/18,26,49

Database: HTA, NHS EED

Date of last search: 1 March 2018

#
#1
#2

Searches
MeSH descriptor: Stress Disorders, Traumatic this term only
MeSH descriptor: Combat Disorders this term only
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# Searches

#3  MeSH descriptor: Psychological Trauma this term only

#4  MeSH descriptor: Stress Disorders, Post-Traumatic this term only

#5  MeSH descriptor: Stress Disorders, Traumatic, Acute this term only

#6  MeSH descriptor: Stress, Psychological this term only

#7  ("railway spine" or (rape near/2 trauma*) or reexperienc” or "re experienc*" or "torture
syndrome" or "traumatic neuros*" or "traumatic stress"):ti (Word variations have been
searched)

#8  ("railway spine" or (rape near/2 trauma*) or reexperienc* or "re experienc*" or "torture
syndrome" or "traumatic neuros*" or "traumatic stress"):ab (Word variations have been
searched)

#9  (trauma* and (avoidance or grief or horror or death* or nightmare* or "night mare*" or
emotion®)):ti (Word variations have been searched)

#10 (trauma* and (avoidance or grief or horror or death* or nightmare* or "night mare™*" or
emotion®)):ab (Word variations have been searched)

#11 (posttraumatic* or "post traumatic*" or "stress disorder*" or "acute stress" or ptsd or asd or
desnos or ("combat neuros™" or "combat syndrome" or "concentration camp syndrome" or
"extreme stress" or flashback* or "flash back*" or hypervigilan* or hypervigilen* or "psych*
stress" or "psych* trauma*" or psychotrauma* or psychotrauma®) or (posttrauma* or
traumagenic* or "traumatic stress*")):ti (Word variations have been searched)

#12 (posttraumatic* or "post traumatic*" or "stress disorder*" or "acute stress" or ptsd or asd or
desnos or ("combat neuros*" or "combat syndrome" or "concentration camp syndrome" or
"extreme stress" or flashback* or "flash back*" or hypervigilan* or hypervigilen* or "psych*
stress" or "psych* trauma*" or psychotrauma* or psychotrauma®) or (posttrauma* or
traumagenic* or "traumatic stress*")):ab (Word variations have been searched)

#13 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12
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Appendix C — Clinical evidence study selection

Clinical evidence study selection for “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?”

Figure 1: Flow diagram of clinical article selection for review

Titles and abstracts identified, N=
11568 from database search [RQ
1.1-1.2 and 2.1-2.2 combined)

V

Full copies retrieved and Excluded, N=11466
assessed for eligibility, (not relevant population, design,

N= 104 intervention, comparison, outcomes,
unable to retrieve)
r
Additional articles
B identified from 2004
guideline, N=11
7
P Additional articles identified through
hl handsearch (including other RQ
searches), N=9
\
V‘ y
o ] (
Studies included in Studies excluded from
review, N=42 review, N= 82
(refer to excluded
studies list)
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Appendix D — Clinical evidence tables

Clinical evidence tables for “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?”

Psychological: Trauma-focused CBT

Trauma-focused CBT (+ psycho-education) versus waitlist or no treatment for the early prevention (intervention initiated < 1 month) of
PTSD in adults

Bryant 2008a Trauma-focused  Acute stress Exposure to non-sexual Age range Inclusion criteria: aged 17-70 years; had been
CBT: CBT disorder/acute violence - Nonsexual (mean): NR involved in a motor vehicle crash or nonsexual
individual stress reaction assault (63%); motor (35.4) assault in the previous month; had a primary

diagnosis vehicle accident (37%) Gender (% diagnosis of Acute Stress Disorder (diagnosed
according to female): 58 using the using the Acute Stress Disorder
ICD/DSM criteria BME (% non- Interview). Exclusion criteria: had a history of
(including self- white): 13 psychosis, organic brain syndrome, current
report of Country: substance dependence or borderline
diagnosis) Australia personality disorder; presented a suicidal risk;

Coexisting were unable to converse in English

conditions:

47% MDD; 4%

anxiety

disorder; 2%
substance use
disorder

Lifetime
experience of
trauma (mean
number of
prior
traumas/%

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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with previous
trauma): NR
Single or
multiple
incident index
trauma: single

Rothbaum Trauma-focused  Clinically Mixed - Rape (34%); 13  Agerange Inclusion criteria: aged 18- 65 years; presented
2012 CBT: Brief important PTSD Nonsexual assault 7 (mean): 18-65 to the emergency department within 72 hours
exposure symptoms (27%); Motor vehicle (31.5) of experiencing a trauma and met criterion A of
therapy/prolonge  (scoring above a  accident (34%); Other Gender (% the DSM-IV; spoke English; had a memory of
d exposure (PE)  threshold on (5%) female): 65 the event; alert and oriented. Exclusion criteria:
validated scale) BME (% non- loss of consciousness longer than 5 minutes;
white): 87 current intoxication
Country: US
Coexisting
conditions: NR
Lifetime

experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): 46%
had previous
trauma. Prior
trauma
exposure:
Rape (12%);
Nonsexual
assault (13%);
Motor vehicle
accident
(16%); Other
(4%)

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

multiple

incident index

trauma: Single

Wijesinghe Trauma-focused  Unclear Unintentional 22  Age range All snakebite victims admitted to hospital
2015 CBT + injury/illness/medical 5 (mean): NR identified as being envenomed and requiring

psychoeducation: emergency (Snakebite) (42.1) treatment with antivenom were eligible for
Trauma-focused Gender (% inclusion. Exclusion criteria were those under
CBT session female): 25 18 years of age, those with known mental
following BME (% non- illness, and those without basic fluency in the
psychoeducation white): NR Sinhala language
session Country: Sri

Lanka

Coexisting

conditions:

0.02% treated

in intensive

care

Lifetime

experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic; CBT=cognitive behavioural therapy; DSM=Diagnostic and Statistical Manual of mental disorders;
ICD=International Classification of Diseases; MDD=major depressive disorders; N=number being randomised; NR=not reported;
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Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-placebo or psychoeducational session for the early prevention
(intervention initiated <1 month) of PTSD in adults

Foa 2006 Trauma-focused  Clinically Exposure to sexual Age range Inclusion criteria: had recently experienced
CBT: Brief important PTSD  abuse or assault - (mean): NR sexual or non-sexual assault; met DSM-IV
individual CBT symptoms Sexual assault (63%) or (33.7) symptom (not duration) criteria for PTSD

(scoring above a  non-sexual assault Gender (% (assessed using the PTSD Symptom Scale-
threshold on (37%) female): 100 Interview Version). Exclusion criteria: were
validated scale) BME (% non- assaulted by an intimate partner with whom

white): 69 they had an ongoing relationship; had primary

Country: US diagnoses of organic mental disorder,

Coexisting schizophrenia, bipolar disorder, or current

conditions: NR  alcohol/drug dependence

Lifetime

experience of

trauma (mean

number of

prior

traumas/%

with previous

trauma): NR

Single or

multiple

incident index

trauma: single

Nixon 2016 Trauma-focused  Acute stress Exposure to sexual 47  Age range Inclusion criteria: aged at least 18 years; had
CBT: Cognitive disorder/acute abuse or assault - Rape (mean): NR experienced rape or sexual assault in the past
processing stress reaction or sexual assault. (31) month; able to attend face-to-face counselling;
therapy diagnosis Relationship to Gender (% had to meet criteria for Acute Stress Disorder;

according to perpetrator: stranger female): 98 for those taking psychotropic medication this

ICD/DSM criteria  (46%); acquaintance or BME (% non- had to be stable for the 4-week period prior to

(including self- friend (43%); ex-intimate white): 13 beginning therapy. Exclusion criteria:

report of or relative (11%) Country: uncontrolled psychosis; current substance

diagnosis) Coexisting dependence requiring immediate attention;
conditions: insufficient English; significant cognitive

86% had at

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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least one other impairment or disability; significant suicide risk;
comorbid ongoing traumatisation (e.g., being stalked)
diagnosis:
Mood disorder
(61%), Anxiety
disorder
(52%),
Substance
(28%)

Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): 91%
prior trauma:
sexual (74%);
physical
(54%); other
(89%)

Single or
multiple
incident index
trauma: Single

O'Donnell Trauma-focused  Clinically Motor Vehicle Collisions 46  Age range Inclusion criteria: aged 18-70 years; sustained
2012 CBT: CBT important PTSD - Motor vehicle accident (mean): 18-70  an injury severe enough to warrant a hospital
individual symptoms (67%); Assault (22%) - (35.9) admission of greater than 24 hours; proficient
(scoring above a  data not reported for Gender (% in English; classified as high-risk (identified as

threshold on mechanism of injury for female): 39 high-risk using the Posttraumatic Adjustment

validated scale) all participants (N=41 BME (% non- Screen [PAS] and had persistently high

rather than 46) white): NR depression or anxiety symptoms [scored= 30

Country: on the PCL and/or 211 on either subscale of

Australia the HADS] at 4 weeks post-trauma and were

then assessed by a clinical psychologist as

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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Coexisting having clinically significant mental health
conditions: symptoms using the CAPS and the MINI).
48% mild Exclusion criteria: moderate or severe
traumatic brain traumatic brain injury; currently psychotic or
injury; 67% suicidal.

major

depressive

episode; 39%

other (not

PTSD) anxiety

disorder

Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma):
Single or
multiple
incident index
trauma: Single

Price 2014 Trauma-focused  Non-significant Mixed (35% sexual 13  Agerange Inclusion criteria: individuals who presented at
CBT: Brief symptoms (below assault) 7 (mean): NR the emergency department (ED) after
exposure threshold and (31.5) experiencing a Criterion A trauma according to
therapy/prolonge  <50% maximum Gender (% the DSM-IV. Exclusion criteria: Not reported
d exposure (PE)  score on scale) female): 65

BME (% non-
white): 78
Country:
Coexisting
conditions: NR
Lifetime
experience of

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma:
Unclear

Wijesinghe Trauma-focused  Unclear Unintentional 22  Age range All snakebite victims admitted to hospital
2015 CBT + injury/illness/medical 5 (mean): NR identified as being envenomed and requiring
psychoeducation: emergency (Snakebite) (42.1) treatment with antivenom were eligible for
Trauma-focused Gender (% inclusion. Exclusion criteria were those under
CBT session female): 25 18 years of age, those with known mental
following BME (% non- illness, and those without basic fluency in the
psychoeducation white): NR Sinhala language
session Country: Sri
Lanka
Coexisting
conditions:
0.02% treated
in intensive
care

Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
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incident index

trauma: Single
BME=Black and Minority Ethnic;, CAPS=clinician-administered PTSD symptom scale; CBT=cognitive behavioural therapy; DSM=Diagnostic
and Statistical Manual of mental disorders; HADS=Hospital Anxiety and Depression scale; ICD=International Classification of Diseases;
MINI=Mini-International Neuropsychiatric Interview; N=number being randomised; NR=not reported; PCL=PTSD Checklist; PTSD=post-
traumatic stress disorder

Trauma-focused CBT versus supportive counselling for the early prevention (intervention initiated <1 month) of PTSD in adults

Bryant Trauma-focused  Acute stress Mixed (Nonsexual 24 Age range Participants were included if they: (1)had
(unpublished) CBT: CBT disorder/acute assault or motor vehicle (mean): 18-60  experienced non-sexual assault or a motor
individual stress reaction accident) (31) vehicle accident within the last 2 weeks; (2) had
diagnosis Gender (% a diagnosis of Acute stress disorder (diagnosed
according to female): 67 by Acute Stress Disorder Interview). Reasons
ICD/DSM criteria BME (% non- for exclusion NR
(including self- white): NR
report of Country:
diagnosis) Australia
Coexisting
conditions: NR
Lifetime

experience of
trauma (mean
number of prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single
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Bryant Trauma-focused

1998/2003b CBT: Cognitive
therapy

Bryant Trauma-focused

1999/2003b CBT: Exposure

therapy/prolonge
d exposure (PE)

Acute stress
disorder/acute
stress reaction
diagnosis
according to
ICD/DSM criteria
(including self-
report of
diagnosis)

Acute stress
disorder/acute
stress reaction
diagnosis
according to
ICD/DSM criteria
(including self-
report of
diagnosis)

Motor Vehicle Collisions
(58% motor vehicle
accidents; 42% industrial
accident)

Exposure to non-sexual
violence - Nonsexual
assault (53%); motor
vehicle accidents (47%)

24

66

Age range
(mean): NR
(32.6)
Gender (%
female): 58
BME (% non-
white): NR
Country:
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: single
Age range
(mean): NR
(34)

Gender (%
female): 51
BME (% non-
white): NR
Country:
Australia
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean

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

Inclusion criteria: having been involved in either
a motor vehicle accident or an industrial
accident within the past 2 weeks, satisfying
criteria for acute stress disorder (ASD);
proficiency in English; aged 18-60 years.
Exclusion criteria: current suicidal ideation;
diagnosis of psychosis, organic mental
disorder, or substance abuse; evidence of brain
injury sustained in the trauma.

Inclusion criteria: having been involved in
either a motor vehicle accident or a nonsexual
assault within the past 2 weeks; satisfying the
criteria for acute stress disorder; proficiency

in English; aged 18—60 years. Exclusion
criteria: current suicidal ideation; a diagnosis of
psychosis, organic mental disorder, or
substance abuse; evidence of brain injury
sustained in the trauma

201



DRAFT FOR CONSULTATION
Appendices

Bryant Trauma-focused

2005/2006 CBT: CBT
individual

Foa 2006 Trauma-focused
CBT: Brief
individual CBT

Acute stress
disorder/acute
stress reaction
diagnosis
according to
ICD/DSM criteria
(including self-
report of
diagnosis)

Clinically
important PTSD
symptoms
(scoring above a

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%)

87

90

number of prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: single
Age range
(mean): NR
(33.6)

Gender (%
female): 61
BME (% non-
white): NR
Country:
Australia
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: single
Age range
(mean): NR
(33.7)

Gender (%
female): 100

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

Inclusion criteria: aged 17-60 years; having

been involved in either a motor vehicle accident
or non-sexual assault; meeting DSM-IV criteria

for acute stress disorder (ASD). Exclusion
criteria: history of psychosis; organic brain
syndrome; substance dependence disorder;
current suicidal ideation; history of childhood
sexual abuse

Inclusion criteria: had recently experienced
sexual or non-sexual assault; met DSM-IV
symptom (not duration) criteria for PTSD
(assessed using the PTSD Symptom Scale-
Interview Version). Exclusion criteria: were
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Kangas 2013 Trauma-focused
CBT: CBT
individual

threshold on
validated scale)

Non-significant

symptoms (below

threshold and
<50% maximum
score on scale)

Diagnosis of life-
threatening condition
(Patients diagnosed with
a primary, first-onset
head and neck cancer)

35

BME (% non-
white): 69
Country: US
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: single

Age range
(mean): NR
(54.8)
Gender (%
female): 20
BME (% non-
white): NR
Country:
Australia
Coexisting
conditions:
17% met
criteria for
MDD; 9%
social anxiety;
26%
adjustment
disorder

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

assaulted by an intimate partner with whom
they had an ongoing relationship; had primary
diagnoses of organic mental disorder,
schizophrenia, bipolar disorder, or current
alcohol/drug dependence

Inclusion criteria: aged 18-70 years; diagnosed
with a primary, first-onset head and neck
cancer; recommended to receive primary or
adjuvant radiotherapy; expected prognosis
more than 12 months; English fluency;
significant psychological distress at referral as
indicated by at least one of the following
criteria: full or subthreshold (meeting two of
three symptom clusters of) cancer-related
PTSD as assessed by CAPS, and/or sub-
clinical or clinical levels of MDD symptoms (as
indicated by score 214 on the BDI-II and/or
meeting full criteria for MDD as assessed by the
SCID-DSM-1V, Depression module, or sub-
clinical or clinical levels of general anxiety (as
indicated by scoring a minimum T-score of 60
on the State Trait Anxiety Inventory—State
subscale and/or meeting full criteria for a
current anxiety disorder as assessed by the
SCID-DSM-1V, Anxiety module. Exclusion
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Nixon 2012b

Trauma-focused
CBT: Cognitive
processing
therapy

Acute stress
disorder/acute
stress reaction
diagnosis
according to
ICD/DSM criteria
(including self-
report of
diagnosis)

Exposure to non-sexual
violence (93% physical
assault; 7% sexual
assault)

30

Lifetime
experience of
trauma (mean
number of prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

Age range
(mean): NR
(40.6)
Gender (%
female): 47
BME (% non-
white): 3
Country:
Coexisting
conditions:
63% mood
disorder; 27%
anxiery
disorder; 3%
substance
disorder

Lifetime
experience of
trauma (mean
number of prior
traumas/%
with previous
trauma): 83%

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

criteria: history of psychosis; organic brain
syndrome; degenerative conditions; suicidal
risk; severe substance dependence

Inclusion criteria: a diagnosis of Acute Stress
Disorder; ability to attend weekly therapy
sessions. Exclusion criteria: the trauma not
occurring in the previous 4 weeks; non-assault-
related trauma; significant current suicidal
ideation; still in a traumatic situation; already
receiving treatment for the trauma; change of
anxiolytic or antidepressant medication/ dosage
since the trauma; substance dependence;
current PTSD to a prior trauma.
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previous
trauma
Single or
multiple

incident index

trauma: Single
BDI=Beck Depression Inventory; BME=Black and Minority Ethnic;, CAPS=Clinician-administered PTSD scale; CBT=cognitive behavioural
therapy; DSM=Diagnostic and Statistical Manual of mental disorders; ICD=International Classification of Diseases; MDD=major depressive
disorders; N=number being randomised; NR=not reported; SCID=Structured Clinical Interview for DSM-IV Axis | Disorders

Trauma-focused CBT versus self-help (without support) for the early treatment (1-3 months) of below threshold PTSD symptoms in
adults

Wu 2014 Trauma- Subthreshold Motor Vehicle Collisions Age range Inclusion criteria: attended A&E after a motor

focused symptoms (below  (Attended A&E after a (mean): NR vehicle collision (MVC); had a local home

CBT: Brief threshold but motor vehicle collision) (39.6) address; aged at least 18 years; able to fill in the

individual 250% maximum Gender (% questionnaire by themselves; evidence of

CBT score on scale) female): 32 persisting psychological distress on the Impact
BME (% non- of Event Scale-Revised (IES-R), with a score = 2
white): NR (i.e. a moderate level of distress) in =21 of the 3
Country: China  |ES-R subscales (i.e. Intrusion, Avoidance, and
Coexisting Hyperarousal) 1-month after the MVC. Exclusion

conditions: NR  criteria: existing major psychiatric disorders;

Lifetime evidence of cognitive deficit

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Single or
multiple

incident index
trauma: Single

BME=Black and Minority Ethnic; CBT=cognitive behavioural therapy; MVC=motor vehicle collision; N=number being randomised;, NR=not
reported;

Trauma-focused CBT versus waitlist/no treatment for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Bolton 2014b  Trauma- Non-significant Witnessing war as a Age range Inclusion criteria: Burmese refugees aged at
focused symptoms (below civilian (Burmese 7 (mean): 18-85 least 18 years; witnessed or experienced a
CBT: CBT threshold and survivors of (135.6) traumatic event; moderate to severe depression
individual <50% maximum imprisonment, torture, Gender (% and/or post-traumatic stress symptoms (PTSS)
score on scale) and related traumas) female): 63 based on DSM IV-based algorithms applied to
BME (% non- baseline interviews with the Hopkins Symptom
white): NR Checklist 25 (HSCL-25) and the Harvard
Country: Trauma Questionnaire (HTQ). Exclusion criteria:
Thailand active psychosis
Coexisting

conditions: 10%
harmful alcohol
use (score =8
on AUDIT)
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): Mean
number of
traumatic

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Classen 2011  Trauma- Subthreshold
focused symptoms (below
CBT: CBT threshold but
group 250% maximum

score on scale)

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)

16
6

events either
witnessed

or experienced:
12.0 (range 1-
24)

Single or
multiple
incident index
trauma: Multiple
Age range
(mean): NR
(36.2)

Gender (%
female): 100
BME (% non-
white): 27
Country: US
and Canada
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): 52%
met DSM-IV
criteria for
abuse or
dependence
(any substance)
Single or
multiple

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

Inclusion criteria: female; aged at least 18 years;
English-speaking; at least one explicit memory
of childhood sexual abuse (CSA) involving
genital or anal contact; at least one CSA event
between ages 4 and 17; perpetrator at least 5
years older; ability to talk about the abuse in
group therapy; had to meet at least one of the
following criteria within the previous year: (a)
been sexually victimized (defined as meeting
behavioral definitions for having experienced
sexual coercion, attempted rape or rape, or
having otherwise engaged in unwanted sex), (b)
engaged in risky sex (defined as having
unprotected sex with an unsafe partner, which is
a partner of less than 12 months whose HIV
status is unknown or who is known to have other
sexual partners or to use intravenous drugs), or
(c) met DSM-IV criteria for substance abuse or
dependence as determined by the SCID.
Exclusion criteria: psychotic or cognitive
disorder; reported ritual abuse; were currently
receiving psychotherapy; were actively suicidal
within the previous month

(indicating that they had thoughts of killing
themselves in the past month and were at high
risk for doing so); were judged inappropriate for
group therapy (e.g., behaviorally or verbally
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DuHamel Trauma- Non-significant

2010 focused symptoms (below
CBT: CBT threshold and
individual <50% maximum

score on scale)

Maercker Trauma- Subthreshold

2006 focused symptoms (below
CBT: CBT threshold but
individual

Diagnosis of life-
threatening condition -
Survivors of
hematopoietic stem-cell
transplantation (HSCT)
who had undergone
HSCT 1-3 years earlier.
Disease type: Non-
Hodgkin’s lymphoma
(17%); Hodgkin's
lymphoma (10%); Acute
and chronic myeloid
leukemia (19%); Acute
and chronic lymphoid
leukemia (5%);
Myelodysplastic
syndrome or
myeloproliferative
disease (11%); Multiple
myeloma or amyloidosis
(26%); other (1%);
missing (11%). Current
disease status: 54% free
of disease; 25% alive
with disease; 21%
missing

Motor Vehicle Collisions -
Continuing medical
treatment after MVA in

89

65

incident index
trauma: multiple

Age range
(mean): 19-74
(51)

Gender (%
female): 51
BME (% non-
white): 19
Country: US
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: single

Age range
(mean): NR
(40.4)

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

threatening, hostile, or intoxicated at the
screening or baseline assessment)

Inclusion criteria: survivors of hematopoietic
stem-cell transplantation (HSCT) who had
undergone HSCT 1-3 years earlier; English
fluency; aged at least 18 years; significant
distress as indicated by at least one of the
following three criteria: probable illness-related
PTSD on the PTSD Checklist-Civilian Version
(PCL-C) by using the three- or four-symptom
cluster criteria, subclinical PTSD symptoms as
indicated by scores one or more standard
deviations greater than the PCL-C mean, or
general distress with some PTSD symptoms as
indicated by scores exceeding the clinical cutoff
on any two subscales of the Brief Symptom
Inventory (BSI) or the BSI Global Severity Index
and, according to either PCL-C scoring method,
scores exceeding the cutoff for at least one
PTSD symptom cluster. Exclusion criteria:
currently awaiting another transplantation or
receiving treatment for disease relapse; had
severe cognitive impairment assessed with the
six-item Mini-Mental State Exam; experienced
active psychosis assessed with six items from
the Psychotic Symptoms module of the SCID;
reported suicidal ideation assessed with one
item from the Beck Depression Inventory and
one from the BSI; had substance dependence
assessed with the four-item Rapid Alcohol
Problems Screen-4 and the two-item Conjoint
Screen for alcohol and other drug problems

Inclusion criteria: met DSM-IV criteria for PTSD
or had severely symptomatic subsyndromal
PTSD (meets criterion A, E and F for PTSD and
two of criteria B, C, or D) with a CAPS score =

208



DRAFT FOR CONSULTATION

Appendices

250% maximum days: 21.5 as inpatient; Gender (% 30; aged 18-65 years; German language

score on scale) 245.1 as outpatient female): 76 competency. Exclusion criteria: Co-morbid
BME (% non- diagnoses (e.g. bipolar disorder, current alcohol
white): NR or drug abuse and cognitive impairment)
Country:
Germany
Coexisting
conditions: NR
Lifetime

experience of

trauma (mean

number of prior

traumas/% with

previous

trauma): NR

Single or

multiple

incident index

trauma: Single
BME=Black and Minority Ethnic; BSI=Brief Symptom Inventory; CAPS=Clinician-administered PTSD scale; CBT=cognitive behavioural therapy;
CSA=Childhood Sexual Abuse; DSM=Diagnostic and Statistical Manual of Mental Disorders; HSCT=hematopoietic stem cell implantation;
N=number being randomised; NR=not reported; PCL-C=PTSD Checklist-Civilian version;, PTSD=post-traumatic stress disorder;
SCID=Structured Clinical Interview for DSM-IV Axis | Disorders

Trauma-focused CBT versus attention-placebo/psycho-education for the delayed treatment (>3 months) of below threshold PTSD
symptoms in adults

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
209



DRAFT FOR CONSULTATION
Appendices

Berger 2016 Trauma- Non-significant Natural disasters (such Age range Inclusion criteria: members of the Linwood
focused symptoms (below as severe floods, (mean): 22-69 College’s educational staff
CBT: CBT threshold and earthquakes or tsunamis) (44.6)
group <50% maximum - Christchurch Gender (%
score on scale) Earthquake, February female): 77
2011. 97% present during BME (% non-
the earthquake; 40% lost white): 25
friends or acquaintances; Country: New
59% had a family Zealand
member or a friend Coexisting
injured; 52% witnessed conditions: NR
building falling Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single
Chambers Trauma- Subthreshold Diagnosis of life- 35 Age range Inclusion criteria: having a score = 4 on the
2014 focused symptoms (below threatening condition - 4 (mean): NR distress thermometer (DT); being able to read
CBT: threshold but Patients with cancer who (58.3) and speak English. Exclusion criteria: previous
Cognitive 250% maximum had called cancer Gender (% history of head injury and/or dementia; people
therapy score on scale) helplines seeking female): 83 under current psychiatric care; those who
support. The most BME (% non- presented with grief or bereavement
frequent cancer types white): NR
were breast (31%), Country:
colorectal (9%), prostate Australia
(9%), hematologic (8%), Coexisting
lung (8%), and conditions: NR
gynecologic (7%) Lifetime

experience of

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: single

BME=Black and Minority Ethnic;, CBT=cognitive behavioural therapy; N=number being randomised; NR=not reported; PTSD=Post-traumatic

stress disorders

Trauma-focused CBT versus present-centered therapy for the delayed treatment (>3 months) of below threshold PTSD symptoms in

adults

Classen 2011  Trauma- Subthreshold Childhood sexual abuse - Age range
focused symptoms (below  Participants experienced 6 (mean): NR
CBT: CBT threshold but childhood sexual abuse (36.2)
group 250% maximum between age 4 and 17 Gender (%

score on scale) years and the perpetrator female): 100

was at least 5 years BME (% non-

older. Mean age of first white): 27

abuse experience 6.7 Country: US

(SD=3.1); mean duration and Canada

of abuse 7.7 years Coexisting

(SD=6.6) conditions: 52%
met DSM-IV
criteria for
abuse or

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

Inclusion criteria: female; aged at least 18 years;
English-speaking; at least one explicit memory
of childhood sexual abuse (CSA) involving
genital or anal contact; at least one CSA event
between ages 4 and 17; perpetrator at least 5
years older; ability to talk about the abuse in
group therapy; had to meet at least one of the
following criteria within the previous year: (a)
been sexually victimized (defined as meeting
behavioural definitions for having experienced
sexual coercion, attempted rape or rape, or
having otherwise engaged in unwanted sex), (b)
engaged in risky sex (defined as having
unprotected sex with an unsafe partner, which is
a partner of less than 12 months whose HIV
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dependence
(any substance)
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Multiple

status is unknown or who is known to have other
sexual partners or to use intravenous drugs), or
(c) met DSM-IV criteria for substance abuse or
dependence as determined by the SCID.
Exclusion criteria: psychotic or cognitive
disorder; reported ritual abuse; were currently
receiving psychotherapy; were actively suicidal
within the previous month

(indicating that they had thoughts of killing
themselves in the past month and were at high
risk for doing so); were judged inappropriate for
group therapy (e.g., behaviourally or verbally
threatening, hostile, or intoxicated at the
screening or baseline assessment)

BME=Black and Minority Ethnic; CBT=cognitive behavioural therapy; CSA=Childhood sexual abuse; DSM=Diagnostic and Statistical Manual of
Mental Disorders; N=number being randomised; NR=not reported; SCID=Structured Clinical Interview for DSM IV Axis | disorder; SD=standard

deviation

Trauma-focused CBT group versus peer support group for the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults

Deblinger Trauma- Non-significant Non-offending mothers of Age range
2001 focused symptoms (below  children who had made a (mean): NR
CBT: CBT threshold and credible disclosure of (33.1)
group <50% maximum contact sexual abuse Gender (%
score on scale) female): 100
BME (% non-
white): NR
Country: US
Coexisting
conditions: NR
Lifetime

experience of

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

Inclusion criteria: non-offending mothers of
children aged 2-8 years who were referred to the
Regional Child Abuse Diagnostic and Treatment
Centre for a forensic medical examination as
part of a child sexual abuse investigation; had
made a credible disclosure of contact sexual
abuse to a professional (for child participants).
Exclusion criteria: psychotic disorders; severe
developmental delays; presented with
behaviours that were dangerous to themselves
or others
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trauma (mean
number of prior
traumas/% with
previous
trauma): 27% of
the mothers
reported sexual
abuse as an
adult and 45%
mothers
reported sexual
abuse as child
Single or
multiple
incident index
trauma: Multiple

Psychological: Non-trauma-focused CBT

Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Nakamura Non-trauma- Subthreshold Military combat - 63 Age range Inclusion criteria: male and female US veterans;
2011 focused CBT: symptoms (below Veterans' (no further (mean): NR aged 18-70 years; exhibited self-reported sleep
Mind-Body threshold but detail reported) (52.1) disturbance, as defined by score=35 on Medical
Bridging (MBB)  250% maximum Gender (% Outcomes Study Sleep Survey (MOS-SS).
score on scale) female): 5 Exclusion criteria: severe mental health issues,
BME (% non- such as severe psychosis or major depression;
white): NR were under intensive mental health case
Country: US management, as determined by an attending
Coexisting physician in VA Primary Care; on antipsychotic

conditions; Al medication

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Potter 2016

Non-trauma-
focused CBT:
CBT for
postconcussiona
| symptoms

Non-significant

symptoms (below

threshold and
<50% maximum
score on scale)

Unintentional
injury/illness/medical
emergency - Traumatic
brain injury. Injury type:
road traffic accident
(59%); assault (11%);
other (30%)

46

participants
had sleep
disturbance

Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma:
Multiple

Age range
(mean): NR
(41.4)

Gender (%
female): 46
BME (% non-
white): NR
Country: UK
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple

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

Inclusion criteria: aged 18-65 years; evidence
for (at minimum) a mild tramatic brain injury at
least 6 months before; symptoms consistent
with the ICD-10 criteria for Postconcussional
Disorder (F07.2), as laid out in the Diagnostic
Criteria for Research (DCR-10). Exclusion
criteria: non-fluent English; Mini-Mental State
Exam scores of <20 and/or Frontal Assessment
Battery

scores of <10; moderate—severe physical
disability (Barthel Index score <15); previous
receipt of 24 sessions of CBT after their TBI;
other neurological disorder independent of the
TBI (eg, non-post-traumatic epilepsy);
drug/alcohol misuse meeting ICD-10 criteria for
a dependence syndrome (F1x.2); clinically
assessed risk of self-harm or severe psychiatric
illness necessitating involvement of a
Community Mental Health Team.
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incident index
trauma: Single

BME=Black and Minority Ethnic, CBT=cognitive behavioural therapy; DSM=Diagnostic and Statistical Manual of Mental Disorders;
ICD=International Classification of Diseases; N=number being randomised; NR=not reported; SCID=Structured Clinical Interview for DSM IV
Axis | disorder; TBI=traumatic brain injury; VA=Veterans affairs

Present-centered therapy versus waitlist for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Classen 2011

Trauma-
focused
CBT: CBT

group

Subthreshold

symptoms (below

threshold but
250% maximum
score on scale)

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)

6

Age range
(mean): NR
(36.2)

Gender (%
female): 100
BME (% non-
white): 27
Country: US
and Canada
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): 52%
met DSM-IV
criteria for
abuse or
dependence
(any substance)

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

Inclusion criteria: female; aged at least 18 years;
English-speaking; at least one explicit memory
of childhood sexual abuse (CSA) involving
genital or anal contact; at least one CSA event
between ages 4 and 17; perpetrator at least 5
years older; ability to talk about the abuse in
group therapy; had to meet at least one of the
following criteria within the previous year: (a)
been sexually victimized (defined as meeting
behavioral definitions for having experienced
sexual coercion, attempted rape or rape, or
having otherwise engaged in unwanted sex), (b)
engaged in risky sex (defined as having
unprotected sex with an unsafe partner, which is
a partner of less than 12 months whose HIV
status is unknown or who is known to have other
sexual partners or to use intravenous drugs), or
(c) met DSM-IV criteria for substance abuse or
dependence as determined by the SCID.
Exclusion criteria: psychotic or cognitive
disorder; reported ritual abuse; were currently
receiving psychotherapy; were actively suicidal
within the previous month

(indicating that they had thoughts of killing
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Single or themselves in the past month and were at high
multiple risk for doing so); were judged inappropriate for

incident index group therapy (e.g., behaviorally or verbally
trauma: multiple threatening, hostile, or intoxicated at the
screening or baseline assessment)
BME=Black and Minority Ethnic, CBT=cognitive behavioural therapy; CSA=Childhood sexual abuse; DSM=Diagnostic and Statistical Manual of
Mental Disorders; N=number being randomised; NR=not reported; SCID=Structured Clinical Interview for DSM IV Axis | disorder; SD=standard
deviation

Psychological: Behavioural therapies

Brief behavioural intervention versus enhanced TAU for the prevention of PTSD in adults exposed to ongoing trauma (e.g. in a war
zone)

Rahman 2016 Behavioural Non-significant Witnessing war as a Age range Inclusion criteria: routine patients from 3 primary
therapies: symptoms (below civilian - Adults living in 6 (mean): NR care centres in Peshawar, Pakistan; aged 18-60
Brief threshold and conflict-affected areas of (33) years; experiencing emotional distress (defined
behavioural <50% maximum Pakistan. Witnessed or Gender (% as both score 23 on 12-item General Health
intervention  score on scale) experienced in past year: female): 79 Questionnaire [GHQ-12] and score 217 on WHO

Armed conflict or war BME (% non- Disability Assessment Schedule 2.0 WHODAS

(61%); Natural disaster white): NR 2.0]). Exclusion criteria: imminent risk of suicide;
(20%); Serious road Country: severe mental disorder (eg, psychotic disorders,
accident (52%); Physical Pakistan substance dependence); severe cognitive
assault (26%); Unnatural Coexisting impairment (eg, severe intellectual disability,
death of family or friend conditions: NR  dementia)

(11%); Serious injury to Lifetime

self (8%); Il health with
no access to medical
care (6%)

experience of
trauma (mean
number of prior
traumas/% with

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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previous
trauma): NR
Single or
multiple

incident index
trauma: Multiple

BME=Black and Minority Ethnic; N=number being randomised; NR=not reported

Brief behavioural intervention versus enhanced TAU for the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults

Bryant 2017 Behavioural Non-significant Domestic violence (Prior Age range Inclusion criteria: a history of gender-based
therapies: symptoms (below  or current experience of 1 (mean): NR violence (endorsement of any [prior or current]
Brief threshold and interpersonal violence) (35.6) experience of interpersonal violence); score = 3
behavioural  <50% maximum Gender (% on the GHQ-12 (using the dichotomous scoring
intervention  score on scale) female): 100 method; range 0+12); score = 17 on WHO

BME (% non- Disability Assessment Schedule (WHODAS).
white): NR Exclusion criteria: suicide risk; psychosis;
Country: Kenya cognitive impairment

Coexisting

conditions: NR

Lifetime

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): Mean
lifetime traumas
6.9 (3.3).
Lifetime trauma
experienced:

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Disaster (52%);
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%)
Single or
multiple
incident index
trauma: multiple

BME=Black and Minority Ethnic; GHQ=General Health Questinnaire; N=number being randomised; NR=not reported;

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Behavioural sleep intervention versus pill placebo or attention-placebo for the delayed treatment (>3 months) of below threshold PTSD

symptoms in adults

Germain 2012 Behavioural
therapies:
Behavioural
sleep
intervention
(BSI)

Non-significant

symptoms (below

threshold and
<50% maximum
score on scale)

Military combat (Combat
Theater: 48% Operations
Iragi/Enduring Freedom;
18% Persian Gulf War;
12% Vietnam; 6% Other
theater of operations;
15% No conflict. )

57

Age range
(mean): NR
(40.9)

Gender (%
female): 10
BME (% non-
white): 18
Country:
Coexisting
conditions: All
participants had
sleep
complaints.
SCID primary
diagnosis: GAD
4%; Maijor
depressive
disorder,
recurrent
episode,
unspecified 2%;
Primary
Insomnia or
Insomnia
related to
another
disorder 30%
Lifetime
experience of
trauma (mean
number of prior
traumas/% with

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

Inclusion criteria: had served or were serving in
the US military; had current sleep complaints
(defined by a score=3 of the nightmare item of
the Clinician-Administered PTSD Scale and a
score>5 on the Pittsburgh Sleep Quality Index
and at least one daytime functional impairment
or sleep disruption, and persistence for more
than 1 month). Exclusion criteria: unstable
medical conditions; resting blood pressure of
less than 90/60 during the physical examination;
history of bipolar or psychotic disorder; current
(within the last 3 months) substance/alcohol
abuse or dependence; positive drug screen;
diagnosis of obstructive sleep apnea; using a
beta-blocker or another alpha-1 antagonist
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Germain 2014 Behavioural
therapies:
Behavioural
sleep
intervention
(BSI)

Non-significant

symptoms (below

threshold and
<50% maximum
score on scale)

Military combat -

Operations Enduring/Iraqi
Freedom or Operation

NewDawn
(OEF/OIF/OND)

40

previous
trauma): NR
Single or
multiple
incident index
trauma: Multiple
Age range
(mean): NR
(38.4)

Gender (%
female): 15
BME (% non-
white): 22
Country: US
Coexisting
conditions: All
participants had
primary or
comorbid
insomnia. 25%
met diagnostic
criteria for
current PTSD;
13% for current
mood/anxiety
disorder
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)

Inclusion criteria: Combat-exposed Veterans
who served in combat theaters; having been
deployed to or in support of Operations
Enduring/Iraqi Freedom or Operation NewDawn
(OEF/OIF/OND); aged 18-60 years; onset of
insomnia occurred during or after deployment;
meeting criteria for primary or comorbid
insomnia as defined by the International
Classification of Sleep Disorders; endorsing a
baseline score = 14 on the Insomnia Severity
Index (ISI) which indicates moderate insomnia.
Exclusion criteria: presence of diagnosed or
suspected sleep breathing disorder; presence of
another sleep disorder requiring treatments
other than behavioral insomnia treatments (e.g.,
restless leg syndrome); severe and/or untreated
psychiatric disorder with markedly impaired
functioning and requiring immediate clinical
attention; lifetime history of bipolar or psychotic
disorder; unstable or untreated major medical
condition; current alcohol/substance abuse or
dependence (past three months)

220



DRAFT FOR CONSULTATION
Appendices

incident index

trauma: Multiple
BME=Black and Minority Ethnic; GAD=Generalised Anxiety Disorders; N=number being randomised; NR=not reported; SCID=Structured
Clinical Interview for DSM IV Axis | disorder

Behavioural sleep intervention versus prazosin for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Germain 2012 Behavioural Non-significant Military combat (Combat 57  Age range Inclusion criteria: had served or were serving in
therapies: symptoms (below  Theatre: 48% Operations (mean): NR the US military; had current sleep complaints
Behavioural threshold and Iraqi/Enduring Freedom; (40.9) (defined by a score=3 of the nightmare item of
sleep <50% maximum 18% Persian Gulf War; Gender (% the Clinician-Administered PTSD Scale and a
intervention  score on scale) 12% Vietnam; 6% Other female): 10 score>5 on the Pittsburgh Sleep Quality Index
(BSI) theatre of operations; BME (% non- and at least one daytime functional impairment
15% No conflict) white): 18 or sleep disruption, and persistence for more
Country: than 1 month). Exclusion criteria: unstable
Coexisting medical conditions; resting blood pressure of

conditions: All
participants had
sleep
complaints.
SCID primary
diagnosis: GAD
4%; Major
depressive
disorder,
recurrent
episode,
unspecified 2%;
Primary
Insomnia or
Insomnia
related to

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)

less than 90/60 during the physical examination;
history of bipolar or psychotic disorder; current
(within the last 3 months) substance/alcohol
abuse or dependence; positive drug screen;
diagnosis of obstructive sleep apnea; using a
beta-blocker or another alpha-1 antagonist
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another
disorder 30%
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Multiple

BME=Black and Minority Ethnic; GAD=Generalised Anxiety Disorders; N=number being randomised; NR=not reported; SCID=Structured

Clinical Interview for DSM IV Axis | disorder

Psychological: Psychologically-focused debriefing

Single/two session debriefing (+/- psychoeducation) versus no treatment for the early prevention (intervention initiated <1 month) of

PTSD in adults

Bisson 1997 Psychologically Non-significant

-focused symptoms (below
debriefing: threshold and
Single session  <50% maximum
debriefing score on scale)

Unintentional
injury/illness/medical
emergency - Burn
trauma (length of
hospital admission 16.1
[16.5] days)

Age range Inclusion criteria: adults aged 16-65 years
(mean): 16-65  consecutively recruited to the Welsh regional
(37.4) burns unit. Exclusion criteria: major psychiatric
Gender (% or physical disorder; residence outside South
female): 25 Wales; failure to complete the initial

BME (% non- questionnaire.

white): NR

Country: UK

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): 19%
had past
significant
trauma

Single or
multiple
incident index
trauma: Single

Conlon 1999  Psychologically Subthreshold Motor Vehicle Collisions 40  Age range Inclusion criteria: adults attending a trauma
-focused symptoms (below - Ambulant trauma clinic (mean): 16-65  clinic who had been involved in separate road
debriefing: threshold but attenders with minor (33.9) traffic accidents and sustained minor injuries
Single session  250% maximum road traffic accident Gender (% (excluding head injury) not requiring hospital
debriefing score on scale) (RTA) injuries female): 53 admission

BME (% non-
white): NR
Country:
Ireland
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Dolan
(unpublished)

Psychologically
-focused
debriefing:
Single session
debriefing

Hobbs 1996 Psychologically
-focused
debriefing:
Single session
debriefing

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

Mixed (Motor vehicle 10
accident, assault, house 0
fire or industrial accident)

Motor Vehicle Collisions 10
(Victims of road 6
accidents admitted
consecutively to the John
Radcliffe Hospital. 87%

driver; 13% passengers.

67% car; 25%

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

with previous
trauma): NR
Single or
multiple
incident index
trauma: single
Age range
(mean): 18-65
(35)

Gender (%
female): 54
BME (% non-
white): NR
Country: UK
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: single

Age range
(median): 17-
69 (26-29)
Gender (%
female): 38
BME (% non-
white): NR

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

Inclusion criteria: those presenting with life-
threatening or near life-threatening experiences
e.g. RTA, assault, house fire or industrial
accident. Exclusion criteria: serious head injury;
those too unwell to co-operate; those with no
memory of the trauma

Inclusion criteria: adult consecutive victims of
road traffic accidents admitted to the John
Radcliffe Hospital in Oxford; aged 16-65 years;
residents of Oxfordshire or adjacent areas.
Exclusion criteria: those who could not
remember the accident; intoxicated at the time
of accident; those with no psychological
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Marchand
2006

Psychologically
-focused
debriefing:
Two-session
debriefing

Non-significant

symptoms (below

threshold and
<50% maximum
score on scale)

motorcycle; 8% lorry or
van)

Exposure to mugging or
robbery (Armed robbery)

75

Country: UK
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

Age range
(mean): 16-53
(21.8)
Gender (%
female): 52
BME (% non-
white): NR
Country:
Canada
Coexisting
conditions: NR

Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): Mean
2.5 prior

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

symptoms; those who were discharged or were
not available when the researcher visited them;
refusal to participate.

Inclusion criteria: victim of an armed robbery
that included acts of violence ranging from
threat of death or injury to physical assault and
threat with a weapon; experienced intense fear,
helplessness, or horror during or after the
robbery such as described in Criterion A2 of the
DSM-IV PTSD diagnosis. Exclusion criteria: not
reported
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traumatic
events
Single or
multiple

incident index
trauma: Single

BME=Black and Minority Ethnic; N=number being randomised; NR=not reported; RTA=Road Traffic Accidents: SCID=Structured Clinical
Interview for DSM IV Axis | disorder

Group debriefing versus no treatment for the early prevention (intervention initiated <1 month) of PTSD in adults

Tuckey 2014  Psychologically Non-significant Being an emergency 67 Agerange Participants were included if they had requested
-focused symptoms (below responder in a traumatic (mean): NR a post-PTE (potentially traumatic event)
debriefing: threshold and event - Firemen (NR) intervention through the employee assistance
Single session  <50% maximum responding to a Gender (% program (EAP)
debriefing score on scale) potentially traumatic female): 9

event (PTE). All but one BME (% non-
of these PTEs were white): NR
motor vehicle accidents Country:

that resulted in fatalities Australia

or serious injuries to the Coexisting
vehicle occupants. The conditions: NR

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

Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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(where in fire-fighters’
I|ves were directly
threatened, by a
burnover for example)

BME=Black and Minority Ethnic; N=number being randomised; NR=not reported

Single or
multiple
incident index
trauma:
Unclear

Group debriefing versus attention-placebo or psychoeducational session for the early prevention (intervention initiated <1 month) of

PTSD in adults

Grundlingh Psychologically Non-significant Indirect exposure 53
2017 -focused symptoms (below through profession
debriefing: threshold and (Ugandan researchers
Critical Incident  <50% maximum employed by the Good
Stress score on scale) Schools Study to
Management interview children who
(CISM) group experienced violence)

Age range
(mean): NR
(29.8)
Gender (%
female): 65
BME (% non-
white): NR
Country:
Uganda
Coexisting
conditions:
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma):
Personal
experience of
violence
(lifetime):
Intimate
partner

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)

Inclusion criteria: Ugandan research assistants
employed by the Good Schools Study (GSS).
Research assistants engaged with research
participants as violence researchers
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Tuckey 2014

Psychologically
-focused
debriefing:
Single session
debriefing

Non-significant

symptoms (below

threshold and
<50% maximum
score on scale)

Being an emergency 67
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)

violence
(emotional,
sexual or
physical; 23%);
sexual violence
from others
(6%)

Single or
multiple
incident index
trauma:
Unclear

Age range
(mean): NR
(NR)

Gender (%
female): 9
BME (% non-
white): NR
Country:
Australia
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma:
Unclear

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

Participants were included if they had requested
a post-PTE (potentially traumatic event)
intervention through the employee assistance

program (EAP)
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BME=Black and Minority Ethnic; N=number being randomised; NR=not reported

Single session debriefing + psycho-education versus single psycho-education session for the early prevention (intervention initiated <1
month) of PTSD in adults

Rose 1999 Psychologically Clinically Exposure to non-sexual Age range Inclusion criteria: victims of a violent crime
-focused important PTSD violence - Actual physical 7 (mean): 18-76  (actual or attempted physical or sexual assault,
debriefing: symptoms assault (94%); (35.9) or bag snatch); aged over 18 years; assaulted
Single session  (scoring above a  Threatened physical Gender (% by someone who was not a member of their
debriefing threshold on assault (4%); Actual or female): 25 household. Exclusion criteria: participants too

validated scale) threatened sexual BME (% non- ill; too long time lapse since trauma; lived
assault (4%) white): NR outside study area
Country: UK
Coexisting
conditions: NR
Lifetime

experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): 41%
had a history
of child abuse
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic; N=number being randomised; NR=not reported

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Psychological: Eye movement desensitisation and reprocessing

Eye movement desensitisation and reprocessing (EMDR) versus supportive counselling versus Eye Fixation desensitisation (EFD) for
the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Lytle 2002 EMDR: Subthreshold Mixed - The most Age range Inclusion criteria: undergraduate students who
EMDR symptoms (below commonly reported (mean): NR identified a past stressful life experience; IES
threshold but trauma types were (18.9) total score of >0; GAD and PTSD symptoms
250% maximum automobile accidents Gender (% corresponding to DSM Ill R. Exclusion criteria:
score on scale) (24%), witnessing or female): 80 those who experienced traumatic event <2
suffering serious physical BME (% non- months prior to testing; met the full DSM Ill R
injury (20%) and rape white): 7 diagnostic criteria for PTSD on basis of self-
(13%) Country: US report.
Coexisting
conditions: NR
Lifetime

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic; DSM=Diagnostic and Statistical Manual of Mental Disorders; EMDR=Eye movement desensitisation and
reprocessing; GAD=Generalised Anxiety Disorders; IES=Impact of Event Scale; N=number being randomised; NR=not reported;

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

Hypnotherapy + trauma-focused CBT versus trauma-focused CBT/supportive counselling for the early prevention (intervention initiated
<1 month) of PTSD in adults

Bryant Trauma- Acute stress Exposure to non-sexual Age range Inclusion criteria: aged 17-60 years; having been
2005/2006 focused disorder/acute violence - Non-sexual (mean): NR involved in either a motor vehicle accident or
CBT: CBT stress reaction assault (55%); motor (33.6) non-sexual assault; meeting DSM-IV criteria for
individual diagnosis vehicle accident (45%) Gender (% acute stress disorder (ASD). Exclusion criteria:
according to female): 61 history of psychosis; organic brain syndrome;
ICD/DSM criteria BME (% non- substance dependence disorder; current suicidal
(including self- white): NR ideation; history of childhood sexual abuse
report of Country:
diagnosis) Australia
Coexisting
conditions: NR
Lifetime

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: single

BME=Black and Minority Ethnic; CBT=cognitive behavioural therapy; DSM=Diagnostic and Statistical Manual of Mental disorders;
ICD=International Classification of Diseases; N=number being randomised; NR=not reported;

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
231



DRAFT FOR CONSULTATION
Appendices

Psychological: Interpersonal psychotherapy

Interpersonal psychotherapy (IPT) versus TAU for the early prevention (intervention initiated <1 month) of PTSD in adults

Holmes 2007 IPT: IPT Non-significant Motor Vehicle Collisions 90 Age range (mean): Inclusion criteria: aged at least 18 years;
symptoms (62.5% road traffic NR (38.4) experienced major physical trauma, defined as
(below threshold accidents, 17.5% falls or Gender (% female): one or more of: Injury Severity Score (1SS)>15,
and <50% collisions and 13.8% 30 serious injury to two or more body systems,

maximum score

on scale)

non-accidental injury)

BME (% non-white):
NR

Country: Australia
Coexisting
conditions: 10% any
DSM-IV psychiatric
disorder: 3% MDD;
3% alcohol

urgent surgery for non-limb injuries, or injuries
requiring mechanical ventilation for >24 h.
Exclusion criteria: sustained a major head injury
(post-traumatic amnesia lasted >24 h, there
were lesions on computed tomography and
patients scored <27 at assessment on the Mini-
Mental State Examination); injury due to self-
harm; had a psychotic illness

abuse/dependence;
5% substance
abuse/dependence
Lifetime experience
of trauma (mean
number of prior
traumas/% with
previous trauma):
NR
Single or multiple
incident index
trauma: Single
BME=Black and Minority Ethnic; DSM=Diagnostic and Statistical Manual of Mental disorders; IPT=interpersonal psychotherapy; MDD=Major
Depressive disorders; N=Number being randomised; NR=not reported;

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

Supportive counselling versus attention-placebo for the early prevention (intervention initiated <1 month) of PTSD in adults

Foa 2006 Trauma- Clinically
focused important PTSD
CBT: Brief symptoms
individual (scoring above a
CBT threshold on

validated scale)

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

Age range Inclusion criteria: had recently experienced
(mean): NR sexual or non-sexual assault; met DSM-IV
(33.7) symptom (not duration) criteria for PTSD
Gender (% (assessed using the PTSD Symptom Scale-
female): 100 Interview Version). Exclusion criteria: were

BME (% non- assaulted by an intimate partner with whom they
white): 69 had an ongoing relationship; had primary
Country: US diagnoses of organic mental disorder,
Coexisting schizophrenia, bipolar disorder, or current

conditions: NR  alcohol/drug dependence

Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: single

BME=Black and Minority Ethnic; CBT=cognitive behavioural therapy; DSM=Diagnostic and Statistical Manual of Mental disorders; N=Number

being randomised; NR=not reported;

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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Counselling versus no treatment for the early treatment (1-3 months) of below threshold PTSD symptoms in adults

Brom 1993 Counselling:  Non-significant Motor Vehicle Collisions Age range Inclusion criteria: Individuals who had
Supportive symptoms (below (Road accidents judged 1 (mean): NR experienced motor vehicle colisions judged as
counselling  threshold and moderately serious to (37.7) moderately serious to serious.

<50% maximum serious) Gender (%

score on scale) female): 41
BME (% non-
white): NR
Country:
Netherlands
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported;

Psychological: Combined somatic and cognitive therapy

Brief cognitive-behavioural conjoint therapy versus waitlist for the early prevention (intervention initiated <1 month) of PTSD in adults

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Brunet
2013/Des
Groseilliers
2013

BME=Black and Minority Ethnic;; N=Number being randomised; NR=not reported;

Couple
interventions
: Cognitive-
behavioural
conjoint
therapy

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

Motor Vehicle Collisions -

Motor vehicle accident
(55%), work accident

83

16%), leisure accident

15%).

Psychological: Parent training/family intervention

(
(14%), or physical assault
(

Age range
(mean): 19-63
(36.3)

Gender (%
female): 46
BME (% non-
white): NR
Country:
Canada
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Unclear

Inclusion criteria: experienced in the last 10 days
a life-threatening event that elicited a
peritraumatic reaction of fear, helplessness, or
horror. This corresponds to the A1 and A2
criteria. Exclusion criteria: Non-English or
French speaking; suspected of having a
traumatic brain injury; had a lifetime diagnosis of
psychosis; substance or alcohol dependence,
bipolar disorder, or mental retardation; had been
clinically depressed in the last 2 years; were
taking psychotropic medication at the onset of
the study; were injured to the extent that they
could not participate in the study; lived outside
the Montreal metropolitan area; did not have a
significant other (a friend, a spouse or another
family member) to bring to the therapy session,
or did not succeed in making an appointment
with the therapist within 30 days after trauma
exposure

Self-help (without support; +/- TAU) versus TAU for the early prevention (intervention initiated <1 month) of PTSD in adults

Stehl 2009 Family Subthreshold Family member or carer 152 Age range Inclusion criteria: families were English-
therapy: symptoms of person with life- caregiver (median): NR speaking and had a child aged 0-17 years who
Family (below threatening iliness or s (76 (35-40) was receiving chemotherapy and/or radiation
therapy threshold but injury - Parent/caregiver  families) treatment at selected hospital; two

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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250% maximum
score on scale)

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

Gender (% parents/caregivers to participate; the child had
female): 69 been diagnosed within 2 months prior to

BME (% non- recruitment. Exclusion criteria: medical

white): 23 comorbidities; developmental delay; referred to
Country: US palliative care

Coexisting

conditions: NR

Lifetime

experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported; TAU=treatment as usual

Psychological: Self-help (without support)

Self-help (without support) versus waitlist for the early prevention (intervention initiated <1 month) of PTSD in adults

Cox Self-help (without  Non-significant Family member or carer Age range Child participants were included if they: (
2009/Kenard  support): symptoms (below of child with (mean): NR were aged 7-16 years; (2) consented (if aged
y 2015 Psychoeducationa threshold and unintentional injury (40.7) = 11 years) and their parent/s consented (for
| materials <50% maximum  caused by: falls (48%); Gender (% all ages); (3) were hospitalized overnight; (4)
score on scale) sport injuries (15%); female): NR had acquired an accidental or unintentional
motor vehicle accidents BME (% non- injury including mild traumatic brain injury (as
as a passenger or white): NR defined by the American Congress of
pedestrian (7%); burns Country: Rehabilitation Medicine, 1993); (5) had

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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(7%); knock or blow
(1%); other types of
unintentional injury
(14%)

Australia
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

internet access. Participants were excluded if
they: (a) had, or their parent had, insufficient
English for completion of the questionnaires;
(2) had acquired a moderate to severe head
injury; (5) had an injury that was a result of
suspected intentional trauma (e.g., child
abuse, assault, self harm).

Self-help (without support; +/- TAU) versus TAU for the early prevention (intervention initiated <1 month) of PTSD in adults

Jones 2003 Self-help (without  Unclear Unintentional
support): injury/illness/medical
Cognitive emergency (Patients
bibliotherapy who had been in ICU

and ventilated. Mean
ICU stay 13.6 days
(range 2-114))

6

Age range
(mean): 17-84
(57.9)
Gender (%
female): 52
BME (% non-
white): NR
Country: UK
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)

Inclusion criteria: patients who had been in
ICU and ventilated. Exclusion criteria: stayed
in the ICU <48 hours; were suffering burn
injury (due to prolonged recovery); were
unable to follow the manual or had language
difficulties; neurosurgical patients; preexisting
psychotic illness; discharged for terminal care
and unlikely to survive the 6-month follow-up
period
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prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

Kenardy Self-help (without  Non-significant Family member of child 10 Age range
2008 support): symptoms (below with unintentional 4 (mean): NR
Psychoeducationa threshold and injury/illness/medical (39.9)
| materials <50% maximum  emergency. Cause of Gender (%
score on scale) accident: 35% falls; 30% female): 86
sporting injuries; 28% BME (% non-
motor vehicle accidents; white): NR

7% other types of )
accidents. Type of Coun.try.. us
injury: 53% Fractures Coexisting
and dislocations; 28% conditions: NR
Lacerations or Lifetime
abrasions; 18% Other experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

Marsac 2013  Self-help (without  Non-significant Family member of child 10 Age range
support): symptoms (below with unintentional 0 (mean): 23-59
Computerised threshold and injury/illness/medical (41)
emergency (Parent of

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

One caregiver of each child participant who
were included if they: had been admitted to a
paediatric unit following accidental traumatic
injury; spoke fluent English (equivalent to
Grade 6 or above; both child and parent).
Participants were excluded if: physical or
sexual abuse was suspected; they had
sustained head injuries

One parent of child participants who were
included if they: (1) were aged 6-17 years; (2)
had incurred an injury within the past 60 days
and received medical treatment at a large
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psychoeducationa

| intervention

Mouthaan Self-help (without

2013 support):

Computerised
psychoeducationa

| intervention

<50% maximum
score on scale)

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

children who incurred an
injury and received
medical treatment at a
large urban Level |
paediatric trauma
center. Children’s
injuries resulted
primarily from recreation
(31%), falls (31%), and
motor vehicle crashes
(16%). The maijority of
injuries were extremity
fractures (51%),
followed by lacerations
(9%), other fractures
(8%), multiple traumas
(5%), organ injuries
(5%), sprains or strains
(4%), mild head injuries
(4%), and other injuries
(14%). Most children in
this sample were
recruited during an
inpatient hospitalization
(79%), whereas 21%
participated during an
emergency department
visit)

Motor Vehicle Collisions 30
- Traffic accident (68%); O
Work-related accident
(9%); Fall (14%);
Interpersonal
violence/physical abuse
(2%); Other (7%)

Gender (%
female): 82
BME (% non-
white): 51
Country: US
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

Age range
(mean): NR
(43.8)
Gender (%
female): 40
BME (% non-
white): NR
Country:

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

urban Level | paediatric trauma center.
Participants were excluded if: (1) the parent or
child was unable to read or understand
English; (2) the child had sustained a
traumatic brain injury preventing
comprehension of surveys (i.e., Glasgow
Coma Score<13); (3) the child’s injury resulted
from suspected abuse or family violence; (4)
the child had sustained injuries as a result of
an organized sport

Inclusion criteria: injury patients transported by
ambulance or helicopter to the level 1 trauma
centers of the Academic Medical Center
(AMC) and VU University Medical Center
(VUmc) in Amsterdam; aged at least 18 years;
proficient in Dutch; experienced a potential
traumatic event (Criterion A1 DSM-IV PTSD
diagnosis), i.e., experienced, witnessed, or
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Scholes Self-help (without  Clinically Motor Vehicle Collisions 22
2007 support): important PTSD - Road traffic accident 7
Psychoeducationa symptoms (65%): Assault (27%);
| materials (scoring above a  Occupational injury (7%)

threshold on
validated scale)

Netherlands
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): Mean
2.9 prior
traumatic
events

Single or
multiple
incident index
trauma: Single

Age range
(mean): NR
(36.6)
Gender (%
female): 36.6
BME (% non-
white): NR
Country: UK
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)

been confronted with an event or events that
involve actual or threatened death or serious
injury, or a threat to the physical integrity of
oneself or others. Exclusion criteria: injury
resulting from deliberate self-harm; organic
brain condition; psychotic disorder, bipolar
disorder, or depression with psychotic
features; moderate to severe traumatic brain
injury (TBI) (according to a Glasgow Coma
Score<13); permanent residency outside the
Netherlands.

Inclusion criteria: aged 16-65 years; injuries
sustained as a result of a road traffic accident,
an occupational injury or an assault; scored
250 on the ASDS. Exclusion criteria: non-
English speaking
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with previous

trauma): NR

Single or

multiple

incident index

trauma: Single
ASDS=Acute stress disorder scale; BME=Black and Minority Ethnic; ICU=intensive care unit; N=Number being randomised; NR=not reported;
TAU=treatment as usual

Self-help (without support) versus waitlist for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Beatty 2010a  Self-help Subthreshold Diagnosis of life- Age range Inclusion criteria: women with stage | or Il breast
(without symptoms (below threatening condition (mean): 29-79 cancer; completed treatment within the past 3
support): threshold but (Breast cancer) (53.1) months; English speaking; aged at least 18
Cognitive 250% maximum Gender (% years. Exclusion criteria: Not reported
bibliotherapy  score on scale) female): 100

BME (% non-
white): NR
Country:
Australia
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma:
Unclear

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
241



DRAFT FOR CONSULTATION

Appendices
‘StudyID  Intervention PTSDdetails ~ Traumatype N  Demographics Inclusion/Exclusion criteria
Hobfoll 2016 Self-help Non-significant Military combat (Non— 30 Age range Inclusion criteria: aged at least 18 years; spoke
(without symptoms (below active-duty veterans who 3 (mean): NR and read English; were able to use computers
support): threshold and served since September (34.4) without assistance; had regular access to a cell
Computerise  <50% maximum 11, 2001) Gender (% phone and broadband Internet; met criteria for at
d non- score on scale) female): 18 least mild-to-moderate distress based on scores
trauma- BME (% non- on screening assessments (PCL-M score=24—
focused CBT white): 28 61; CES-D-10 score=8-25). Exclusion criteria:
Country: US risk for suicide, as evidenced by a past suicide
Coexisting attempt(s), psychiatric hospitalization during the

conditions: NR  past 5 years, and/or started or altered the dose
of their psychiatric medication within 10 days
prior to enrolling in study; those reporting higher
than moderate distress

Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma:
Multiple

BME=Black and Minority Ethnic; CBT=cognitive behavioural therapy; CES-D=Centre for epidemiological studies-Depression; N=Number being
randomised; NR=not reported; PCL-M=PTSD Checklist-Military

Self-help (without support; +/- TAU) versus attention-placebo or TAU for the delayed treatment (>3 months) of below threshold PTSD
symptoms in adults

Ironson 2013  Self-help Non-significant Diagnosis of life- Age range Inclusion criteria: HIV-affected men and women
(without symptoms (below threatening condition 4 (mean): NR in south Florida
support): threshold and (HIV-affected men and (42.8)
Expressive <50% maximum women) Gender (%
writing score on scale) female): 39
BME (% non-
white): 83

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Koopman
2005

Self-help
(without
support):
Expressive
writing

Subthreshold

symptoms (below

threshold but
250% maximum
score on scale)

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)

59

Country: US
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single

Age range
(mean): 21-56
(36.5)

Gender (%
female): 100
BME (% non-
white): 32
Country: US
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma:
Multiple

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

Inclusion criteria: having been a victim of
intimate partner violence; aged over 18 years;
the ability to converse and write in English.
Exclusion criteria: had been romantically
involved with their abusive partners within the
previous 30 days or if they had lived with them
within the previous 6 months
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Short 2017 Self-help Sub-threshold Unclear Age range Inclusion criteria: had participated in a larger

(without symptoms (below (mean): 19-66 randomized clinical trial examining the efficacy

support): threshold but (40.1) of a computerized intervention for anxiety

Computerise  250% maximum Gender (% sensitivity and had complete data for all

d cognitive score on scale) female): 51 measures of interest; had experienced a trauma

training BME (% non- according to the Structured Clinical Interview for
white): 51 DSM-5; aged at least 18 years; English-
Country: speaking; demonstrated elevated levels of at
Coexisting least one suicide risk factor (i.e., anxiety

conditions: 49% sensitivity cognitive concerns, perceived

met criteria for  burdensomeness, or thwarted belongingness).
a mood Exclusion criteria: evidence of a current
disorder, 75% psychotic or bipolar spectrum disorder; serious
for at least one  suicidal intent; unstable psychiatric medication
anxiety disorder usage (i.e., participants were required to
maintain the same prescription for at least 6

Lifetime . :
weeks before starting the trial)

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma:
Unclear

BME=Black and Minority Ethnic; DSM=Diagnostic and Statistical Manual of Mental disorders; N=Number being randomised; NR=not reported;
SD=standard deviation

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Psychological: Self-help with support

Self-help with support versus attention-placebo for the early prevention (intervention initiated <1 month) of PTSD in adults

lyadurai 2017  Self-help Unclear
with

support:

Tetris

computer

game +

memory

reminder

cue

Motor Vehicle Collisions
(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%);
Motorcyclist (15%);
Cyclist (28%); Pedestrian
(6%). 28% admitted as
inpatient)

71

Age range
(mean): NR
(39.7)

Gender (%
female): 52
BME (% non-
white): 21
Country: UK
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): 73%
prior trauma
Single or
multiple
incident index
trauma: Single

Inclusion criteria: aged at least 18 years;
experienced/witnessed a motor vehicle accident
(as a driver, passenger, motorcyclist or
pedestrian); met DSM-IV PTSD criterion A1 for a
traumatic event (‘experienced, witnessed or was
confronted with an event or events that involved
actual or threatened death or serious injury');
seen in emergency department within 6 hours of
leaving scene of the accident; reported memory
of the accident; fluent in written and spoken
English; alert and orientated, Glasgow Coma
Scale score = 15; sufficient physical mobility to
play a computer game on the intervention
platform (Nintendo DS) at the point of taking
informed consent. Exclusion criteria: loss of
consciousness for >5 min; reported history of
severe mental illness; current intoxication;
substance abuse; neurological condition;
currently suicidal

BME=Black and Minority Ethnic; DSM=Diagnostic and Statistical Manual of Mental disorders; N=Number being randomised; NR=not reported;

Self-help with support (+ TAU) versus TAU for the early prevention (intervention initiated <1 month) of PTSD in adults

Bugg 2009 Self-help Clinically
with important PTSD
support: symptoms
Expressive (scoring above a

Motor Vehicle Collisions -
Motor vehicle accident
(79%), occupational

14

8

Age range
(mean): 18-65
(37.5)

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

Inclusion criteria: aged 18-65 years; scored = 50
on the Acute Stress Disorder Scale (ASDS); had
sustained an injury through a road traffic
accident (RTA), occupational injury or assault.
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writing with  threshold on injury (3%) or assault Gender (% Exclusion criteria: not English speaking due to
support validated scale) (18%) female): 72 potential difficulties with writing

BME (% non-

white): NR

Country: UK

Coexisting

conditions: NR

Lifetime

experience of

trauma (mean

number of prior

traumas/% with

previous

trauma): NR

Single or

multiple

incident index

trauma: single

BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported; SD=standard deviation

Self-help with support versus waitlist for the early treatment (1-3 months) of below threshold PTSD symptoms in adults

Cernvall 2015  Self-help with  Subthreshold Family member or carer 58 Age range Inclusion criteria: Swedish-speaking parents of

support: symptoms (below  of person with life- (mean): NR children receiving treatment for cancer disease;

Computerise  threshold but threatening illness or (38) had access to a computer with an Internet

d CBT with 250% maximum injury - Parents of Gender (% connection; fulfilled the modified symptom

support score on scale) children on cancer female): 67 criteria (scored =3 on at least one out of five
treatment (52% BME (% non- symptoms of re-experiencing, one out of seven
Leukaemia; 17% white): symptoms of avoidance, and one out of five
Sarcoma; 7% Country: NR symptoms of hyperarousal, corresponding to
Lymphoma; 15% CNS Coexisting partial PTSD) on the PTSD Checklist Civilian
tumour; 9% Other conditions: NR  Version (PCL-C). Exclusion criteria: had any

malignant disease)

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Lifetime psychiatric disorder in immediate need of
experience of treatment
trauma (mean

number of prior

traumas/% with

previous

trauma): 45%

had experience

of previous

traumatic

events

Single or

multiple

incident index

trauma: single

BME=Black and Minority Ethnic, CBT=cognitive behavioural therapy; CNS=central nervous system;, N=Number being randomised; NR=not
reported; SD=standard deviation

Self-help with support versus waitlist for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Sveen 2017 Self-help Non-significant Parent of a child with Age range (mean): Inclusion criteria: parents of children (aged
with symptoms severe burns admitted to 4 NR (37.4) under 18 years) with severe burns admitted to
support: (below threshold  a burn centre. Mean age Gender (% female): one of two study burn centres; the burn of the
Computeris  and <50% of child at time of injury 68 child was not intentional and there was no
ed trauma- maximum score 3.0 years, mean length BME (% non- indication of abuse or neglect of the child as a
focused on scale) of stay in hospital 7.2 white): NR cause of burn. Exclusion criteria: the parent was
CBT with days. Cause of injury: Country: Sweden being treated for burns at the same time as the
support scalds (76%); fire (4%); Coexisting child; inability to understand and respond in

contact burns (14%); conditions: NR Swedish.

other, e.g. electrical or

Lifetime experience
chemical (6%) P

of trauma (mean
number of prior

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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traumas/% with
previous trauma):
NR

Single or multiple
incident index
trauma: Single

Self-help with support versus attention-placebo for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Carrico 2015  Self-help Non-significant Diagnosis of life- Age range (mean): Inclusion criteria: identify as male; report having
with symptoms threatening condition NR (45.5) anal sex with a man in the past year; diagnosed
support: (below threshold  (Men who are HIV- Gender (% female):  With HIV for at least 3 months (and provided
Expressive  and <50% positive) 0 evidence of HIV-positive sero status, i.e. a letter
writing with  maximum score BME (% non- of diagnosis or antiretroviral medication bottles
support on scale) white): 64 bearing their name, that was verified using

Country: US photo identification); report using
Coexisting methamphetamine in the past 30 days
conditions: All

participants had

used

methamphetamine
in the past 30 days
Lifetime experience
of trauma (mean
number of prior
traumas/% with
previous trauma):
NR

Single or multiple
incident index
trauma: single

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported;
Psychosocial: Meditation/Mindfulness-based stress reduction

Meditation/MBSR (+/- TAU) versus no treatment, waitlist or TAU for the delayed treatment (>3 months) of below threshold PTSD
symptoms in adults

Kelly 2016 MBSR: Subthreshold Domestic violence Age range Inclusion criteria: females aged at least 18
MBSR symptoms (below (Female survivors of IPV) (mean): 19-69 years; a history of IPV (defined as physical or
threshold but (41.5) sexual abuse by a family member or intimate
250% maximum Gender (% partner during the life course); comprehension of
score on scale) female): 100 spoken and written English; having their own
BME (% non- transportation to and from study activities.
white): 27 Exclusion criteria: currently
Country: US experiencing IPV; screened positive for current
Coexisting suicidality or substance dependence as
conditions: NR  determined via the Mini-International
Lifetime Neuropsychiatric Interview

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): Mean
number of
lifetime types of
IPV-related
traumatic
experience was
21(SD=1.7,
range 1-6)
Single or
multiple
incident index
trauma: Multiple

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Kim 2013 Meditation:
Mindfulness
-based
stretching
and deep
breathing

exercise

MBSR:
MBSR

Schellekens
2017

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

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

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%])

63

Age range
(mean): NR
(46.3)

Gender (%
female): 95
BME (% non-
white): 41
Country: US
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Unclear
Age range
(mean): NR
(58.8)

Gender (%
female): 52
BME (% non-
white): NR
Country:
Netherlands
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean

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

Inclusion criteria: aged over 18 years; employed
as a nurse at the Univerity of New Mexico
Hospital; PCL-C score 228 and a

score = 3 on 21 individual items. Exclusion
criteria: inability to participate in the exercise
program; a positive answer to any of the 7
screening questions on the Physical Activity
Readiness Questionnaire; current use of
systemic glucocorticoid

Inclusion criteria: patients presenting with
cytologically or histologically proven nonsmall
cell or small cell lung cancer (curative or
palliative stage). Exclusion criteria: aged under
18 years; insufficient understanding of Dutch
language; former mindfulness based intervention
participation; current participation in other
psychosocial programme; current weekly
treatment by psychologist/psychiatrist; physical
impairments (ie, hospitalization, life expectancy
shorter than study period); cognitive impairments
(ie, Mini-Mental State Examination <26)
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number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic, IPV=Intensive partner violence; MBSR=Mindful-Based Stress Reduction; N=Number being randomised;
NR=not reported; PCL-C=PTSD Checklist-Civilian version; SD=standard deviation

Psychosocial: Intensive care diary

Intensive care diary versus waitlist for the early treatment (1-3 months) of non-significant PTSD symptoms in adults

Jones Diary: Non-significant Unintentional Age range The inclusion criteria were that the patients had
2010/2012 Intensive symptoms (below injury/illness/medical 2 (median): 18-82 been in the ICU and ventilated. Patients were
care diaries  threshold and emergency - Respiratory (59-60) excluded if they: stayed in the ICU for less than
<50% maximum failure (22%); Sepsis Gender (% 72 hours; were ventilated for less than 24 hours;
score on scale) (15%); Circulatory failure female): 36 were too confused to give informed consent
(13%); Multi-organ failure BME (% non- (including severe traumatic brain injury); and had
(14%); Multiple trauma white): NR pre-existing psychotic illness such as
without head injury (9%); Country: schizophrenic and manic depression (a
Multiple trauma with head Denmark, Italy, confounding factor for psychological recovery) or
injury (3%); Isolated head Norway, diagnosed PTSD
injury (2%); Combined Portugal,
(pulmonary/circulatory) Sweden, UK
(11%); Gastrointestinal Coexisting
failure (6%); Neurological conditions: NR

failure (3%); Other (2%). Lifetime

experience of

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Median ICU stay 13 days trauma (mean

(range 3-79) number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic; ICU=intensive care unit; N=Number being randomised; NR=not reported;

Psychosocial: Psycho-education

Single psycho-education session (+/- TAU) versus TAU or no treatment for the early prevention (intervention initiated <1 month) of
PTSD in adults

Miller 2015 Psychoeducation Clinically Exposure to sexual Age range Inclusion criteria: women who participated in a
: Single important PTSD abuse or assault 4 (mean): 18-70  sexual assault examination within 72 hours of
psychoeducation symptoms (Women who (28.8) their victimization; English speaking; aged at
session (scoring above a  participated in a sexual Gender (% least 18 years; female. Exclusion criteria:
threshold on assault examination. female): 100 unable to provide consent because of
validated scale) 35% reported the BME (% non- intoxication, loss of consciousness, apparent
assailant threatened white): 38 psychosis, or other reasons preventing them
harm; 68% reported at Country: US from providing consent (e.g., ventilator
least one injury Coexisting dependent, developmental delays)
sustained; 8% reported conditions: NR
the assailant used a Lifetime
weapon during the experience of
assault. 57% reported a trauma (mean

completed rape. 60% number of
assailant was an

rior
acquaintance; 20% were Fraumas/%
strangers; 12%were with previous

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Tuckey 2014  Psychologically-
focused
debriefing:
Single session
debriefing

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

romantic partners; 6%
were unsure who
assaulted them; 1%
assault by a family
member)

Being an emergency 67
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)

trauma): 72%
prior sexual
assault
Single or
multiple
incident index
trauma:
Unclear

Participants were included if they had
requested a post-PTE (potentially traumatic
event) intervention through the employee
assistance program (EAP)

Age range
(mean): NR
(NR)

Gender (%
female): 9
BME (% non-
white): NR
Country:
Australia
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma:
Unclear

BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported; PTE=potentially traumatic event

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Other non-pharmacological: Acupuncture

Acupuncture + trauma-focused CBT versus trauma-focused CBT for the early prevention (intervention initiated <1 month) of PTSD in

adults

Zhang 2011 Acupuncture: Clinically Natural disasters (such
Electro- important PTSD  as severe floods,
acupuncture symptoms earthquakes or

(scoring above a
threshold on
validated scale)

tsunamis) - Wenchuan
earthquake. 67% direct
relatives had been killed
by the earthquake and
33% buried under debris
during the earthquake

BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported;

Age range
(mean): 4-89
(34.9)

Gender (%
female): 60
BME (% non-
white): NR
Country: China
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of
prior
traumas/%
with previous
trauma): NR
Single or
multiple
incident index
trauma: Single

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

interventions for the prevention of PTSD in adults DRAFT (June 2018)

Inclusion criteria: those with psychological
distress after being buried under debris during
the earthquake and/or whose direct relatives
had been killed by the earthquake; often
suffered from repeated dreams, constant
recalls, painful experience and horror under
aftershocks; evaded or inclined to evade topics
on the earthquake and on loss of their relatives;
difficulty in recalling some important details of
the earthquake; had 2 of the following items:
difficulty in falling asleep, irritability, episodic
rage, distraction and excessive alert. Exclusion
criteria: at risk of suicide; had injured others;
reactive psychosis; organic psychosis; severe
personality disturbance; cerebral

trauma; severe and unstable illness;
hypophrenosis
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Other non-pharmacological: Yoga

Yoga versus attention-placebo/TAU for the early prevention (intervention initiated <1 month) of PTSD in adults

Ratcliff 2016 Yoga: Yoga Non-significant Diagnosis of life- Age range Inclusion criteria: women aged at least 18 years;
symptoms (below threatening condition 8 (mean): NR ability to read, write, and speak English;
threshold and (Diagnosed with stage 0 (51.9) diagnosed with stage 0 to Il breast cancer;
<50% maximum to lll breast cancer, and Gender (% scheduled to undergo daily adjuvant
score on scale) scheduled to undergo female): 100 radiotherapy for 6 weeks at MD Anderson

daily adjuvant BME (% non- Cancer Center. Exclusion criteria: lymphedema;

radiotherapy. 11% stage white): 40 metastatic bone disease; deep-vein thrombosis;

0; 31% stage I; 27% Country: US documented diagnosis of a formal thought

stage Il; 31% stage lll.) Coexisting disorder; extreme mobility problems; those who
conditions: NR  had practiced yoga in the year before diagnosis
Lifetime

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single

BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported; TAU=treatment as usual

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Yoga versus waitlist for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Seppala 2014 Yoga: Yoga Non-significant Military combat - Age range Inclusion criteria: male veterans with service in
symptoms (below  Veterans with service in (mean): NR Afghanistan or Iraq; aged at least 18 years;
threshold and Afghanistan or Iraq (no (28.6) English fluency. Exclusion criteria: reported
<50% maximum further detail reported) Gender (% substance dependence; psychosis; use of alpha
score on scale) female): 0 or beta-blocking medications

BME (% non-
white): 14
Country: US
Coexisting
conditions: NR
Lifetime

experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Multiple

BME=Black and Minority Ethnic; N=Number being randomised; NR=not reported;

Other non-pharmacological: Massage

Massage + relaxation for parent (+ massage + humour therapy targeted at child) versus TAU for the early prevention (intervention
initiated <1 month) of PTSD in adults

Phipps Massage + Non-significant ~ Family member or carer 119 Age range Inclusion criteria: parent of a child undergoing
2010/2012/Lindwall  self-help symptoms of person with life- (mean): NR stem cell or bone marrow transplantation
2014 (with (below threatening illness or (81) (allogeneic or autologous); expected hospital

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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support):
Massage +
relaxation
(for parent;
+ massage
+ humour
therapy
targeted at
child)

threshold and
<50% maximum
score on scale)

injury: Parent of children
undergoing pediatric
stem cell transplantation
(SCT). Diagnostic
group: ALL (27%); AML
(25%); other leukemia
(14%); HD/NHL (11%);
solid tumour (12%);
nonmalignancy (11%)

Gender (%
female): 81
BME (% non-
white): NR
Country: US
and Canada
Coexisting
conditions: NR
Lifetime
experience of
trauma (mean
number of prior
traumas/% with
previous
trauma): NR
Single or
multiple
incident index
trauma: Single

stay for child of 3 weeks; child aged 6-18 years;
able to speak and read English fluently;
primarily responsible for caring for the child
during his/her hospital stay; available to
participate throughout the duration of the child’'s
hospitalization for transplantation

AML=Acute Myeloblastic leukaemia; ALL=Acute Lymphoblastic leukaemia; BME=Black and Minority Ethnic; HD=Hodgkin disease; N=Number
being randomised;, NHL=Non-Hodgkin lymphoma; NR=not reported;

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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Appendix E — Forest plots

Forest plots for “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?”

Psychological: Trauma-focused CBT

Trauma-focused CBT (tpsycho-education) versus waitlist or no treatment for the early
prevention (intervention initiated <1 month) of PTSD in adults

Figure 2: Trauma-focused CBT (xpsycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:
PTSD symptomatology self-rated (PDS change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.1.1 Clinically important PTSD symptoms at baseline
Rothhaum 2012 0 1.548418 G4 4.3 1515882 68 100.0% 2.79[3.26,-2.32] !
Subtotal {95% CI) 69 68 100.0% -2.79 [-3.26, -2.32]

Heterogeneity: Mot applicable
Test for overall effect: £=11.594 (P = 0.00001%

10 -5 0 5 10
Favours TF-CBT Favours control

Test for subgroun differences: Mot applicable

Figure 3: Trauma-focused CBT (psycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:
PTSD symptomatology clinician-rated at endpoint (CAPS change score/PSS-
| endpoint score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
1.2.1 Acute stress disorder diagnosis at baseline
Bryant 2008a -31.45 18.58409 60 -7.7 1531029 30 501% 1.34 [1.82,-0.86] L
Subtotal (95% CI) 60 30 501% -1.34 [-1.82, -0.86] L 2

Heterogeneity: Mot applicable
Testfor overall effect 2= 545 (P = 0.00001)

1.2.2 Clinically important PTSD symptoms at baseline

Rothbaum 2012 19.09 1.83 69 24.54 1.7 68 49.9% -3.07 [3.57,-2.57] =

Subtotal (95% CI) 69 68  49.9% 3.07 [-3.57, -2.57] +

Heterogeneity: Mot applicable

Test for overall effect Z=12.07 (P = 0.00001)

Total {95% CI) 129 98 100.0% -2.20 [-3.90, -0.51] -l

Heterogeneity: Tau®=1.43; Chi*= 23.88, df=1 (P = 0.00001); F= 96% 5_1 p % b é 1D=
Testfor overall effect £= 2.55 (P =0.01) Favours TE-CBT Favours control

Testfor subgroup differences: Chi®= 23.88, df=1 (P =0.00001), F= 95.8%

Figure 4: Trauma-focused CBT (¥psycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:
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PTSD symptomatology clinician-rated at 2-month follow-up (PSS-l endpoint

score)
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.3.1 Clinically important PTSD symptoms at baseline
Rathbhaum 2012 1547 1.88 B3 2033 1.8 68 100.0% -2A5-3.01,-210) !
Subtotal (95% CI) 69 68 100.0% -2.55[-3.01,-2.10]

Heterogeneity: Mot applicahle
Test for averall effect Z=11.02 (F = 0.00001)

Testfor subaroup differences: Not applicable

Figure 5: Trauma-focused CBT (xpsycho-education) versus waitlist or no treatment

-10

-5 1] ]
Favours TF-CBT Favours control

10

for the early prevention (intervention initiated < 1 month) of PTSD in adults:

PTSD at endpoint
Experimental Control Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl

Risk Ratio
M-H, Fixed, 95% CI

1.4.1 Clinically important PTSD symptoms at baseline

Rothbaum 2012 32 59 35 68 100.0% 0.90 [0.64, 1.27]
Subtotal (95% CI) 69 68 100.0%  0.90 [0.64, 1.27]
Total ewents 32 35

Heterogeneity: Mot applicable
Test for overall effect: £=0.60 (F = 0.55)

0.0

Test for subgroup differences: Mot applicable

0.1 1 10
Favours TF-CBT Favours control

100

Figure 6: Trauma-focused CBT (tpsycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:

PTSD at 2-month follow-up
Experimental Control Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl

Risk Ratio
M-H, Fixed, 95% ClI

1.5.1 Clinically important PTSD symptoms at baseline

Rothbaum 2012 18 69 32 68 100.0% 0.55 [0.35, 0.89]
Subtotal {95% CI) 69 68 100.0% 0.55 [0.35, 0.89]
Total events 18 3z

Heterogeneity: Mot applicable
Test for overall effect: £= 246 (P =0.01)

Test for subgroup differences: Mot applicable

L 3

0.0

01 10
Favours TF-CBT Favours control

100
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Figure 7: Trauma-focused CBT (xpsycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:
PTSD at 6-month follow-up

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
1.6.1 Unclear symptom severity at baseline
Wifijesinghe 20145 g 78 14 75 100.0% 0.87 [0.25,1.28] 1—
Subtotal {95% CI) 75 75 100.0% 0.57 [0.25, 1.28] -
Total ewents a 14

Heterogeneity; Mot applicable
Testfor overall effect £=1.36 P =017

0.01 01 10 100
Favours TF-CBT Favours control

Testfor subgroup differences: Mot applicable

Figure 8: Trauma-focused CBT (*psycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:
Anxiety symptoms (BAIl change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.7.1 Acute stress disorder diagnosis at baseline
Bryant 2008a -6.9 10.2808 G0 -2.6 9108787 30 100.0% -0.43 [-0.87, 0.01]
Subtotal (95% CI) 60 30 100.0% -0.43 [-0.87,0.01]

Heterogeneity: Mot applicable
Testfor overall effect: Z=1.90 (P = 0.08)

I i 1 1 {
-10

-a ] 10
) ) Favours TF-CBT Favours control
Test for subaroup differences: Mot applicable

Figure 9: Trauma-focused CBT (tpsycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:
Depression symptoms (BDI-lIl change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
1.8.1 Acute stress disorder diagnosis at baseline
Bryant 20083 -7.65 B.A91M2 60 -1.9 9.275774 30 50.1% -0.65 [-1.10,-0.20 L 3
Subtotal {95% CI) 60 30 501% -0.65 [-1.10, -0.20] *

Heterogeneity: Mat applicable
Test for overall effect £=2.83 (P =0.005)

1.8.2 Clinically important PTSD symptoms at baseline

Raothhaum 2012 -3.56 1.148738 69 011 1.106187 68 49.9% -3.24[-3.75,-2.77) =

Subtotal {95% CI) 69 68 49.9% 3.24 [-3.75,-2.72] L 3

Heterogeneity: Mat applicable

Test for overall effect £=12.36 (P = 0.00001)

Total {95% CI) 129 98 100.0% -1.04 [-4.47, 0.60] ol
Heterogeneity: Tau® = 3.29; Chi*= 55.35, df=1 (P = 0.00001); IF= 98% :-10 % b :53 1E|:
Test for overall effect Z=1.50F=013) Favours TF-CBT Favours control

Test for subgroup differences: Chi*=95.39, df=1 (P = 0.00001}, F= 98.2%
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Figure 10: Trauma-focused CBT (tpsycho-education) versus waitlist or no treatment
for the early prevention (intervention initiated < 1 month) of PTSD in adults:
Discontinuation (loss to follow-up

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
1.9.1 Acute stress disorder diagnosis at baseline
Eryant 2008a 12 60 ] 30 34.6% 067 [0.32,1.40] —
Subtotal (95% CI) B0 30 34.6% 0.67 [0.32, 1.40] -
Total events 12 9
Heterogeneity: Mot applicable
Test for overall effect Z=1.07 (F=0.29)
1.9.2 Clinically important PTSD symptoms at baseline
Rathbaum 2012 22 69 13 68 421% 1.67[0.92, 3.03] T
Subtotal (95% CI) 69 68 421% 1.67 [0.92, 3.03] o
Total events 22 13
Heterogeneity: Mot applicable
Test for overall effect £=1.68 (F = 0.09)
1.9.3 Unclear symptom severity at baseline
Wijesinghe 20145 B 75 7 TH O 23.3% 0.86 [0.30, 2.43] | —
Subtotal (95% CI) 75 75  23.3% 0.86 [0.30, 2.43] e
Total events 3 7
Heterogeneity: Mot applicable
Test for overall effect Z=028 (F=0.77)
Total (95% CI) 204 173 100.0% 1.04 [0.56, 1.93] e =
Total events 40 28
Heterogeneity: Tau®=0.14; Chi®= 382, df=2{P=015); F=48% f f t {
] 0.01 IR 10 100
Test for overall effect Z=013 (F = 0.90) Favours TF-CET Favours control

Testfor subaroup differences: Chif= 381, df=2 (P =015, F= 47 6%

Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-placebo or
psycho-educational session for the early prevention (intervention initiated <1 month)
of PTSD in adults

Figure 11: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD symptomatology self-rated at
endpoint (PCL/PSS-SR change score)

Experimental Control §td. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
2.1.1 Acute stress disorder diagnosis at baseline
Mixan 2016 -18.83  13.0664 24 -11.79 11.56442 22 A08% -0.56 [-1.15, 0.03] i
Subtotal {95% CI) 24 22 50.8% -0.56 [-1.15, 0.03] L 2

Heterogeneity: Mot applicable
Testfor overall effect Z=1.86 (P = 0.06)

2.1.2 Clinically important PTSD symptoms at baseline

Foa 2006 -18.32 7.990066 21 -18.95 7.49309 20 49.3% 0.08 [0.53, 0.69] ‘:
Subtotal {95% CI) 21 20 49.2% 0.08 [-0.53, 0.69]

Heterogeneity: Mot applicable

Testfor overall effect Z=10.25 (P = 0.80)

Total (95% CI) 45 42 100.0% -0.25 [-0.87, 0.38] ﬁ
Heterogeneity: Tau®=0.11, Chi*= 217, df=1 (P=0.14), F=54% =-1D I5 p é 1D=
Testfor overall effect Z=0.77 (F=0.44) Favours TE-CBT Favours control

Testfor subgroup difierences: Chit= 217 df=1 (P =014), F=53.8%

Figure 12: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
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initiated <1 month) of PTSD in adults: PTSD symptomatology self-rated at 3-
month follow-up (PCL/PSS-SR change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.2.1 Acute stress disorder diagnosis at baseline
Mixon 2016 -16.79 13.09551 24 -1258 11.40459 22 5489% -0.34 [0.92,0.25]
Subtotal (95% CI) 24 22 54.9% -0.34 [-0.92, 0.25]

Heterogeneity: Mot applicahle
Testfor overall effect: Z=1.13 (P = 0.26)

2.2.2 Clinically important PTSD symptoms at baseline

Foa 2006 -20.07  7.89385 19 -17.23 B.242243 19 451% -0.39[-1.03, 0.29] :
Subtotal {95% CI) 19 19 45.1% -0.39 [-1.03, 0.25]

Heterogeneity: Mot applicable

Testfor overall effect Z=119(F=0.23)

Total (95% Cl) 43 41 100.0% -0.36 [-0.79, 0.07] L
Heterageneity: Tau®= 0.00; Chi*= 002, df=1 {P =090}, F=0% =-1D =5 D é 1D=
Testfor overall effect Z=1.64 (P=0.10) Favours TF-CBT Favours control

Testfor subgroup difierences: Chi*= 002, df=1 (P =090}, F=0%

Figure 13: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD symptomatology self-rated at 6-
month follow-up (PCL change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean 5D Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
2.3.1 Acute stress disorder diagnosis at baseline
Nixon 2016 S17.43 12.39243 24 -13.37 1414283 22 100.0% -0.30[-0.88, 0.28]
Subtotal {95% CI) 24 22 100.0% -0.30 [-0.88, 0.28]

Heterogeneity: Mot applicable
Test for overall effect Z=1.01 (P=0.31)

-10 -5 a ] 10
Favours TF-CBT Favours control

Test for subgroup differences: Mot applicable

Figure 14: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD symptomatology self-rated at 1-
year follow-up (PCL/PSS-SR change score)

Experimental Control §td. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
2.4.1 Acute stress disorder diagnosis at baseline
Mixon 2016 -21.62 1255435 24 -14.25 1240835 22 51.3% -0.58 1.7, 0.01] i
Subtotal {95% CI) 24 22 51.3% -0.58 [1.17, 0.01] L 2

Heterogeneity: Mot applicable
Testfor overall effect: Z=1.82 (P =0.08)

2.4.2 Clinically important PTSD symptoms at baseline

Foa 2006 -20.72 B.129585 22 -18.2 B.823276 20 487% -0.20 [-0.81, 0.41] :
Subtotal {95% CI) 22 20 48.7% -0.20 [-0.81, 0.41]

Heterogeneity: Mot applicable

Testfor overall effect Z=0.64 (P=0.52)

Total (95% Cl) 46 42 100.0% -0.39 [-0.82, 0.03] L

Heterogeneity: Tau®= 0.00; Chi*=0.78, df=1 {P=0.38), F=0% l ! } |
] -10 -5 a ] 10

Testfor overall effect: =182 (F=0.07) Favours TE-CBT Favours control

Testfor subgroup difierences: Chif=0.78, df=1 (P =0.38), F=0%

Figure 15: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
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initiated <1 month) of PTSD in adults: PTSD symptomatology clinician-rated
at endpoint (CAPS/PSS-I change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.5.1 Acute stress disorder diagnosis at baseline
Mixon 2016 -34.02 2110813 24 -3405 183077 22 228% 0.00 [-0.58, 0.58]
Subtotal (95% CI) 24 22 22.8% 0.00 [-0.58, 0.58]
Heterogeneity: Mot applicahle
Testfor overall effect: Z=0.01 (P =1.00)
2.5.2 Clinically important PTSD symptoms at baseline
Foa 2006 -17.39 7586448 22 1712 7760908 20 M1.4% -0.03 [-0.64, 0.57] -+
O'Donnell 2012 -24 66 1463568 22 -B.28 225981 20 200% -0.85 [1.49,-0.22] -
Subtotal (95% CI) 44 40 41.5% -0.44 [-1.24, 0.36] &
Heterogeneity: Tau®=0.23; Chi®= 3.33, df=1 (P=0.07);, F=70%
Testfor averall effect Z=1.07 (P =0.28)
2.5.3 Non-significant PTSD symptoms at baseline
Price 2014 19149 12.32 47 2303 11.24 85 358% -0.32 [0.72, 0.07] *
Subtotal (95% CI) 47 55 35.8% -0.32 [-0.72, 0.07] +
Heterogeneity: Mot applicable
Testfar averall effect Z=1.62 (P =010}
Total (95% Cl} 115 117 100.0% -0.29 [-0.63, 0.04] 4
Heterogeneity: Tau®= 0.04; Chi*= 470, df = 3 (P = 0.20); = 36% T + 5 p o
Testfor overall effect: Z=1.71 (F = 0.09) Favours TE-CBT Favours control

Testfar subgroup differences: Chit=1.07, df= 2 (P =0.58), F=0%

Figure 16: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD symptomatology clinician-rated
at 2-3 month follow-up (CAPS/PSS-I change score)

Experimental Control $td. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% Cl
2.6.1 Acute stress disorder diagnosis at baseline
Mixan 2016 -29.66 19.88279 24 -26.83 18.81834 22 24E6% -0.14 [-0.72,0.44]
Subtotal {95% CI) 24 22 246% -0.14 [-0.72, 0.44]
Heterogeneity: Mot applicable
Testfor overall effect: =049 (P = 0.63)
2.6.2 Clinically important PTSD symptoms at baseline
Foa 2006 -18.41 8.787821 21 1847 7.292517 19 21.4% -0.03 [0.65, 0.59] -
Subtotal {95% CI) 21 19 21.4% -0.03 [-0.65, 0.59] L 2
Heterogeneity: Mot applicable
Testfor overall effect: Z=0.09 (F=0.83)
2.6.3 Non-significant PTSD symptoms at baseline
Price 2014 15.97 11.68 47 18.03 1217 55 54.0% -0.25 [-0.65,0.14] :
Subtotal {95% CI) 47 55 54.0% -0.25 [-0.65, 0.14]
Heterogeneity: Mot applicable
Testfor overall effect Z=1.27 (P =0.20)
Total {95% Cl) 92 96 100.0% -0.18 [-0.47,0.11] 4
Heterogeneity: Tau®= 0.00; Chi*= 038, of = 2 (P = 0.83); F= 0% T + 5 p o
Testfor overall effect =122 (F=0.22 Favours TE-CBT Favours control

Testfor subgroup difierences: Chi*= 038, df=2 (P=083), F=0%

Figure 17: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
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initiated <1 month) of PTSD in adults: PTSD symptomatology clinician-rated
at 6-month follow-up (CAPS change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.7.1 Acute stress disorder diagnosis at baseline
Mixon 2016 -34.81 19.09947 24 -2B43 2291813 22 535% -0.30 [-0.88, 0.28]
Subtotal (95% CI) 24 22 53.5% -0.30 [-0.88, 0.28]

Heterogeneity: Mot applicahle
Testfor overall effect: £=1.01 (P =0.31)

2.7.2 Clinically important PTSD symptoms at baseline

0'Donnell 2012 -31.35 150007 19 -B23 17.8322 12 46.5% -1.40 [-2.21,-0.58] -
Subtotal {95% CI) 19 12 46.5% -1.40 [-2.21, -0.58] <
Heterogeneity: Mot applicable

Testfor overall effect: £=3.37 (P = 0.0008)

Total (95% CI) 43 34 100.0% -0.81 [-1.88, 0.26] -
Heterageneity: Tau®= 047, Chi*= 4,63 df=1 {P=003), F=78% =-1D 55 P é 1D=
Testfor overall effect Z=1.48 (P=0.14) Favours TF-CBT Favours control

Testfor subgroup differences: Chi*=4.63, df=1 (P =0.03), F=78.4%

Figure 18: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD symptomatology clinician-rated
at 1-year follow-up (CAPS/PSS-I change score)

Experimental Control 5td. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
2.8.1 Acute stress disorder diagnosis at baseline
Nixon 2016 -39.33 19.54674 24 -37.18 2011307 22 52.1% -0.11 [0.69, 0.47]
Subtotal {95% CI) 24 22 52.2% -0.11 [-0.69, 0.47]

Heterogeneity: Mot applicable
Testfor overall effect Z=036(F=0.7%

2.8.2 Clinically important PTSD symptoms at baseline

Foa 2006 -20.8 8.932438 22 -2082 7.099746 20 478% 0.01 F0.59, 0.62]

Subtotal {95% CI) 22 20 47.8% 0.01 [-0.59, 0.62]

Heterogeneity: Mot applicable

Testfor overall effect Z=10.05 (P = 0.96)

Total (95% CI) 46 42 100.0% -0.05 [-0.47, 0.37]

Heterogeneity: Tau®= 0.00; Chi*= 0.08, of =1 (P=0.78); F= 0% T + 5 p o
Testfor overall effect =023 (F=0.82 Favours TE-CBT Favours control

Testfor subgroup difierences: Chi*= 008, df=1 (P=0.78), F=0%

Figure 19: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
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initiated <1 month) of PTSD in adults: PTSD at endpoint (hnumber meeting

criteria for PTSD)
Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
2.9.1 Acute stress disorder diagnosis at baseline
Mixon 2016 10 25 13 22 591% 068 [0.37, 1.2 —
Subtotal (95% CI) 25 22 59.1% 0.68 [0.37,1.22] P
Total events 10 13

Heterogeneity: Mat applicakle
Testfor owverall effect Z=1.28 (P =0.20)

2.9.2 Clinically important PTSD symptoms at baseline

O'Donnell 2012 4 24 13 22 40.9% 0.281[0.11,0.74] ——
Subtotal (95% CI) 24 22 40.9% 0.28 [0.11,0.74] ~ali—
Total events 4 13

Heterogeneity: Mot applicable
Testfor overall effect, £= 258 (P=0.010)

Total (95% CI) 49 44 100.0% 0.47 [0.20,1.13] e

Total events 14 25

Heterogeneity: Tau*= 024, Chi*= 246, df=1{P=012);, F=59% f f t |
] 0.01 0 10 100

Testfor overall effect 2= 1.69 (F=0.09) Favours TE-CBT Favours control

Testfor subaroup differences: Chif= 231, df=1(P=013), F= 56.8%

Figure 20: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD at 2-3 month follow-up (number
meeting criteria for PTSD)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
2.10.1 Acute stress disorder diagnosis at baseline
Mixon 2016 13 25 13 22 32.0% 0.88[0.53, 1.47]
Subtotal (95% CI) 25 22 32.2% 0.88 [0.53, 1.47]
Total events 13 13

Heterogeneity: Mot applicable
Testfor overall effect Z= 048 (P=0.62)

2.10.2 Non-significant PTSD symptoms at baseline

Price 2014 27 68 43 69 B7.8% 0.64 [0.45, 0.90] . 3
Subtotal (95% CI) 68 69 67.8% 0.64 [0.45, 0.90] &
Total events 27 43

Heterogeneity: Mot applicable
Test for overall effect £=2.56 (F=0.01)

Total (95% CI} 93 91 100.0% 0.71 [0.53, 0.95] &

Total events 40 a6

Heterogeneity: Tau®= 0.00; Chi*=1.05, df=1 {P=0230); 7= 5% f f t {
) 0.01 01 10 100

Testfor owerall effect Z=229(P=0.0% Favours TE-CBT Favours contral

Testfor subaroup differences: Chi®=1.08, df=1 (P=031}. F= 4 6%

Figure 21: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
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initiated <1 month) of PTSD in adults: PTSD at 6-month follow-up (number

meeting criteria for PTSD)

Experimental Control
Study or Subgroup  Events Total Events Total

Risk Ratio

Weight M-H, Random, 95% Cl

Risk Ratio
M-H, Random, 95% CI

2.11.1 Acute stress disorder diagnosis at baseline

Mixon 2016 13 25 10 22 A3.1%
Subtotal (95% CI) 25 22  53.2%
Total events 13 10

Heterogeneity: Mot applicable

Testfor owerall effect Z=0.44 (F = 0.66)

2.11.2 Unclear symptom severity at baseline

Wijesinghe 2014 g 78 18 74 46.8%
Subtotal (95% CI) 75 75 46.8%
Total events g 18

Heterogeneity: Mot applicable

Test for overall effect £= 2.07 (F=0.04)

Total (95% CI) 100 97 100.0%
Total events M 28

Heterogeneity: Tau®= 0.36, Chi*= 295 df=1{P=0.058), F=75%
Testfor overall effect Z= 063 (F=0.583)

1.14 [0.63, 2.07]
1.14 [0.63, 2.07]

0.44[0.21, 0.98]
0.44 [0.21, 0.96]

0.74[0.28,1.93]

Testfor subaroup differences: Chi*= 364, df=1 (P = 0.06), F=72.6%

.

0.01

01 10 100

Favours TF-CBT Favours contral

Figure 22: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD at 1-year follow-up (number

meeting criteria for PTSD)

Experimental Control
Study or Subgroup  Events Total Events Total Weight

Risk Ratio
M-H, Fixed, 95% CI

Risk Ratio
M-H, Fixed, 95% ClI

2.12.1 Acute stress disorder diagnosis at baseline

Mixan 2016 13 25 10 22 100.0%
Subtotal {95% CI) 25 22 100.0%
Total ewents 13 10

Heterogeneity: Mot applicable
Testfor overall effect: £=0.44 (P = 0.66)

Test for subgroup differences: Mot applicable

1.14 [0.63, 2.07]
1.14 [0.63, 2.07]

0.0

0 1 10 100

Favours TF-CBT Favours control

Figure 23: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: Response (number of people showing
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improvement of at least 12 points on CAPS); Acute stress disorder
diagnosis at baseline

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% Cl
2.13.1 Endpoint
Mixon 2016 18 25 15 22 100.0% 1.06[0.73, 1.54]
Subtotal {95% CI) 25 22 100.0%  1.06 [0.73, 1.54]
Total ewents 18 14
Heterageneity: Mot applicable
Testfor overall effect £=028 (P=0.78
2.13.2 3-month follow-up
Mixon 2016 13 25 8 27 1000%  1.43[0.73 2.79] t
Subtotal {95% CI) 25 22 100.0% 1.43[0.73, 2.79]
Total ewents 13 a8
Heterogeneity: Mot applicable
Test for overall effect: £=1.05 (F =0.29)
2.13.3 6-month follow-up
Mixan 2016 12 25 11 22 100.0% 0.96 [0.54, 1.72] t
Subtotal {95% CI) 25 22 100.0%  0.96 [0.54,1.72]
Total ewents 12 11
Heterogeneity; Mot applicable
Testfor overall effect £=0.14 (P =0.89
2.13.4 1year follow-up
Mixon 2016 14 25 11 22 100.0% 1.12 [0.65, 1.93] t
Subtotal {95% CI) 25 22 100.0%  1.12[0.65,1.93]
Total ewents 14 11
Heterageneity: Mot applicable
Test for overall effect: £=0.41 (P = 0.68)

0.01 0.1 10 100

i i Favours control Favours TF-CBET
Testfor subaroup differences: Chi®= 085, df=2 (P =084, F=0%

Figure 24: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
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initiated <1 month) of PTSD in adults: Anxiety symptoms (BAI/HADS-A
change score); Clinically important PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
2.14.1 Endpoint
Foa 2008 -17.82 T7.873058 20 -14.54 T.355838 20 51.0% -0.42[-1.05,0.21]
O'Donnell 2012 -4.37  2.89598 22 0.37 209B4326 20 48.0% -1.67 [[2.27,-0.87] LN
Subtotal {95% CI) 42 40 100.0% -0.98 [-2.10, 0.14] -

Heterogeneity: Tau®=0.54; Chi*= 568, df=1 (P=0.02), F=82%
Test for overall effect: Z=1.72 (P = 0.09)

2.14.2 3-month follow-up

Foa 2008 -18.27 7.2412487 19 -13.96 69152494 19 100.0% -0.60[-1.25, 0.08] ,
Subtotal {95% CI) 19 19 100.0% -0.60 [-1.25, 0.06]

Heterogeneity: Mot applicable

Test for overall effect £=1.79 (P = 0.07)

2.14.3 6-month follow-up

O'Donnell 2012 -2.91 2.802804 19  -0.55 2BB0B29 12 100.0% -0.80 [-1.55,-0.04] !‘l
Subtotal {95% CI) 19 12 100.0% -0.80 [-1.55, -0.04]

Heterogeneity: Mot applicable

Test for overall effect. £=2.07 (P = 0.04)

2.14.4 1-year follow-up

Foa 2006 -18.74 T.2V0TTT 22 -14.69 B.B93446 20 100.0% -0.70[-1.32,-0.07] !|
Subtotal {95% CI) 22 20 100.0% -0.70 [-1.32, -0.07]

Heterogeneity: Mot applicable
Test for overall effect Z= 219 (P =0.03)

-10 - a ] 10
Favours TF-CBT Favours control

Test for subgroup differences: Chif=0.39, df =3 (P=094), F= 0%

Figure 25: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated £1 month) of PTSD in adults: Depression symptoms at endpoint
(BDI/BDI-ll change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
2.15.1 Acute stress disorder diagnosis at baseline
Mixan 2016 -12.21 10.89806 24 103 8938143 22 338% -019[-0.77,0.39]
Subtotal {95% CI) 24 22 33.9% -0.19 [-0.77,0.39]

Heterogeneity; Mot applicable
Testfor overall effect Z=063 (P=053

2.15.2 Clinically important PTSD symptoms at baseline

Foa 2006 -10.18 6.502188 21 1311 5.BB2MA 20 337% 0.46 [0.16, 1.08]

0'Donnell 2012 -17.89 7.704233 22237 7.308 20 323% -2.63[-3.48,-1.78] ——
Subtotal {95% CI) 43 40  66.1% -1.07 [-4.10, 1.96]

Heterogeneity: Tau®= 4.64; Chi*= 33.35, df= 1 (P = 0.00001); F=97%
Testfor overall effect: £=0.69 (F = 0.49)

Total (95% CI) 67 62 100.0% -0.76 [-2.37, 0.86] q—

Heterogeneity: Tau®=1.91; Chi*= 34,58, df= 2 (P < 0.00001); F= 94% f f T ! |
] -10 -5 a ] 10

Testfor overall effect: £=0.92 (P = 0.36) Favours TE-CBT Favours control

Testfor subgroup difierences: Chi*=0.31, df=1 (P =0.58), F=0%

Figure 26: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
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initiated <1 month) of PTSD in adults: Depression symptoms at 3-month
follow-up (BDI/BDI-lIl change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.16.1 Acute stress disorder diagnosis at baseline
Mixon 2016 -106 10.34569 24 -6.68 10.00745 22 51.8% -0.38 [0.96, 0.21]
Subtotal (95% CI) 24 22 51.8% -0.38 [-0.96, 0.21] L

Heterogeneity: Mot applicahle
Testfor overall effect: £=1.27 (P =0.20)

2.16.2 Clinically important PTSD symptoms at baseline

Foa 2006 -10.08 £.840847 19 -12.37 5980251 19 48.3% 0.33 [0.31,0.97] :
Subtotal {95% CI) 19 19  48.2% 0.33 [-0.31, 0.97]

Heterogeneity: Mot applicable

Testfor overall effect: £=1.02 (P =0.31)

Total (95% CI) 43 41 100.0% -0.03 [-0.73, 0.66] ?
Heterogeneity: Tau®= 0.16; Chi*= 2.89, df=1 (P = 0.11) P=61% =-1D 55 3 é 1D=
Testfor overall effect: Z=010 (P =0.92 Favours TE-CBT Favours control

Testfor subgroup difierences: Chi*=2.59, df=1 (P=011), F=61.4%

Figure 27: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: Depression symptoms at 6-month
follow-up (BDI/BDI-Il change score)

Experimental Control Std. Mean Difference 5td. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight [V, Random, 95% CI IV, Random, 95% CI
2.17.1 Acute stress disorder diagnosis at baseline
Nixon 2016 -12.74 9.940971 24 -588 104776 22 53.0% -0.64 [-1.25,-0.08] i
Subtotal (95% CI) 24 22 53.0% -0.65 [1.25, -0.06] L 2

Heterogeneity: Naot applicable
Test for owerall effect Z=215(P=0.03)

2.17.2 Clinically important PTSD symptoms at baseline

O'Donnell 2012 -16.18 78116 19 017 7.39489 12 47.0% -2.08[2.99,-1.17] -
Subtotal (95% CI) 19 12 47.0% -2.08 [-2.99, -1.17] -
Heterogeneity: Mot applicable

Test for overall effect £=4 48 (P = 0.00001)

Total {95% CI) 43 34 100.0% -1.32 [-2.72, 0.08] e o
Heterogeneity: Tau® = 0.87; Chi*= B6.62, df=1 (P =001}, F= 85% 5_1 0 IS s % 1D=
Test for overall effect: Z=1.85 (P = 0.06) Favaurs TE-CBT Favours contral

Test for subgroup differences: Chi*= 6.62, df=1 (P =0.01), F=84.9%

Figure 28: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: Depression symptoms at 1-year
follow-up (BDI/BDI-Il change score)

Experimental Control $td. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% Cl
2.18.1 Acute stress disorder diagnosis at baseline
Mixan 2016 -13.02 11.54486 24 -6BY9 9.860548 22 A0.3% -0.58 [-1.17,0.01] 4
Subtotal {95% CI) 24 22 50.3% -0.58 [1.17,0.01] L

Heterogeneity: Mot applicable
Testfor overall effect: £=1.91 (P = 0.06)

2.18.2 Clinically important PTSD symptoms at baseline

Foa 2006 -10.46 6.234773 22 1426 5935756 20 497% 061 FO.01,1.23] g

Subtotal {95% CI} 22 20 49.7% 0.61 [-0.01,1.23]

Heterogeneity: Mot applicable

Testfor overall effect: £=1.83 (F = 0.04)

Total (95% CI) 46 42 100.0% 0.01 [-1.15,1.18]

Heterogeneity: Tau®= 0.61; Chi*= 7.39, df=1 (P = 0.007); P= 86% =-1D 55 5 é 1D=
Testfor overall effect: Z=0.02 (P = 0.98) Favours TE-CBT Favours control

Testfor subgroup difierences: Chi*=7.39, df=1 (P =0.007), F= 86.5%

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

269



DRAFT FOR CONSULTATION

Figure 29: Trauma-focused CBT (+/- TAU/psycho-education) versus TAU, attention-
placebo or psycho-educational session for the early prevention (intervention
initiated <1 month) of PTSD in adults: Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
2.19.1 Acute stress disorder diagnosis at baseline
Mixon 2016 10 25 5 22 141% 1.76[0.71, 4.36] I
Subtotal (95% CI) 25 22 141% 1.76 [0.71, 4.36] e
Total events 10 ]

Heterogeneity: Mot applicable
Testfor overall effect Z=1.22 (F=0.22)

2.19.2 Clinically important PTSD symptoms at baseline

Foa 2006 ] kil 10 30 20.8% 087 [0.41, 1.84] —
O'Donnell 2012 2 24 2 22 3.3% 0.92[0.14, 5.96] e E—
Subtotal (95% CI) 55 52 241% 0.88 [0.44, 1.76] 3

Total events 11 12

Heterogeneity: Tau®*= 0.00; Chi*=0.00, df=1 (P =086, F=0%
Test for averall effect Z=037 (FP=0.71)

2.19.3 Non-significant PTSD symptoms at baseline

Price 2014 27 68 19 69 491% 1.44[0.89, 2.33] -+l

Subtotal (95% CI) 68 69 49.1% 1.44 [0.89, 2.33] >

Total events 27 18

Heterogeneity: Mot applicable

Testfor owerall effect Z=1.49 (F=014)

2.19.4 Unclear symptom severity at baseline

Wijesinghe 2014 B 78 10 A 12.7% 0.60[0.23, 1.57] -

Subtotal (95% CI) 75 s 12.T% 0.60 [0.23, 1.57] -

Total events g 10

Heterogeneity: Mot applicahle

Test for overall effect Z=1.04 (F=0.30)

Total (95% CI) 223 218 100.0% 1.18 [0.84, 1.66] »

Total events a4 45

Heterogeneity: Tau?= 0.00; Chi*= 4.04, df= 4 (P = 0.40); F=1% ID.EH 0?1 150 1DDI
Test for overall effect £= 0893 (F=0.35) Favours TF-CBT Favours contral

Testfor subaroup differences: Chif= 4,02, df= 3 (P = 0.26), F= 25.3%

Trauma-focused CBT versus supportive counselling for the early prevention
(intervention initiated <1 month) of PTSD in adults

Figure 30: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD
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symptomatology self-rated at endpoint (IES-R endpoint/PCL/PDS/PSS-SR
change score)

Experimental Control 5td. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI|
3.1.1 Acute stress disorder diagnosis at baseline
Bryant {(unpublished) 14.25 15.56 12 35875 18.22 12 185% -1 2321, -0.34] —
Mixon 2012k -21.6 E.OTY5TE 17 1841 8744164 13 234% -0.82 [1.58,-0.08] —
Subtotal {95% CI) 29 25  41.9% -0.99 [1.57, -0.42] &>
Heterageneity: Tau®= 0.00; Chi®= 046, df=1 (P = 0.50), F=0%
Test for overall effect: £=3.38 (P = 0.0007)
3.1.2 Clinically important PTSD symptoms at baseline
Foa 2006 -18.32 7.990066 21 1095 9.209609 23 308% 0.84 [1.46,-0.22] -
Subtotal (95% CI) 21 23 30.8% -0.84 [-1.46, -0.22] L 2
Heterogeneity: Mot applicable
Test for overall effect: 2= 2.65 (P = 0.008)
3.1.3 Non-significant PTSD symptoms at baseline
Kangas 2013 -4.09 §.2380487 21 -318 6.272484 14 273% -0.14 [0.82, 053] .
Subtotal (95% CI) 21 14  27.3% -0.14 [-0.82, 0.53] ‘
Heterogeneity, Mot applicable
Test for averall effect: £=0.41 (P = 0.68)
Total (95% CI) 71 62 100.0% -0.71 [-1.14, -0.28] *
Heterogeneity: Tau®= 0.06; Chi®= 4.24, df= 3 (P = 0.24); F = 20% l ; t {
-10 -8 0 g 10
Test for overall effect: 2= 3.26 (P = 0.001) Favours TF-CBET Favours counselling

Test far subaroup differences: Chi*= 3.78, df= 2P =0.18), F=471%

Figure 31: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD
symptomatology self-rated at 3-month follow-up (PSS-SR change score)

Experimental Control 5td. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
3.2.1 Clinically important PTSD symptoms at baseline
Foa 2006 -20.07 7.89395 19 -14.34 9050588 19 100.0% 0.66 [1.32,-0.01]
Subtotal (95% CI) 19 19 100.0% -0.66 [-1.32, -0.01]

Heterogeneity: Mot applicable
Test for overall effect. Z=1.98 (P =0.09)

-10 - 5 10
Favours TF-CBT Favours counselling

Test for subgroup differences: Mot applicable

Figure 32: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD
symptomatology self-rated at 5-6 month follow-up (IES-R endpoint/PCL
change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
3.3.1 Acute stress disorder diagnosis at baseline
Eryant (unpublished) 18.58 17.03 12 3584 20149 12 39.5% -0.89 [-1.74,-0.05] —
Subtotal (95% CI) 12 12 39.5% -0.89 [-1.74, -0.05] <>

Heterogeneity: Mot applicable
Testfor overall effiect £=2.07 (F=0.04)

3.3.2 Non-significant PT 8D symptoms at baseline

Kangas 2013 -3.3 6291633 21 -6.54 B.283486 14 B0.5% -0.43 1.1, 0.26] ﬁ
Subtotal (95% CI) 21 14 60.5% 0

Heterogeneity: Mot applicable

Testfor overall effect Z=123 (FP=0.2%

Total (95% CI) 33 26 100.0% -0.61 [-1.14, -0.08] ’

Heterogeneity: Tau?= 0.00; Chi*= 0.70, df= 1 (P = 0.40%; F= 0% t ; } |

Testf Il effect Z=2.25 (P = 0,02 1o -3 v 5 10
estfor overall efiect 2= 2.25 (F = 0.02) Favours TF-CBT Favours counselling

Testfor subaroup differences: Chi*= 070, df=1 (P =040), F=0%

Figure 33: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD
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symptomatology self-rated at 11-12 month follow-up (PCL/PSS-SR change

score)
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean S0 Total Weight IV, Random, 95% CI IV, Random, 95% Cl
3.4.1 Clinically important PTSD symptoms at baseline
Foa 2006 -20.72 8129585 22 1733 8212908 24 585% -0.41 [-0.959 0.18]
Subtotal (95% CI) 22 24 58.5% -0.41 [-0.99, 0.18] <+

Heterogeneity: Mot applicable
Testfor overall effect Z=1.37 (P=017)

3.4.2 Non-significant PTSD symptoms at baseline

Kangas 2013 -551 B.347846 21 -1.32 BA108BE 14 #1.5% -0.64 [-1.33, 0.06] i

Subtotal {95% CI) 21 14 41.5% -0.54 [1.33, 0.06] L 2

Heterogeneity: Mot applicable

Testfor overall effect Z=1.80(P=0.07)

Total (95% CI) 43 38 100.0%  -0.50 [-0.95,-0.06] L 2

Heterogeneity: Tau® = 0.00; Chi®= 0,248, df=1 (P = 0.62); F= 0% 1_1 0 '5 5 :'5 10’
Testfor overall effect: Z=2.21 (P =0.03) Favours TF-CBT Favours counselling

Testfor subgroup differences: Chi*=0.25 df=1 (P=062),F=0%

Figure 34: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD
symptomatology clinician-rated at endpoint (CAPS/PSS-l endpoint/change

score)
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean 5D Total Weight IV, Random, 95% CIl IV, Random, 95% CI
3.5.1 Acute stress disorder diagnosis at baseline
Bryant {(unpublished) 254 19.95 12 45816 27.79 12 248% -0.78 1,62, 0.09] —
Mixan 2012h 2383 18.81 14 4236 27.74 11 253% -0.82 [1.65, 0.01] —=
Subtotal (95% CI) 26 23 50.1% -0.80 [1.39, -0.22] L 2

Heterogeneity: Tau®= 0.00; Chi®=0.00, df=1 (F=0.98); F= 0%
Test for averall effect: 2= 268 (F=0.007)

3.5.2 Clinically important PTSD symptoms at baseline

Foa 2006 -17.39 7.586448 22 1437 8.847963 23 499% -0.36 [0.95, 0.23] :
Subtotal (95% CI) 22 23 49.9% -0.36 [-0.95, 0.23]

Heterageneity: Mot applicable

Testfor averall effect: Z=119 (P =023

Total (95% CI) 48 46 100.0% -0.58 [1.00, -0.17] ¢+

Heterogeneity: Tau®=0.00; Chi#=1.08, df=2 (P =058, F=0% t t ) |
. -10 -5 0 g 10

Test for overall effect: 2= 2.74 (P = 0.006) Favours TF-CBT Favours counselling

Test for subaroup differences: Chi®=1.09, df=1 (P=030), F=8.3%

Figure 35: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD
symptomatology clinician-rated at 3-6 month follow-up (PSS-I/CAPS change

score)
Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean 5D Total Weight IV, Random, 95% CIl IV, Random, 95% CI
3.6.1 Acute stress disorder diagnosis at baseline
Bryant {unpublished) 31.45 2216 12 4875 29.34 12 350% -0.68[1.81,0.148] —i
Subtotal (95% CI) 12 12 35.0% -0.68 [-1.51,0.15] R
Heterogeneity: Mot applicable
Test for averall effect: Z=1.61 (P=0.112
3.6.2 Clinically important PTSD symptoms at baseline
Foa 2006 -18.41 8.7ara21 21 -16.36 9.754518 21 B5.0% -0.22 [F0.82, 0.39] z
Subtotal (95% CI) 21 21 65.0% -0.22 [-0.82, 0.39]
Heterageneity: Mot applicable
Test for overall effect: Z=0.70 (F = 0.48)
Total {95% CI) 33 33 100.0% -0.38 [-0.87, 0.11] .l
Heterogeneity: Tau®=0.00; Chi®=0.78, df=1 (P=0.38); F= 0% 1_1 0 I5 D é 1D=
Test for averall effect: Z=1582 (FP=013) Favours TF-CBT Favours counselling

Test for subaroup differences: Chi*= 0.78, df=1 (P=038), F=0%

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

272



DRAFT FOR CONSULTATION

Figure 36: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD
symptomatology clinician-rated at 1-3 year follow-up (PSS-I/CAPS change

Heterogeneity: Tau®= 0.41; Chi*= 485, df=1 (P=0.03); P=79%

score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean §D Total Mean 5D Total Weight IV, Random, 95% CI IV, Random, 95% Cl
3.7.1 Acute stress disorder diagnosis at baseline
Bryant 20052006 231 23.35 19 4194 26.64 16 48.3% -0.74 [1.42 -0.05) -
Subtotal (95% CI) 19 16 48.3% -0.74 [-1.42, -0.05] <>
Heterogeneity: Mot applicable
Testforoverall effect Z=209(F=0.04)
3.7.2 Clinically important PTSD symptoms at baseline
Foa 2006 -20.8 8982438 22 -2319 7899741 24 517% 0.28 [-0.30, 0.86] :
Subtotal (95% CI) 22 24 51.7% 0.28 [0.30, 0.86]
Heterogeneity: Mot applicable
Test for overall effect 2= 0,94 (F = 0.39)
Total (95% Cl) 41 40 100.0% 0.21 [1.20, 0.78] . * . .

i

Test for overall effect £=0.42 (F = 0.68)

Test for subgroup diferences: Chi®=4.85, df=1 (P =0.03), F=79.4%

-10 -5

4 10
Favours TF-CBT Favours counselling

Figure 37: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Diagnosis of
PTSD; Acute stress disorder diagnosis at baseline

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
3.8.1 Endpoint
Eryant 1999/2003h 11 ar 11 19 B5.9% 0.51[0.27, 0.98] —M—
Mixan 2012b ] 17 fi 13 341% 0.76[0.32,1.83] —
Subtotal (95% CI) 54 32 100.0% 0.59 [0.35, 0.98] L
Total events 17 17
Heterogeneity: Tau®= 0.00; Chi*=0.53,df=1{P=047), F=0%
Testfor overall effect 2= 2.05 (P = 0.04)
3.8.2 1-month follow-up
Bryant 1998/2003h 1 12 10 12 41.2% 010002 068 @ — @ ————
Bryant 2005/2006 12 33 12 24 5HBA% 0.73[0.40,1.33] —-
Subtotal (95% CI) 45 36 100.0% 0.32 [0.04, 2.64] ——e
Total events 13 22
Heterogeneity: Tau®=1.87; Chi*=4 65, df=1 (P=003); F=T78%
Testfor overall effect Z=1.06 (F=0.29)
3.8.3 6-month follow-up
Bryant (unpuhlished) 2 12 7 12 TA% 0.z29[007,1.10] e —
Bryant 1998/2003h 2 12 a 12 T 7% 0.2a[0.07, 0.94] e —
Eryant 1999/2003h 16 ar 14 19 46.5% 0.59[0.37, 0.93] ——
Bryant 2005/2006 14 33 14 24 3849% 0.73[0.43,1.23] —-
Subtotal (95% CI) 94 67 100.0% 0.57 [0.39, 0.83] L 3
Total events 34 43
Heterogeneity: Tau®= 0.03; Chi*= 3567, df=3(P=031), F=16%
Testfor overall effect Z= 295 (F=0.003
3.8.4 34 year follow-up
Bryant 1998/2003h 15 50 10 30 3T A% 0.90[0.47,1.74] ——
Bryant 2005/2006 13 33 16 24 B2A% 0.59[0.38, 0.98] —
Subtotal (95% CI) 83 54 100.0% 0.69 [0.46, 1.04] 2
Total events 28 26
Heterageneity: Tau®= 0.00; Chi=1.01,df=1{P=032), F=1%
Testfor overall effect Z=1.79(F=0.07)

0.01 0.1 10 100

Testfor subgroup differences: Chi= 090, df=3(P=083), F=0%

Favours TF-CBT Fawvours counselling
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Figure 38: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Anxiety
symptoms at endpoint (BAl endpoint or change score/STAI State change

Test for overall effect Z2=1.97 (P =0.05)
Test for subgroup differences: Chif=1.08, df=1 (P = 0300, F=8.3%

score)
Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
3.9.1 Acute stress disorder diagnosis at baseline
Ervant (unpublished) 1317 1265 12 21.58 17.49 12 22.8% -0.83[-1.35,0.28] —=T
Bryant 1999/2003h -18.1959 9203438 29 -9 8841541 16 25.9% -1.00 F1.64,-0.35] -
Subtotal {95% CI) 41 28 48.7%  -0.82[-1.32,-0.31] L 3
Heterogeneity: Tau®=0.00; Chi*=0.76, df=1 {P = 0.38), F= 0%
Testfor overall effect Z= 3148 (P=0.002)
3.9.2 Clinically important PTSD symptoms at baseline
Foa 2006 -17.82 7878058 20 -8.73 8903182 23 261% -0.94 [-1.57,-0.31] -
Subtotal {95% Cl) 20 23 26.1% -0.94 [1.57, -0.31] &
Heterogeneity: Mot applicahle
Testfor averall effect Z=2.91 (P = 0.004;
3.9.3 Non-significant PTSD symptoms at baseline
Kangas 2013 -3.1 6485583 21 -B.37 651043 14 25.1% 0.49[-0.20,1.18] T
Subtotal (95% Cl) 21 14  25.2% 0.49 [-0.20,1.18] »
Heterogeneity: Mot applicahle
Test for overall effect Z=1.40{FP=018)
Total (95% CI) 82 65 100.0% -0.50 [1.20,0.19] L
Heterogeneity: Tau?=0.38; Chi*=12.09, df=3 (P =0.007) F=75% I—1D 55 D é 105
Testfor overall effect Z=1.41 (F=0.16) Favours TF-CBT Favours counselling
Testfor subgroup differences: Chi*=11.33, df= 2 (P=0.003), F= §2.3%

Figure 39: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Anxiety
symptoms at 1-3 month follow-up (BAI/STAI State change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean 5D Total Weight IV, Random, 95% CI IV, Random, 95% ClI
3.10.1 Acute stress disorder diagnosis at baseline
Bryant 19982003k -19.2 97 12 -94 8.5 12 28.2% -1.04 [1.90,-018] ——
Eryant 20052006 -5.48 8.89 33 -8.42 582 24 384% -0.11 [0.64, 0.41] J
Subtotal (95% CI) 45 36 66.7T% -0.51 [1.41, 0.39]
Heterogeneity: Tau®= 0.30; Chi*= 322 df=1 (F=0.07), F= 69%
Test for overall effect Z=111(F=0.27)
3.10.2 Clinically important PTSD symptoms at baseline
Foa 2008 -18.27 7241257 19 -912 8.794669 19 33.3% 1.11 [1.80,-0.42] -
Subtotal (95% CI) 19 33.3% -1.11 [-1.80, -0.42] 2 2
Heterogeneity: Mot applicable
Test for overall effect £= 317 (P =0.002)
Total (95% CI) 64 55 100.0% -0.71 [-1.41, 0.00] <
Heterngeneity: Tau®= 0.26; Chi*= 6.41, df= 2 (P = 0.04); F= 63% Y 55 3 :55 105

Favours TF-CBT Favours counselling

Figure 40: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Anxiety
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symptoms at 5-6 month follow-up (STAI State change score/BAl

endpoint/change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
3.11.1 Acute stress disorder diagnosis at baseline
Bryant {unpublished) 1382 1088 12 21.83 18.72 12 18.4% -0.80 F1.31,0.32] =T
Bryant 1998/2003h -16 101 12 -109 7 12 18.3% -0.57 [-1.38, 0.29] —
Bryant 199972003k -17.4731 B.813435 26 -574 5208051 15 19.8% -1.83 [2.26,-0.81] —
Bryant 2005/2006 -8.72 8.83 33 754 1002 24 23.0% -0.12 [F0.65, 0.40] -
Subtotal (95% CI) 83 63 79.5% -0.66 [-1.30, -0.03] &
Heterageneity: Tau*=0.28; Chi®*= 959 df= 3 (P = 0.02); F= 69%
Testfor overall effect: 2= 2.04 (P=0.04)
3.11.2 Non-significant PTSD symptoms at baseline
Kangas 2013 -11.28 6451012 21 -1316 6.480964 14 20.5% 0.28 [-0.40, 0.96] T
Subtotal (95% CI) 14 20.5% 0.28 [-0.40, 0.96] »
Heterogeneity: kot applicahle
Test for averall effect: 2= 082 (F=0.41)
Total (95% CI) 104 77 100.0% -0.47 [1.07,013] L
Heterogeneity: Tau®= 033, Chi*=14.57 df=4 (P =0.006), F=73% =-1D =5 b é 1D=
Testfor overall effect 7=1.54 (P=0.12) Favours TF-CBT Favours counselling
Test for subaroup differences: Chi®= 3.87, df=1 (P=0.05), F=74.8%

Figure 41: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Anxiety
symptoms at 11-12 month follow-up (BAI/STAI State change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 50 Total Mean 5D Total Weight IV, Random, 95% Cl IV, Random, 95% C|
3.12.1 Clinically important PTSD symptoms at baseline
Foa 2006 -19.74 F27077T 22 1163 9.855123 23 51.5% -0.92 [1.53,-0.30] L
Subtotal (95% CI) 22 23 51.5% -0.92 [1.53, -0.30] L 3
Heterogeneity: Mot applicable
Test for overall effect Z=2.81 (P=0.004)
3.12.2 Non-significant PTSD symptoms at baseline
kangas 2013 -10.36 6.485553 21 -9.72 6644953 14 48.5% -0.10[F0.77, 0.58] :
Subtotal (95% CI) 21 14  48.5% -0.10 [-0.77, 0.58]
Heterogeneity: Mot applicable
Testfor overall effect Z=028(FP=0.78)
Total (95% CI) 43 37 100.0% -0.52[1.32,0.29] <&
Heterogeneity: Tau®= 0.23; Chi*= 3.09, df=1 (P =0.08);, F=68% o I5 o é 10:

Testfor overall effect Z=1.26 (P=0.21)
Testfor subaroup differences: Chi®=3.09, df=1 (P=0.08), F=67.6%

Favours TF-CBT Favours counselling
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Figure 42: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Depression
symptoms at endpoint (BDI/BDI-ll endpoint/change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
3.13.1 Acute stress disorder diagnosis at baseline
Ervant (unpublished) 13748 121 12 1875 12.61 12 14.5% -0.39[-1.20,0.42] T
Eryant 1999/2003h -11.5269  7.80621 289 -6.74 5091203 16 241% -0.67 [-1.30,-0.08] —
Mixan 20120 -1377 7460563 14 -8.41 B.6B04E6S 11 14.3% -0.65 F1.46,0.17] -
Subtotal {95% CI) 55 39 52.9%  -0.59[-1.01,-017] L2
Heterogeneity: Tau®=0.00; Chi*=0.32, df= 2 (P = 0.88), F= 0%
Test for overall effect 2= 2.73 (P = 0.006)
3.13.2 Clinically important PTSD symptoms at baseline
Foa 2006 -10.18 6502188 21 -7.41 B.053TE3 23 26.6% -0.37 0597, 0.23] =
Subtotal {95% Cl) 23 26.6% -0.37 [-0.97, 0.23] L
Heterogeneity: Mot applicahle
Testfor averall effect Z=1.21 (P =0.22)
3.13.3 Non-significant PTSD symptoms at baseline
Kangas 2013 -2.2 4928208 21 -069 5035384 14 20.8% -0.30 [-0.98, 0.38] =
Subtotal (95% Cl) 21 14 20.5% -0.30 [-0.98, 0.38] &
Heterogeneity: Mot applicahle
Test for overall effect Z=0.86 (P =0.35)
Total (95% CI) ar 76 100.0% -0.47 [-0.78, -0.16] +
Heterogeneity: Tau®= 0.00; Chi®=0.958, df=4 (P = 0.91); F= 0% 5_1 0 =5 5 é 10!
Test for averall eﬁec.t Z=3.00 (P:. 0.003) Favours TF-CBT Favours counselling
Testfor subaroun diffierences: Chi®= 066, df= 2 (P=072). F=0%

Figure 43: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Depression
symptoms at 1-3 month follow-up (BDI/BDI-ll change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean S0 Total Weight IV, Random, 95% CI IV, Random, 95% ClI
3.14.1 Acute stress disorder diagnosis at baseline
Eryant 199852003k -8.3 6.8 12 -35 6.5 12 235% -0.84 [1.68,-0.00] —i
Eryant 20052006 -6.73 79 I3 T8 8.06 24 423% 0.04 [0.48, 0.57] :
Subtotal (95% CI) 45 36 65.8% -0.34 [1.19, 0.52]
Heterogeneity: Tau®= 0.26; Chi®= 3.06, df=1 (P=0.08), F=67%
Test for overall effect Z=077 (P=0.44)
3.14.2 Clinically important PTSD symptoms at baseline
Foa 2008 -10.08 B.840947 19 -9.84 E.430054 19 342% -0.04 [-0.67, 0.60] I
Subtotal (95% CI) 19 19 34.2% -0.04 [-0.67, 0.60]
Heterogeneity: Mot applicable
Testfor overall effect 2= 011 (F=0.91)
Total (95% CI) 64 55 100.0% -0.19 [-0.67, 0.29] ﬁ
Heterogeneity: Tau®= 0.07, Chi*= 3.24 df= 2 (P =020} F= 38% I_1 0 ; 1 % 10!

Testforoveralleffect Z=079(F=0.43)
Test for subaroun differences: Chi®= 0.30. df=1 (P = 0.58). F=0%
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Figure 44: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Depression
symptoms at 5-6 month follow-up (BDI/BDI-Il endpoint/change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
3.15.1 Acute stress disorder diagnosis at baseline
Ervant (unpublished) 15.42 1387 12 20033 1418 12 16.5% -0.34 [-1.14,0.47] -
Eryant 1998/2003h -10.5 6.8 12 -38 a6 12 14.9% -1.07 [-1.94,-0.20] —
Bryant 1999/2003h -11.4467 7807758 26 -B.74 5.091203 15 21.6% -0.66 F1.32,-0.01] —
Bryant 2005/2006 -5.36 817 33 -575 8.38 24 27.1% 0.05[-0.48 0.57] "
Subtotal (95% Cl) 83 63 80.2% -0.44 [-0.92, 0.04] L
Heterogeneity: Tau®= 0.11; Chi*= 5870, df= 3 (P = 0.13); F= 47%
Testfor averall effect Z=1.81 (F=0.07)
3.15.2 Non-significant PTSD symptoms at baseline
Kangas 2013 -6.15 4963733 21 -2.41 4076475 14 19.8% -0.74 [-1.44,-0.03] —
Subtotal (95% C1) 14 19.8% -0.74[-1.44, -0.03] <
Heterogeneity: Mot applicahle
Test for overall effect 2= 2.06 (P =0.04)
Total {95% CI) 104 77 100.0% -0.49 [-0.89, -0.10] [
Heterogeneity: Tau?= 0.08; Chi*=6.51, df= 4 (P = 0.16); I*= 39% 5_1 2 55 D é 1D=
Test for overall eﬁeclt =243 (F':. 0.0y Favours TF-CBT Favours counselling
Testfor subgroup differences: Chi*= 046, df=1 (P=0.50), F= 0%

Figure 45: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Depression
symptoms at 11-12 month follow-up (BDI/BDI-ll change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean S50 Total Mean S50 Total Weight IV, Random, 95% Cl IV, Random, 95% Cl
3.16.1 Clinically important PTSD symptoms at baseline
Foa 2006 -10.46 B.234773 22 10,01 6.798993 24 526% -0.07 [-0.65, 0.51]
Subtotal (95% CI) 24 52.6% -0.07 [-0.65, 0.51]
Heterogeneity, Mot applicable
Testfor overall effect Z=023 (P=0.82)
3.16.2 Non-significant PTSD symptoms at baseline
Kangas 2013 -3.64 5100926 21178 512843 14 474% -1.04 [1.76,-0.31] -
Subtotal {95% CI) 21 14  47.4%  -1.04 [-1.76,-0.31] -
Heterogeneity: Mot applicable
Testfor overall effect Z=2.81 (P =0.004)
Total {(95% CI) 43 38 100.0% -0.53[-1.48, 0.42] q'
Heterogeneity: Tau®= 0.36; Chi*=4.21, df=1 (F=0.04), F=T6% o I5 ) é 1D=

Testfor overall effect Z=1.09 (P=0.28)

Testfor subaroun differences: Chi*=4.21, df=1 (F=0.04. F=76.3%

Favours TF-CBT Favours counselling

Figure 46: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Depression
symptoms at 3-year follow-up (BDI-ll change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
3.17.1 Acute stress disorder diagnosis at baseline
Bryant 20052006 -7 7837512 19 -023 10.00819 16 100.0% 0.76 [-1.45,-0.06]
Subtotal (95% CI) 16 100.0% -0.76 [-1.45, -0.06]
Heterogeneity: Mot applicable
Testfor overall effect Z=214 (P=0.03)
, , )
10 -5 0 5 10

Testfor subgroup differences: Not applicable

Favours TF-CBT Favours counselling
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Figure 47: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults: Quality of life
(FACT-G change score); Non-significant PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
3.18.1 Endpoint
kangas 2013 281 1056552 21 489 10.69008 14 100.0% -0.31 [-0.98, 0.37]
Subtotal (95% CI) 21 14 100.0% -0.31 [-0.99, 0.37]

Heterogeneity: Mot applicable
Testfor overall effect Z=0890 (P =0.37)

3.18.2 5-month follow-up

Kangas 2013 16.15 1061789 21 1054 10.71634 14 100.0%
Subtotal (95% CI) 21 14 100.0%
Heterogeneity: Mot applicable

Testfor overall effect Z=146 (P =0.14)

51F0.47,1.20] !
511,017, 1.20]

3.18.3 11-month follow-up

Kangas 2013 14.87 1063315 21 B3F7 1077393 14 100.0%
Subtotal (95% CI) 21 14 100.0%
Heterogeneity: Mot applicable

Testfor overall effect Z=217 (P =0.03)

[

78[0.07,1.48] |!
78 [0.07, 1.48]

-0 -5 0 5 10
Favours counselling Favours TF-CBT

Test for subgroup differences: Chif=5.23, df= 2 (F=0.07), P=61.8%

Figure 48: Trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults:
Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
3.19.1 Acute stress disorder diagnosis at baseline
Ervant (unpublished) 1 12 1 12 3.6% 1.00[0.07, 14.21]
Bryant 1998/2003h ] 12 a 12 Mat estimahle
Bryant 1995/2003h a a7 3 189 17.2% 1.37[0.41,4.57] e —
Bryant 2005/2006 ] 33 2 M 121% 327 [0.78,13.80] I L E—
Mixan 2012b 4 17 a 13 207% 0.61[0.20,1.84] — 1
Subtotal (95% CI) 111 80 53.6% 1.22 [0.57, 2.59] .
Total events 22 11

Heterogeneity: Tau®= 0.09; Chi*= 3.60, df= 3 (P=0.32); *=14%
Testfor overall effect Z=052 (F=0.61)

3.19.2 Clinically important PTSD symptoms at baseline

Foa 2008 9 31 5 29 267T% 1.68 [0.64, 4.44] T
Subtotal (95% CI) 31 29  26.7% 1.68 [0.64, 4.44] B
Total events gy ]

Heterogeneity: Mot applicable
Testfor averall effect Z=1.05 (P = 0.24)

3.19.3 Non-significant PTSD symptoms at baseline

kangas 2013 5 21 4 14 19.7% 0.83[0.27, 2.57] Y

Subtotal (95% CI) 21 14 19.7% 0.83 [0.27, 2.57] —~ai—

Tatal events 5 4

Heterogeneity: Mot applicable

Testfor overall effect Z=032 (F=07%5)

Total (95% CI) 163 123 100.0% 1.22 [0.74, 2.01] -

Tatal events 36 20

Heterogeneity: Tau®= 0.00; Chi®= 4,33, df= 5 (P = 0.50);, F= 0% o o1 e T00

Testfor overall effect Z=078 (F=044)

A ) Fawours TF-CBT Favours counselling
Testfor subgroup differences: Chi®= 0.86, df= 2 (P = 0.69), F= 0%
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Trauma-focused CBT versus self-help (without support) for the early treatment (1-3
months) of below threshold PTSD symptoms in adults

Figure 49: Trauma-focused CBT versus self-help (without support) for the early
treatment (1-3 months) of below threshold PTSD symptoms in adults: PTSD
symptomatology self-rated (IES-R change score); Sub-threshold PTSD
symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
4.1.1 1-month follow-up
Wiy 2014 -16.6676 10.93944 17 -8.06 11.43081 20 100.0% -0.75 [-1.42,-0.08] !
Subtotal (95% CI) 17 20 100.0% 0.75 [-1.42, -0.08]

Heterogeneity: ot applicable
Testfor overall effect Z=219 (P =0.03)

4.1.2 4-month follow-up

Wiy 2014 -19.3821 12883 19 -10.585 13.04301 24 100.0%
Subtotal (95% Cl) 19 24 100.0%

Heterogeneity: Mot applicable
Testfor overall effect Z=211 (P =0.04)

Testfor subaroup differences: Chi*= 0.03, df=1 (P = 0.86), F=0%

-0.67 [-1.29,-0.05]
-0.67 [-1.29, -0.05]

-10

1} 5 10

-8
Favours TF-CBT Favours 5H

Figure 50: Trauma-focused CBT versus self-help (without support) for the early
treatment (1-3 months) of below threshold PTSD symptoms in adults:
Anxiety symptoms (HADS-A change score); Subthreshold PTSD symptoms

(just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
4.2.1 1-month follow-up
Wi 2014 -5.68 2.6E8ITT 17 -1.24 3.282507 20 100.0% -1.44 [-217,-0.70] !
Subtotal (95% CI) 17 20 100.0% 1.44 [-2.17,-0.70]

Heterogeneity: Mot applicahle
Test for overall effect: 2= 3.84 (P =0.0001}

4.2.2 4-month follow-up

Wi 2014 -6.13 3672336 19 -1.66 3.018543 24 100.0%
Subtotal (95% CI) 19 24 100.0%

Heterogeneity. Mot applicable
Test for overall effect: £= 3.87 (P =0.0001)

Test for subaroup differences: Chi*=0.05, df=1 (P =082, F=0%

k
-10

-5
Favours TF-CBT

,
0 5 10
Favours SH

Figure 51: Trauma-focused CBT versus self-help (without support) for the early
treatment (1-3 months) of below threshold PTSD symptoms in adults:
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Depression symptoms (HADS-D change score); Subthreshold PTSD
symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
4.3.1 1-month follow-up
Wi 2014 -3.37 3.099048 17 -1.13 273874 20 100.0% -0.75[-1.42,-0.08] !
Subtotal (95% CI) 17 20 100.0% 0.75[-1.42, -0.08]

Heterogeneity: Mot applicahle
Test for averall effect: 2= 2.20 (P = 0.03)

4.3.2 4-month follow-up

Wy 2014 -5 3658807 19 -0.72 204626 24 100.0% 1.28 [1.95,-0.62] !
Subtotal (95% CI) 19 24 100.0% -1.28 [-1.95, -0.62]

Heterogeneity. Mot applicable

Test for overall effect: £= 377 (P =0.0002)

10 -5 0 : 10
. i Favours TF-CBT Favours SH
Test for subgroup differences: Chi*=1.20, df=1(P=027). F=16.6%

Figure 52: Trauma-focused CBT versus self-help (without support) for the early
treatment (1-3 months) of below threshold PTSD symptoms in adults:
Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
4.4.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Wyl 2014 12 29 11 31 100.0% 147 061, 2.22]
Subtotal {95% CI) 29 31 100.0%  1.17 [0.61, 2.22]
Total ewents 12 11
Heterogeneity: Mot applicable
Testfor overall effect: £=0.47 (P =0.64)

0.01 0.1 1 10 100

) . Favours TF-CBT Favours SH
Test for subgroup differences: Mot applicable

Trauma-focused CBT versus waitlist/no treatment for the delayed treatment (>3 months)
of below threshold PTSD symptoms in adults

Figure 53: 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)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
5.1.1 Subthreshold PTSD symptoms {just below threshold) at baseline
Clagsen 2011 -9.6679 10.34197 45 -B.3008 9.029122 45 100.0% -0.14 [-0.55,0.27]
Subtotal (95% CI) 45 45 100.0% -0.14 [-0.55, 0.27]

Heterogeneity: Mot applicable
Test for overall effect £=0.66 (F=0.51)

10

-5
. . Favours TF-CBT Favours control
Testfar subaroup differences: Mot applicable
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Figure 54: 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 1-2 month follow-up (PCL/HTQ change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
5.2.1 Non-significant PTSD symptoms at baseline
Bolton 2014b -0.8 0275321 182 -0.38 03113 165 H23% -1.43 [1.67,-1.19] ]
DuHamel 2010 -6.67 8.631605 47 -1.82 9.24944 34 AT 7% -0.53 [0.88, -0.08] i
Subtotal (95% CI) 229 199 100.0% -1.00 [-1.88, -0.12] <P

Heterogeneity: Tau®= 0,37, Chi®=12.12, df= 1 (P = 0.0009), F = 92%
Testfor overall effect: 2=2.22 (P =003}

-10 -5 a 5 10
Favours TF-CBT Favours control

Testfor subgroup differences: Mot applicable

Figure 55: 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 5-6 month follow-up (PCL change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean 50 Total Weight IV, Random, 95% CI IV, Random, 95% Cl
5.3.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Clagsen 2011 -11.1872 1023527 44 -7.3368 1013058 43 53.1% 0.37 [-0.80, 0.05]
Subtotal (95% CI) 44 43 53.2% -0.37 [0.80, 0.05]

Heterogeneity: Mot applicable
Testfor overall effect Z=1.73 (F=0.08)

5.3.2 Non-significant PTSD symptoms at baseline

DwHarmel 2010 -7.42 8435108 47 198 8725381 34 468% -0.63 [-1.08,-0.18] =
Subtotal (95% CI) 47 34 46.8% 0.63 [-1.08, -0.18] +$
Heterogeneity: Mot applicable

Testfor overall effect: 2= 2.73 (P = 0.006)

Total (95% CI) 91 77 100.0% -0.49 [-0.80, -0.18] ¢
Heterogeneity: Tau®= 0.00; Chi®= 065, df=1 (P = 0.42% F= 0% 5_1 0 5 B 5 m:
Testfor overall effect Z=313 (P =0.002) Favours TF-CBT Favours control

Testfor subgroup differences: Chi*= 065, df=1 (F=042),F=0%

Figure 56: 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 8-month follow-up (PCL change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Nean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
5.4.1 Non-significant PTSD symptoms at baseline
DuHarmel 2010 -8.05 9.935942 47 -3.08 870915 34 100.0% -0.42 [0.87,-0.07]
Subtotal (95% CI) a7 34 100.0% -0.52 [-0.97, -0.07]

Heterogeneity: Mot applicable
Testfor overall effect: Z= 228 (P =0.02)

-0 -5 ] 5 10
Favours TF-CBT Favours control

Testfor subaroup differences: Mot apnlicable
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Figure 57: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: PTSD
symptomatology clinician-rated (CAPS change score)

Experimental Control

Study or Subgroup  Mean SD Total Mean

SD Total Weight

Std. Mean Difference
IV, Fixed, 95% CI

Std. Mean Difference
IV, Fixed, 95% CI

5.5.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Maercker 2006 -29.3 13.40261 21 -BE 152133

Subtotal (95% CI) 21 21

Heteropeneity: Mot applicable
Test for overall effect: Z=4.36 (P = 0.0001})

Test for subgroup differences: Mot applicable

21 100.0%

1.55 [-2.25,-0.86]
-1.55[-2.25, -0.86]

100.0%

10 5 0 5 10
Favours TF-CBT Favours control

Figure 58: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: PTSD at endpoint
(number who met criteria for PTSD)

Experimental Control

Study or Subgroup  Eventis

Total Events Total Weight M-H, Fixed, 95% CI

Risk Ratio
M-H, Fixed, 95% ClI

Risk Ratio

5.6.1 Subthreshold PTSD symptoms (just below threshold) at baseline

Maercker 2006 3 21 8 21 100.0%
Subtotal {95% CI) 21 21 100.0%
Total ewents 3 a

Heterageneity: Mot applicable
Testfor overall effect £=1.63 (P=0.10)

Testfor subgroup differences: Mot applicable

0.381[0.12,1.22]
0.38 [0.12,1.22]

= =

100

0.01

01 10
Favours TF-CBT Favours control

Figure 59: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Anxiety
symptoms at 1-month follow-up (HSCL-25 Anxiety change score)

Std. Mean Difference

Experimental Control Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
5.7.1 Non-significant PTSD symptoms at baseline
Boltan 2014b -0.9 0533435 182 -0.42 0573448 165 100.0% -0.87 [-1.09, -0.65] !
182 165 100.0% -0.87 [-1.09, -0.65]

Subtotal (95% CI)

Heteropeneity: Mot applicable
Test for overall effect: 2= 7.70 (P = 0.00001)

Test for subgroup differences: Mot applicable

I 1 t |
-10 -5 i ] 10

Favours TF-CBT Favours control

Figure 60: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Depression
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symptoms (HSCL-25/BSI| Depression change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Random, 95% Cl IV, Random, 95% CI
5.8.1 1-2 month follow-up
Boltan 2014b -1.02 0361359 182 -0.52 0.344069 165 52.4% -1.41 [-1.65,-1.18] ]
DuHamel 2010 -1.82 448807 47 047 3.888282 34 476% -0.53 [-0.98,-0.08] =
Subtotal {95% CI) 229 199 100.0% -0.99 [-1.86, -0.12] <&

Heterogeneity: Tau®= 0.36; Chi®= 11.73, df=1 (P = 0.0006); F= 91%
Test for overall effect: £=2.24 (P=0.03)

5.8.2 5-month follow-up

DuHamel 2010 -2.32 4545142 47 0.39 3.696854 34 100.0% -0.64 [-1.09,-0.18] ,
Subtotal (95% CI) A7 34 100.0% -0.64 [-1.09, -0.18]

Heterogeneity: Mot applicahle

Test for averall effect: Z= 2.76 (P = 0.006)

5.8.3 8-month follow-up

DuHamel 2010 -2.28 4457202 47 014 432303 34 100.0% -0.54 [-0.99,-0.09] !
Subtotal (95% CI) a7 34 100.0% -0.54 [-0.99, -0.09]

Heterogeneity: Mot applicable

Test for overall effect: £=2.34 (P=0.02)

10 -5 0 5 10
Favours TF-CBT Favours control

Test for subaroup differences: Chi*= 0.83, df= 2 (P = 0.66), F= 0%

Figure 61: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Alcohol use
disorder symptoms at 1-month follow-up (AUDIT change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
5.9.1 Non-significant PTSD symptoms at baseline
Boltan 2014b -1.25 0573108 18 -1.28 0713278 18 100.0% 0.06 [0.62, 0.75]
Subtotal {95% CI) 18 15 100.0% 0.06 [-0.62, 0.75]

Heterogeneity: Mot applicable
Test for overall effect: £=0.17 (P = 0.86)

10 -5 0 5 10
Favours TF-CBT Favours control

Test for subgroun differences: Mot applicable

Figure 62: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Alcohol use
(Drug and Alcohol Use Interview: Total drinks in last 3 months change
score); Subthreshold PTSD symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
5.10.1 Endpoint
Classen 2011 -13.0296 76.50895 45  -6.3788 113.9459 44 100.0% -0.07 [-0.48, 0.35]
Subtotal (95% CI) 45 44 100.0% -0.07 [-0.48, 0.35]

Heterogeneity: Mot applicable
Testfor overall effect Z=0.32 (P =0.75)

5.10.2 6-month follow-up

Clagssen 2011 -22.2321 77.84755 39 -46.44658 1371402 44 100.0% 0.21 [-0.22, 0.64]

Subtotal {95% CI) 39 44 100.0% 0.21[-0.22, 0.64]

Heterogeneity: Mot applicable

Testfor averall effect: Z=0.86 (P =0.34)
} } } } |
-10 10

-5
. i Favours TF-CBT Favours control
Testfar subaroup differences: Chi*=0.84, df=1 (P =0.36), F= 0%

Figure 63: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Drug use (Drug
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and Alcohol Use Interview: Total joints in last 3 months change score);
Subthreshold PTSD symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean 5D Total Weight IV, Fixed, 85% CI IV, Fixed, 95% CI
5.11.1 Endpoint
Classen 2011 -6.2952  38.9701 45 53821 48.25245 44 100.0% -0.26 [-0.68, 0.19]
Subtotal {95% CI) 45 44 100.0% -0.26 [-0.68, 0.15]

Heterogeneity: Mot applicable
Testfor overall effect Z=1.24 (P =0.21)

5.11.2 6-month follow-up

Claszen 2011 69706 6262151 39 -4.4977 2533155 100.0% 0.25
Subtotal {(95% Cl) 39 44 100.0% 0.25 [
Heterogeneity: Mot applicahle

Testfor overall effect Z=1.15 (F = 0.29)

N
I

10 -5 0 g 10
Favours TF-CBT Favours control

Test for subaroup differences: Chi®=2.84, df=1 (F=0.09), "= 64.9%

Figure 64: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Relationship
difficulties (IIP change score); Subthreshold PTSD symptoms (just below
threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
5.12.1 Endpoint
Classen 2011 -11.0018 2897836 44 -706EE  21.5634 44 100.0% 015 [F0A7, 0.27]
Subtotal (95% CI) 44 44 100.0% -0.15 [-0.57, 0.27]

Heterogeneity: Mot applicable
Testfor overall effect Z=0.72 (P=0.47)

5.12.2 6-month follow-up

Classen 2011 -16.2002 2697206 45 -G.9516 2447194 43 100.0% -0.36 [0.78, 0.07] ,
Subtotal (95% CI) 45 43 100.0% -0.36 [-0.78, 0.07]

Heterogeneity: Mot applicable

Testfor overall effect Z=1.65 (F=010)

=10 -5 a 5 10
Favours TF-CBT Favours control

Testfor subaroup differences: Chif= 0,45, df=1 (P = 0.50), F= 0%
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Figure 65: Trauma-focused CBT versus waitlist/no treatment for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Discontinuation
(loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
5.13.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Classen 2011 23 55 ] 55  36.3% 2.56[1.30,5.01] —a—
Subtotal (95% ClI) 55 55  36.3% 2.56 [1.30, 5.01] o
Total events 23 q

Heterogeneity: Mot applicable
Test for overall effect Z=2.73 (P = 0.008)

5.13.2 Non-significant PTSD symptoms at baseline

Balton 2014k 34 182 38 165 421% 079053, 1.19] —
DuHarmel 2010 5 52 3 37T ME% 1.19[0.30, 4.66] .
Subtotal (95% CI) 234 202 B3.T% 0.82 [0.55, 1.21] <

Total events ki) 42

Heterogeneity: Tau®*= 0.00; Chi* =031, df=1 (P=058) F=0%
Test for averall effect Z=1.01 (F=0.31)

Total (95% CI) 289 257 100.0% 1.32 [0.55, 3.15] *

Total events 62 a1

Heterogeneity: Tau?= 0.42: Chi®= 8.55, df= 2 (P =0.01%; F=77% =D 7 011 1=D 1DD=
Testfor owverall effect Z=0.63 (P=0.53) . FEI'v'DLII’S TE-CBT Favours contral

Testfor subaroup differences: Chit= 822, df=1 (P =0.004), F= 87.8%

Trauma-focused CBT versus attention-placebo/psycho-education for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults

Figure 66: Trauma-focused CBT versus attention-placebo/psycho-education for the
delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: PTSD symptomatology self-rated at endpoint (PCL/IES change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean S0 Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
6.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Chambers 2014 -7.41 11.83589 145 -B42 1201849 147 69.3% 0.08[015,0.31]
Subtotal (95% CI) 145 147 69.3% 0.08 [-0.15,0.31]

Heterogeneity: bot applicable
Testfor overall effect Z=072 (P=047)

6.1.2 Non-significant PTSD symptoms at baseline

Berger 2016 -3.36 B8.046403 37 -07F 1024506 26 30.7% -0.28 [-0.79,0.22]
Subtotal (95% CI) 37 26 30.7% -0.28 [-0.79,0.22]
Heterogeneity: bot applicable

Testfor overall effect Z=110{P=0.27)

Total {95% CI) 182 173 100.0% -0.03 [-0.36, 0.30]

Heterogeneity: Tau®=0.03; Chi*=1.70, df=1{P =019} F= 41% l 1 1 } |
] -10 Rl 0 ] 10

Test for overall effect Z=017 (P =0.87) Favours TF-CBT Favours control

Test for suboroup differences: Chi*f=1.70, df=1(P=0.18), F= 41.1%

Figure 67: Trauma-focused CBT versus attention-placebo/psycho-education for the
delayed treatment (>3 months) of below threshold PTSD symptoms in
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adults: PTSD symptomatology self-rated at 3-month follow-up (IES change

score)
Experimental Control $td. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
6.2.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Chambers 2014 -10.41 11.54743 132 -8.86 11.54656 140 100.0% -013 037, 0100
Subtotal (95% CI) 132 140 100.0% -0.13 [-0.37, 0.10]
Heterogeneity: Mot applicable
Testfor overall effect Z=1.10 (P =0.27)
10 -5 0 5 10

. . Favours TF-CBT Favours control
Testfar subgraup differences: Naot applicable

Figure 68: Trauma-focused CBT versus attention-placebo/psycho-education for the
delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: PTSD symptomatology self-rated at 6-8 month follow-up (PCL/IES

change score)

Experimental Control §td. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
6.3.1 Subthreshold PTSD symptoms {just below threshold) at baseline
Chambers 2014 -10.66 1214818 123 -1083 1183203 131 54.2% 0.01 [0.23, 0.26]
Subtotal {95% CI) 123 131 54.2% 0.01 [-0.23, 0.26] 4

Heterogeneity: Mat applicable
Testfor overall effect Z=0.11 (P =0.91)

6.3.2 Non-significant PTSD symptoms at baseline

Eerger 2016 1214 8642176 37 -47T 995522 26 45.8% -0.78 [-1.31,-0.27] L

Subtotal (95% Cl) 37 26 45.8% -0.79 [-1.31, -0.27] ’

Heterogeneity; Mot applicable

Testfor overall effect 2= 2.97 (P = 0.003)

Total (95% CI) 160 157 100.0% -0.35[-1.14,0.43] q

Heterogeneity: Tau®= 0.28; Chi®= 749, df =1 (P = 0.006); F=87% t t T t |
] -10 -8 1} L} 10

Testfor overall effect Z=10.88 (P = 0.38) Favours TE-CBT Favours control

Test for subaroup differences: Chi*=7.49, df=1 (P = 0.008), F= 36.6%

Figure 69: Trauma-focused CBT versus attention-placebo/psycho-education for the
delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
6.4.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Chambers 2014 33 178 289 176 100.0% 113072, 1.77]
Subtotal {95% CI) 178 176  100.0% 113 [0.72,1.77]
Total ewents 33 29

Heterogeneity: Mot applicable
Testfor overall effect. £=0.51 (P =0.61)

0.01 01 1 10 100
Favours TF-CBT Favours control

Test for subgroup differences: Mot applicable

Trauma-focused CBT versus present-centered therapy for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults

Figure 70: Trauma-focused CBT versus present-centered therapy for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults: PTSD
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symptomatology self-rated (PCL change score); Subthreshold PTSD
symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference 5td. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
7.1.1 Endpoint
Clagsen 2011 -9.6679 1034197 45 10398 874244 45 100.0% 0.08 [-0.34, 0.49]
Subtotal {95% CI) 45 45 100.0% 0.08 [-0.34, 0.49]

Heterogeneity: Mot applicable
Testfor overall effect Z=036 (P=0.72)

7.1.2 6-month follow-up

Classen 2011 -11.1872 10023527 44 103729 9214378 43 100.0% -0.08 [-0.50, 0.24]
Subtotal (95% CI) 44 43 100.0% -0.08 [-0.50, 0.34]
Heterageneity: Mot applicable
Testfor averall effect Z=0.39 (P =0.70)
10 -5 0 5 10
Favours TF-CBT Favours PCT

Testfor subgroup differences: Chi*=0.28, df=1 (P = 0.60), F= 0%

Figure 71: Trauma-focused CBT versus present-centered therapy for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults:
Alcohol use (Drug and Alcohol Use Interview: Total drinks in last 3 months
change score); Sub-threshold PTSD symptoms (just below threshold) at

baseline
Experimental Control Std. Mean Difference 5td. Mean Difference

Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
7.2.1 Endpoint
Classen 2011 -13.0296 76.50895 45 -17.8587 7210076 45 100.0% 0.06 [-0.35, 0.48]
Subtotal (95% CI) 45 45 100.0% 0.06 [-0.35, 0.48]
Heterogeneity: Mot applicable
Test for overall effect Z=0.31 (P = 0.76)
7.2.2 6-month follow-up
Classen 2011 -22.2322 TT.94755 39 -201329  F20481 43 100.0% -0.03 [0.46, 0.41]
Subtotal (95% CI) 39 43 100.0% -0.03 [-0.46, 0.41]

Heterogeneity: Mot applicable
Testfor overall effect Z=0.13 (P = 0.90)

0 -5 0 5 10
Favours TF-CBT Favours PCT

Testfor subgroup differences: Chi*=0.09, df=1 (P =0.76), F= 0%

Figure 72: Trauma-focused CBT versus present-centered therapy for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults: Drug
use (Drug and Alcohol Use Interview: Total joints in last 3 months change
score); Sub-threshold PTSD symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean S0 Total Weight IV, Fixed, 95% Cl IV, Fixed, 95% CIl
7.3.1 Endpoint
Claszen 2011 -6.2952 384970 45 £.4182 61.39035 45 100.0% -0.25 [F0.66, 0.17]
Subtotal (95% Cl) 45 45 100.0% -0.25 [-0.66, 0.17]

Heterogeneity: Mot applicahle
Testfor overall effect £=1.16 (F = 0.29)

7.3.2 6-month follow-up

Classen 2011 69706 6262151 39 4452 301001 43 100.0% 0.23[F0.20,0.67]
Subtotal (95% Cl) 39 43 100.0% 0.23 [-0.20, 0.67]
Heterogeneity: Mot applicable

Testfor overall effect Z=1.05 (P = 0.25)

t i 1
-10

-5 0 5 10
. i Favours TF-CBT Favours PCT
Testfor subaroup differences: Chif= 244, df=1 (P=012), P=59.0%

Figure 73: Trauma-focused CBT versus present-centered therapy for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults:
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Relationship difficulties (IIP change score); Sub-threshold PTSD symptoms
(just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
7.4.1 Endpoint
Clagsen 2011 -11.0018 2887836 44 -8.3173 2466328 44 100.0% 0.06 [-0.48, 0.36]
Subtotal {(95% CI) 44 44 100.0% -0.06 [-0.48, 0.36]

Heterogeneity: Mot applicable
Testfor overall effect Z=029 (P=077)

7.4.2 6-month follow-up

Classen 2011 -16.2002 2697206 45 -16.3508 27.60149 43 100.0% 0.01[-0.41, 0.42]
Subtotal (95% CI) 45 43 100.0% 0.01[-0.41, 0.42]

Heterogeneity: Mot applicable
Testfor averall effect Z=0.03 (P = 0.98)
10 -5 0 5 10
Favours TF-CBT Favours PCT

Testfor subgroup differences: Chi*=0.05,df=1(P=0.82), F= 0%

Figure 74: Trauma-focused CBT versus present-centered therapy for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults:

Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
7.5.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Classen 2011 23 55 18 56 100.0% 1.30[0.80, 2.13]
Subtotal {95% CI) 55 56 100.0% 1.30 [0.80, 2.13]
Total ewents 23 18

Heterogeneity: Mot applicable

Test for overall effect: £=1.05 (F =0.29)

0.01 0.1 1 10 100
Favours TF-CBT Favours PCT

Test for subgroup differences: Mot applicable

Trauma-focused CBT group versus peer support group for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults

Figure 75: 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 (SCL-90-R Posttraumatic Symptom Scale change
score); Non-significant PTSD symptoms at baseline

Experimental Control 5td. Mean Difference 5td. Mean Difference
Study or Subgroup Mean 5D Total Mean 5D Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
8.1.1 Endpoint
Deblinger 2001 -10.66 134415 21 -582 1207644 23 100.0% 0.37 [0.97,0.22]
Subtotal (95% CI) 21 23 100.0% -0.37 [-0.97, 0.22]

Heterageneity: Mot applicable
Testfor overall effect Z=1.22(P=022)

8.1.2 3-month follow-up
Deblinger 2001 -13.85 1092799 21 -526 1200734 23 100.0% -0.73[1.35,-0.12] !
Subtotal (95% CI) 21 23 100.0% -0.73 [-1.35, -0.12]

Heterageneity: Mot applicable
Testfor averall effect £=2.34 (P=0.02)

10 -5 0 5 10
Favours TF-CBT group Favours support group

Testfor subgroup differences: Chi*= 0.68, df=1 (P =041}, F=0%
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Psychological: Non-trauma focused CBT

Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3 months) of
below threshold PTSD symptoms in adults

Figure 76: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Non-trauma-focused
CBT (+ TAU) versus TAU for the delayed treatment (>3 months) of below
threshold PTSD symptoms in adults: PTSD symptomatology self-rated
(PCL/IES-R change score)

Experimental Control 5td. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean 5D Total Weight IV, Random, 95% Cl IV, Random, 95% CI
8.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Makamura 2011 -8.10908 11.03784 33 -2h88 142001 25 556% -0.44 [-0.96, 0.09]
Subtotal (95% Cl) 33 25 55.6% -0.44 [-0.96, 0.09] 0

Heterageneity: Mot applicable
Test for overall effect Z=1.63 (F=0.10)

8.1.2 Non-significant PTSD symptoms at baseline

Potter 2016 -6.2 13.78024 25 -4.2 1410709 200 44.4% -0.14[-0.73,0.45] :
Subtotal (95% CI) 25 20 44.4% -0.14 [-0.73, 0.45]

Heterageneity: Mot applicable

Test for overall effect: Z= 0.47 (P = 0.64)

Total {95% CI) 58 45 100.0% -0.31 [-0.70, 0.09] L

Heterogeneity: Tau®=0.00; Chi*=0.54, df=1 (P =048), F=0% I t ) |
-10 -5 1] 4 10

Test for overall effect Z=1.53(P=013) Favours non-TE-CBT Favours control

Test for subaroup differences: Chi®= 054, df=1 (P =046, F=0%

Figure 77: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: PTSD (number who
met criteria for PTSD at endpoint)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Evenis Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
8.2.1 Non-significant PTSD symptoms at baseline
Potter 2016 3 26 3 20 100.0% 0.77 [0.35, 1.69]
Subtotal (95% CI) 26 20 100.0% 0.77 [0.35, 1.69]
Total evants a a

Heterogeneity: Mot applicahle
Testfor overall effect; 2= 065 (P =0.51)

0.01 0.1 1 10 100
Favours non-TF-CBT  Fawours control

Testfar subgroup differences: Mot applicable

Figure 78: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Anxiety symptoms
(HADS-A change score)

Experimental Control Std. Mean Difference $td. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
8.3.1 Non-significant PTSD symptoms at baseline
Fotter 2016 -1 3430743 25  -0.8 2834608 20 100.0% -0.06 [0.65, 0.53]
Subtotal {95% CI) 25 20 100.0% -0.06 [-0.65, 0.53]

Heterogeneity: Mot applicahle
Testfor overall effect Z=021 (P =0.84)

-10 -5 0 ] 10
Favours non-TF-CBT  Favours control

Testfor subgroup differences: Mot applicable
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Figure 79: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Depression
symptoms (CES-D/HADS-D change score)

Experimental Control Std. Mean Difference §td. Mean Difference
Study or Subgroup  Mean S0 Total Mean S0 Total Weight IV, Random, 95% CI IV, Random, 95% CI
8.4.1 Subthreshold PTSD symptoms {just below threshold) at baseline
Makarmura 2011 -5.78 9.457952 35 -1.96  9.51103 28 58.0% -0.42 [-0.92, 0.08]
Subtotal {(95% CI) 35 28  58.0% 0.42 [-0.92, 0.08]

Heterogeneity: Mot applicahle
Testfor averall effect Z=1.65 (F=0.10)

8.4.2 Non-significant PTSD symptoms at baseline

Potter 2016 -1.2 3316625 25 -0.3 29774145 20 42.0% -0.28 [0.87,0.31] :
Subtotal (95% CI) 25 20  42.0% 0.28 [-0.87, 0.31]

Heterogeneity: Mot applicahle

Testfor overall effect £=0.92 (P = 0.36)

Total (95% CI) 60 48 100.0% -0.36 [-0.74, 0.02] &

Heterogeneity: Tau®=0.00; Chi*=013, df=1{P=0.72);, F=0% l } t |
. -10 -5 0 5 10

Testror averall effect 7= 1.85 (F = 0.08) Favours non-TF-CBT Favours control

Testfor subaroup differences: Chif= 013, df=1 (P=072), F=0%

Figure 80: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Anger (STAXI-2
change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean S0 Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
8.5.1 Non-significant PT 5D symptoms at baseline
Fotter 2016 -5.1 10.78935 25 1.7 1259206 20 100.0% -0.28 [F0.88, 0.30]
Subtotal {(95% Cl) 25 20 100.0% 0.29 [-0.88, 0.30]

Heterogeneity: Mot applicahle
Testfor overall effect Z=085 (P =0.34)

0 -5 0 5 10
Favours non-TF-CBT  Favours control

Testfor subgroup differences: Mot applicable

Figure 81: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Sleeping difficulties
(MOS-SS: Sleep Problems Index Il change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
8.6.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Makamura 2011 -28.0438 1057239 33 -14.8368 1677434 25 100.0% 0.96 [-1.51,-0.41] ’
Subtotal (95% CI) 33 25 100.0% -0.96 [-1.51, -0.41]

Heterogeneity: Mot applicahle
Testfor averall effect: Z=3.42 (P = 0.0008)

10 -5 0 5 10
Favours non-TF-CBT  Favours control

Testfor subaroup differences: Mot applicable
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Figure 82: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Quality of life (SF-36
total/Euro Qol change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean S0 Total Mean S0 Total Weight IV, Random, 95% CI IV, Random, 95% CI
8.7.1 Subthreshold PTSD symptoms {just below threshold) at baseline
Makarmura 2011 62.5 B6.93564 35 3387 108.5664 28 58.6% 0.29 [-0.21,0.79]
Subtotal {95% Cl) 35 28  58.6% 0.29 [-0.21,0.79]
Heterogeneity: Mot applicahle
Testfor averall effect =115 (F=0.25)
8.7.2 Non-significant PTSD symptoms at baseline
Potter 2016 8.1 11.39057 24 G 12.28861 20 41.4% 017 [-0.42,077] :
Subtotal {95% Cl) 24 20 41.4% 0.17 [-0.42, 0.77]
Heterogeneity: Mot applicahle
Testfor averall effect £= 0.8 (F = 0.56)
Total (95% CI) 59 48 100.0% 0.24 [-0.14, 0.63] »
Heterageneity: Tau®= 0.00; Chi®= 0.09, df=1 (P = 0.76); F= 0% l } } {
] -10 -5 0 5 10
Testforoverall effect Z=1.25 (P = 0.21) Favours control  Favours non-TF-CBT

Testfor subaroup differences: Chi®= 009, df=1 (P = 0.76), F= 0%

Figure 83: Non-trauma-focused CBT (+ TAU) versus TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Discontinuation (loss
to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
8.8.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Makamura 2011 2 a5 38 TTA% 053010, 2.97] ——
Subtotal (95% Cl) 35 28 TTA% 0.53 [0.10, 2.97] ——nt i ——
Total events 2 3

Heterogeneity, Mot applicable
Testforoverall effect Z=072{F =0.47)

8.8.2 Non-significant PTSD symptoms at baseline

Fotter 2016 1 26 0 20 22.8% 2331010, 54.437] =

Subtotal (95% CI) 26 20 22.9% 2.33[0.10, 54.42] e ——
Total events 1 0

Heterogeneity, Mot applicable

Test for overall effect. Z=0.53 (P = 0.60)

Total (95% Cl) 61 48 100.0% 0.75[0.17, 3.38] ——aa——

Total events 3 3

Heterogeneity: Tau : 0.00; Chi*= 066 df=1{P=042;F=0% 'D.D1 D!1 1'D 1DD'
Testforoverall effect 2= 138 (7 = 0.71) Favours non-TF-CBT Favours control

Testfor subgroup differences; Chi*= 0,65, df=1 (P =0.42), F=0%

Present-centered therapy versus waitlist for the delayed treatment (>3 months) of below
threshold PTSD symptoms in adults

Figure 84: Present-centered therapy versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: PTSD
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symptomatology self-rated (PCL change score); Sub-threshold PTSD
symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
9.1.1 Endpoint
Classen 2011 -10.398 874244 45 -8.3008 9.029122 45 100.0% -0.23 [0.65, 0.18]
Subtotal (95% Cl) 45 45 100.0% 0.23 [-0.65, 0.18]

Heterogeneity. Mot applicable
Testfor overall effect Z=1.11 (F=0.27)

9.1.2 6-month follow-up

Classen 2011 -1003729 9.214378 43 -T7.3368 1013058 43 100.0% -0.31 074, 0.11] ’
Subtotal (95% Cl) 43 43 100.0% 0 0

Heterogeneity: Mot applicable

Testfor overall effect Z=143(F=0.15)

T -5 0 5 10
Favours PCT Favours control

Testfor subgroup differences: Chi*= 0.06, df=1 (P = 0.80), F= 0%

Figure 85: Present-centered therapy versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Alcohol use (Drug
and Alcohol Use Interview: Total drinks in last 3 months change score); Sub-
threshold PTSD symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
9.2.1 Endpoint
Classen 2011 -17.8587 7210076 45  -6.3788 113.9459 44 100.0% -0.12[-0.54, 0.30]
Subtotal (95% CI) 45 44 100.0% -0.12 [-0.54, 0.30]

Heterogeneity: Mot applicable
Testfor averall effect Z=0.56 (F=0.57)

9.2.2 6-month follow-up

Clagsen 2011 -20.1329 720481 43 464469 1371402 44 100.0%
Subtotal (95% CI) 43 44 100.0%
Heterogeneity: Mot applicable

Testfor overall effect Z=110 (P =027}

o

2
2

-y

2, 0.66]
8, 0.66]

=}
B
=2 o
-

10 -5 0 g 10
. i Favours PCT Favours control
Testfor subaroup differences: Chi*=1.39, df=1 (P =0.24), F= 28.3%

Figure 86: Present-centered therapy versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Drug use (Drug and
Alcohol Use Interview: Total joints in last 3 months change score); Sub-
threshold PTSD symptoms (just below threshold) at baseline

Experimental Control Std. Mean Difference §td. Mean Difference
Study or Subgroup Mean S0 Total Mean 5D Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
9.3.1 Endpoint
Classen 2011 6.4182 £1.39035 45 53821 4815245 44 100.0% 0.02 [-0.40, 0.43]
Subtotal {95% Cl) 45 44 100.0% 0.02 [-0.40,0.43]

Heterogeneity: Mot applicable
Testfor overall effect: Z=0.09 (P=0.93)

9.3.2 6-month follow-up

Classen 2011 -4.452 301001 43 48977 2533155 44 100.0% 0.02 [-0.40, 0.44]
Subtotal {95% Cl) 43 44 100.0% 0.02 [-0.40, 0.44]
Heterogeneity: Mot applicable

Testfor overall effect: Z=0.09 (P=0.93)

-0 -5 0 5 10
Favours PCT Favours control

Testfor subaroun differences: Chi®=0.00, df=1 (P=1.000, F= 0%

Figure 87: Present-centered therapy versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Relationship
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difficulties (IIP change score); Sub-threshold PTSD symptoms (just below

threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
9.4.1 Endpoint
Classen 2011 -3.3173 2466328 44 -T.0BEE  21.5634 44 100.0% -0.10 051, 0.32]
Subtotal (95% CI) 44 44 100.0% -0.10 [-0.51, 0.32] 1
Heterogeneity. Mot applicable
Testfor overall effect: £=0.45 (P = 0.65)
9.4.2 6-month follow-up
Classen 2011 -16.3509 2760149 43 -6.9516 24.47194 43 100.0% -0.36 [-0.78, 0.07] ,
Subtotal (95% CI) 43 43 100.0% -0.36 [-0.78, 0.07]
Heterogeneity: Mot applicable
Testfor overall effect Z=1.64 (F=010)

Testfor subgroup differences: Chi*= 073, df=1 (P=0.39), F= 0%

-10 5 0 5 10

Favours PCT Favours control

Figure 88: Present-centered therapy versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Discontinuation (loss

to follow-up)

Experimental Control

Study or Subgroup Events Total Events Total

Weight M-H, Fixed, 95% CI

Risk Ratio
M-H, Fixed, 95% CI

Risk Ratio

9.5.1 Subthreshold PTSD symptoms (just below threshold) at baseline

Classen 2011 18 56 ] 55 100.0%
Subtotal {95% CI) 56 55 100.0%
Total ewents 18 ]

Heterageneity: Mot applicable
Test for overall effect: £=1.87 (P = 0.06)

Testfor subgroup differences: Mot applicable

Psychological: Behavioural therapies

1.96[0.97, 3.59]
1.96 [0.97, 3.99]

:

100

0.1 10
Favours PCT Favours control

Brief behavioural intervention versus enhanced TAU for the prevention of PTSD in adults
exposed to ongoing trauma (e.g. in a war zone)

Figure 89: Brief behavioural intervention versus enhanced TAU for the prevention of
PTSD in adults exposed to ongoing trauma (e.g. in a war zone): PTSD
symptomatology self-rated (PCL change score); Non-significant PTSD

symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
10.1.1 Endpoint
Rahman 2016 -18.95 9485241 114 -11.587 9416167 95 100.0% -0.78 [-1.06,-0.50] !
Subtotal (95% CI) 114 95 100.0% -0.78 [1.06, -0.50]
Heterogeneity: Mot applicahle
Test for overall effect 2= 540 (P = 0.00001)
10.1.2 2-month follow-up
Rahrman 2016 -19.91 9614895 146 1258 9497126 160 100.0% -0.77 [-1.00,-0.53] !
Subtotal (95% Cl) 146 160 100.0% -0.77 [1.00, -0.53]
Heterogeneity: Mot applicahle
Test for overall effect £=6.45 (P = 0.00001)

1 } |

Test for subgroup differences: Chi*= 0.00, df=1 (P =098), F= 0%

10 -5 0 5 10

Favours behavioural Favours control
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Figure 90: Brief behavioural intervention versus enhanced TAU for the prevention of
PTSD in adults exposed to ongoing trauma (e.g. in a war zone): Anxiety
symptoms (HADS-A change score); Non-significant PTSD symptoms at

baseline
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
10.2.1 Endpoint
Rahrman 2016 -B.B 2337188 112 -3.38 260584 97 100.0% -1.30 [1.60,-1.00] !
Subtotal (95% CI) 112 97 100.0% -1.30 [-1.60, -1.00]

Heterogeneity: Mot applicable
Testfor overall effect: Z=8.51 (P = 0.00001)

10.2.2 2-month follow-up

Rahrman 2016 -6.91 2442366 146 -3.61 2576994 160 100.0% 1
Subtotal (95% CI) 146 160 100.0% 1.
Heterogeneity: Mot applicable

Testfor overall effect: Z=10.37 {F = 0.00001)

%]

§,-1.06] !
. -1.06]

w
ey
N
w

-10 -5 0 5 10
Favours behavioural Favours contral

Testfor subaroup differences: Chi*= 0.00, df=1 (P =087, F=0%

Figure 91: Brief behavioural intervention versus enhanced TAU for the prevention of
PTSD in adults exposed to ongoing trauma (e.g. in a war zone): Depression
symptoms (PHQ-9 change score); Non-significant PTSD symptoms at

baseline
Experimental Control Std. Mean Difference 5td. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
10.3.1 Endpoint
Rahman 2016 -3.87 3338742 114 -5.04 3566273 95 100.0% -1.40 F1.70,-1.09] !
Subtotal (95% CI) 114 95 100.0% -1.40 [-1.70, -1.09]

Heterogeneity: Mot applicahle
Testfor overall effect. £=8.01 (P = 0.00001)

10.3.2 2-month follow-up

Rahman 2016 -10.14 335094 145 -6.27 32816 158 100.0% -6 F1.41,-0.92] !
Subtotal (95% CI) 145 158 100.0% -1.16 [-1.41, -0.92]

Heterogeneity, Mot applicable
Testfor overall effect: 2= 8.36 (P = 0.00001)

-10 -5 a 5 10
Favours behavioural Favours control

Test far subaroup differences: Chif=1.37, df=1(F=0.24), F=271%

Figure 92: Brief behavioural intervention versus enhanced TAU for the prevention of
PTSD in adults exposed to ongoing trauma (e.g. in a war zone): Functional
impairment (WHODAS change score); Non-significant PTSD symptoms at

baseline
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean §D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
10.4.1 Endpoint
Rahman 2016 -16.05 5549004 114 1311 6385781 96 100.0% -0.49 [0.77,-0.22]
Subtotal (95% CI) 114 96 100.0% -0.49 [-0.77, -0.22]

Heterogeneity: Mot applicable
Test for overall effect £=3.90 (P = 0.0005)

10.4.2 2-month follow-up

Rahman 2016 -17.8 5734884 143 161 5492795 160 100.0% -0.30 [-0.53, -0.08] !
Subtotal (95% CI) 143 160 100.0% -0.30 [-0.53, -0.08]

Heterogeneity, Mot applicahle

Test for overall effect Z=2.61 (P =0.009)

10 -5 0 5 10
Favours behavioural Favours control

Test for subgroup differences: Chi*=1.09, df=1 (P =030), F=58.4%
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Figure 93: Brief behavioural intervention versus enhanced TAU for the prevention of
PTSD in adults exposed to ongoing trauma (e.g. in a war zone):
Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
10.5.1 Non-significant PTSD symptoms at baseline
Rahman 2016 112 172 97 174 100.0% 1.17[0.88,1.39]
Subtotal (95% ClI) 172 174 100.0% 1.17 [0.98, 1.39]
Total events 112 ar

Heterogeneity: Mot applicable
Test for averall effect Z=1.77 (F = 0.08)

0.0 0.1 1 10 100
Favours behavioural Favours control

Testfor subaroup differences: Mot applicahle

Brief behavioural intervention versus enhanced TAU for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults

Figure 94: Brief behavioural intervention versus enhanced TAU for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults: PTSD
symptomatology self-rated (PCL change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
11.1.1 Endpoint
Bryant 2017 -242 7431048 209 171 7484191 212 100.0% -0.95 [1.15,-0.75] !
Subtotal {95% CI) 209 212 100.0% -0.95[-1.15, -0.75]

Heterogeneity: Mot applicable
Testfor overall effect: 2= 9.24 {P = 0.00001)

11.1.2 3-month follow-up

Bryant 2017 -273 7320408 209 -23.3 F.aA72Ta8 0 212 100.0% -0.54 [-0.74,-0.35] !
Subtotal {95% CI) 209 212 100.0% -0.54 [-0.74, -0.35]

Heterogeneity: Mot applicable

Testfor overall effect: 2= 547 (P = 0.00001)

-10 -5 0 10
. i Favours brief behavioural Favours enhanced TAL
Testfor suboroup differences: Chi*= 810, df=1 (P =0.004). F=87.7%

Figure 95: Brief behavioural intervention versus enhanced TAU for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults:
Functional impairment (WHODAS change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean 5D Total Weight IV, Fixed, 95% CIl IV, Fixed, 95% CI
11.2.1 Endpoint
Bryant 2017 -9.8 3.018731 2089 -6.45 304032 212 100.0% -1.09 [-1.29,-0.88] !
Subtotal (95% CI) 209 212 100.0% 1.09 [-1.29, -0.88]
Heterogeneity: Mot applicahble
Testfor overall effect: Z2=10.41 (P = 0.00001)
11.2.2 3-month follow-up
Bryant 2017 -11.8 2938826 209 -9.8 2828758 212 100.0% -0.69 [-0.89, -0.50] !
Subtotal (95% CI) 209 212 100.0% -0.69 [-0.89, -0.50]
Heterogeneity: Mot applicahble
Testfor overall effect: 2= 6.90 (P = 0.00001%

I-1E| I5 1] % 1E|I

Favours brief behavioural Favours enhanced TAU
Testfor suboroup differences: Chi*=7.43, df=1 (P = 0.006), F= 86.5%

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

295



DRAFT FOR CONSULTATION

Figure 96: Brief behavioural intervention versus enhanced TAU for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults:
Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
11.3.1 Non-significant PTSD symptoms at baseline
Bryant 2017 41 208 37 212 100.0% 1.12[0.75, 1.68]
Subtotal (95% CI) 209 212 100.0% 1.12 [0.75, 1.68]
Total events 41 7

Heterageneity: Mot applicahle
Testfor overall effect: 2= 057 (P=0.57)

0.01 01 1 10 100
Favours brief behavioural Favours enhanced TAL

Testfor subaroup differences: Mot apnlicable

Behavioural sleep intervention versus pill placebo or attention-placebo for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults

Figure 97: Behavioural sleep intervention versus pill placebo or attention-placebo for
the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: PTSD symptomatology self-rated (PCL change score); Non-
significant PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
12.1.1 Endpoint
Germain 2012 -9.4 9562426 12 0.1 10.04266 13 48.2% -0.94 [-1.77,-0.10] -
Germain 2014 -1.72 G.050116 20 -4.28 5610071 16 51.8% 0.43[-0.24,1.09] J
Subtotal (95% CI) 32 29 100.0% -0.23 [1.57,1.10]

Heterogeneity: Tau®= 0.78;, Chi*= 627, df=1 (P =0.01); F= 84%
Testfor overall effect: Z=0.34 (P=0.74)

12.1.2 4-month follow-up

Germain 2012 -10.6 9377633 12 -3.8 4977420 11 100.0% -0.68[1.53,0.16] !
Subtotal (95% CI) 12 11 100.0% -0.68 [1.53, 0.16]

Heterogeneity: Mot applicable

Test for overall effect: Z=189 (P =0.11)

|
10 -5 0 5 10
Favours BS| Favours placebo

Test for subaroup differences: Chi*= 032, df=1 (P =057, F=0%

Figure 98: Behavioural sleep intervention versus pill placebo or attention-placebo for
the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: Anxiety symptoms (BAI change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Random, 95% Cl IV, Random, 95% CI
12.2.1 Endpoint
Germain 2012 0.2 4.4E8781 12 -1.5 51341499 12 40.6% 0.34 [0.47,1.19]
Germain 2014 -0.54 3017681 20 -215 3.938378 16 59.4% 046[0.21,1.12]
Subtotal (95% CI) 32 28 100.0% 0.41 [-0.10, 0.92]

Heterogeneity: Tau®= 0.00; Chi*=0.05, df=1(F=0.83); F=0%
Test for overall effect: Z=1586 (P =0.12)

12.2.2 4-month follow-up

Germain 2012 -2.3 3996248 12 -2 4.696807 11 100.0% -0.07 [-0.88, 0.75] !
Subtotal (95% CI) 12 11 100.0% -0.07 [-0.88, 0.75]

Heterogeneity: Mot applicahle

Test for averall effect: Z=0.16 (P = 0.87)

10 -5 0 5 10
Favours BS| Favours placebo

Test for subgroup differences: Chi*=0.93, df=1 ({F=033 F=0%
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Figure 99: Behavioural sleep intervention versus pill placebo or attention-placebo for
the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: Depression symptoms (BDI change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
12.3.1 Endpoint
Germain 2012 -2.5 3818377 12 -0.2 B.5B6729 13 #M1% -0.41 [-1.20, 0.39]
Germain 2014 -2.88 3.249977 20 -1.68 3.287871 16 58.9% -0.36 [-1.02, 0.31]
Subtotal (95% CI) 32 29 100.0% -0.38 [-0.89,0.13] L

Heterogeneity: Tau®= 0.00; Chi*= 001, df=1 {F=0.92); F=0%
Testfor overall effect Z=1.45 (P =0.15)

12.3.2 4-month follow-up

Germain 2012 -3.7 2695944 12 -1.8 6.041937 11 100.0% -0.
Subtotal {95% CI) 12 11 100.0% -0.
Heterogeneity: Mot applicable

Test for overall effect: £=0.88 (P =0.38)

S

20, 0.48] !
20, 0.46]

L
-
R

|
-10 -5 0 ] 10
Favours B3l Favours placebo

Test for subaroun differences: Chi*= 0.00, df=1 (P =099, F= 0%

Figure 100: Behavioural sleep intervention versus pill placebo or attention-placebo for
the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: Functional impairment (SDS change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 50 Total Mean S0 Total Weight IV, Random, 95% Cl IV, Random, 95% CI
12.4.1 Endpoint
Germain 2012 -1.2 3.925557 12 -0.6 5377267 13 100.0% -0.12[-0.91, 0.66]
Subtotal (95% CI) 12 13 100.0% -0.12 [-0.91, 0.66]

Heterogeneity: Mot applicahle
Test for overall effect: Z=0.31 (P =0.76)

12.4.2 4-month follow-up

Germain 2012 -1.3 3T73TE46 12 -2.7 5.086747 11 100.0% 0.30[0.52,1.13] !
Subtotal {95% CI) 12 11 100.0% 0.30 [-0.52,1.13]

Heterogeneity: Mot applicable

Test for overall effect: Z=0.72 (P =0.47)

|
-10 -5 0 ] 10
Favours B3l Favours placebo

Test for subaroup differences: Chi*= 0.54, df=1 (P = 0.46), F= 0%

Figure 101: Behavioural sleep intervention versus pill placebo or attention-placebo for
the delayed treatment (>3 months) of below threshold PTSD symptoms in
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adults: Sleeping difficulties (PSQI change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Random, 95% Cl IV, Random, 95% CI
12.5.1 Endpaint
Germain 2012 -4.8  2.34084 13 -1.6 2.481935 13 40.2% -1.28[-2.14,-0.43] —-
Germain 2014 -5.25 2.395329 20 -2.75 2436144 16 59.8% -1.01 [-1.72,-0.31] . 5
Subtotal {95% CI) 33 29 100.0% -1.12 [1.67, -0.58] L 2

Heterogeneity: Tau®= 0.00; Chi®= 0,23, df=1 (P = 0.63); F=0%
Test for overall effect: £=4.05 (P = 0.0001)

12.5.2 4-month follow-up

Germain 2012 -4.8 2733 12 -3 2.481935 11 100.0% -0.66[-1.51,0.18] !
Subtotal (95% CI) 12 11 100.0% -0.66 [-1.51,0.18]

Heterogeneity: Mot applicahle

Testfor overall effect: Z=1.54 (P=0.12)

10 -5 0 5 10
Favours BS| Favours placebo

Test for subgroun differences: Chi*=0.80, df=1 ({F=037) F=0%

Figure 102: Behavioural sleep intervention versus pill placebo or attention-placebo for
the delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
12.6.1 Non-significant PTSD symptoms at baseline
Germain 2012 7 19 4 16 G3.5% 147052, 4.14] — i
Germain 2014 3 20 4 20 36.5% 0.75[0.19, 2.93] — &
Subtotal (95% CI) 39 36 100.0% 1.15[0.51, 2.62] -l
Total events 10 a

Heterogeneity: Tau®*= 0.00; Chi*= 060, df=1 (P=044) F=0%
Test for overall effect Z=034 (F=0.74)

0.01 0.1 10 100
) . Favours BSl Favours placebo
Testfor subaroup differences: Mot aprlicahle

Behavioural sleep intervention versus prazosin for the delayed treatment (>3 months) of
below threshold PTSD symptoms in adults

Figure 103: Behavioural sleep intervention versus prazosin for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: PTSD
symptomatology self-rated (PCL change score); Non-significant PTSD
symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
13.1.1 Endpoint
Germain 2012 -9.4 8562426 12 -10.6 11.84445 18 100.0% 0.11 [-0.65, 0.87]
Subtotal (95% CI) 12 15 100.0% 0.11 [-0.65, 0.87]

Heteropeneity: Mot applicable
Testfor overall effect: Z=0.27 (P =0.78)

13.1.2 4-month follow-up

Germain 2012 -10.6 9377633 12 -16.3 11.51369 12 100.0% 0.52[0.29,1.34] !
Subtotal {95% CI) 12 12 100.0% 0.52 [0.29,1

Heterogeneity: Mot applicable

Test for overall effect: Z=1.26 (P=0.21)

|
-10 -5 a g 10
Favours B3l Favours prazosin

Test far subgroup differences: Chi*=0.54, df=1 (P = 046}, F=0%
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Figure 104: Behavioural sleep intervention versus prazosin for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Anxiety
symptoms (BAI change score); Non-significant PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
13.2.1 Endpoint
Germain 2012 0.2 4468781 12 -3.3 5.803447 18 100.0% 0.65[0.14,1.43]
Subtotal (95% CI) 12 15 100.0% 0.65 [-0.14, 1.43]
Heteropeneity: Mot applicable
Testfor overall effect: Z=1.62 (FP=0.11)
13.2.2 4-month follow-up
Germain 2012 -2.3 3996248 12 -B.6 B.75869% 12 100.0% 0.75[-0.08, 1.58] !‘
Subtotal {95% CI) 12 12 100.0% 0.75 [-0.09, 1.58]
Heterogeneity: Mot applicable
Test for overall effect: Z=1.76 (P =0.08)

Test far subgroup differences: Chi*=0.03, df=1 {P = 0.86), F=0%

-5 0 5 10

Favours B3l Favours prazosin

-10

Figure 105: Behavioural sleep intervention versus prazosin for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Depression
symptoms (BDI change score); Non-significant PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
13.3.1 Endpoint
Germain 2012 -2.5 3818377 12 -39 B.670457 15 100.0% 0.24 [-0.52,1.00]
Subtotal {95% CI) 12 15 100.0% 0.24 [-0.52, 1.00]
Heterogeneity: Mot applicable
Test for overall effect: Z=0.62 (P =0.53)
13.3.2 4-month follow-up
Germain 2012 -3.7 3695844 12 -81 B.56GAHEZ 12 100.0% 0.80 [-0.04, 1.63] !
Subtotal (95% CI) 12 12 100.0% 0.80 [-0.04, 1.63]
Heterogeneity: Mot applicahle
Test for overall effect: Z=1.87 (P = 0.08)

Testfor subgroun differences: Chi*=0.92, df=1 (P=034), F= 0%

10 5 0 5 10

Favours BS| Favours prazosin

Figure 106: Behavioural sleep intervention versus prazosin for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Functional
impairment (SDS change score); Non-significant PTSD symptoms at

baseline

Experimental Control

Std. Mean Difference Std. Mean Difference

Study or Subgroup  Mean SD Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
13.4.1 Endpoint
Germain 2012 -1.2 3.925557 12 -1.8 55341493 18 100.0% 0.14 [0.62,0.90]
Subtotal (95% CI) 12 15 100.0% 0.14 [-0.62, 0.90]
Heterogeneity: Mot applicable
Test for overall effect: Z=036 (P =0.72)
13.4.2 4-month follow-up
Germain 2012 -1.3 3T73TE46 12 -85 5179768 11 100.0% 0.90[0.04,1.77] !
Subtotal {95% CI) 12 11 100.0% 0.90 [0.04,1.77]
Heterogeneity: Mot applicable
Test for overall effect: Z=2.04 (P =0.04)
10 -5 0 5 10

Test far subgroup differences: Chi*=1.69, df=1 (P =015, F=40.9%

Favours B3l Favours prazosin
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Figure 107: Behavioural sleep intervention versus prazosin for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Sleeping
difficulties (PSQI change score); Non-significant PTSD symptoms at

baseline
Experimental Control Std. Mean Difference 5td. Mean Difference
Study or Subgroup  Mean S0 Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
13.5.1 Endpoint
Germain 2012 -4.8 2.34094 13 -4 2129554 14 100.0% -0.38 111, 0.41]
Subtotal (95% CI) 13 14 100.0% 0.35[-1.11,0.41]

Heterogeneity: Mot applicable
Testfor overall effect: Z=0.89 (FP=0.37)

13.5.2 4-month follow-up
Germain 2012 -48 27313 12 -57 2054264 12 100.0% 036 [-0.45,1.17] !
Subtotal (95% CI) 12 12 100.0% 0.36 [-0.45, 1.17]

Heterogeneity: Mot applicable
Testfor overall effect £= 0.87 (P =0.38)

i ] 10
avours B2l Favours prazosin

Y
=]
e

Test for subagroup differences: Chi*=1.56, df=1 (P = 0.21), F= 35.8%

Figure 108: Behavioural sleep intervention versus prazosin for the delayed treatment
(>3 months) of below threshold PTSD symptoms in adults: Discontinuation
(loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
13.6.1 Non-significant PTSD symptoms at baseline
Germain 2012 7 19 ] 18 100.0% 1.33[0.81, 3.43]
Subtotal {95% CI) 19 18 100.0% 1.33 [0.51, 3.43]
Total ewents 7 ]

Heterogeneity: Mot applicable
Test for overall effect: £=0.48 (P = 0.56)

0.01 0.1 1 10 100
Favours B3l Favours prazosin

Testfor subaroup differences: Mot applicable
Psychological: Psychologically-focused debriefing

Single/two session debriefing (+/- psycho-education) versus no treatment for the early
prevention (intervention initiated <1 month) of PTSD in adults

Figure 109: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
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PTSD symptomatology self-rated at 1-4 month follow-up (IES
endpoint/change score)

Experimental Control §td. Mean Difference Std. Mean Difference
Study or Subgroup Mean S0 Total Mean S0 Total Weight IV, Random, 95% CI IV, Random, 95% CI
14.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Conlon 1999 -19.2 13.79928 18 124 11.95596 22 11.9% -0.52 F1.15,0.11] ™
Subtotal {95% CI) 18 22 11.9% -0.52 [-1.15,0.11] &>

Heterogeneity: Mot applicable
Testfor overall effect Z=1.61 (F=0.11)

14.1.2 Non-significant PTSD symptoms at baseline

Bisson 1997 413 12.78 a7 0.82 12.52 46 24.5% 0.26 [-0.13, 0.65] ol

Dolan {unpublished)  17.58 al 37 1BT2 20.25 46 21.3% 0.04 [-0.33, 0.47] ‘"‘

Hohbs 1996 0.84 10.6EG36 42 -243 9555386 43 226% 0.32 [-0.08, 0.74] -

Marchand 2006 -T.94 11.695904 33 -10.88 1079746 42 187% 0.23[-0.22, 0.69] T

Subtotal (95% CI) 169 183 B88.1% 0.22 [0.01, 0.43] ]

Heterogeneity: Tau®= 0.00; Chi®=082 df=3{P=082); F=0%

Testfor overall effect, Z=2.03 (F=10.04)

Total (95% CI) 187 205 100.0% 0.13 [-0.11, 0.37] y

Heterogeneity: Tau®= 0.02; Chi*= 6.61, df= 4 (P = 0.23); F= 28% =_1 P 15 p % 1D=
Testfor overall effect 2= 1.06 (F = 0.29) Favours debriefing Favours control

Testfor subaroun diffierences: Chi®= 469, df=1 (P =003, F=F8.7%

Figure 110: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
PTSD symptomatology self-rated at 6-month follow-up (IES endpoint
score/PSS-SR change score)

Favours debriefing Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean 5D Total Weight IV, Random, 95% CI IV, Random, 95% CI
14.2.1 Clinically important PTSD symptoms at baseline
Rose 1999 -3 9633016 47 -26 9.840814 46 57.7% -0.04 [-0.45, 0.36]
Subtotal (95% Cl) 47 46 57.7% -0.04 [-0.45, 0.36]

Heterogeneity: Mot applicahle
Testforoverall effect £2=0.21 (F=0.84)

14.2.2 Non-significant PTSD symptoms at baseline

Dolan {unpublished) 12487 19 3 111 20 38 423% 0.09 [-0.38, 0.57]
Subtotal (95% CI) k)l 38 42.3% 0.09 [-0.38, 0.57]
Heterogeneity: Mot applicable

Testforoverall effect Z2=039 (P=0.70)

Total (95% CI) 78 84 100.0% 0.02 [-0.29, 0.32]
Heterogeneity: Tau®= 0.00; Chi*=0.19, df=1 (P = 0.67); F= 0% =-1D 55 3 é 0
Testfor overall effect Z=010 (F=0.92) Favours debriefing Favours control

Test for subgroup differences: Chif= 019, df=1 (P = 0.67), = 0%

Figure 111: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
PTSD symptomatology self-rated at 1-year follow-up (IES change score)

Experimental Control Std. Mean Difference 5td. Mean Difference
Study or Subgroup Mean  SD Total Mean 5D Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
14.3.1 Non-significant PTSD symptoms at baseline
Bisson 19497 323 134 57 -518 11.26 46 100.0% 0.65[0.25,1.09]
Subtotal (95% CI) 57 46 100.0% 0.65 [0.25, 1.05]

Heterogeneity: Mot applicable
Test for averall effect 7= 3.21 (P=0.001}

-10 5 0 5 10
Favours debriefing Favours control

Testfor subgroup differences: Mot applicable
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Figure 112: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
PTSD symptomatology clinician-rated at endpoint (SI-PTSD change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
14.4.1 Non-significant PTSD symptoms at baseline
Sijbrandi 2006 -2.75 B8.643034 126 -1.8 T.743384 63 100.0% -0.11 [-0.42,0.19]
Subtotal {95% CI) 126 63 100.0% -0.11 [-0.42, 0.19]

Heterogeneity: Mat applicable
Testfor overall effect Z=10.73 (P = 0.46)

10 -5 0 5 10
Favours debriefing Favours control

Testfar subgroup differences: Not applicable

Figure 113: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
PTSD symptomatology clinician-rated at 1-3 month follow-up (SI-
PTSD/CAPS change score)

Experimental Control §td. Mean Difference §td. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CIl IV, Random, 95% CI
14.5.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Conlon 1999 -26.6 17.BBOSS 11 -8.8 1436558 21 445% -1.08[-1.83,-0.27] -
Subtotal (95% CI) 11 21 44.5% -1.05 [-1.83, -0.27] <>

Heterogeneity: Mot applicable
Testfor overall effect: £= 2.65 (P = 0.008)

14.5.2 Non-significant PTSD symptoms at baseline

Sijbrandi 2006 -6.75 889231058 120 -7.2 7.325799 G5 95.5% 0.05 [-0.25, 0.36]
Subtotal (95% CI) 120 65 55.5% 0.05 [-0.25, 0.36]
Heterageneity: Mot applicable

Testfor overall effect: Z=0.35 (P =073

Total (95% CI) 131 86 100.0% -0.44 [1.52, 0.64]

Heterageneity: Tau®= 0.2, Chi*= 6.73, df=1 (P = 0.009), F= 85% ' t 1 } {

Testfi leffect Z=0.80 (P =042 -10 -5 0 5 10
estfor overall effect: 2= 0.60 (P = 0.42) Favours debriefing Favours control

Testfor subgroup differences: Chi*=6.73, df=1 (P = 0.009), F=851%

Figure 114: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
PTSD symptomatology clinician-rated at 6-month follow-up (SI-PTSD
change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean S50 Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
14.6.1 Non-significant PTSD symptoms at baseline
Sijbrandi 2006 -10.15 B.335878 110 -8B 7.50733 59 100.0% -0.25 [-0.57, 0.06]
Subtotal (95% CI) 110 59 100.0% -0.25 [-0.57, 0.06]

Heterageneity: Mot applicable
Testfor overall effect Z=1586(F=012)

- ] 5 10
Favours debriefing Favours control

Testfor subdgroup differences: Mot applicable

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

302



DRAFT FOR CONSULTATION

Figure 115: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
Diagnosis of PTSD at 1-month follow-up

Experimental Control

Study or Subgroup Events Total Events Total Weight

M-H, Fixed, 95% CI

Risk Ratio
M-H, Fixed, 95% CI

Risk Ratio

14.7.1 Non-significant PTSD symptoms at baseline

Marchand 2006 3 33 1 42 100.0%
Subtotal (95% CI) 33 42 100.0%
Total events 3 1

Heterogeneity: Mot applicahle
Testfor overall effect Z=118{F=0.24)

Testfor subdgroup diffierences: Mot applicable

Figure 116: Single/two session debriefing

3.82[0.42,35.04]
3.82[0.42, 35.04]

e —

0.04

04 10 100

Favours debriefing Favours control

(+/- psycho-education) versus no treatment

for the early prevention (intervention initiated <1 month) of PTSD in adults:

Diagnosis of PTSD at 3-6 month

Experimental Control

Study or Subgroup  Events

Total Events Total Weight M-H, Random, 95% CI

follow-up

Risk Ratio
M-H, Random, 95% CI

Risk Ratio

14.8.1 Clinically important PTSD symptoms at baseline

Rose 19599 18 a4 17 a1 42 T%
Subtotal {95% CI) 54 51 42.7%
Total events 18 17

Heterogeneity: Mot applicable

Test for overall effect; Z=0.00 {F = 1.00)

14.8.2 Non-significant PTSD symptoms at baseline

Bissan 19497 32 T 17 86 55.0%
Marchand 2006 2 33 1 12 2.3%
Subtotal {95% CI) 110 98 57.3%
Total events KL ] 18

Heterogeneity: Tau®= 0.00; Chi*=0.26, df=1 {F =061 F=0%
Test for overall effect Z=1.42 (F=0.186)

Total (95% CI) 164 149 100.0%

Total events a2 35

Heterogeneity, Tauw*=0.00; Chi*=112,df=2{FP=057); F=0%
Test for overall effect Z=1.07 {F = 0.28)

Test for subgroup differences: Chif= 086, df=1{P=0.235,F=0%

1.00[0.58,1.72]
1.00 [0.58,1.72]

1.37 [0.85, 2.21] -
2.5510.24, 26.87]

1.40 [0.88, 2.24] -

1.21 [0.85, 1.73] >

0.01

0.1 10 100

Favours debriefing Favours control

Figure 117: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
Diagnosis of PTSD at 1-year follow-up

Experimental Control

Study or Subgroup Events Total Events Total Weight

Risk Ratio
M-H, Fixed, 95% CI

Risk Ratio
M-H, Fixed, 95% CI

14.9.1 Non-significant PTSD symptoms at baseline

Bisson 19497 36 7T 14 56 100.0%
Subtotal (95% CI) [ 56 100.0%
Total events 36 14

Heterogeneity: Mot applicahle
Testfor overall effect £2= 239 (F=0.02)

Testfor subgroup differences: Mot applicable

12,37
A2,312]

b &

1.87[1
1.871

0.01

0.1 10 100

Favours debriefing Favours control

Figure 118: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
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Anxiety symptoms (HADS-A endpoint/change score; HAM-A change score);
Non-significant PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 85% CI
14.10.1 Endpoint
Sijbrandi 2006 -1.60206 4023416 125 -2 3.789459 65 100.0% 0.10[-0.20,0.40
Subtotal (95% CI) 125 65 100.0% 0.10 [-0.20, 0.40]

Heterageneity: Mot applicahle
Test for overall effect: Z= 066 (P=0.51)

14.10.2 1-3 month follow-up

Bisson 1997 0.48 318 57 -D.28 3.09 46 28.5% 024 015, 0.63]

Dalan {unpublished) 532 54 37T B.28 7 15 23.0% -0.15 [-0.58, 0.29]

Sijbrandi 2006 -3.34403 3922428 124 37 3725587 66 48.5% 0.08 [-0.21,0.39]

Subtotal (95% Cl) 218 158 100.0% 0.08 [-0.13, 0.29]

Heterogeneity, Tau®=0.00; Chi*=1.74, df=2 (P =0.42); F= 0%

Testfor overall effect: Z=0.74 (P = 0.46)

14.10.3 6-month follow-up

Dalan (unpublished) 5.85 g 3 543 6.258 38 30.0% 0.00 [-0.47, 048] -

Sijhrandi 2006 -3.99546 3865515 115 -3.8 3.73764A 61 70.0% -0.05 [-0.36, 0.26] |

Subtotal (95% CI) 146 99 100.0% -0.03 [-0.29, 0.22] 4

Heterogeneity: Tau?=0.00; Chi*=0.03, df=1 (P=0.85); F= 0%

Testfor averall effect 2= 026 (P=0.79)

14.10.4 1-year follow-up

Bisgon 1997 0.98 378 57 -0D.98 31 46 100.0% 0.56 [0.16, 0.96] ’

Subtotal (95% CI) 57 46 100.0% 0.56 [0.16, 0.96]

Heterageneity: Mot applicahle

Testfor overall effect, Z=2.77 (P = 0.006)
I 1 t |
-10 -5 i ] 10

; ] Favours debriefing Favours control
Test far subgroup differences: Chi*=6.23, df=3{P =010}, *=51.9%

Figure 119: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
Depression symptoms at endpoint (HAM-D change score)

Favours debriefing Control 5td. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
14.11.1 Non-significant PTSD symptoms at baseline
Sijbrandi 2006 -1.7471 3887185 124 -21 3719543 B4 100.0% 0.09[-0.21, 0.349]
Subtotal (95% CI) 124 64 100.0% 0.09 [-0.21,0.39]

Heterogeneity: Mot applicable
Testfor overall effect: Z=0.60 (P = 0.55)

-10 - a 5 10
Favours debriefing Favours control

Testfor suboroup differences: Mot applicable

Figure 120: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
Depression symptoms at 1-3 month follow-up (HADS-D endpoint/change
score; HAM-D change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
14.12.1 Non-significant PTSD symptoms at baseline
Bisson 1997 0.05 282 57 -0.24 243 46 286% 0.11 [0.28, 0.50]
Dolan (unpublished) 2.81 4 37T aF 6 46 23.0% -0.17 [-0.60, 0.26]
Sijbrandi 2006 -3.13903 3831487 124 -29 3657185 66 48.4% -0.06 [-0.36, 0.24]
Subtotal (95% CI) 218 158 100.0% -0.04 [-0.25, 0.17]

Heterogeneity: Tau®=0.00; Chi®= 092 df=2 (P=063), F=0%
Testfor overall effect Z=036(F =072}

-10 -5 a 5 10
Favours debriefing Favours control

Testfor subgroup differences: Mot applicable
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Figure 121: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
Depression symptoms at 6-month follow-up (HADS-D/BDI endpoint

score/HAM-D change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
14.13.1 Clinically important PTSD symptoms at baseline
Rose 19388 121 13 47 1349 131 46 281% -0.14 [0.54, 0.27]
Subtotal (95% CI) 47 46 29.1% -0.14 [-0.54, 0.27]

Heterogeneity: Mot applicable
Testfor overall effect 2= 0.66 (P =0.51)

14.13.2 Non-significant PTSD symptoms at baseline

Dalan unpublished) 234 3 3 28 3 | 1.4% -0.09 [-0.56, 0.39]
Sijbrandi 2006 -3.44440 3827716 115 -3.4 3637904 G0 49.5% -0.01 [0.32, 0.30]
Subtotal (95% CI) 146 98 70.9% -0.03 [-0.29, 0.23]

Heterogeneity: Tau®= 0.00; Chi®= 0.07, df=1 {F = 0.80); F=0%
Testfor overall effect Z2=0.26 (P =0.80)

Total (95% CI) 193 144 100.0% -0.06 [-0.28, 0.16]
Heterogeneity: Tau®= 0.00; Chi®= 024, df=2 (P = 0.88); F=0%

Testfor overall effect Z= 057 (P=057)

Test for subaroup differences: Chi*= 017, df=1 (F=068), F=0%

-10 -5 1] g 10
Favours debriefing Favours control

Figure 122: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:

Depression symptoms at 1-year follow-up (HADS-

D change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Tofal Weight IV, Fixed, 95% Cl IV, Fixed, 95% CI
14.14.1 Non-significant PTSD symptoms at baseline
Bisson 1987 031 3.3z2 A7 -0.87 248 46 100.0% 0.39[0.00, 0.79]
Subtotal (95% CI) 57 46 100.0% 0.39 [0.00, 0.79]

Heterogeneity: Mat applicable
Test for averall effect; £=1.97 (F=0.05)

Test for subgroup differences: Mot applicable

5 0 5 10
Favours debriefing Favours control
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Figure 123: Single/two session debriefing (+/- psycho-education) versus no treatment
for the early prevention (intervention initiated <1 month) of PTSD in adults:
Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
14.15.1 Clinically important PTSD symptoms at baseline
Rose 1959 7 54 5 51 9.4% 1.32 [0.45, 3.90] —
Subtotal (95% CI) 54 51 9.4% 1.32 [0.45, 3.90] ~——
Total events T a

Heterogeneity: Mot applicahle
Testfor overall effect. 2= 051 (P=0.61)

14.15.2 Subthreshold PTSD symptoms (just below threshold) at baseline

Conlon 1939 T 18 1 22 32% 256 [1.16, §3.29] -
Subtotal (95% CI) 18 22 3.2% 8.56 [1.16, 63.25] —ee——
Total events 7 1

Heterogeneity. Mot applicahle
Test for overall effect 2= 210 (P =0.04)

14.15.3 Non-significant PTSD symptoms at baseline

Bisson 1997 20 7 10 56 18.8% 1.45[0.74, 2.86] T

Dalan (unpublished) 20 49 13 51 22.8% 1.60 [0.90, 2.85] T

Hobhs 15996 12 a4 3 52 TH% 3.85[1.15,12.87] e —
Marchand 2006 g 33 10 42 147% 1.02 [0.45, 2.28] —
Sijhrandi 2006 28 154 15 81 23.3% 0.88[0.55,1.72] ——

Subtotal (95% CI) 368 282 874% 1.36 [0.96, 1.94] »

Total events a8 a1

Heterogeneity: Tau*=0.03; Chi*=5.04, df=4 (P=028);, F=21%
Testfor overall effect. £2=1.71 (P=0.09)

Total {95% Cl) 440 355 100.0% 1.45[1.01, 2.10] . g

Total events 102 a7

?etf;ﬂgenemtl:lT?fu :gfl;;u(:uhlpz_an.angﬁ, df=6(P=021) F=28% 'EI.E|1 Elf1 1-0 100
Bs1ior overall EC_' =2.00¢ e ) Favours debriefing Favours control

Test for subgroup differences: Chi*= 316, df=2 (P=0.21), F=36.8%

Group debriefing versus no treatment for the early prevention (intervention initiated <1
month) of PTSD in adults

Figure 124: Group debriefing versus no treatment for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated (IES-R change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
15.1.1 Non-significant PTSD symptoms at baseline
Tuckey 2014 -0.64 1.708918 20 -0.25 0811727 18 100.0% -0.28[-0.91, 0.35]
Subtotal {(95% Cl) 20 19 100.0% -0.28 [-0.91, 0.35]

Heterogeneity. Mot applicahle
Testfor averall effect: £=0.88 (F=0.38)

10 -5 0 5 10
Favours debriefing Favours no treatment

Test for subgroup differences: Mot applicable
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Figure 125: Group debriefing versus no treatment for the early prevention
(intervention initiated <1 month) of PTSD in adults: Discontinuation (loss to

follow-up)
Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
15.2.1 Non-significant PTSD symptoms at baseline
Tuckey 2014 16 36 19 38 100.0% 0.89[0.55, 1.44]
Subtotal (95% CI) 36 38 100.0% 0.89 [0.55, 1.44]
Total events 16 19

Heterogeneity: Mot applicable
Testfor overall effect: £=0.48 (P = 0.63)

0.01 0.1 1 10 100
Favours debriefing Favours no treatment

Testfor subdroup diferences: Mot applicable

Group debriefing versus attention-placebo or psycho-educational session for the early
prevention (intervention initiated <1 month) of PTSD in adults

Figure 126: Group debriefing versus attention-placebo or psycho-educational session
for the early prevention (intervention initiated <1 month) of PTSD in adults:
PTSD symptomatology self-rated (IES-R endpoint/change score)

Experimental Control Std. Mean Difference $td. Mean Difference
Study or Subgroup  Mean S50 Total Mean S50 Total Weight IV, Random, 95% CI IV, Random, 95% CI
16.1.1 Non-significant PTSD symptoms at baseline
Grundlingh 2017 19.6 824 26 14.03 9.67 26 50.3% 0.61[0.08,1.17]
Tuckey 2014 -0.64 1.708918 20 -0.06 0.840327 28 497% -0.45[-1.03,0.13]
Subtotal (95% CI) 46 54 100.0% 0.08 [-0.95,1.12]

Heterageneity Tau®= 0.48; Chi*= 6.64, df=1 (P=0.010); F=85%
Testfor overall effect: Z= 016 (P = 0.87)

-10 -5 a 5 10
Favours debriefing Favours control

Testfor subgroup differences: Not applicable

Figure 127: Group debriefing versus attention-placebo or psycho-educational session
for the early prevention (intervention initiated <1 month) of PTSD in adults:
Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
16.2.1 Non-significant PTSD symptoms at baseline
Grundlingh 2017 4 25 a 27 30.4% 9.33[0.53,165.149] =
Tuckey 2014 16 36 20 48 BY.6% 1.07 [0.64,1.74] t
Subtotal {95% CI) 62 75 100.0% 2.06 [0.26, 16.58]
Total events 20 20

Heterogeneity, Tau*=1.96; Chi*=2.41,df=1{P=012; F=59%

Test for overall effect: Z= 0.68 (P = 0.50)

0.01 01 10 100
Favours debriefing Favours control

Test for subagroup differences: Mot applicable

Single session debriefing + psycho-education versus single psycho-education session
for the early prevention (intervention initiated <1 month) of PTSD in adults

Figure 128: Single session debriefing + psycho-education versus single psycho-
education session for the early prevention (intervention initiated <1 month)
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of PTSD in adults: PTSD symptomatology self-rated at 6-month follow-up
(PSS-SR change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
17.1.1 Clinically important PTSD symptoms at baseline
Rose 1999 -3 9633016 47 -51 8813058 45 100.0% 0.23[-0.18, 0.64]
45 100.0% 0.23 [-0.18, 0.64]

Subtotal (95% CI)

Heterogeneity: Mot applicable

Test for overall effect Z=1.08 (P = 0.28)

10 5 0 5 10
Favours debriefing + PE Favours psychoeducation

Test for subaroup differences: Mot applicahble

Figure 129: Single session debriefing + psycho-education versus single psycho-
education session for the early prevention (intervention initiated <1 month)
of PTSD in adults: Diagnosis of PTSD at 6-month follow-up

Risk Ratio

Experimental Control Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
17.2.1 Clinically important PTSD symptoms at baseline
Rose 15499 18 54 12 A2 100.0% 1.44 [0.77, 2.69] —t
Subtotal (95% CI) 54 52 100.0%  1.44 [0.77, 2.69]
Total events 18 12

Heterogeneity: Mot applicable
Testfor overall effect Z=1.16 (F=0.29)

0.0 0.1 10 100
Favours debriefing + PE Favours psychoeducation

Testfor subdgroup differences: Mot apnlicable

Figure 130: Single session debriefing + psycho-education versus single psycho-
education session for the early prevention (intervention initiated <1 month)
of PTSD in adults: Depression symptoms at 6-month follow-up (BDI
endpoint score)

Std. Mean Difference

Experimental Control 5td. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
17.3.1 Clinically important PTSD symptoms at baseline
Rose 1988 121 13 a7 98 9.2 45 100.0% 0.20 0.21, 0.61]
Subtotal (95% CI) A7 45 100.0% 0.20 [-0.21, 0.61]
Heterogeneity: Mot applicable
Testfor overall effect £=0.96 (P =0.33)

10 -5 0 g 10

. . Favours debriefing + PE Favours psychoeducation
Testfor subaraup differences: Mot anplicable

Figure 131: Single session debriefing + psycho-education versus single psycho-
education session for the early prevention (intervention initiated <1 month)

of PTSD in adults: Discontinuation (loss to follow-up)

Risk Ratio

Experimental Control Risk Ratio
M-H, Fixed, 95% CI

Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl
17.4.1 Clinically important PTSD symptoms at baseline

Rose 15494 7 54 7 52 100.0% 0.96 [0.36, 2.56]
Subtotal (95% CI) 54 52 100.0%  0.96 [0.36, 2.56]
Total events 7 7

Heterogeneity: Mot applicable
Testfor overall effect Z=0.08 (P =0.484)

0.0 0.1 1 10 100
Favours debriefing + PE Favours psychoeducation

Testfor subdgroup differences: Not apalicable
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Psychological: Eye movement desensitisation and reprocessing

Eye movement desensitisation and reprocessing (EMDR) versus supportive counselling
for the delayed treatment (>3 months) of below threshold PTSD symptoms in adults

Figure 132: Eye movement desensitisation and reprocessing (EMDR) versus
supportive counselling for the delayed treatment (>3 months) of below
threshold PTSD symptoms in adults: PTSD symptomatology self-rated (IES

change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
18.1.1 Subthreshold PTSD symptoms {just below threshold} at baseline
Lytle 2002 -10.2 8736132 19 -84 B.7E1657 15 100.0% 0.22[-0.94,0.49
-0.22 [-0.94, 0.49]

Subtotal (95% CI) 15 15 100.0%

Heterogeneity: Mot applicable
Testfor averall effect 2= 0.61 (P = 0.54)

-10 -5 a 5 10
Favours EMDR  Favours counselling

Test for subaroup diffierences: Not applicable

Figure 133: Eye movement desensitisation and reprocessing (EMDR) versus
supportive counselling for the delayed treatment (>3 months) of below
threshold PTSD symptoms in adults: Depression symptoms (BDI change

score)
Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% Cl IV, Fixed, 95% CI

18.2.1 Subthreshold PTSD symptoms (just below threshold) at baseline

Lytle 2002 -3.53 536317 15 -54 4305676 15 100.0% 0.37 [-0.35,1.10]

Subtotal (95% CI) 15 15 100.0% 0.37 [-0.35,1.10]

Heterogeneity: Mot applicable

Test for overall effect Z2=1.01 (P =0.31)

I 1 1 } |

-10 4 a L] 10

. . Favours EMDR  Favours counselling
Test for subaroup diffierences: Not applicable

Eye movement desensitisation and reprocessing (EMDR) versus eye fixation
desensitisation (EFD) for the delayed treatment (>3 months) of below threshold PTSD

symptoms in adults

Figure 134: 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 symptomatology self-

rated (IES change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
19.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Lytle 2002 -10.2 8736132 18 -14.4 7613147 18 100.0% 0.50[0.23,1.23]
15 15 100.0% 0.50 [-0.23, 1.23]

Subtotal (95% CI)
Heterogeneity: Mot applicable
Test for overall effect: Z=1.34 (P=0.18)

,
10 -5 0 5 10
Favours EMDR  Favours EFD

Test for subgroup differences: Mot applicable

Figure 135: Eye movement desensitisation and reprocessing (EMDR) versus eye
fixation desensitisation (EFD) for the delayed treatment (>3 months) of
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below threshold PTSD symptoms in adults: Depression symptoms (BDI
change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
19.2.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Lytle 2002 -3.53 5363017 18 -3.2 4.485555 15 100.0% -0.06 [-0.78, 0.65]
Subtotal (95% CI) 15 15 100.0% -0.06 [-0.78, 0.65]

Heterogeneity: Mot applicahle
Test for overall effect: Z=0.18 (P = 0.86)

10 -5 0 5 10
Favours EMDR  Favours EFD

Test for subgroup differences: Mot applicable

Eye fixation desensitisation (EFD) versus supportive counselling for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults

Figure 136: Eye fixation desensitisation (EFD) versus supportive counselling for the
delayed treatment (>3 months) of below threshold PTSD symptoms in
adults: PTSD symptomatology self-rated (IES change score)

Experimental Control 5td. Mean Difference 5td. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
20.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Lytle 2002 -14.4 TEB13147 15 -84 B.TFBE165T 16 100.0% -0.81 [-1.56, -0.06]
Subtotal (95% CI) 15 15 100.0% -0.81 [-1.56, -0.06]

Heterogeneity: Mot applicable
Testfor overall effect Z= 212 (P =0.03)

} } } |
=10 -5 i 5 10
Favours EFD  Favours counselling

Testfor subaroun differences: Mot applicahle

Figure 137: Eye fixation desensitisation (EFD) versus supportive counselling for the
delayed treatment (>3 months) of below threshold PTSD symptoms in

adults: Depression symptoms (BDI change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
20.2.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Lytle 2002 -3.2 4.485555 15  -5.4 4305676 14 100.0% 0.49 [0.24,1.21]
Subtotal (95% CI) 15 15 100.0% 0.49 [-0.24,1.21]

Heterogeneity: Mot applicahle
Testfor overall effect Z=1.31 (P=0.19)

} 1 } |
-10 -5 i 5 10
Favours EFD  Favours counselling

Testfor subdroupn differences: Not applicable
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Psychological: Hypnotherapy

Hypnotherapy + trauma-focused CBT versus trauma-focused CBT for the early
prevention (intervention initiated <1 month) of PTSD in adults

Figure 138: 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)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean S0 Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
21.1.1 Acute stress disorder diagnosis at baseline
Eryant 2005/2006 2389 2533 18 2321 2335 19 100.0% 0.03 F0.62, 0.67]
Subtotal (95% CI) 18 19 100.0% 0.03 [-0.62, 0.67]

Heterogeneity: Mot applicable
Testfor overall effect Z=0.08 (P =093

-10 -5 0 5 10
Favours hypnotherapy+TF-C  Favours TF-CBT

Test for subgroup differences: Mot applicable

Figure 139: Hypnotherapy + trauma-focused CBT versus trauma-focused CBT for the
early prevention (intervention initiated <1 month) of PTSD in adults: PTSD
(number who met criteria for PTSD); Acute stress disorder diagnosis at

baseline
Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events  Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
21.2.1 1-month follow-up
Eryant 2005/2006 9 30 12 33 100.0% 0.82 [0.41, 1.68]
Subtotal (95% CI) 30 33 100.0%  0.82[0.41,1.68]
Total events 9 12

Heterogeneity: Mat applicable
Testfor averall effect £=0.53 (P = 0.54)

21.2.2 6-month follow-up

Eryant 20052008 12 20 14 33 100.0% 0.94[0.52,1.70] t
Subtotal (95% CI) 30 33 100.0% 0,94 [0.52,1.70]
Total events 12 14

Heterogeneity: Mot applicable
Test for averall effect =019 (F=0.89)

21.2.3 3-year follow-up

Bryant 20052006 14 an 13 33 1000%  1.18[0.67,2.10] t
Subtotal (95% Cl) 30 33 100.0%  1.18 [0.67, 2.10]
Total events 14 13

Heterogeneity: Mot applicable
Test for averall effect 7= 058 (F = 0.96)

o.m 0.1 10 100
. i Favours hypnotherapy+TF-C  Favours TF-CBET
Testfor subaroup differences: Chi*= 066, df=2 (P =072, F=0%
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Figure 140: Hypnotherapy + trauma-focused CBT versus trauma-focused CBT for the
early prevention (intervention initiated <1 month) of PTSD in adults: Anxiety
symptoms (BAI change score); Acute stress disorder diagnosis at baseline

Experimental Control Std. Mean Difference §td. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
21.3.1 1-month follow-up
Bryant 2005/2006 -11.8 87 30 -9.48 889 33 100.0% -0.26 [[0.76, 0.24]
Subtotal {95% CI) 30 33 100.0% -0.26 [-0.76, 0.24]
Heterogeneity: Mot applicable
Test for overall effect: £=1.03 (P = 0.30)
21.3.2 6-month follow-up
Bryant 2005/2006 -10.2 8.64 30 -B72 883 33 100.0% -0.17 [-0.66, 0.33] !
Subtotal {95% CI) 30 33 100.0% -0.17 [-0.66, 0.33]
Heterogeneity: Mot applicable
Test for overall effect. £= 0.66 (P = 0.51)

} } |

Test for subdgroup differences: Chif=0.07, df=1 (P= 079, F= 0%

10 -5 o § 10
Favours hypnotherapy+TF-C Favours TF-CBT

Figure 141: Hypnotherapy + trauma-focused CBT versus trauma-focused CBT for the
early prevention (intervention initiated <1 month) of PTSD in adults:
Depression symptoms (BDI-lIl change score); Acute stress disorder

diagnosis at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
21.4.1 1-month follow-up
Bryant 2005/2006 -7.03 56 30 -673 74 33 100.0% -0.04 [-0.54, 0.45]
Subtotal {95% CI) 30 33 100.0% -0.04 [-0.54, 0.45]

Heterogeneity: Mot applicable
Testfor averall effect Z=0.17 (P = 0.86)

21.4.2 6-month follow-up

Bryant 2005/2006 -4.83 6.08 a0 -536 a.17 33 100.0% 0.07 [-0.42,0.57] ’
Subtotal (95% ClI) 30 33 100.0% 0.07 [-0.42, 0.57]

Heterogeneity: Mot applicable
Testfor averall effect Z=029 (P =077}

21.4.3 3-year follow-up
Bryant 2005/2006 -10.42 7.400973 18  -71 T7.837512 19 100.0% -043F
Subtotal {95% CI) 18 19 100.0% 0

Heterogeneity: Mot applicable
Testfor averall effect 2=1.28 (P =0.20)

Testfor subgroup differences: Chi*=1.46, df=2 (P=0.48), F=0%

8,023 !
-1.08,0.23]

-0 -5 0 5 10
Favours hypnotherapy+TF-C  Favours TF-CBT

Figure 142: Hypnotherapy + trauma-focused CBT versus trauma-focused CBT for the
early prevention (intervention initiated <1 month) of PTSD in adults:

Discontinuation (loss to follow-up)

Experimental Control Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl

Risk Ratio
M-H, Fixed, 95% CI

21.5.1 Acute stress disorder diagnosis at baseline

Bryant 20052006 7 a0 8 33 100.0%  0.96[0.36 2.01]
Subtotal (95% CI) 30 33 100.0%  0.86 [0.36, 2.01]
Total events T 9

Heterogeneity: Mot applicable
Test for averall effect =036 (F=072)

Test for subaroup differences: Mot applicahle

0.01 0.1 1 10 100
Favours hypnotherapy+TF-C  Favours TF-CBT
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Hypnotherapy + trauma-focused CBT versus supportive counselling for the early
prevention (intervention initiated <1 month) of PTSD in adults

Figure 143: Hypnotherapy + trauma-focused CBT versus supportive counselling for
the early prevention (intervention initiated <1 month) of PTSD in adults:
PTSD symptomatology clinician-rated at 3-year follow-up (CAPS endpoint

score)
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% Cl
22.1.1 Acute stress disorder diagnosis at baseline
Bryant 2005/2006 2389 2533 18 41.94 2664 16 100.0% 068 [-1.37,0.02]
Subtotal (95% CI) 18 16 100.0% -0.68 [1.37,0.02]

Heterogeneity: Mot applicahle
Testfor overall effect: Z=1.92 (P = 0.08)

|
-10 -5 a 5 10
Favours TF-CBT + hypnothe Favours SC

Test for subdroup differences: Mot applicable

Figure 144: Hypnotherapy + trauma-focused CBT versus supportive counselling for
the early prevention (intervention initiated <1 month) of PTSD in adults: TSD
(number who met criteria for PTSD); Acute stress disorder diagnosis at

baseline
Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CIl
22.2.1 1-month follow-up
Eryant 2005/2006 ] ] 12 24 100.0% 0.601[0.30,1.18] 1-
Subtotal (95% CI) 30 24 100.0% 0.60 [0.30,1.18] -
Total events 9 12

Heterageneity: Mot applicable
Testfor overall effect: Z=148{FP=014

22.2.2 6-month follow-up

Bryant 200552006 12 30 14 24 100.0% 0.BA[0.39 1.19] 1—
Subtotal (95% CI) 30 24 100.0% 0.69 [0.39, 1.19] -
Total events 12 14

Heterageneity: Mot applicahle
Testfor averall effect: Z=1.34 (F=018)

22.2.3 3-year follow-up

Bryant 2005/2006 14 30 16 24 1000% 070043 113 1
Subtotal {95% Cl) 30 24 100.0%  0.70 [0.43.1.13]
Tatal events 14 16

Heterageneity: Kot applicable
Testfor overall effect Z=147 (P=014

.01 0.1 10 100
Favours TF-CBT+hypnothera Favours SC

Test for subgroup differences: Chi*= 014, df=2 (F=093), F= 0%

Figure 145: Hypnotherapy + trauma-focused CBT versus supportive counselling for
the early prevention (intervention initiated <1 month) of PTSD in adults:

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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Anxiety symptoms (BAIl change score); Acute stress disorder diagnosis at

baseline
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 8D Total Mean SD Total Weight IV, Fixed, 95% Cl IV, Fixed, 95% CI
22.3.1 1-month follow-up
Bryant 2005/2006 -11.8 87 30 -8.42 982 24 100.0% -0.36 [0.80,0.18]
Subtotal (95% CI) 30 24 100.0% -0.36 [-0.90, 0.18]
Heterogeneity: Mot applicable
Testfor overall effect: Z=1.31 (P=014)
22.3.2 6-month follow-up
Bryant 2005/2006 -10.2 B8.64 30 -F.54 102 24 100.0% -0.28 [0.82, 0.26] !
Subtotal (95% CI) 30 24 100.0% -0.28 [-0.82, 0.26]
Heterogeneity: Mot applicable
Test for overall effect: Z=1.02 (F=10.31)
-0 -5 0 3 10

Testfor subagroup differences: Chi*=0.04, df=1 (P=0.83), F=0%

Favours TF-CBT+hypnothera Favours SC

Figure 146: Hypnotherapy + trauma-focused CBT versus supportive counselling for

the early prevention (intervention initiated <1 month) of PTSD in adults:

Depression symptoms (BDI-lIl change score); Acute stress disorder

diagnosis at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
22.4.1 1-month follow-up
Eryant 2005/2006 -7.03 a6 30 -F.08 8.06 24 100.0% 0.01 [-0.53, 0.594]
Subtotal {95% Cl) 30 24 100.0% 0.01 [-0.53, 0.54]
Heterogeneity: Mot applicahle
Testfor averall effect Z=0.03 (P = 0.98)
22.4.2 6-month follow-up
Bryant 2005/2006 -4.83 6.08 30 -A75 8.38 24 100.0% 0.13[-0.41, 0.66] !
Subtotal (95% Cl) 30 24 100.0% 0.13 [-0.41, 0.66]
Heterogeneity: Mot applicahle
Test for overall effect 2= 046 {F = 0.65)
22.4.3 3-year follow-up
Eryant 2005/2006 -10.42 7400973 18 -0023 1000819 16 100.0% 1.14 [-1.87,-0.41] !‘
Subtotal (95% CI) 18 16 100.0% 1.14 [-1.87, -0.41]

Heterogeneity, Mot applicahle
Test for overall effect 2= 3.06 (P =0.002)

Testfor subaroup differences: Chi*= 832, df= 2 (P=0.02), F=76.0%

-10 - 0
Favours TF-CBT+hypnothera Favours SC

Figure 147: Hypnotherapy + trauma-focused CBT versus supportive counselling for

the early prevention (intervention initiated <1 month) of PTSD in adults:

Discontinuation (loss to follow-up)

Experimental Control

Study or Subgroup  Events

Risk Ratio
Total Events Total Weight M-H, Fixed, 95% Cl

Risk Ratio
M-H, Fixed, 95% Cl

22.5.1 Acute stress disorder diagnosis at baseline

Bryant 200552006 7 30 2 24 100.0%
Subtotal (95% CI) 30
Total events 7 2

Heterageneity: Mot applicahle
Testfar averall effect: Z=1.37 (F=017)

Test for subgroup differences: Mot applicable

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

2 80 [0L64, 12.26] —t
24 100.0% 2.80 [0.64, 12.26] -

1 1
0.01 0.1 10
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Psychological: Interpersonal psychotherapy

Interpersonal psychotherapy (IPT) versus TAU for the early prevention (intervention

initiated <1 month) of PTSD in adults

Figure 148: Interpersonal psychotherapy (IPT) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated (PCL change score); Non-significant PTSD symptoms at baseline

Experimental Control

Std. Mean Difference
IV, Fixed, 95% CI

Std. Mean Difference

Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI
23.1.1 Endpoint
Holmes 2007 -36 1257935 27 -D.4 1320436 31 100.0% -0.24 [-0.76, 0.27]
Subtotal (95% CI) 27 31 100.0% -0.24 [-0.76, 0.27]
Heterogeneity: Mot applicable
Test for overall effect: £=0.92 (P = 0.36)
23.1.2 3-month follow-up
Holmes 2007 1.9 1247071 27 24 1301307 31 100.0% -0.04 [-0.55, 0.48] ,
Subtotal (95% CI) M 100.0% -0.04 [-0.55, 0.48]
Heterogeneity: Mot applicable
Test for overall effect: Z=0.14 (P =0.85)
10 -5 0 5 10
. B Favours IPT Favours control
Testfor subgroup differences: Chif=0.31, df=1 (P=058), F=0%

Figure 149: Interpersonal psychotherapy (IPT) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD diagnosis at 3-
month follow-up

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
23.2.1 Non-significant PTSD symptoms at baseline
Holmes 2007 2 Al 11 39 100.0%  1.95[1.11, 3.40] t
Subtotal {95% CI) 51 39 100.0% 1.95 [1.11, 3.40]
Total ewents 28 11
Heterogeneity: Mot applicable
Testfor overall effect, £= 233 (P=0.02
0.0 0.1 10 100
) . Favours IPT Favours contral
Test for subgroup differences: Mot applicable

Figure 150: Interpersonal psychotherapy (IPT) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Anxiety symptoms
(HADS-A change score); Non-significant PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 50 Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
23.3.1 Endpoint
Holmes 2007 -1.4 3310589 27 -33 3310889 31 100.0% 0.57 [0.04,1.08]
Subtotal (95% CI) 27 31 100.0% 0.57 [0.04, 1.09]
Heterogeneity: Mot applicahle
Test for overall effect: Z=2.11 (P =0.04;
23.3.2 3-month follow-up
Halmes 2007 0.8 3452535 27 -05 3611094 31 100.0% 0.36 [-0.16, 0.88] ’
Subtotal (95% CI) 27 M 100.0% 0.36 [-0.16, 0.88]
Heterogeneity: Mot applicable
Test for overall effect: Z=1.37 (P=0.17)

10 -5 0 5 10

Test for subaroup differences: Chi*= 0,29, df=1 (P = 0.59), F= 0%
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Figure 151: Interpersonal psychotherapy (IPT) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Depression symptoms

(BDI change score); Non-significant PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
23.4.1 Endpoint
Holmes 2007 -0.3 B.251061 27 -4 B.378087 31 100.0% 0.50 [-0.02,1.02]
Subtotal (95% CI) 27 31 100.0% 0.50 [-0.02, 1.02]

Heteropeneity: Mot applicable
Test for overall effect: Z=1.87 (P = 0.06)

23.4.2 3-month follow-up

Halmes 2007 -1 T.B23647 27 -1.5 7.6GET6E 31 100.0% 0.05 [-0.46, 0.57]
Subtotal {95% CI) 27 3 100.0% 0.05[-0
Heterogeneity: Mot applicable

Test for overall effect: Z=0.20 (P =0.84)

-5 0 5

-10 10
. B Favours IPT Favours control
Test far subgroup differences: Chif=1.42, df=1 (P =0.23) F=29.8%

Figure 152: Interpersonal psychotherapy (IPT) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Alcohol use disorder
symptoms (AUDIT change score); Non-significant PTSD symptoms at
baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
23.5.1 Endpoint
Haolmes 2007 -2 4BE2E1T 27 -2.2 B.ATI4N 31 100.0% 0.03 [-0.48, 0.558]
Subtotal (95% CI) 27 31 100.0% 0.03 [-0.48, 0.55]
Heterogeneity: Mot applicahle
Test for overall effect: Z=0.13 (P = 0.90)
23.5.2 3-month follow-up
Holmes 2007 0.2 528583 27 24 6.6 31 100.0% 0.43[0.10,0.95] ,
Subtotal (95% CI) 27 31 100.0% 0.43 [-0.10, 0.95]
Heterogeneity: Mot applicable
Test for overall effect: Z=1.60(FP=0.11)

-10 =5 0 % 1DI

Test for subaroup differences: Chi*=1.09, df=1 (P = 0300, F=845%

Figure 153: Interpersonal psychotherapy (IPT) versus TAU for the early prevention

Favours IPT Favours control

(intervention initiated <1 month) of PTSD in adults: Discontinuation (loss to

follow-up)

Experimental Control Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl

Risk Ratio
M-H, Fixed, 95% CI

23.6.1 Non-significant PTSD symptoms at baseline

B S

Holmes 2007 24 a1 8 39 100.0% 228116, 4.54]
Subtotal {95% CI) 51 39 100.0% 2.29 [1.16, 4.54]
Total ewents 24 a8
Heterogeneity: Mot applicable
Testfor overall effect: £=2.38 (FP=0.02)

0.01

Test for subgroup differences: Mot applicable
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Psychological: Counselling

Supportive counselling versus attention-placebo for the early prevention (intervention

initiated <1 month) of PTSD in adults

Figure 154: Supportive counselling versus attention-placebo for the early prevention

(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated (PSS-SR change score); clinically important PTSD symptoms at

baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
24.1.1 Endpoint
Foa 2006 -10.95 9.209609 23 18495 T.49309 20 100.0% 0.931[0.29, 1.56] !
Subtotal (95% Cl) 23 20 100.0% 0.93 [0.29, 1.56]
Heterogeneity: Mot applicahle
Test for overall effect £=2.87 (P=0.004)
24.1.2 3-month follow-up
Foa 2006 -14.34 9.050538 19 -17.23 B.242243 19 100.0% 0.36 [-0.28,1.01] !
Subtotal (95% CI) 19 19 100.0% 0.36 [-0.28, 1.01]
Heterogeneity: Mot applicable
Testfor overall effect Z2=1.11 (FP=0.27)
24.1.3 1-year follow-up
Foa 2006 -17.33 8.212908 24 192 B.B23Z7E 20 100.0% 0.24 [-0.35,0.84] !
Subtotal (95% CI) 24 20 100.0% 0.24 [-0.35, 0.84]

Heterogeneity: Mot applicahle
Testfor overall effect Z2=079 (F=0.43)

Test for subgroup differences: Chi®= 2,65, df= 2 (P=0271, P=247%

-10 -5 0 ]

Favours counselling Favours control

10

Figure 155: Supportive counselling versus attention-placebo for the early prevention

(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
clinician-rated (PSS-I change score); clinically important PTSD symptoms at

baseline
Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean §D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
24.2.1 Endpoint
Foa 2006 -14.37 8.847963 23 1712 77608908 20 100.0% 0.32[-0.28, 0.83]
Subtotal (95% CI) 23 20 100.0% 0.32 [-0.28, 0.93]
Heterogeneity: Mot applicable
Test for overall effect Z2=1.05 (P =0.29)
24.2.2 3-month follow-up
Foa 2006 -16.36 9.7545149 21 1817 7.282517 19 100.0% 0.20[0.42 0.83] !
Subtotal (95% CI) 21 19 100.0% 0.20[-0.42, 0.83]
Heterogeneity: Mot applicahle
Test for overall effect Z2=0.64 (F=0.52)
24.2.3 1-year follow-up
Foa 2006 -23.19 T.889T4 24 2092 T.099746 20 100.0% 0.30 [-0.89, 0.30] !
Subtotal (95% CI) 24 20 100.0% 0.30 [-0.89, 0.30]

Heterogeneity: Mot applicahle
Test for overall effect Z=0.97 (F=0.33)

Test for subgroun differences: Chif=2.29,df= 2 (P=032), F=12.8%

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
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Figure 156: Supportive counselling versus attention-placebo for the early prevention
(intervention initiated <1 month) of PTSD in adults: Anxiety symptoms (BAI
change score); clinically important PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean §D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
24.3.1 Endpoint
Foa 2006 -9.73 BL03182 23 -14.54 T.355838 20 100.0% 0.57 [0.04,1.19)]
Subtotal (95% CI) 23 20 100.0% 0.57 [-0.04, 1.19]

Heterogeneity, Mot applicahle
Testfor overall effect Z2=1.84 (P=0.07)

24.3.2 3-month follow-up

Foa 2006 -8.12 B.794669 19 -13.96 6.915295 19 100.0% 0.60 [-0.05, 1.245] !
Subtotal (95% CI) 19 19 100.0% 0.60 [-0.05, 1.25]

Heterogeneity: Mot applicahle

Test for overall effect Z=1.80 (P =0.07)

24.3.3 1-year follow-up

Foa 2006 -11.63 9.855123 23 1469 B.B93446 20 100.0% 0.35 [-0.26, 0.95] !
Subtotal (95% CI) 23 20 100.0% 0.35[-0.26, 0.95]

Heterogeneity: Mot applicahle
Test for overall effect £2=1.13 (P = 0.26)

-10 -4 0 ] 10
Favours counselling Favours control

Test for subgroup differences: Chif= 039, df= 2 (P=082), F=0%

Figure 157: Supportive counselling versus attention-placebo for the early prevention
(intervention initiated <1 month) of PTSD in adults: Depression symptoms
(BDI change score); clinically important PTSD symptoms at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
24.4.1 Endpoint
Foa 2006 -7.41 B.053TE3 23 1311 ABE2S 20 100.0% 0790016, 1.41] !
Subtotal (95% Cl) 23 20 100.0% 0.79 [0.16, 1.41]

Heterogeneity: Mot applicahle
Testfor overall effect 2= 2.47 (F=0.01)

24.4.2 3-month follow-up

Foa 2006 -8.84 6430054 19 1227 5980251 19 100.0% 0.38 [-0.26,1.03] !
Subtotal (95% CI) 19 19 100.0% 0.38 [-0.26, 1.03]

Heterogeneity: Mot applicable

Testfor overall effect 2=117 (F=0.24)

24.4.3 1-year follow-up

Foa 2006 -10.01 B.798993 24 1426 5935756 20 100.0% 0.65[0.04, 1.26] !
Subtotal (95% CI) 24 20 100.0% 0.65 [0.04, 1.26]

Heterogeneity. Mot applicahle

Test for overall effect 2= 2.09 (F=0.04)

10 -5 0 5 10
Favours counselling Favours control

Test for subgroup differences: Chif= 0,80, df= 2 (P =067, "= 0%
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Figure 158: Supportive counselling versus attention-placebo for the early prevention
(intervention initiated <1 month) of PTSD in adults: Discontinuation (loss to

follow-up)
Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
24.5.1 Clinically important PTSD symptoms at baseline
Foa 2006 5 28 10 30 100.0%  0.52[0.20,1.33] i—
Subtotal (95% ClI) 29 30 100.0% 0.52 [0.20, 1.33] -

Total events ] 10

Heterogeneity: Mot applicable
Test for averall effect Z=1.37 (F=017)

0.0 0.1 10 100
Favours counselling Favours control

Testfor subaroup differences: Mot applicahle

Counselling versus no treatment for the early treatment (1-3 months) of below threshold
PTSD symptoms in adults

Figure 159: Counselling versus no treatment for the early treatment (1-3 months) of
below threshold PTSD symptoms in adults: PTSD symptomatology self-
rated (IES change score)

Control Std. Mean Difference Std. Mean Difference

Experimental
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI| IV, Fixed, 95% CI
25.1.1 Non-significant PTSD symptoms at baseline
Brorn 1993 -126 106 g8 10 849z 83 100.0% -0.25 057, 0.07]

Subtotal (95% CI) 68 83 100.0% -0.25 [-0.57,0.07]

Heterogeneity: Mot applicable
Testfar overall effect. Z=154 (F=012)
10 -5 0 5 10
Favours counselling Favours contral

Testfor subgroup differences: Mot applicahle

Figure 160: Counselling versus no treatment for the early treatment (1-3 months) of
below threshold PTSD symptoms in adults: Discontinuation (loss to follow-

up)
Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
25.2.1 Non-significant PTSD symptoms at baseline
Brom 19493 11 68 20 83 100.0% 0.67 [0.35,1.30] 1—
Subtotal (95% CI) 68 83 100.0% 0.67 [0.35, 1.30] o

Total events 1 20
Heterogeneity: Mot applicable
Test for overall effect Z=118 (F=0.24)

0.0 0.1 11 100
Favours counselling Favours control

Testfor subgroup differences: Mot applicahle
Psychological: Combined somatic and cognitive therapy

Brief cognitive-behavioural conjoint therapy versus waitlist for the early prevention
(intervention initiated <1 month) of PTSD in adults

Figure 161: Brief cognitive-behavioural conjoint therapy versus waitlist for the early
prevention (intervention initiated <1 month) of PTSD in adults: PTSD

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

319



DRAFT FOR CONSULTATION

symptomatology self-rated (IES-R change score); clinically important PTSD

symptoms at baseline

Experimental Control

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
26.1.1 2-month follow-up
Brunet 2013/Des Groseilliers 2013 139 14 37 -61 136 37 1000%  -0.56[-1.02,-0.09]
Subtotal (95% CI) 3T 37 100.0% -0.56 [-1.02, -0.09]
Heterageneity: Mot applicable
Test for averall effect £= 236 (P=0.02)
26.1.2 2-year follow-up
Brunet 2013/Des Groseilliers 2013 -23.33 188 26 -14.82 1664 20 1000% 082 [1.11, 0.08] !
Subtotal (95% CI) 26 20 100.0% -0.52 [1.11, 0.08]
Heterageneity: Mot applicable
Test for overall effect Z=1.71 (P =0.09)
-10 -5 0 5 10
. i Favours B-CBCT Favours control
Test for subgroup differences: Chi*=0.01, df=1 (P =091, F= 0%

Figure 162: Brief cognitive-behavioural conjoint therapy versus waitlist for the early
prevention (intervention initiated <1 month) of PTSD in adults:
Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
26.2.1 Clinically important PTSD symptoms at baseline
Brunet 201 3/Des Groseilliers 2013 10 44 7 39 100.0% 1.27[0.53, 3.01]
Subtotal (95% CI) 44 39 100.0%  1.27 [0.53, 3.01]
Total events 10 7
Heterogeneity: Mot applicahle
Test for overall effect: Z=0.54 (P =0.59)

0.0 i 1 10 100

Test for subaroup differences: Mot apnlicable

Favours B-CBCT Favours control

Psychological: Parent training/family intervention

Family therapy (+ TAU) versus TAU for the early prevention (intervention initiated <1

month) of PTSD in adults

Figure 163: Family therapy (+ TAU) versus TAU for the early prevention (intervention
initiated <1 month) of PTSD in adults: PTSD symptomatology self-rated at 1-
month follow-up (IES-R endpoint score)

Experimental Control

Study or Subgroup  Mean S0 Total Mean

S0 Total Weight

Std. Mean Difference
IV, Fixed, 95% CI

Std. Mean Difference
IV, Fixed, 95% CI

27.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Stehl 2009 36.18 26.97852 76 336 2663068
Subtotal (95% CI) 76

Heterogeneity: Mot applicable

Test for overall effect: £=0.59 (P = 0.56)

Test for subaroup differences: Mot applicable

TE100.0%
76 100.0%

010022, 0.41]
0.10 [-0.22, 0.41]

f 1 1
-10 -5 0

5 10
Favours family therapy Favours TAU
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Figure 164: Family therapy (+ TAU) versus TAU for the early prevention (intervention
initiated £1 month) of PTSD in adults: Anxiety symptoms at 1-month follow-
up (STAI State endpoint score)

Experimental Control $td. Mean Difference $td. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
27.2.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Stehl 2009 42475 1567202 TE 42385 1478922 T 100.0% 0.01 F0.31,0.32]
Subtotal (95% CI) 76 76 100.0% 0.01 [-0.31,0.32]

Heterogeneity: Mot applicable
Testfor overall effect Z=0.04 (P=0.87)

| , ,
=10 -5 0 ]
. . Favours family therapy Favours TAL
Testfor subaroun differences: Mot applicable

Figure 165: Family therapy (+ TAU) versus TAU for the early prevention (intervention
initiated £1 month) of PTSD in adults: Discontinuation (loss to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% CI
27.3.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Stehl 2009 14 7B 14 TE 100.0% 1.00[0.51, 1.95]
Subtotal (95% CI) 76 76 100.0%  1.00[0.51,1.95]
Total events 14 14

Heterageneity: Mot applicahle
Test for overall effect: Z=0.00 {F = 1.00)

0.0 0.1 1 10 100
, . Favours family therapy Favours TAU
Test for subgroup differences: Mot applicahle

Psychological: Self-help (without support)

Self-help (without support) versus waitlist for the early prevention (intervention initiated
<1 month) of PTSD in adults

Figure 166: Self-help (without support) versus waitlist for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated (IES-R change score); Non-significant PTSD symptoms at baseline

Experimental Control 5td. Mean Difference 5td. Mean Difference

Study or Subgroup Mean 5D Total Mean 5D Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI

29.1.1 Endpoint

Cox 2008/Kenardy 20145 -4.72 B.OE9247 29 -434 631253 27 100.0% -0.06 [-0.58, 0.47]

Subtotal (95% CI) 29 27 100.0% -0.06 [-0.58, 0.47]

Heterogeneity: ot applicable

Testfor overall effect Z=0.21 (P=0.83)

29.1.2 5-month follow-up

Cox 20090enardy 2015 -B62  7.01005 29 -575 B.3B5895 27 100.0% -0.13 [0.65, 0.40] ,

Subtotal (95% CI) 29 27 100.0% -0.13 [-0.65, 0.40]

Heterogeneity: Mot applicable

Testfor overall effect Z=048 (P=0.63)
| y |
10 0 5 10

,
-5

; ; Favours SH Favours control
Testfor subaroup differences: Chif=0.04, df=1 (P=085,F=0%
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Figure 167: Self-help (without support) versus waitlist for the early prevention
(intervention initiated <1 month) of PTSD in adults: Discontinuation (loss to

follow-up)

Experimental Control

Study or Subgroup Events

Total Events Total Weight M-H, Fixed, 95% CI

Risk Ratio
M-H, Fixed, 95% CI

Risk Ratio

29.2.1 Hon-significant PTSD symptoms at baseline

Cox 2009ikenardy 2015 14 44 10 41 100.0% 1.30 [0.65, 2.60]
Subtotal (95% CI) 44 41 100.0% 1.30 [0.65, 2.60]
Total events 14 10

Heterogeneity: Mot applicable
Test for overall effect, Z=0.75 (F = 0.45)

Testfor subaroun differences: Mot applicable

100

01 1 10
Fawours SH Favours control

n.om

Self-help (without support; +/- TAU) versus TAU for the early prevention (intervention

initiated £1 month) of PTSD in adults

Figure 168: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated at endpoint (PDS/IES/IES-R change score)

Experimental Control

Study or Subgroup Mean SD Total Mean

SD Total Weight

Std. Mean Difference
IV, Random, 95% CI

Std. Mean Difference
IV, Random, 95% CI

30.1.1 Clinically important PTSD symptoms at baseline

Scholes 2007 -6.01  B.E3TT2 58 -7.35 7.906289 62
Subtotal (95% CI) 62
Heterogeneity: Mot applicable

Testfor overall effect Z=0.88 (P =0.38)

30.1.2 Non-significant PTSD symptoms at baseline

Kenardy 2008 -10.83 12.76188 19 -4.71 10.56637 44
Mouthaan 2013 -7 1451558 151 -8.82 16.27569 149
Subtotal (95% CI) 170 193
Heterogeneity: Tau®*= 015, Chi*=4.34, df=1 (P=0.04), F=77%

Testfor overall effect 2= 047 (P = 0.64)

Total (95% CI) 228 255

Heterogeneity: Tau®= 0.05; Chi®= 4 74, df= 2 (F=0.09); F=58%
Testfor overall effect £=0.02 (P = 0.99)
Testfor subaroun diferences: Chif=0.72 df=1 (P =029 = 0%

31.5% 0.16 [-0.20, 0.52]
33.5% 0.16 [-0.20, 0.52]
21.5% -0.51 [-1.08, 0.04]
45.0% 012 F0.1, 0.34]
66.5% 0.15 [-0.75, 0.46]
100.0% 0.00 [-0.32,0.32]

|
10 -5 0 5 10
Favours 3H Favours control

Figure 169: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated at 6-8 week follow-up (PCL/IES-R change score)

Experimental Control

Study or Subgroup  Mean 5D Total Mean

SD Total Weight

Std. Mean Difference
IV, Random, 95% CI

Std. Mean Difference
IV, Random, 95% CI

28.2.1 Non-significant PTSD symptoms at baseline

Marsac 2013 -0.98 5462069 G0 -2.02 G.674208 a0
Mouthaan 20132 -7.9 1231827 151 -9.42 1454451989 149
Subtotal (95% CI) 201 199

Heterogeneity: Tau®=0.00; Chi®= 008, df=1({P=078), F=0%
Testfor overall effect Z=1.21 (P=0.23)

Test for subaroup differences: Mot applicahle

25.0% 0.17 F0.22, 0.56]
75.0% 0.10[0.12,0.33]
100.0% 0.12 [-0.08, 0.32]

|
-10 -5 0 ] 10
Favours SH Favours control
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Figure 170: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated at 5-6 month follow-up (PDS/IES/IES-R change score)

Favours SH Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
30.3.1 Clinically important PTSD symptoms at baseline
Scholes 2007 -9.43 B8.5594835 49 -11.09 8.223223 50  26.3% 0.20 [0.20, 0.59]
Subtotal {95% CI) 49 50 26.3% 0.20 [-0.20, 0.59]

Heterogeneity: Mat applicable
Testfor overall effect Z=0.97 (P=0.33)

30.3.2 Non-significant PTSD symptoms at baseline

Kenardy 2008 -12.32 1252872 19 -873 1114184 44 163% -0.31 [-0.85, 0.23]
Mauthaan 2012 -3.4 0 138202 151 -11.42 15519388 149 52.4% 0.14 [-0.09, 0.36]
Subtotal (95% CI) 170 193 73.7% -0.01 [-0.43, 0.40]

Heterogeneity: Tau®=0.05; Chi®= 2189, df=1 (P=014);, F=54%
Testfor overall effect: £=0.07 (P =0.95)

Total (95% CI) 219 243 100.0% 0.08 [-0.14, 0.31]

Heterogeneity: Tau?= 0.01; Chi*= 2.80, df = 2 (P = 0.29); P= 20% ' ! 1 ! |

Testf Il effect Z=10.74 (P = 0.4 1o 2 v 5 1
estfor overall effect Z=0.74 (F = 0.46) Favours SH Favours control

Testfor subgroup differences: Chi*= 052, df=1 (P =047, F=0%

Figure 171: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
self-rated at 11-month follow-up (IES-R change score)

Experimental Control $td. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Random, 95% CI IV, Random, 95% CI
28.4.1 Non-significant PTSD symptoms at baseline
Mauthaan 2013 -0 1431625 151 -13.42 1608103 149 100.0% 0.22 [-0.00, 0.45]
Subtotal (95% CI) 151 149 100.0% 0.22 [-0.00, 0.45]

Heterogeneity: Mot applicable
Testfor overall effect: Z2=1.94 (P = 0.08)

,
-5 0 5 10
Favours SH Favours control

Testfar subgraup differences: Naot applicable

Figure 172: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD symptomatology
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clinician-rated (CAPS endpoint score); Non-significant PTSD symptoms at

baseline
Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup  Mean 5D Total Mean S0 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
28.5.1 Endpaoint
Mouthaan 2013 17.7 3134746 151 202 3425309 149 100.0% -0.76 [-0.99,-0.53] !
Subtotal (95% CI) 151 149 100.0% -0.76 [-0.99, -0.53]
Heterogeneity: Mot applicahle
Test for overall effect: Z= 6.35 (P = 0.00001)
28.5.2 2-month follow-up
Mouthaan 2013 143 3604358 151 168 5449355 149 100.0% -0.54 [-0.77,-0.31] !
Subtotal (95% CI) 151 149 100.0% -0.54 [-0.77, -0.31]
Heterogeneity: Mot applicable
Test for overall effect: £= 460 (P = 0.00001)
28.5.3 5-month follow-up
Mouthaan 2013 145 407517 151 187 4.359484 149 1000% -0.28 [-0.51,-0.08] !
Subtotal (95% CI) 151 149 100.0% -0.28 [-0.51, -0.06]
Heterogeneity: Mot applicable
Test for overall effect: Z2=2.44 (P =0.01)
28.5.4 11-month follow-up
Mouthaan 2013 13 5642543 151 13 4982268 149 100.0% 0.00[0.23,0.23] !
Subtotal (95% CI) 151 149 100.0% 0.00 [-0.23, 0.23]

Heterogeneity: Mot applicable
Test for overall effect: £=0.00 (P =1.00)

Testfor subgroun differences: Chi*=23.44, df= 3 (P = 0.0001%, F=87.2%

-10

|
-5 0 5 10
Favours SH Favours control

Figure 173: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: PTSD at 5-month follow-
up (number scoring above clinical cut-off on scale)

Experimental Control
Study or Subgroup  Events Total Evenis Total

Risk Ratio

Weight M-H, Fixed, 95% Cl

Risk Ratio
M-H, Fixed, 95% CI

28.6.1 Unclear PTSD symptom severity at baseline

Jones 2003 3 69 21 57 100.0%
Subtotal {95% CI) B9 57 100.0%
Total ewents N M

Heterogeneity: Mot applicahle
Testfor overall effect; £=0.91 (P =0.26)

Testfor subgroup differences: Mot applicable

1.22[0.79,1.87]
1.22 [0.79, 1.87]

01 1 10 100

Favours SH Favours control
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Figure 174: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Anxiety symptoms at
endpoint (HADS-A/DASS Anxiety change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 50 Total Mean 5D Total Weight I/, Random, 95% Cl IV, Random, 95% Cl
30.7.1 Clinically important PTSD symptoms at baseline
Scholes 2007 -2.25 3.0365149 58 -1.78 3.019404 2 31.3% -0.15[-0.51,0.20]
Subtotal (95% CI) 58 62 31.3% -0.15[-0.51,0.20]

Heterogeneity: Mot applicable
Testfor overall effect Z=0.84 (P =0.40)

30.7.2 Non-significant PTSD symptoms at baseline

kenardy 2008 -2.856 4644825 20 -1.84 283392 45 17.8% -0.34 [-0.87,0.19]
Wouthaan 2013 0.24 2727981 1581 -0.0F 3.056591 149 50.9% 011 [012,0.33]
Subtotal (95% CI) 171 194 68.7% -0.05 [-0.47, 0.37]

Heterogeneity: Tau®= 0.06; Chi®= 234, df=1 P=013); F=57%
Testfor overall effect Z=0.24 (P =0.81)

Total (95% CI) 229 256 100.0% -0.05[-0.31,0.20]

Heterogeneity: Tau®= 0.02; Chi*= 316, df=2 (P = 0.21% F= 37% l 1 1 ] |
. -10 -8 a i} 10

Testfor overall effect Z=043 (P=067) Favours SH Favours control

Test for subgroup differences: Chit=013, df=1(P=072), F=0%

Figure 175: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Anxiety symptoms at 2-
month follow-up (HADS-A change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
28.8.1 Non-significant PTSD symptoms at baseline
Mouthaan 2013 -0.36 2915082 151 -0.57 3249368 149 100.0% 0.07 [0.16,0.29]
Subtotal {95% CI) 151 149 100.0% 0.07 [-0.16, 0.29]

Heterogeneity: Mot applicable
Test for overall effect: £=0.59 (P = 0.56)

|
-10 -5 0 ] 10
Favours SH Favours control

Test for subgroun differences: Mot applicable

Figure 176: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Anxiety symptoms at 5-6
month follow-up (HADS-A/DASS Anxiety change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 50 Total Mean 5D Total Weight I/, Random, 95% Cl IV, Random, 95% Cl
30.9.1 Clinically important PTSD symptoms at baseline
Scholes 2007 -3.08 3.074264 49 246 3374967 500 M.T% -0.19[-0.59, 0.20]
Subtotal (95% CI) 49 50 21.7% -0.19 [-0.59, 0.20]

Heterogeneity: Mot applicable
Testfor overall effect Z=085 (P =0.34)

30.9.2 Non-significant PTSD symptoms at baseline

kenardy 2008 -1.4 3823506 200 -231 24973394 45 121% 0.28 [0.25, 0.81]
touthaan 2013 -0.46 2681094 151 -0.27 2826337 149 661% -0.07 [-0.29, 0.16]
Subtotal (95% CI) 171 194  78.3% 0.02 [-0.27, 0.31]

Heterogeneity: Tau®=0.02; Chi®=1.37, df=1 (P=0.24); F= 27%
Testfor overall effect Z=0.12 (P =0.80)

Total {95% CI) 220 244 100.0% -0.05[-0.24,0.13]

Heterogeneity: Tau®=0.00; Chi®=197, df=2 (P =037, F=0% l 1 1 } |
] -10 -5 0 5 10

Testfor overall effect 2= 0.56 (P = 0.58) Favours SH Favours control

Test for subgroup differences: Chi*=0.69, df=1 (P =0.41), F=0%
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Figure 177: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Anxiety symptoms at 11-
month follow-up (HADS-A change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
28.10.1 Non-significant PTSD symptoms at baseline
Mouthaan 2013 -0.26 2681094 151 117 3114399 149 100.0% 0.31 [0.08, 0.54]
Subtotal (95% CI) 151 149 100.0% 0.31 [0.08, 0.54]

Heteropeneity: Mot applicable
Test for overall effect: 2= 2.69 (P =0.007)

|
10 5 0 5 10
Favours SH Favours control

Test for subgroup differences: Mot applicable

Figure 178: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Depression symptoms at
endpoint (HADS-D/DASS Depression change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
30.11.1 Clinically important PTSD symptoms at baseline
Scholes 2007 -1.85 3.328611 58 -1.14 3138236 G2 32.4% -0.22 [[0.57,0.14]
Subtotal (95% CI) 58 62 32.4% -0.22[-0.57,0.14]

Heterogeneity: Mot applicable
Test for overall effect £2=117 (F=0.24)

30.11.2 Non-significant PTSD symptoms at baseline

Kenardy 2008 -2.25 2.748732 20 -0.33 3547802 45 19.3% -0.57 [-1.11,-0.03] -
Mouthaan 20132 -0.08 2690584 151 -0.03 2183854 149 4833% -0.02 [-0.25,0.21] :
Subtotal (95% CI) 171 194  67.6% -0.24 [-0.77,0.29]

Heterogeneity: Tau®=0.11; Chi®= 3.42 df=1 (P = 0.06), F=71%
Testfor overall effect Z=089 (P=0.37)

Total (95% CI) 229 256 100.0% -0.19 [-0.47, 0.09] 4

Heterogeneity: Tau®= 0.03; Chi= 270, df= 2 (P = 0.16); F= 46% t 1 t |
. -10 -5 0 g 10

Testfor overall effect Z=1.35(P=018) Favours SH Favours control

Testfor subaroup differences: Chi*=0.01, df=1 (P =094}, F=0%

Figure 179: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Depression symptoms at
2-month follow-up (HADS-D change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
28.12.1 Non-significant PTSD symptoms at baseline
Mouthaan 2013 -0.19 2545182 151 -0.23 3.183854 149 100.0% 0.01 [0.21,0.24]
Subtotal (95% CI) 151 149 100.0% 0.01 [-0.21, 0.24]

Heteropeneity: Mot applicable
Test for overall effect: Z=0.12 (P = 0.90)

|
10 5 0 5 10
Favours SH Favours control

Test for subgroup differences: Mot applicable
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Figure 180: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Depression symptoms at
5-6 month follow-up (HADS-D/DASS Depression change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 50 Total Mean 5D Total Weight I/, Random, 95% Cl IV, Random, 95% Cl
30.13.1 Clinically important PTSD symptoms at baseline
Scholes 2007 -1.98 3.480223 49 175 3.0588251 500 27T% -0.07 [-0.48,0.32]
Subtotal (95% CI) 49 50 27.0% -0.07 [-0.46, 0.32]

Heterogeneity: Mot applicable
Testfor overall effect Z=035(P=073)

30.13.2 Non-significant PTSD symptoms at baseline

kenardy 2008 -2.44 265624 20 -0.9 3387248 45 171% -0.48 [-1.01, 0.08]
Wouthaan 2013 0.41 2388395 151 0.37 2844927 149 55.3% 0.02 [0.21,0.24]
Subtotal (95% CI) 171 194 72.3% -0.17 [-0.64, 0.30]

Heterogeneity: Tau®=0.08; Chi®= 2.78, df=1 P =010); F=64%
Testfor overall effect Z=0.71 (P=0.48)

Total (95% CI) 220 244 100.0% -0.09[-0.33,0.15]

Heterogeneity: Tau®=0.01; Chi®= 2.78, df= 2 (P = 0.29); F= 28% e
Testfor overall effect Z=0.75 (P =0.45)
Test for subgroup differences: Chif=0.10,df=1 (P =075), F=0%

|
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Figure 181: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Depression symptoms at

11-month follow-up (HADS-D change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
28.14.1 Non-significant PTSD symptoms at baseline
Mouthaan 2013 -0.39 2323338 1581 113 2945816 149 100.0% 0.28 [0.08, 0.51]
Subtotal {95% CI) 151 149 100.0% 0.28 [0.05, 0.51]
Heterogeneity: Mot applicable
Test for overall effect: £= 2. 40 (P =0.02)
10 -5 0 5 10
Favours SH Favours control

Test for subgroun differences: Mot applicable
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Figure 182: Self-help (without support; +/- TAU) versus TAU for the early prevention
(intervention initiated <1 month) of PTSD in adults: Discontinuation (loss to

follow-up)
Experimental Control Risk Ratio Risk Ratio

Study or Subgroup  Events Total Events Total Weight M-H, Random, 85% Cl M-H, Random, 95% Cl
28.15.1 Clinically important PTSD symptoms at baseline
Scholes 2007 58 116 489 111 553% 1.13[0.86, 1.49]
Subtotal (95% ClI) 116 111 55.3% 1.13 [0.86, 1.49]
Total events a8 45
Heterogeneity: Mot applicable
Test for overall effect 2= 088 (P = 0.38)
28.15.2 Non-significant PTSD symptoms at baseline
Marsac 2013 22 50 16 50 16.3% 1.38[0.82, 2.29] T
Mouthaan 2013 35 151 34 148 248% 1.02 [0.67, 1.54] —:
Subtotal (95% CI) 201 199 41.1% 1.15[0.83, 1.58]
Total events a7 ag
Heterogeneity: Tau®*= 0.00; Chi*= 082, df=1 (P=036);, F=0%
Test for averall effect Z=083 (F=0.41)
28.15.3 Unclear PTSD symptom severity at baseline
Jones 2003 B G9 3] a7 3T% 0.83[0.28, 2.47 .
Subtotal (95% CI) 69 a7 3.T% 0.83 [0.28, 2.42] e
Total events B 3
Heterogeneity: Mot applicable
Testforoverall effect Z=0.35(F=0.73)
Total (95% CI) 386 367 100.0% 1.12 [0.92, 1.38] »
Total events 121 105
Heterogeneity: Tau’f DPD; Chi? =_1 A6, df= 3 (P =0.76%; F= 0% ID.EH 0?1 150 1DDI
Testfor overall effect £2=1.12 (P =0.26) Favours SH Favours contral

Testfor subaroup differences: Chi*=0.33, df= 2 (P=0.85), F= 0%

Self-help (without support) versus waitlist for the delayed treatment (>3 months) of
below threshold PTSD symptoms in adults

Figure 183: Self-help (without support) versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: PTSD
symptomatology self-rated at endpoint (PSS-SR endpoint score/PCL change

score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
29.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Beatty 2010a a.74 1.63 20 104 1.5 20 13.9% -1.04 [-1.70,-0.37] -
Subtotal {95% CI) 20 20 13.9% -1.04 [-1.70, -0.37] &
Heterogeneity: Mot applicable
Test for overall effect: 2= 3.06 (F = 0.002)
29.1.2 Non-significant PTSD symptoms at baseline
Hobfoll 2016 -4.08 7.824382 159 175 B.016433 89 86.1% -0.74 [-1.00,-0.47] .
Subtotal {95% CI) 159 89 B6.1% -0.74 [-1.00, -0.47] [}
Heterogeneity: Mot applicable
Test for overall effect: Z=5.39 (P = 0.00001})
Total {95% CI) 179 109 100.0% -0.78 [-1.03, -0.53] +
Heterogeneity: Tau®= 0.00; Chi*= 068, df=1 (P =0.41) F= 0% =—1D % ; é 1D=
Testfor overall effect Z=6.15 (P = 0.00001}) Favours SH Favours control

Test for subgroup differences: Chi*=0.68, df=1 (P =041}, F=0%

Figure 184: Self-help (without support) versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: PTSD
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symptomatology self-rated at 1-3 month follow-up (PSS-SR endpoint
score/PCL change score)

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 5D Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
29.2.1 Subthreshold PTSD symptoms {just below threshold) at baseline
Beatty 20102 9.07 1.66 20 855 1.43 20 47.4% 0.33 [0.30,0.99]
Subtotal {95% CI) 20 20 47.4% 0.33 [-0.30, 0.95]

Heterogeneity: Mat applicable
Test for overall effect £=1.03 (P =0.30)

29.2.2 Non-significant PTSD symptoms at baseline

Habfoll 2016 -9.97 7.864118 166 1.53 8386412 90 52.6% -0.93 [-1.20, -0.66] |
Subtotal {95% CI) 166 90  52.6% -0.93 [-1.20, -0.66] +
Heterogeneity: Mat applicable
Test for overall effect. £=6.77 (P = 0.00001}
Total {95% CI) 186 110 100.0% -0.33 [-1.56, 0.90] *
0 5 0

Heterogeneity: Tau*=0.73; Chi®=13.15, df=1 (P =0.0003); F=92% o 5
Test for overall effect. £=0.53 (P = 0.60) F
Test for subgroup differences: Chif=13.19, df=1 (P =0.0003), F= 92.4%

avours 3H Favours control

Figure 185: Self-help (without support) versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Response at 3-month
follow-up (number of people showing clinically significant improvement
based on reliable change indices [RCI on PSS-SR])

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% Cl M-H, Fixed, 95% Cl
29.3.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Eeatty 2010a 2 20 2 22 100.0% 110017, 7.09]
Subtotal {95% CI) 20 22 100.0% 1.10 [0.17, 7.09]
Total ewents 2 2

Heterageneity: Mot applicable
Testfor overall effect Z=010 (P =0.582)

0.01 0.1 1 10 100
Favours control  Favours SH

Testfor subgroup differences: Mot applicable

Figure 186: Self-help (without support) versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Depression
symptoms (CES-D change score); Non-significant PTSD symptoms at

baseline
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
29.4.1 Endpoint
Hobfoll 2016 -1.34 3849571 159 -0.23 3.700378 89 100.0% -0.29 [-0.55,-0.03]
Subtotal (95% CI) 159 89 100.0% -0.29 [-0.55, -0.03]

Heterogeneity: Mot applicable
Test for overall effect: Z= 2159 (P=0.03)

29.4.2 6-week follow-up

Hobfoll 2016 -2.59 36595311 166 0.53 410034 50 100.0% 0.81 [-1.08,-0.55] !
Subtotal (95% CI) 166 90 100.0% -0.81 [-1.08, -0.55]

Heteropeneity: Mot applicable

Test for overall effect: Z=6.00 (P = 0.00001)

|
10 5 0 5 10
Favours SH Favours control

Test for subgroun differences: Chi*=7.58, df=1 (P = 0.006), = 86.8%

Figure 187: Self-help (without support) versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Quality of life
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(EORTC QLQ endpoint score); Sub-threshold PTSD symptoms (just below
threshold) at baseline

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean  SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
29.5.1 Endpoint
Beatty 20104 T3TE 5498 20 7384 584 20 100.0% 0.01 [-0.63, 0.61]
Subtotal (95% CI) 20 20 100.0% -0.01 [-0.63, 0.61]

Heterogeneity: Mat applicable
Test for averall effect Z=0.03 (F=097)

29.5.2 3-month follow-up

Eeatty 2010a 7485 B2 20 7384 505 20 100.0%
Subtotal (95% CI) 20 20 100.0%
Heterogeneity: Mot applicable

Testforoverall effect Z=036 (F=072)
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Testfor subaroup differences: Chif= 008, df=1 (F=0.78), F=0%

Figure 188: Self-help (without support) versus waitlist for the delayed treatment (>3
months) of below threshold PTSD symptoms in adults: Discontinuation (loss
to follow-up)

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
29.6.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Beatty 2010a 3 20 2 22 24.2% 1.65[0.31, 8.89] .
Subtotal (95% CI) 20 22 24.7% 1.65 [0.31, 8.89] —oni—
Total events 3 2

Heterogeneity: Mot applicahle
Testfor overall effect £=0.58 (P = 0.56)

29.6.2 Non-significant PTSD symptoms at baseline

Habfoll 2016 50 209 5 94  TEH.E% 4.501[1.85,10.91] —l—
Subtotal (95% CI) 209 94  75.8% 4.50 [1.85,10.91] e
Total events a0 g

Heterogeneity: Mot applicable
Test for overall effect £= 3.32 (P = 0.0004)

Total (95% CI) 229 116 100.0% 3.53 [1.50, 8.29] -

Total events a3 7

Heterogeneity: Tau = 005 Chi*F=1.10,df=1(P=0.249), F= 4% 'D.EH Elf1 1'0 1DD'
Testfor overall effect 2= 289 (F=0.004) Favours SH Favours contral

Testfor subaroup differences: Chif=1.07, df=1 (P=030%. F=6.3%

Self-help (without support; +/- TAU) versus attention-placebo or TAU for the delayed
treatment (>3 months) of below threshold PTSD symptoms in adults

Figure 189: Self-help (without support; +/- TAU) versus attention-placebo or TAU for
the delayed treatment (>3 months) of below threshold PTSD symptoms in

PTSD: evidence reviews for Psychological, psychosocial and other non-pharmacological
interventions for the prevention of PTSD in adults DRAFT (June 2018)
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adults: PTSD symptomatology self-rated at endpoint (PCL/DTS change

score)
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean 50 Total Mean 5D Total Weight I/, Random, 95% Cl IV, Random, 95% Cl
30.1.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Short 2017 -7.63 1171421 30 -0FF 1321389 33 35.6% -0.54 [-1.04,-0.04] i
Subtotal (95% CI) 30 33 35.6% -0.54 [-1.04, -0.04] L 2

Heterogeneity: Mot applicable
Testfor overall effect Z=210{P=0.04)

30.1.2 Non-significant PTSD symptoms at baseline

Iranson 2013 -7.068 1681537 104 -4.81 1611148 108 B4.4% -0.14[-0.41,013] | ]

Subtotal (95% CI) 104 108 64.4% -0.14[-0.41,0.13] 4

Heterogeneity: Mot applicable

Testfor overall effect Z=089 (P=0.32)

Total (95% CI) 134 141 100.0% -0.28 [-0.66, 0.10] 0‘

Heterogeneity: Tau®=0.04; Chi®=1.93, df=1 (P =017}, F= 48% =—1D b 1 1EI=

Testfor overall effect Z=145(P=015) E
Testfor subgroup differences: ChiF=1.93, df=1 (P=017), F=481%

avours SH Favours control

Figure 190: 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 1-5 month follow-up (PCL/DTS
change score)

Experimental Control 5td. Mean Difference 5td. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
30.2.1 Subthreshold PTSD symptoms (just below threshold) at baseline
Koopman 2005 -6.6 10.3 5 -62 12.4 22 267% -0.03 [[0.61, 0.54]
Short 2017 -12.26 11.70353 30 -2.83 13.71082 32 29.6% -0.73[1.24,-0.21] -
Subtotal (95% CI) 55 54 56.4% -0.39 [-1.07, 0.29]

Heterogeneity: Tau®= 016, Chif= 311, df=1 (P = 0.08); F= 68%
Testfor overall effect £=1.13 (P = 0.26)

30.2.2 Non-significant PTSD symptoms at baseline
Ironson 2013 -10.03 1592839 94 -B.82 16.05882 96 43.6% -0.08 [-0.36, 0.21] L]
Subtotal (95% CI) 94 96  43.6% -0.08 [-0.36, 0.21] [
Heterogeneity: Mot applicahle

Testfor overall effect £=0.52 (P = 0.60)

5 10
avours SH Favours control

Total (95% Cl) 149 150 100.0% -0.26 [-0.67, 0.16] q‘
Heterogeneity: Tau®=0.08; Chi®=510,df= 2 (F=0.08), F=61% |_1 0 55 ﬁ
Testfor overall effect Z=1.22 (P=0.22) F

Test for subgroup differences: Chi*=0.72, df=1 (P =0.40), F= 0%

Figure 191: 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 11-month follow-up (DTS change

score)
Experimental Control Std. Mean Difference Std. Mean Difference
Study or S