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he field of posttraumatic stress

disorder (PTSD) treatment has

evolved to the point where there
are good treatments available to reduce
symptoms and associated problems. In
this article, we provide information
on psychotherapeutic approaches that
have the best evidence and some that
are still unproven, or at least insuffi-
ciently proven, in terms of the benefits
they offer. We begin by describing
the unique design aspects of psycho-
therapy trials that are crucial to under-
standing the evidence and then review
the major practice guidelines and key
treatment studies in the field. Next, we
report on treatments for which there
is growing support and briefly discuss
advances in treatment delivery sys-
tems. We conclude with a section on
clinical implications intended to help
the practitioner answer questions of
particular relevance. Our scope is lim-
ited to randomized controlled trials
(except where noted) and to studies of
outcome rather than process.

DESIGN CONSIDERATIONS

Drug trials and psychotherapy trials
differ in many respects, such as the fea-
sibility of blinding patients and provid-
ers to treatment assignment.! Perhaps
the most significant difference is the
absence of a psychotherapy placebo.
Even control treatments, such as sup-
portive counseling and relaxation, con-
tain actual therapeutic elements.

It is essential to know the type of
comparison group used in a study in
order to interpret the study’s findings.'
Waitlist designs, typically used at the
initial stages of research, provide infor-
mation about whether the change in the
treated group is due to treatment. Non-
specific comparison designs offer the
next level of control. The comparison
group receives treatment containing
therapeutic elements that are common
to good therapy; alternatively, patients
may receive care as usual. These de-
signs provide information about the
specific advantages of the treatment un-
der study, although they do not permit
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inferences about the mechanism of ac-
tion. The inferences that can be drawn
from comparisons between active treat-
ments depend on the similarities and
differences between the treatments. For
example, a comparison between a drug
and psychotherapy simply indicates
whether one treatment is better than the
other, but not why. Systematically ma-
nipulating a treatment’s active elements
provides the most information about
mechanism. In a dismantling design, a
treatment is compared to variations in
which one or some of the active ele-
ments are present. In an additive design,
a combination of effective techniques is
compared with the separate techniques.
In a parametric design, the amount of
the active element (eg, number of expo-
sure sessions) is manipulated.

Both the type of design and how con-
ditions are equated influence the size of
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the treatment effect.! Waitlist designs,
which control only for threats to inter-
nal validity, yield the largest effects.
Therefore, it is not possible to directly
compare the effect size from a study that
used a waitlist design with the effect size
from a study that used a nonspecific de-
sign. Even nonspecific designs may have
limited comparability because the effect
sizes depend on the effectiveness of the
comparison treatment and how well the
comparison treatment was equated to the
active treatment. As a rule, the more ac-
tive the comparison group and the great-
er the control for nonspecific factors, the
smaller the effect size will be.

EVIDENCE-BASED TREATMENTS
Several clinical practice guidelines
offer recommendations for the treat-
ment of PTSD. These guidelines come
from different federal agencies, profes-

sional organizations, and countries.>®
The Institute of Medicine (IOM) also
recently published a report evaluating
the evidence on PTSD treatment.” The
guidelines unanimously recommend
cognitive behavioral therapies as the
most effective treatment for PTSD. Most
guidelines also recommend Eye Move-
ment Desensitization and Reprocessing
(EMDR) as well.

In some cases there are minor dis-
agreements, typically due to method-
ological issues in the selection and cod-
ing of treatments. For example, although
the IOM reported that there was only
sufficient evidence for exposure-based
treatment, the lack of support for cogni-
tive approaches may have stemmed from
the classification of cognitive treatments
that include some exposure components
as exposure treatments. Consequently,
treatments such as Cognitive Processing

PsychiatricAnnalsOnline.com | 349
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Therapy (CPT),? were coded as exposure
therapies, which resulted in an insufficient
number of studies of cognitive therapies
necessary to meet the highest standard.

Cognitive behavioral treatments typi-
cally include a number of components,
including psychoeducation, anxiety
management, exposure, and cognitive
restructuring. Exposure and cogni-
tive restructuring are thought to be the
most effective components. The greatest
number of studies has been conducted
on exposure-based treatments. All ex-
posure-based treatments involve having
survivors repeatedly re-experience their
traumatic event. For example, Prolonged
Exposure (PE)’ includes both imaginal
exposure and in vivo exposure to safe
situations that have been avoided be-
cause they elicit traumatic reminders.

There is strong evidence for exposure
therapy.'%'> Of these various approaches,
PE has received the most attention. For
example, in one recent study, Schnurr
and colleagues' conducted a multisite,
randomized controlled trial of PE for
treating female veterans and active-duty
personnel with PTSD. Women who re-
ceived PE experienced greater reduction
of PTSD symptoms relative to women
who received present-centered therapy
and were less likely to meet PTSD di-
agnostic criteria. In a trial with sexual
assault survivors, PE was more effective
than the combination of PE plus stress
inoculation training (SIT), SIT alone, or
a waitlist control.!! In another, PE alone
and PE plus cognitive restructuring (CR)
reduced PTSD and depression relative to
a waitlist control in intention-to-treat and
completer samples.'? In both studies, the
combined treatments were no more ef-
fective than PE alone. One possible ex-
planation is that the effect of equating
treatments reduced the necessary dose
of PE. A better design to answer the
question of whether PE can be enhanced
would be to deliver a full dose of PE and
then see if additional sessions of SIT or
CR improved outcomes.

350 | PsychiatricAnnalsOnline.com
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Cognitive interventions also are wide-
ly supported in treatment guidelines.'*!®-
18 Cognitive Processing Therapy,'® one
of the most well-researched cognitive
approaches, has a primary focus on
challenging and modifying maladaptive
beliefs related to the trauma, but also
includes a written exposure component.

Some investigators have added
a novel component to an
effective treatment as a way to
further optimize the treatment.

Monson and colleagues®’ randomized vet-
erans with chronic military-related PTSD
to CPT or a waitlist. Intention-to-treat
analyses revealed significant improve-
ments in PTSD and comorbid symptoms
in the CPT condition compared with the
waitlist condition. After treatment, 40%
of the CPT group no longer met criteria
for PTSD. In a head-to-head comparison,
CPT and PE were equally effective in
treating PTSD and depression in female
sexual assault survivors.®

Once CPT was shown to be effective,
Resick and colleagues?' conducted a dis-
mantling study to determine the relative
utility of the full protocol compared with
its components: cognitive therapy and
written exposure. Intention-to-treat and
completer analyses indicated significant
improvement in PTSD and depression

for participants in all three treatments.
To compensate for the high power nec-
essary to detect small differences be-
tween active treatments, Resick et al
used a longitudinal method to examine
trajectories of change. The cognitive
therapy alone resulted in faster improve-
ment than the written exposure, with the
effects of CPT falling in-between.?!

Ehlers and Clark have developed a
cognitive therapy for PTSD that involves
three goals: modifying excessively nega-
tive appraisals, correcting autobiographi-
cal memory disturbances, and removing
problematic behavioral and cognitive
strategies.?> Whereas CPT and cognitive
therapy share many key elements, such as
identifying maladaptive cognitions and
producing a written account of the trau-
ma, other elements of cognitive therapy
are unique, such as performing actions
that are incompatible with the memory or
engaging in behavioral experiments. Two
randomized controlled trials have com-
pared cognitive therapy to a waitlist, both
with positive results. 617

Some investigators have added a nov-
el component to an effective treatment
as a way to further optimize the treat-
ment.>>>8 Three groups of investigators
compared an enhanced treatment to a
waitlist control group. Cloitre and col-
leagues®*
ing in affect and interpersonal regula-
tion; Falsetti and colleagues® developed
Multiple Channel Exposure Therapy, a
combination of PE, CPT, and interocep-
tive exposure for panic; and Lindauer
and colleagues®® developed Brief Eclec-
tic Therapy, a combination of psychody-
namic and cognitive behavioral therapy.
These studies showed that the combined
treatment was effective, but not whether
the additional component was necessary.
Although this may not have been the in-
vestigators’ goal, a combined treatment
should be compared to the standard
treatment if the intention is to see if the
added component enhances the standard
treatment. For example, Glynn and col-

combined PE with skills train-
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leagues®® compared exposure therapy
alone with exposure therapy followed
by behavioral family therapy, and Arntz
and colleagues®® compared imaginal
exposure alone with imaginal exposure
plus imagery rescripting. In both studies
the combined treatment did not result
in a greater reduction of PTSD severity,
which suggests that the novel component
was not necessary. However, exposure
therapy is an effective treatment and the
samples were small, so statistical power
may have been too low to compare the
treatments adequately.

In addition to cognitive behavioral
therapies, EMDR is recommended in
some practice guidelines. In EMDR pa-
tients engage in imaginal exposure to a
trauma while simultaneously performing
saccadic eye movements. There is good
evidence that EMDR is more effective
relative to waitlist and nonspecific com-
parison conditions.”3! Two well-con-
trolled studies compared EMDR to PE.
One study found equivalent results,*
while the other found PE to be superior.’!
However, although studies support the ef-
fectiveness of EMDR, additional research
has raised questions about the mechanism
of action. There is growing evidence that
the theorized eye movements are an un-
necessary component,’> which suggests
that the mechanism for action might be
the exposure component.

In general, the treatments reviewed
above work not only for the symptoms
of PTSD but also for related conditions.
Improvements in depression, anxiety
and functioning are often seen fol-
lowing cognitive behavioral interven-
tions®!>162* and EMDR 303!

TREATMENTS FOR WHICH MORE
EVIDENCE IS NEEDED

Other treatments in addition to cogni-
tive behavioral therapy and EMDR may
be effective; however, at this time we do
not have enough evidence to indicate
that they are effective. Group treatments
are appealing to practitioners because

PSYCHIATRIC ANNALS 39:6 | JUNE 2009
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they provide an efficient means of de-
livering treatment, normalize individu-
als” experiences, and create a supportive
environment during challenging aspects
of therapy, such as exposure.*® Results
of the few randomized controlled trials
of group therapy have been mixed.**?’
One well-designed study using a com-
bined group and individual CPT for-
mat found that the combined group had
greater symptom reduction relative to a
minimal-attention waitlist condition.>*
Only one study compared group therapy
to a robust control group and statisti-
cally controlled for the clustering effects
of a group intervention, which tends to
exaggerate a treatment effect if not con-
trolled.’® Three-hundred-and sixty Viet-
nam veterans were randomly assigned
to a cognitive behaviorally based treat-
ment, trauma-focused group therapy,
or a present-centered group treatment,
designed to control for the nonspecific
benefits of psychotherapy. Both groups
had a modest decrease in PTSD symp-
toms, but contrary to expectations, CBT
was not more effective than present-cen-
tered therapy.°

There are very few studies of other
traditional treatments. In one, investiga-
tors found that psychodynamic therapy,
hypnotherapy, and trauma desensitiza-
tion were more effective than a waitlist
control group.*' In the other, investi-
gators found that Rogerian supportive
therapy was less effective in treating
symptoms of PTSD and anxiety than
cognitive behavioral therapy.*?

Acceptance and Commitment Therapy
(ACT), which is considered a third-wave
behavioral therapy, focuses on reducing
experiential avoidance and engagement
with maladaptive thoughts and encour-
ages clients to approach activities consis-
tent with their personal values. Several
case studies have documented support for
ACT in the treatment of PTSD.*3* How-
ever, no trials of ACT for PTSD have been
published to date. There is also interest in
alternative medicine treatments. One trial

showed that acupuncture was as effective
as group cognitive behavioral treatment,
and both were more effective than the
waitlist condition.*

ADVANCES IN
TREATMENT DELIVERY

New technologies are being used to fa-
cilitate the delivery of effective treatments.
Virtual reality therapy utilizes computer-
generated simulation during exposure
in order to enhance activation of trauma
memories and related emotions. This may
be particularly helpful for patients who
have difficulty visualizing or emotionally
engaging with the trauma memory. Re-
sults of a small trial suggest virtual real-
ity may reduce PTSD symptoms,** but no
trial has yet to compare virtual reality with
imaginal or in vivo exposure.

The internet offers another techno-
logical means of enhancing treatment
accessibility. These treatments typically
involve having a patient access therapeu-
tic material online while receiving as-
signments and feedback from a therapist
via computer. This mode of treatment
is thought to be particularly useful for
patients living in remote areas, patients
with limited mobility, and those who
fear stigma around seeking treatment.
Results of several trials indicate that this
modality is feasible, acceptable to pa-
tients, and effective for PTSD.#4+-46

Videoconferencing is an alternative
technological strategy for enhancing treat-
ment accessibility. Treatment is delivered
via live video camera. The patient does
not need to be in the same room as the
therapist but can still see the therapist and
communicate as in traditional, in-room,
face-to-face therapy. Like therapist-as-
sisted internet therapy, this form of treat-
ment delivery may be particularly helpful
for those who may not otherwise come in
for treatment. Results of one study suggest
that veterans with PTSD tolerate and re-
spond to telehealth interventions in a man-
ner similar to their response to traditional,
in-person treatments.*’
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CLINICAL IMPLICATIONS

A common concern among clini-
cians is how the empirical findings re-
ported here (and in practice guidelines)
should inform their decisions about the
treatments they are delivering to specific
patients. Are patients in research stud-
ies less complex and simpler to treat
than patients seen in clinical practice?
In fact, most of the treatments reviewed
were evaluated in samples of patients
with many of the additional problems
encountered in practice. For example,
in the Resick et al study,® 86% of the
sample were multiply traumatized, 41%
had been sexually abused as children,
and 31% were on psychotropic medica-
tions. Similarly, in addition to including
PTSD cases who were multiply trauma-
tized with numerous comorbid condi-
tions, Schnurr et al'* designed their study
to enhance practical relevance by in-
cluding a clinically relevant comparison
group, diverse clinical centers, and non-
expert therapists. In another study, Mue-
ser et al showed that cognitive behavioral
therapy was more effective than usual
care for treating PTSD in people with se-
vere mental illness, including borderline
personality disorder and psychotic disor-
ders.'8 Thus, cognitive behavioral therapy
is effective in diverse clinical populations
and not just “clean” cases of PTSD.

A related question is whether particu-
lar treatments are more effective for some
types of clients than for others. Although
many clinicians hold strong opinions,
there is little evidence on whether cer-
tain individuals are better or worse can-
didates for certain treatments. The best
way to answer this question is through a
randomized control trial comparing two
active treatments and examining the in-
teraction between treatment and selected
participant characteristics. For example,
Schnurr et al'* compared women treated
with exposure therapy with those who
received present centered therapy. They
found that neither a history of military
sexual trauma nor use of medication pri-
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or to initiating treatment differentially
affected treatment response. Although
the literature on treatment matching is
limited, safety concerns caution against
initiating treatment with patients who
are acutely suicidal. Overall, there is no
support for the commonly held belief
that some patients are too fragile to tol-
erate trauma focused interventions.

There is great interest in how to
maximize the treatments
we know to be effective.

Therapists also may be concerned
that some types of treatment result in
greater dropout than others. In fact, the
average dropout rate from PTSD treat-
ments is 21.1%,*® which is comparable
to rates for other disorders.*-° Addi-
tionally, there are no differences in the
dropout rates between exposure thera-
py, cognitive therapy, stress inoculation
training, and EMDR.>'!

An open question is how far a treat-
ment can be modified before it loses its
effectiveness. Levitt and colleagues®?
trained therapists in a manualized cogni-
tive behavioral treatment for PTSD but
allowed them to use it flexibly. When
left to their own clinical judgment, ther-
apists added an average of two protocol
sessions and one non-protocol session

to the 16-session treatment. The effects
were comparable to the effects in a ran-
domized controlled trial of the same in-
tervention.2* Therefore, at least in this
one case, flexible use of a manualized
protocol resulted in good outcomes.

There is great interest in how to maxi-
mize the treatments we know to be effec-
tive. D-Cycloserine (DCS) may be one
way to improve outcomes with exposure-
based therapies. DCS is an NMDA recep-
tor agonist thought to enhance extinction
effects.”® Randomized controlled trials
have demonstrated that DCS improves
outcomes of exposure-based treatments
in patients with anxiety disorders such as
specific phobia, social phobia, and obses-
sive compulsive disorder.>® Studies are
underway in PTSD populations.

A related question is what to do
with non-responders. Should the thera-
pist continue on with more sessions or
switch to another modality? There is
some research on the effects of com-
bining medication and psychotherapy
to treat patients who fail to respond to
treatment adequately. Rothbaum et al>*
found that PE improved outcomes in
partial responders to an SSRI. In con-
trast, Simon et al® found that an SSRI
did not improve outcomes in partial re-
sponders to PE.

SUMMARY

There are a number of effective treat-
ments for PTSD. A substantial and meth-
odologically rigorous literature supports
cognitive behavioral interventions such as
PE and CPT. Fewer well-controlled stud-
ies support EMDR, but evidence is grow-
ing.’® Future studies will need to address
whether EMDR is a distinct treatment or
a form of cognitive behavioral therapy.

In general, these treatments work not
only on the symptoms of PTSD but also
on comorbid conditions and result in im-
proved functioning. The majority of the
evidence is based on comparisons between
an active treatment and a waitlist control
condition, although a growing number of
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studies have demonstrated that many of
these treatments are effective relative to a
non-specific intervention. Additive inter-
ventions combining two effective treat-
ments such as PE and CR do not seem to
be more effective than the single treatments
alone.'"'> However, most comparisons be-
tween active treatments have been based
on relatively small samples and may not
have had adequate power to detect differ-
ences between active treatments. Resick et
al’s dismantling study,”! which utilized a
novel longitudinal statistical approach, is a
notable exception.

It is anticipated that much more will
be known regarding effective treatments
for PTSD in the near future. A number
of novel approaches and delivery mech-
anisms show promise. New theoretical
models are under investigation, and
significant attention is now focused on
identifying more efficient and accept-
able delivery systems that will increase
the likelihood that trauma survivors
will access therapy. Investigators are
also working to identify mechanisms
of action. More research is needed to
address the potential benefits of com-
bining and/or sequencing medications
and psychotherapy. But the picture has
never looked better for trauma survivors
with PTSD. There are effective psycho-
therapies to treat their symptoms and
improve their quality of life.

REFERENCES

1. Schnurr PP. The rocks and hard places in psy-
chotherapy outcome research. J Trauma Stress.
2007;20(5):779-792.

2. Australian Centre for Posttraumatic Mental
Health. Australian guidelines for the treatment of
adults with acute stress disorder and posttraumat-
ic stress disorder. Melbourne, Victoria: Australian
Centre for Posttraumatic Mental Health; 2007.

3. Foa EB, Keane TM, Friedman MJ. Effective
Treatments for PTSD. New York, NY: Guilford;
2000:1-388.

4. National Collaborating Centre for Mental Health.
Post-traumatic Stress Disorder: The Manage-
ment of PTSD in Adults and Children in Primary
and Secondary Care. London, UK: Gaskell and
the British Psychological Society; 2005:1-167.

5. Ursano RJ, Bell C, Pfefferbaum B, et al. Practice
guideline for the treatment of patients with acute

PSYCHIATRIC ANNALS 39:6 | JUNE 2009

‘ ‘ 3906HamblenCS.indd Sec1:353

10.

11.

12.

13.

14.

15.

16.

17.

18.

stress disorder and posttraumatic stress disorder.
Am J Psychiatry. 2004;161(11 Suppl):3-31.

. VA/DoD Clinical Practice Guideline Working

Group. Management of Posttraumatic Stress.
Washington, DC. Veterans Health Administra-
tion, Department of Veterans Affairs and Health
Affairs, Department of Defense, December
2003. Office of Quality and Performance publi-
cation 10Q-CPG/PTSD-03.

. Institute of Medicine. Treatment of posttraumat-

ic stress disorder: An assessment of the evidence.
Washington, DC: The National Academies
Press; 2008.

. Resick PA, Nishith P, Weaver TL, Astin MC,

Feuer CA. A comparison of cognitive-process-
ing therapy with prolonged exposure and a wait-
ing condition for the treatment of chronic post-
traumatic stress disorder in female rape victims.
J Consult Clin Psychol. 2002;70(4):867-879.

. Foa EB, Rothbaum BO. Treating the Trauma of

Rape: Cognitive Behavioral Therapy for PTSD.
New York, NY: Guilford; 1998:1-266.

Bryant RA, Moulds ML, Guthrie RM, Dang
ST, Nixon RDV. Imaginal exposure alone and
imaginal exposure with cognitive restructuring
in treatment of posttraumatic stress disorder. J
Consult Clin Psychol. 2003;71(4):706-712.

Foa EB, Dancu CV, Hembree EA, Jaycox LH,
Meadows EA, Street GP. A comparison of expo-
sure therapy, stress inoculation training, and their
combination for reducing posttraumatic stress
disorder in female assault victims. J Consult Clin
Psychol. 1999;67(2):194-200.

Foa EB, Hembree EA, Cahill SP, et al. Ran-
domized trial of prolonged exposure for post-
traumatic stress disorder with and without cog-
nitive restructuring: outcome at academic and
community clinics. J Consult Clin Psychol.
2005;73(5):953-964.

Marks I, Lovell K, Noshirvani H, Livanou M,
Thrasher S. Treatment of posttraumatic stress
disorder by exposure and/or cognitive restructur-
ing. Arch Gen Psychiatry. 1998;55(4):317-324.
Schnurr PP, Friedman MJ, Engel CC, et al. Cog-
nitive behavioral therapy for posttraumatic stress
disorder in women: A randomized controlled
trial. JAMA. 2007;297(8):820-830.

Tarrier N, Pilgrim H, Sommerfield C, et al. A
randomized trial of cognitive therapy and ima-
ginal exposure in the treatment of chronic post-
traumatic stress disorder. J Consult Clin Psychol.
1999;67(1):13-18.

Ehlers A, Clark DM, Hackmann A, McManus F,
Fennell M. Cognitive therapy for post-traumatic
stress disorder: Development and evaluation. Be-
hav Res Ther. 2005;43(4):413-431.

Dufty M, Gillespie K, Clark DM. Post-traumatic
stress disorder in the context of terrorism and other
civil conflict in Northern Ireland: randomised con-
trolled trial. BMJ. 2007;334(7604):1147-1150.
Mueser KT, Rosenberg SD, Xie H, et al. A ran-
domized controlled trial of cognitive-behavioral
treatment of Posttraumatic Stress Disorder in se-
vere mental illness. J Consult Clin Psychology.
2008;76(2):259-271.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

Resick PA, Schnicke MK. Cognitive Process-
ing Therapy for Rape Victims: A Treatment
Manual. Newbury Park, CA: Sage Publica-
tions;1996:1-178.

Monson CM, Schnurr PP, Resick PA, Friedman
M1, Young-Xu Y, Stevens SP. Cognitive process-
ing therapy for veterans with military-related
posttraumatic stress disorder. J Consult Clin
Psychol. 2006;74(5):898-907.

Resick PA, Galovski TE, O’Brien Uhlman-
sieck M, Scher CD, Clum GA, Young-Xu Y. A
randomized clinical trial to dismantle compo-
nents of cognitive processing therapy for post-
traumatic stress disorder in female victims of
interpersonal violence. J Consult Clin Psychol.
2008;76(2):243-258.

Ehlers A, Clark DM. A cognitive model of
posttraumatic stress disorder. Behav Res Ther:
2000;38(4):319-345.

Amtz A, Tiesema M, Kindt M. Treatment of
PTSD: a comparison of imaginal exposure with
and without imagery rescripting. J Behav Ther
Exp Psychiatry. 2007;38(4):345-370.

Cloitre M, Koenen KC, Cohen LR, Han H. Skills
training in affective and interpersonal regulation
followed by exposure: a phase-based treatment
for PTSD related to childhood abuse. J Consult
Clin Psychol. 2002;70(5):1067-1074.

Falsetti SA, Resnick HS, Davis JL. Multiple
channel exposure therapy for women with PTSD
and comorbid panic attacks. Cogn Behav Ther:
2008;37(2):117-130.

Glynn SM, Eth S, Randolph ET, et al. A test of
behavioral family therapy to augment exposure
for combat-related posttraumatic stress disorder.
J Consult Clin Psychol. 1999;67(2):243-251.
Hogberg G, Pagani M, Sundin O, et al. On treat-
ment with eye movement desensitization and
reprocessing of chronic post-traumatic stress
disorder in public transportation workers — a
randomized controlled trial. Nord J Psychiatry.
2007;61(1):54-61.

Lindauer RJL, Gersons BPR, van Meijel EPM,
et al. Effects of brief eclectic psychotherapy
in patients with posttraumatic stress disorder:
randomized clinical trial. J Trauma Stress.
2005;18(3):205-212.

Chemtob CM, Tolin DF, van der Kolk, B, Pit-
man RK. Eye movement desensitization and re-
processing. In: Foa E, Keane TM, Friedman MJ.
Effective Treatments for PTSD. New York, NY:
Guilford: 2000:139-154.

Rothbaum BO, Astin MC, Marsteller, F. Pro-
longed exposure versus eye movement desensiti-
zation and reprocessing (EMDR) for PTSD rape
victims. J Trauma Stress. 2005:18(6):607-616.
Taylor S, Thordarson DS, Maxfield L, Fedoroff
IC, Lovell K, Ogrodniczuk JS. Comparative
efficacy, speed, and adverse effects of three
PTSD treatments: Exposure therapy, EMDR,
and relaxation training. J Consult Clin Psychol.
2003;71(2):330-338.

Davidson PR, Parker KC. Eye movement desensi-
tization and reprocessing (EMDR): a meta-analy-
sis. J Consult Clin Psychol. 2001;69(2):305-316.

PsychiatricAnnalsOnline.com | 353

6/9/2009 4:44:41 PM ‘ ‘



33.

34.

35.

36.

37.

38.

39.

40.

Alexander PC, Neimeyer RA, Follette VM,
Moore MK, Harter SL. A comparison of group
treatments of women sexually abused as children.
J Consult Clin Psychol. 1989;57(4):479-483.
Chard KM. An evaluation of cognitive pro-
cessing therapy for the treatment of post-
traumatic stress disorder related to child-
hood sexual abuse. J Consult Clin Psychol.
2005;73(5):965-971.

Krupnik JL, Green BL, Stockton P, Miranda
J, Krause E, Mete M. Group interpersonal
psychotherapy for low-income women with
posttraumatic stress disorder. Psychother Res.
2008;18(5):497-507.

Schnurr PP, Friedman MJ, Foy DW, et al.
Randomized trial of trauma-focused group
therapy for posttraumatic stress disorder: re-
sults from a Department of Veterans Affairs
Cooperative Study. Arch Gen Psychiatry.
2003;60(5):481-489.

Zlotnick C, Shea MT, Rosen KH, et al. An
affect-management group for women with
posttraumatic stress disorder and histories
of childhood sexual abuse. J Trauma Stress.
1997;10(3):425-436.

Batten SV, Hayes SC. Acceptance and com-
mitment therapy in the treatment of comorbid
substance abuse and post-traumatic stress
disorder: a case study. Clinical Case Studies.
2005;4:246-262.

Orsillo SM, Batten SV. Acceptance and
commitment therapy in the treatment of
posttraumatic stress disorder. Behav Modif.
2008;29(1):95-129.

Hollifield M, Sinclair-Lian N, Warner TD, Ham-
merschlag R. Acupuncture for posttraumatic

354 | PsychiatricAnnalsOnline.com

‘ ‘ 3906HamblenCS.indd Sec1:354

41.

42.

43.

44.

45.

46.

47.

stress disorder: A randomized controlled pilot
trial. J Nerv Ment Dis. 2007;195(6):504-513.
Brom D, Kleber RJ, Defares PB. Brief psy-
chotherapy for posttraumatic stress disorders.
J Consult Clin Psychol. 1989;57(5):607-612.
Cottraux J, Note B, Yao SN, et al. Random-
ized controlled comparison of cognitive be-
havior therapy with Rogerian supportive ther-
apy in chronic post-traumatic stress disorder:
a 2-year follow-up. Psychother Psychosom.
2008;77(2):101-110.

Difede J, Cukor J, Jayasinghe N, et al. Vir-
tual reality exposure therapy for the treat-
ment of posttraumatic stress disorder follow-
ing September 11, 2001. J Clin Psychiatry.
2007;68(11):1639-1647.

Knaevelsrud C, Maercker A. Internet-based
treatment for PTSD reduces distress and fa-
cilitates the development of a strong therapeu-
tic alliance: A randomized controlled clinical
trial. BMC Psychiatry. 2007(7):13.

Lange A, Rietdijk D, Hudcovicova M, Van de
Ven JP Schreiken B, Emmelkamp PM. Interapy:
a controlled randomized trial of the standardized
treatment of posttraumatic stress through the inter-
net. J Consult Clin Psychol. 2003;71(5):901-909.
Litz BT, Engel CC, Bryant RA, Papa AA.
Randomized, controlled proof-of-concept
trial of an internet-based, therapist-as-
sisted self-management treatment for post-
traumatic stress disorder. Am J Psychiatry.
2007;164(11):1676-1683.

Freuh BC, Monnier J, Yim E, Grubaugh AL,
Hamner MB, Knapp R. A randomized trial of
telepsychiatry for post-traumatc stress disorder. J
Telemedicine Telecare. 2007;13(3):142-147.

48.

49.

50.

51,

52.

53.

54.

55.

Bradley R, Greene J, Russ E, Dutra L, West-
en D. A multidimensional meta-analysis of
psychotherapy for PTSD. Am J Psychiatry.
2005;162(2):214-227.

Hofmann SG, Suvak M. Treatment attrition
during group therapy for social phobia. J Anx
Dis. 2006;20(7):961-972.

Kobak KA, Greist JH, Jefferson, JW, Katzel-
nick DJ, Henk, HJ. Behavioral versus pharma-
cological treatments of obsessive compulsive
disorder: a meta-analysis. Psychopharmacol-
ogy. 1998;136(3):205-216.

Hembree EA, Foa, EF, Dorfan NM, et al.
Do patients drop out prematurely from ex-
posure therapy for PTSD? J Trauma Stress.
2003;16(6):555-562.

Levitt JT, Malta LS, Martin A, Davis L, Cloi-
tre M. The flexible application of a manu-
alized treatment for PTSD symptoms and
functional impairment related to the 9/11
World Trade Center attack. Behav Res Ther.
2007;45(7):1419-1433.

Norberg MM, Krystal JH, Tolin DF. A meta-
analysis of D-Cycloserine and the facilitation
of fear extinction and exposure therapy. Biol
Psychiatry. 2008;63(12):1118-1126.
Rothbaum BO, Cahill SP, Foa EB, et al.
Augmentation of sertraline with pro-
longed exposure in the treatment of post-
traumatic stress disorder. J Trauma Stress.
2006;19(5):625-638.

Simon NM, Connor KM, Lang AJ, et al.
Paroxetine CR augmentation for post-
traumatic stress disorder refractory to pro-
longed exposure therapy. J Clin Psychiatry.
2008:69(3):400-405.

PSYCHIATRIC ANNALS 39:6 | JUNE 2009

6/9/2009 4:44:41 PM ‘ ‘





