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The prevalence of exposure to traumatic events as well as the development of PTSD also
varies across racial and ethnic groups, with high rates of exposure to violence among African
Americans, American Indians, and Alaska Natives, compared to members of more economi-
cally advantaged groups (310, 311). For cxample, in one study, 82% of American Indians and
Alaska Natives had been exposed to one traumatic event, and the prevalence of PTSD was 22%
(4). American Indians have a rate of violent victimization that is more than twice the national
average (312), whereas rates of PTSD among American Indians and Alaska Natives are about
threefold higher than in the general population. An investigation of Northern Plains Indian
youths in grades 8 through 11 found that 619 had been exposed to some kind of traumatic
event (313). These adolescents were reported to have more trauma-related symproms but not
substantially higher rates of diagnosable PTSD (3%), compared to the general population
(313). A study of a Southwestern American Indian community found even higher rates of ex-
perience of one or more traumaric events but also noted a higher prevalence of lifetime PTSD
in this community, compared with the general U.S. population (314).

Because members of some racial and ethnic groups are more likely to have lower socioeco-
nomic status, live in an inner-city area, or be U.S. combat veterans (315), and because such
status is associated with an increased likelihood of experiencing undesirable life events (316),
some racial and ethnic groups are more likely to experience ASD and PTSD (4, 314). Among
veterans, an increased likelihood of traumatic early experiences (310-312, 317) may contribute
to the increased rates of PTSD seen in African Americans, Hispanics, and American Indi-
an/Alaska Natives after combat-relared trauma (247, 310).

Differences in the rates of previous eXposure to traumas may account, in part, for differences
observed in rates of PTSD among U.S. veterans of differing ethnic and racial backgrounds.
However, greater war zone exposure to traumatic experiences among African Americans (315)
and American Indians (318, 319) is likely o play a large role as well. In terms of racial differ-
ences in rates of PTSD among U.S. veterans, the Nacianal Vietnam Veterans Readjustment
Study found that although 10% of U.S. soldiers in Vietnam were black and 85% were whire,
more African American (21%) than European American (14%) veterans experienced PTSD
(247). In the American Indian Vietnam Veterans Project (319), evaluation of random samples
of Viernam combat veterans from three Northwestern Plains reservations and one Southwest
reservation between 1992 and 1995 showed that approximately one-third of the Northern
Plains (31%) and Southwestern (27%) American Indian participants had PTSD at the time of
the study. Approximately one-half had experienced the disorder in their lifetime (57% and
45%, respectively). This rate was far in excess of rates of current PTSD observed in the Euro-
pean American or African American veterans (247).

Hispanics also have been found to be at higher risk for war-related PTSD than their European
American counterparts (247). Because the risk for Hispanics was higher than that for black vet-
erans, minority status must not be the only risk factor (320). Of the Hispanic subgroups, Puerto
Rican veterans have been found to have a higher probability of experiencing PTSD than others
with similar levels of war zone stressor exposure (321). Because these differences in prevalence
were not explained by exposure to stressors or acculturation and were not accompanied by signif-
icant reductions in levels of functioning, it has been proposed that differences in symprom report-
ing may reflect features of expressive style rather than different levels of illness (320).

National variations in rates of PTSD development have been reported across populations
exposed to traumatic events. For instance, less than 5% of hospitalized European survivors of
unintentional injuries (e.g., motor vehicle crashes, job-related injuries) appear to develop
PTSD (322, 323). However, between 10% and 40% of survivors of both intentional (e.g., inju-
ries associated with human malice, such as physical assaults) and unintentional injuries treated
within acute care settings in the United Stares, England, and Australia appear to develop symp-
toms consistent with the disorder (34, 117, 293, 324-328). The explanations for these differ-
ent rates include methodological differences, cultural differences, and diagnostic accuracy (329).

Treatment of Putients With Acute Stress Disorder and Postraumatic Sress Disordar 49

Copyright 2010, American Psychiatric Association. APA makes this practice guideline freely available to promote its dissemination and use; however, copyright
protections are enforced in full. No part of this guideline may be reproduced except as permitted under Sections 107 and 108 of U.S. Copyright Act. Far permission
for reuse, visit APPI Permissions & Licensing Center at http:/lwww.appi.org/CustomerService!Pages/Permissions.aspx.



Case 8:18-cv-03649-TDC Document 146-6 Filed 09/07/22 Page 2 of 48

The prevalence of PTSD in countries where war and disease are endemic is substantially
higher and has been reported to range berween 9.4% and 37.0% of the population. For exam-
ple, Bleich and colleagues (330), in a telephone survey of a representative sample of 512 Isracli
adults, found that after 19 months of ongoing terrorist attacks, 16.4% had been directly ex-
posed to a terrorist attack, 37.3% had an exposed family member or friend, and 9.4% of the
sample met the symptom criteria for PTSD. Sabin and colleagues (331) found similar rates in
a cross-sectional survey of Mayan refugees living in Mexico, of whom 11.8% met the symprom
critetia for PTSD, as measured by the Harvard Trauma Questionnaire and Hopkins Symptom

. Checklist-25, 20 years after flecing the civil conflict in Guatemala. De Jong et al. (332) used
the Composite International Diagnostic Interview to assess for PTSD in community popula-
tions of four postconflict low-income countries and found a prevalence rate of PTSD of 37.4%
in Algeria, 28.4% in Cambodia, 15.8% in Ethiopia, and 17.8% in Gaza.

Treatment-secking refugees may have even higher rates of PTSD, ranging from 55% ro 20%
(333). Studies have revealed alarming rates of PTSD in immigrant communities with a high
degree of preimmigration exposure to potentially traumatic experiences (e.g., Asian Americans
and Hispanic Americans). For example, in some samples, up to 70% of refugees from Vietnam,
Cambodia, and Laos met the diagnostic criteria for PTSD, in contrast to prevalence rates of about
4% for the U.S. population as a whole (334).

Studies of Southeast Asian refugees receiving mental health care have uniformly found high
rates of PTSD. One study found that 70% of the subjects met the diagnostic criteria for PTSD,
with Mien from the highlands of Laos and Cambodians having the highest rates (333). Another
mental health study of Southeast Asian refugees (Hmong, Laotian, Cambodian, and Vietnam-
ese) in Minnesota found that 73% had major depression, 14% had PTSD, and 6% had anxiety
or somatoform disorders (335). A random community sample of Cambodian adults revealed
that 45% had PTSD, and 81% experienced five or more symptoms of PTSD (336). Similarly,
43% of parents recruited from a community of resertled Cambodian refugees in Massachusetts
reported the death of berween one and six of their children (337). Child loss was assaciated
with an increased likelihood of health-related concerns, a variety of somatic symptoms, and
culture-bound conditions of emotional distress such as deep worrying and sadness not visible
to others (337). Finally, Kinzie et al. (338) found thac nearly one-half of a sample of Cambo-
dian adolescents who survived Pol Pot’s concentration camps as children had PTSD approxi-
mately 10 years after this traumacic period. Thus, many Southeast Asian refugees are at risk for
PTSD associated with the events they experienced before they immigrated to the United States
(311). A large community sample of Southeast Asian refugees in the United States found that
preimmigration and refugee camp experiences were significant predictors of psychological dis-
tress even 5 or more years after migration (339). In this study, significant subgroup differences
were found: Cambodians reported the highest levels of distress, Laotians were next, then Vier-
namese. While trauma treatments may be effective for persons from Western cultures, in some
Southeast Asian populations, it may be contraindicated to attempt to identify and process trau-
matic experiences (229).

Central American immigrants to the United States may be at risk for PTSD as a result of
their preimmigration exposure to wat-related trauma (340), even though they are not recog-
nized as political refugees (311). For example, a study of Los Angeles adults who were examined
for symptoms of PTSD and depression found thac one-half of the Central American partici-
pants reported symptoms that were consistent with a diagnosis of PTSD (341). In comparison
with recent Mexican immigrants, a greater proportion of Central American refugees reported
symptoms of PTSD (50% versus 25%) (341). In another study, 60% of adult Central Ameri-
can refugee patients reccived a diagnosis of PTSD (342). Central American immigrant children
seeking care at refugee service centers also had high rates of PTSD (33%) (343). In 2 more re-
cent study of a systematic sample of 638 adult Latino primary care patients living in Los An-
geles, Eisenman and colleagues (344) found thac 54% of the sample had experienced political
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violence before migration, and of these, 18% had symptoms of PTSD. Thaose who had experi-
enced polirical violence had a 3.4-fold greater risk of meeting the criteria for a PTSD diagnosis,
compared to those who had not experienced political violence.

E. NATURAL HISTORY AND COURSE

Prospective studies suggest that sympromartic distress peaks in the days and weeks after a trauma
and then gradually declines over the course of the year after injury (139). In the National Co-
motbidity Survey, symptoms also decreased most rapidly in the first 12 months after trauma
exposure (4), However, approximately one-third of persons who developed PTSD had chronic
symptoms that did not remit. Although this issue is not sectled (309), rates of recovery from
PTSD may vary by gender. Although gender differences in the duration of PTSD are in part
explained by gender differences in the type of trauma experienced, Breslau and colleagues (5,
226) found a median time to remission of symproms of 12 months in men and 48 monchs in
women. However, studies of motor vehicle accident victims have shown initial rates of approx-
imately 35%, decreasing nearly 50% by 12 months postaccident (34, 343).

The responses of traumatized patients fall on a continuum, and the narural course of ASD
and PTSD may vary with personality and other individual characteristics. Some individuals are
relatively resistant to developing posttraumaric symproms or report interpersonal growth expe-
riences as a result of their traumatic exposure (229, 346). For other individuals with PTSD,
however, long-lasting personality change may occur (252, 347-349). Problems of impaired af-
fect modulation; self-destructive and impulsive behavior; dissociarive symproms; samaric com-
plaints; feelings of ineffectiveness, shame, and despair or hopelessness; feelings of being
permanently damaged; a loss of previously supportive beliefs; hostilicy; social withdrawal; feel-
ing constantly threatened and being in an alert status; and impaired relationships with others
all portend personality change from the individual’s previous characreristics.

Investigations have also shown symptoms of PTSD to be associated with functional impair-
ment and diminished quality of life (115, 117, 122, 293, 327, 350-353). Across veteran (122),
refugee (292), and injured civilian (117, 293, 327) populations, PTSD makes an independent
contribution to diminished functioning and quality of life above and beyond the effects of co-
morbid medical conditions and injury severity. Posttraumatic stress is also coupled with a spec-
trum of physical health problems and medical disorders (103, 354, 355). These considerations
make the treatment of PTSD important not just from the standpoint of individual suffering buc
also from the perspective of the potential societal costs associated with the disorder (273, 356).

Individuals who have been exposed to trauma may also be vulnerable to subsequent traumas
and have an increased likelihood of developing PTSD with repeated traumatic experiences (32,
33, 223). In individuals with a first hospitalization for psychosis, a similar pattern was observed,
with exposure to multiple traumatic events being associated with greater rates of PTSD than ex-
posure to a single trauma (48). These findings suggest that in trauma-exposed individuals, inter-
ventions should include efforts to decrease the risk for subsequent exposures to traumatic events.

V. REVIEW AND SYNTHESIS OF
e

A. ISSUES IN INTERPRETING THE LITERATURE

The empirical research on the efficacy of treatments for ASD and PTSD is not as extensive at
present as that for other disorders such as major depressive disorder, schizaphrenia, or bipolar
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disorder. Most of the randomized clinical trials of ASD and PTSD treatments have relatively
small number of subjects, and their inclusion in the study is often determined by cheir having
experienced one type of index trauma. In addition, exact replications of methods are the excep-
tion rather than the rule. Further study is needed to better establish the generalizability of find-
ings across populations and various traumaric event cxposures. For example, many studies are
limited to combat veterans with chronic PTSD or to rape victims. Treatment for ASD has only
just begun to be examined. Effectiveness studies of ASD and PTSD treatments are also limired.

The rapid recovery rate of patients with ASD and acute PTSD means that outcomes studies
need to examine closely the timing of treatment administration and the rates of recovery as well
as remission and relapse; Treatment studies that specifically examine critical symptoms {such
as sleep disturbance or withdrawal or arousal) are also needed. Gender differences in the rares
of PTSD suggest that close attention should be paid to gender differences in creatment out-
comes. The widespread nature of traumaric exposures in some subpopulations, including per-
sons living in urban environments in major cities, also means that PTSD may have gone
undetected but may have existed long before the index disorder is diagnosed.

The high comorbidity of PTSD with major depression and substance abuse also compli-
cates the interpreration of efficacy studies.

With psychosocial interventions, measuring the efficacy of one treaument may be confounded
by the effects of other simultaneous treatments.

B. PSYCHOSOCIAL INTERVENTIONS

1. Individual psychotherapies
In general, psychotherapy, examined across all types of interventions and for different rypes of vic-
tims, is an effective intervention for PTSD. Sherman (203) conducted a mera-analysis of 17 con-
trolled clinical trials of psychotherapy for PTSD that included behavioral, cognitive, and
psychodynamic individual and group therapy with veterans, female assault victims, and victims of
other rraumatic events. Psychotherapy was found to have a significant beneficial effect on PTSD.
Prediction of success in psychetherapy of PTSD, however, is in its infancy. For instance, beliefs
about mistrust, helplessness, meaninglessness, and unjustness of the world predict bascline PTSD
symptom severity but not treatment outcome (357). Litde is known about the relationship of the
type of traumatic event to the type or duration of psychotherapy likely to be effective.

a) Psychodynamic psychotherapy

Psychodynamic psychotherapy for either ASD or PTSD has not been well studied by means of
randomized, controlled trials. Given the fact that ASD, by definition, is an illness of relacively
brief duration, long-term therapy would seem unnecessary. However, ASD may be associated
with or may aggravate preexisting psychological problems, and a remote history of repeated
trauma (including childhood abuse) predicts the development of PTSD. In the face of an acute
trauma, dormant issues may at times become more apparent ot more amenable to treatment.
Considerable clinical literature and case studies comment on this phenomenon, but the extent
t0 which such intervention might prevent the development of PTSD remains untested. For
PTSD, one controlled trial by Brom et al. (201) compared psychodynamic therapy to trauma
desensitization, hypnotherapy; and a control condition. All three treatments were significantly
effective in reducing intrusive and avoidance symptoms. A meta-a nalysis of psychotherapies—
including psychodynamic psychotherapy—also supports this mode of treacment (203). Other
less rigorous studies and reviews also suggest the efficacy of psychodynamic therapy in PTSD
(21,208, 358). Again, despire a lack of randomized, controlled trials, clinical consensus reflects
the idea that a psychodynamic approach is useful in helping the patient integrate past traumatic
experience(s) into a more adaptive or constructive schema of risk, safety, prevention, and pro-
tection (359, 360), thereby reducing core symptoms of PTSD.
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b)  Cognitive and behavior therapies

The cognitive and behavior therapies are applied in the individual, family, or group treatment
forms. Although particular behavior therapies have been used as stand-alone treatment, it is
more common for behavior therapy to be used in conjunction with other forms of therapy,
such as cognitive approaches (e.g., cognitive behavior therapy). These complex rreatments may
have more than one efficacious component, and in many studies it is somewhar difficult to “dis-
mantle” the specific contributions of the various elements of such combined treatments. Cog-
nitive approaches to the treatcment of ASD or PTSD target the distorted threat appraisal process
in an effort to desensitize the patient to trauma-related triggers. These approaches oftren include
a component of repeated exposure, either in talking about the trauma or in processing the rrau-
matic experience.

Behavior therapy is derived from psychological models of learning that emphasize the role of
environmental cues and consequences in patterning behavior. A behavioral assessment of the
PTSD patient would focus on the traumatic even t, the reexperiencing symptoms, the ma.ladaptive
avoidance and numbing strategies, and the pathological arousal responses that drive the disorder.

Systematic desensitization has been used to reduce anxiety associated with the traumatic
stressor. The essential ingredient of systematic desensitization is the gradual and progressive ex-
posure of the patient ro feared stimuli while steps are taken to reduce elicited anxiety by displac-
ing it with a sense of relaxation (reciprocal inhibition of the fear response). Improvements in
active coping and reductions in traumatic anxiety can occur both inside and outside the sessions
through the learning of relaxation techniques such as progressive muscle relaxation, dia-
phragmatic or meditative breathing, and guided imagery. Progressive muscle relaxation involves
alternaring the tensing and releasing of muscle groups throughout the body, sometimes proceed-
ing in a head-to-toe direction. Breathing exercises concentrate on exhaling in order to generalize
a calming effect, while guided imagery promotes relaxation though visualizing enjoyable places
or activities. Biofeedback may be used to augment relaxation by providing the patient with in-
stantaneous feedback on physiological variables, such as blood flow and muscle contraction.
These phenomena are not normally sensed, but their continuous presentation permits the pa-
tient to exert some degree of voluntary control over variables related to tension and anxiety.

Therapeutic use of prolonged and repeated exposure to traumatic cues, either in a gradual
fashion or intensively through flooding or implosion, is based on the principle that craumartic
anxiety will decrease in the absence of real danger. Direct therapeutic exposure can be accom-
plished in vivo (directly) or in imagination. Typically, a course of exposure-based treatment be-
gins with relaxation training and education about the symptoms of PTSD and about the
rationale for having participants reexpose themselves to painful experiences. The therapist as-
sesses the partient’s ability o tolerare within-session emotion and temporary exacerbations of
symptoms before implementing further treatment. I these experiences are acceptable, the pa-
tient is then led through a series of sessions in which the traumartic event and its afeermath are
imagined and described and patients are asked to focus on the intense negative affects and
arousal that are elicited, uncil they subside. Relaxation exercises and reassurance permit the pa-
tient to continue without feeling overwhelmed and abandoning the therapy. Homework as-
signments allow the patient to practice outside the session. In addition, the treatment may be
enhanced if the patient is encouraged to confront specific places or activities in vivo. Success
can be measured as complete or partial extinction of PTSD symptoms (173, 174).

Early exposure research was frequently conducted with Vietnam veterans with chronic, corm-
bat-related PTSD. Penistor’s 1986 randomized, controlled study of biofeedback-assisted sys-
tematic desensitization (361) provided preliminary evidence for the potential effectiveness of
high-frequency exposure therapy. In one of the early studies, which used fooding, Keane et al.
(362) randomly assigned 24 combar veterans with PTSD to 14—16 sessions of flooding (N=11)
or to a waiting list (N=13). Assessments at pretreatment, posttreatment, and 6-month follow-
up showed improvement in reexperiencing symptoms, startle response, and memory/concentra-
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Parricipation in exposure therapy was associated with a decrease in positive (e.g., intrusive and
hyperarousal) symptoms of PTSD but not negative (c.g., avoidance/numbing) symproms.
There were no additional therapeutic gains from the family sessions.

Cognitive behavior therapy has often been combined with exposure therapy and shown to be
effective. In a randomized, controlled study by Fecteau and Nicki (373) of cognitive behavior
therapy (N=10) versus a waiting-list condition (N=10), adults (14 women) with PTSD were
treated approximately 18 months after motor vehicle accidents with physical injury. The creat-
ment consisted of four weeldy 2-hour sessions of cognitive behavior therapy, including education,
relaxation training, imaginal exposure, self-directed in vivo practice, and cognitive restructuring,
Five of the 10 cognitive behavior therapy subjects no longer had diagnosable PTSD after creat-
ment, while all 10 of the waiting-list group continued to meet the criceria for PTSD. PTSD
symptoms improved significantly, with the Clinician-Administered PTSD Scale (CAPS-2) score
decreasing from an average of 70.9 (high/PTSD present) to 37.5 (moderate). In contrast, the sub-
jects’ Beck Depression Inventory scores did not show significant improvement, suggesting a spe-
cific effect on PTSD rather than merely a nonspecific improvement in comorbid depression. The
weak response in depression measures may also have been related to chronic pain and disability
status. Follow-up at 3 and 6 months showed persistent improvements in PTSD symproms.

Cognitive therapy techniques have not always been combined with exposure techniques, al-
lowing for some compatison of these techniques. Foa et al. (374) randomly assigned 55 female
rape victims with PTSD to one of four conditions: 17 were assigned to stress inoculation train-
ing, 14 to prolonged exposure, 14 to supportive counseling (to control for nonspecific therapy
effects), and 10 ro a waiting-list control group. PTSD diagnoses were made by an outside cli-
nician who used DSM-IIT-R criteria. The range of time since the assault varied from 3 monrhs
to 12 years, with a mean of 6.2 years (SD=6.7). Treatment consisted of nine biweekly 90-
minute individual sessions conducted by a female therapist. PTSD symptoms, rape-related
distress, general anxiety, and depression were measured pretreatment, posttreatment, and at fol-
low-up (mean=3.5 months postereatment). Of the 55 patients who started the study, 10 dropped
out, with no significant differences in dropout rates actoss the three treatment groups. Howev-
er, the 10 noncompleters differed from the completers on three variables: a greater percentage
of the noncompleters earned an annual income of less than $10,000, a greater percentage were
blue-collar workers, and they scored higher on the Rape Aftermath Symprom Test. Immediarte-
ly after treatment, stress inoculation therapy was the most effective treatment in reducing
PTSD symptoms, and prolonged exposure was also an effective treatment. The supportive
counseling and waiting-list conditions improved arousal symptoms of PTSD bur not the in-
trusion and avoidance symptoms. Three and one-half months after treatment, however, pro-
longed exposure appeared to be the superior treatment. Thus, although stress inoculation
therapy appeared to be the most effective treatment in the short term, prolonged exposure ap-
peared to be the most effective treatment in the long term. Furthermore, the superiority of
stress inoculation therapy and prolonged exposure over supportive counseling and waiting-list
placement was found only for PTSD symptoms.

Marks e al. (177) showed that cognitive therapy, exposure therapy, and exposure plus cognitive
therapy were better than relaxation treatment in 87 subjects randomly assigned to ten 90-minute
sessions of the four treatment groups. It is important to note that ll three cognirive behavior ther-
apy approaches were marked!ly better than relaxation ar 1, 3, and 6 months but no better than each
other in decreasing PTSD symptoms or symptom severity, producing remission of PTSD, or im-
proving functioning at the end of the study. Similarly, Echeburua ecal. (375) tested progressive re-
laxation training versus cognitive restructuting and self-exposure in 20 victims of sexual aggression.
Maost treated patients improved, but the cognitive restructuring and exposure treatment was more
successful on all measures than relaxation alone. In contrast, Silver et al. (376) treated inpatient
Vietnam veterans with addirional EMDR, biefeedback, or relaxation training and found no statis-
tically significant differences between cognitive restructuring and exposure treatment,
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Given the similarities between cognitive behavior therapy and exposure therapy, it is not
surprising that comparisons of these two modalities have shown similar treatment outcomes.
In a randomized, double-blind trial of cognitive behavior therapy versus exposure therapy for
chronic PTSD, Tarrier et al. (178) found that the two treatments were equally effective in re-
ducing symptoms in a diverse group of 72 trauma patients but that neither therapy produced
complete symptom remission. It is important to note that nine partients in the exposure condi-
tion versus three patients in the cognitive behavior therapy condition showed worsening symp-
toms. Subsequent studies showed rhat improvements were maintained at G months (186) and
12 months (187), again with no significant differences between therapies.

Similarly, in a small, randomized study of 16 refugee outpatients with PTSD, both cognitive
behavior therapy and exposure therapy resulted in large improvement on all measures, and this
improvement was maintained at follow-up (377). The two treatments did not differ on any
measure, but cognitive behavior therapy required relatively more and longer sessions to obtain
significant results.

Studies of cognitive behavior therapy for PTSD have also examined ourcomes for factors
other than PTSD symptoms, such as anger. In a randomized trial, Chemrab et al. (378) as-
signed 15 Vietnam combat veterans with PTSD to routine VA care or to routine VA care plus
12 sessions of cognitive behavior therapy focused on anger. The 1-hour individual cognitive
behavior therapy sessions involved self-monitoring of anger, devising an anger hierarchy, relax-
ation, cognitive restructuring skills training, and skills practice (role playing in anger-provoking
situations). The anger therapy subjects had increased capacity to control anger at completion
and 18-month follow-up, although there were no differences between groups on measutes of
psychophysiological reactions to anger provocation at treatment end. This study showed the
specific clinical utility of a cognitive behavior treatment for anger as an adjunct to routine care,
although no information was given on PTSD symptoms.

A few studies have indicated that a brief cognitive behavior therapy intervention in the acute
posteraumatic phase can prevent PTSD while simultancously treating ASD. Although these
studies are few and included only a small number of subjects, the measured outcome of pre-
vention of PTSD makes them very important, and their findings should be replicated. Bryant
et al. (135) examined 45 civilian trauma survivors with ASD treated with five sessions of either
prolonged exposure, prolonged exposure plus anxiery management, or supportive counseling
begun within 2 weeks of the traumaric event. Afrer treatment, the criteria for PTSD were met
by significantly fewer of the patients who received prolonged exposure (14%) and prolonged
exposure plus anxiety management (20%) than of those who received supportive counseling
(56%). The effect of the two active weatments was maintained at 6-month follow-up after the
traumatic event. In contrast to previous reports that 80% of patients who initially meet the cri-
reria for ASD will have chronic PTSD 6 months after the trauma, this study found that patients
who received supportive counseling had a rate of PTSD of 67%, indicating that supportive
counseling may be somewhat helpful in ameliorating symptoms of PTSD. However, substan-
tially fewer individuals met the criteria for PTSD after either prolonged exposure plus anxiety
management (23%) or prolongcd exposure (15%), suggesting even greater efficacy of these
treatments. There were no differences in outcome between the prolonged exposute and pro-
longed exposure plus anxiery management interventions, indicating that anxiety management
did not contribute to trearment efficacy.

Similarly, Foa et al. (379) treated female victims of recent rape or aggravated assault wich a
brief prevention program consisting of four 2-hour sessions of cognitive behavior therapy and
education, compared with a matched assessment control group. "Two menths after the assault,
only 10% of the brief prevention group met the PTSD criteria, in contrast to 70% of the con-
trol group. The brief prevention group did significantly berter on measures of depression and
reexperiencing symproms than did the control group members, with an effect size for brief pre-
vention of 1.22.
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Gillespie eral. (380) found a similar effect size in a case series treated wich cognitive therapy.
In this study, a consecutive series of 91 patients were treated within 2 weeks after exposure to
a car bomb in Omagh, Northern Treland, with cognitive therapy along the lines advocated by
Ehlers and Clark (381). Neither comorbidity nor the presence or absence of a supportive rela-
tionship predicted treatment response. Those who were physically injured improved less signif-
icantly than witnesses or those who were not injured. Witnesses and emergency personnel did
not differ in their degree of improvement. It is interesting to note that there was a nonsignifi-
cant trend for patients who were treated larer o improve more than those who were treated
carlier, which highlights 2 need to better undersrand the timing of treatment interventions.
Generalization from these findings is limited by the fact that patients received varying numbers
of sessions, there was no control group, and the therapy was not manualized.

¢ Eye movement desensitization and reprocessing (EMDR)

EMDR is generally seen as a combination of elements of cognitive behavior therapy, exposure
therapy (albeit brief and interrupeed cxposures), and a unique attention to eye movements.
Since cognitive behavior therapy and exposure therapy have been shown to have efficacy in
treatment of PTSD, a major question about EMDR has been whether the €ye fovements con-
uibute to therapy outcome. A number of factors have contributed to the difficulty in establish-
ing whether EMDR effects are distinet from those of cognitive behavior therapy and exposure
therapy. Studies of EMDR have included a range of trauma types, weighted toward persons
with combat exposure but also including adults with histories of childhood sexual abuse, adults
with adult sexual assaulr, adults after a major hurricane, and (for a few studies) adules with

* mixed civilian craumas. There is great variation in the protocols, from one 90-minute session

to 8—10 sessions. The number of subjects in the studies has also varied widely. Several studies
compared EMDR to waiting-list, supportive counseling, or active listening control groups.
Orthers compared EMDR to different forms of prolonged exposure, while several employed
dismantling designs that compared EMDR with or without eye movement or finger tapping
procedures. Outcome variables primarily included self-report PTSD scales (often, the Impact
of Event Scale), with a few using more general symptom checklists or depression invencories.
No study has included structured or systematic functional outcome measures. Thus, because
of the substantial variability in study design and other methodological shortcomings, it is dif-
ficult to draw firm conclusions about the independent effective elements of EMDR.

EMDR appears to be effective in ameliorating symptoms of both acute and chronic PTSD.
‘For example, Marcus (382) compared EMDR to standard care for 67 demographically diverse
patients at a health maintenance organization who had developed PTSD after assault, rape, in-
cest, accidents, or Wi[nessing of a trauma. Subjccts were randomly assigned to a treatment
condition, but evaluations were not conducted in a fully blinded fashion, and standard care dif-
fered from therapist to therapist. Treatment sessions continued until PTSD symptoms had re-
mitted or until the end of the study, at which point 75% of the EMDR-treated subjects and
50% of subjects who received standard care no longer met the criteria for PTSD. Significant
improvements, which were more rapid in the EMDR-treated group, were also noted in PTSD
symptoms as measured by the Mississippi PTSD Rating Scale and the Impact of Event Scale as
well as in depressive symproms as measured by the Beck Depression Inventory.

Rothbaum (383) randomly assigned 20 female rape victirns either to three weekly 90-minute
sessions of EMDR or to a waiting-list control group. The subjects all met che DSM-TI-R cri-
teria for PTSD, and most had had symptoms for years. At 4 weeks after the completion of treat-
ment, 90% of the EMDR-treated subjects no longer mer the criteria for PTSD. Unblinded
symptom ratings for PTSD and depression showed significant improvements, although the du-
tation of these benefits was unclear, since the waiting-list subjects were subsequently treated.

Scheck et al. (384) randomly assigned women (ages 16-25 years) with a self-reporred traumacic
memory to cither EMDR or active listening, which was delivered in two 90-minute sessions
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1 weck apart. Although immediately after the intervention both groups showed improvements on
measutes of depression and anxiety, including symptoms of PTSD, greater effect sizes were noted
for the EMDR group. However, the study was limited by the fact that only one-half of those eligi-
ble o participate enrolled in the study, and of those who enrolled, only 70% completed the study.
In addition, only 77% of subjects met the criteria for a diagnosis of PTSD at study entry.

Wilson et al. (385) randomly assigned 80 subjects to receive either EMDR or delayed treat-
ment with EMDR. Subjects included equal numbers of men and women who had experienced
a variety of traumas that occurred from 3 months to 54 years before treatment. Only one-half of
the subjects met the DSM-1V criteria for PTSD, and only one-third of the sample had not re-
ceived previous therapy for their symproms. EMDR treatment consisted of three 90-minute
sessions, and follow-up assessments were conducted. The subjects who received delayed treat-
ment showed no change in symptoms in the 30 days before EMDR was begun, whereas the
subjects who received EMDR showed significant improvements on measutes of PTSD symp-
toms, somatization, interpersonal sensitivity, depression, and anxiery. Similar improvements
were seen in the delayed-treatment EMDR group after treatment initiation, with improve-
ments in both groups maintained at 90-day follow-up and again at 15-month follow-up (386).

Tronson et al. (387) compared the efficacy of EMDR and prolonged exposure in 22 civilian
patients. Both approaches produced a significant reduction in PTSD and depression symptoms
that was mainrained at a 3-month follow-up. Successful treaument was faster, better rolerated,
and more complete in the EMDR group (387). EMDR also resulted in reduced anxiety on pro-
cess measures that was disproportionate to overall symptom improvement on ouceme mea-
sures, with some evidence for sustainable symptom improvement for up to 3 months.

One study with a more extended follow-up period found that treatment gains were lost by 6
months (388). In this EMDR dismantling study, 51 Australian male combat veterans wich PTSD
were assigned to one of three conditions. Subjects were assigned to groups that received two ses-
sions of EMDR, two sessions of reactive eye dilation desensitization and reprocessing (REDDR),

or no intervention. REDDR was the same method as EMDR, except “eye movement” was re- -

placed by “eye dilation,” and a black box with a flashing light (opticator) was substituted for the
eye movement stimuli. All subjects continued to receive standard care. No statistically significant
changes were found from pre- to posttreatment on any of the outcome measures for the three con-
ditions. At 3 months, all three treatment groups had improved somewhat, buc there was no sta-
tistically significant difference among them. By 6 months, changes from prerreatment were no
longer statistically significant for trait anxiety, depression, or PTSD (effect sizes at G-month fol-
low-up for EMDR plus standard care versus REDDR plus standard care=0.25). However, these
findings must be interpreced in light of the brevity of bath the EMDR and REDDR conditions.
In a 5-year follow-up that compared 13 Vietnam combat veterans who received EMDR. to a de-
mographically matched control group of 14 combat veterans with PTSD who did not receive
EMDR, both groups showed an overall worsening of PTSD symptoms over the 5-year period and
Joss of the modest to moderate early benefit of EMDR (389).

In another study, Devilly and Spence (35) compared nine sessions of a cognitive behavior
therapy variant with up to eight sessions of EMDR in a total of 23 subjects with mixed trauma
histoties. The rrauma treatment protocol (TTP) used prolonged exposure, in-depth cognirive
therapy, and a variant of Foa’s stress inoculation training. Compared to EMDR, TTP was more
effective from pre- to postereatment and had a reasonable effect size and high power. TTP
superiority became more pronounced at 3-month follow-up, at which time 83% of the TTP
patients no longer met the PTSD criteria, compared to 36% of the EMDR subjects. However,
in interpreting these dara, it should be noted thar the study was not randomized in a conven-
tional manner, as most of the non-EMDR subjects were grouped in an initial block and EMDR
was administered in a second block.

Cusack and Spates (390) randomly assigned 38 subjects to three 90-minute sessions of cither
standard EMDR or eye movement desensitization, which included all components of EMDR ex-
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cept the cognitive reprocessing elements. Of the 27 individuals (23 women and four men) who
completed the study, two-thirds had met the criteria for a DSM-TV diagnosis of PTSD at study
entry and half had experienced cither a physical or sexual assault. At postureazment, both groups
showed staristically significant decreases in symptoms as measured by the revised SCL-90, the
Impact of Event Scale, the Structured Interview for PTSD, a behavioral assessment of speech anx-
iety, and a subjective unit-of-discomfort scale. However, both treatment groups showed compa-
rable levels of improvement, suggesting that the imaginal exposure component of EMDR and not
the cognitive reprocessing element is important to clinical efficacy. 1

Meta-analyses of the various controlled trials have generally concluded that EMDR repre-
sents an effective treatment. A 1997 review by Foa and Meadows (190) included studies of per-
sons exposed to highly stressful events as well as those who met the criteria for PTSD. Many of
the reviewed studies indicated no difference between EMDR and no-treatment or waiting-list
control conditions, but one study indicated superiority of EMDR. The authors noted that be-
cause of methodological problems, further research to determine effectiveness was needed.
Davidson and Parker (194) compared EMDR with no treacment, cognitive behavior therapy,
exposure approaches (not involving in vivo exposure), variants of EMDR (e.g., dismantling
studies), and “nonspecific” treatments. EMDR was more effective than no treatment and com-
parable to other active treatments. In this analysis, the dismantling studies appeared to provide
comparable effectiveness across variant EMDR protocols. Maxfield and Hyer's meta-analysis
(193) compared EMDR to waiting-list conditions, cognitive behavior therapy, and other weat-
ments. EMDR was superior to the waiting-list conditions and either comparable or superior
to other treatments (with considerable variability across studies). Although the mera-analysis
by Shepherd et al. (191) included traumartized patients who did not all meet the DSM-TV or
DSM-III-R criteria for PTSD, the researchers found that EMDR was comparable to a variety
of psychotherapies and antdepressant therapy.

In summary, EMDR belongs within a continuum of exposure-related and cognitive behavior
treatments. EMDR employs techniques that may give the patient more control over the exposure
experience (since EMDR is less reliant on a verbal account) and provides techniques to regulate
anxiery in the apprehensive circumstance of exposure treatment. Consequently, it may prove ad-
vantageous for patients who cannot tolerate prolonged exposure as well as for patients who have
difficuley verbalizing their traumatic experiences. Comparisons of EMDR with other treatments
in larger samples are needed to clarify such differences. The dismantling studies, in general, show
no incremental effect from the use of eye movement or other proxies during the treatment ses-
sions. Despite the demonstrable efficacy of EMDR, these studies call into question EMDR’s the-
oretical rationale. It would therefore appear that it is the common sharing of trauma exposure
techniques and emotional reprocessing that is principally responsible for treatment gains. Thus,
EMDR is better than no treatment or supportive counseling and may be as effective as cognitive
behavior therapy and other exposure-based techniques. As with the other therapies, the extent to
which gains are maintained over the long term requires further evaluation.

2. Group psychotherapy for PTSD

There is a paucity of randomized, controlled treatment outcome studies for group treatment
approaches among adults. The studies that have been done have not included groups that re-
ceive control or comparison treatments. Drawing conclusions across studies is difficult, since
group protocols vary widely and include supportive therapy, psychoeducartion, psychodynamic
cherapy, and various types of cognitive behavior therapy, including anxiety management, stress
inoculation, assertiveness training, prolonged exposure, and cognirive restructuring. The pa-
tients treated in group psychotherapy studies have predominately been combart veterans and
women with histories of childhood sexual abuse. Length of trearment has varied from 10 to 24
sessions that extend over 3 to 6 months. Some treatments have included booster sessions that
extend over a year. Most studies have lacked sufficiendy structured protocols, specific PTSD
diagnostic assessments, and functional outcome measures.
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OF five randomized, controlled trials, one showed modest improvement (combining trau-
ma-focused and present-focused group data) in 64 women who received supportive-expressive
group therapy, compared to 61 women ina waiting-list condition, decades after the rrauma oc-
curred (391). In another randomized, controlled trial of individuals who experienced child-
hood trauma and abuse, group therapy asan adjunct to individual therapy produced a decrease
in PTSD symptoms (392). Schnurr et al. (393), in a well-designed multisite study of combat
veterans with chronic PTSD, used methods that blended efficacy and effectiveness designs and
found modest effects of both trauma-focused and present-focused group therapy but no differ-
ence between the two trearments (although the dropout rate for the trauma-focused therapy
was about twice that for the present-centered treatment). The higher dropout rate highlights a
concern that exposure-based therapies—whether group or individual—may prove intolerable
for some parients (394, 395). A randomized study of a two-stage group therapy for incarcerated
women showed reductions in PTSD, mood, and interpersonal symptoms in subjects whao re-
ceived dialectical behavior therapy skills training and writing assignments, although partici-
pants were not all identified as having PTSD before study entry (396). The only randomized,
controlled trial that involved more recent trauma investigated group treatment among Serbian
concentration camp survivors wichin 3 months of release from the camps (397). At study entry,
44% of the 120 men in the study met the DSM-TII-R criteria for PTSD and were randomly
assigned to receive group therapy, group therapy plus medication (anxiolytics and tricyclic an-
tidepressants, but no SSRIs), or medication alone over a 6-month treatment course. The study
also followed subjects who refused treatment. Although there were significant differences be-
tween treated and untreated groups at 6 months (with a much greater percentage of resolution
of PTSD among the treated subjects), a 3-year follow-up among randomly selected subjects re-
vealed the paradoxical finding that the untreated group was improved, relative to the treatment
groups, in scores on the Watson Questionnaire for PTSD.

OF the six nonrandomized studies, four related to treatment of women with histories of child-
hood sexual abuse (180, 398-400), oné was a structured inpatient group treatment of Gulf War
vererans (401), and one targeted adults after the traumatic loss of an adolescent or young adule
child (402). In three of the four group interventions for individuals who had experienced child-
hood sexual abuse, no measurements of PTSD were used. Group interventions were associated
with improvement in vatious global symptom measures, including measures of self-concept
and social adjustment. The one study that examined effects of a psychoeducation group for
multiply traumatized women reported mixed and conflicting outcome findings regarding
PTSD. Thus, chese studies do not provide sufficient strength, in methods or outcomes, to ad-
equately judge the usefulness of group interventions with adults who have been sexually abused
in childhood.

The British Gulf War veteran group study, which examined a treatment format that was
markedly different from other group interventions, provided an intensive 12-day structured in-
patient group therapy, with day-group follow-up sessions for 1 year (401). The intervention
included some form of ongoing psychological debriefing. There was a robust decrease in the
percentage of patients who met the criteria for PTSD (from 100% to 14.7%) 1 year posttreat-
ment. It is noteworthy thart there was no reported use of drugs of abuse or increased alcohol use
during the follow-up period. These findings suggest that an intensive, structured 2-week group
intervention with extended booster follow-up sessions may provide a useful modality for treat-
ment of combat-related PTSD.

The only group intervention study for traumatic bereavement in adults combined problem
solving and emotional support over 12 weeks and found that mothers improved somewhat in
PTSD-related reactions, while fathers worsened (402). Those with lower levels of initial PTSD
symptoms worsened, while there was mild improvement among those with higher levels of ini-
tial PTSD symptoms. This study strongly points to the need for caution in selecting group
membership, even among spouses, where there may be varying degrees of exposure and pre-
trearment levels of PTSD symptoms.
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An additional nonrandomized comparison study compared two cognitive behavior ap-
proaches—stress inoculation and assertiveness training—rto supportive group therapy in a
group of 24 rape victims (180). Relative to 13 subjects in a waiting-list control group, all three
treatments, each of which included six 2-hour sessions, did equally well in producing moderate °
improvements in PTSD, depression, anxiety, and self-esteem. In addition, in the active treat-
ment groups, therapeutic benefits were maintained ar 3- and 6-month follow-up.

As discussed by Foy et al. (403), the supportive groups tend to place primary emphasis on
addressing current life issues, while psychodynamic or cognitive behavior-oriented groups are
primarily “trauma-focused,” with major work directed at specific traumatic experiences and
memories. In group psychotherapy, there is the advanrage of being able to provide services to
large numbers of individuals in response to a shared traumaric experience or because of shared
PTSD symptoms. In regard to trauma-focused group psychotherapy, most of the evidence for
efficacy and effectiveness is in the treatment of children and adolescents (304, 404-407). In a
study of adults, Schnurr et al. (393) randomly assigned 360 combar veterans into groups of six
and compared trauma-focused group therapy in 30 weekly sessions followed by five monthly
boosters to a present-centered comparison treatment. Relative to baseline, significant improve-
ments were noted on posttreatment measures of PTSD severity in both groups, but intent-to-
treat analysis showed no differences between therapy groups on any outcome measure. These
studies together provide evidence that group sessions in conjunction with assigned homeworlk can
achieve sufficient prolonged trauma-focused exposure to be a bona fide treatment approach.

The trauma-focused group psychotherapies just described typically share certain principles.
The first sessions provide general psychoeducation regarding PTSD, coping skills for trauma re-
minders and posttraumatic stress reactions, and either anxiety-regularing or emotion-regulating
techniques. They also provide group process exercises to improve group cohesion, openness, and
tolerance. The trauma exposure sessions utilize different versions of prolonged narrative or imag-
inal exposute, moving from more general accounts to the most intense traumatic moments, They
rely on group members’ assisting cach other in this difficult task. These sessions are generally fol-
lowed by problem-solving sessions that address avoidant and aggressive behavior, secondary or
current adversities, and developmental hindrances. Group studies would suggest that the group
format is especially effective in addressing this latter group of functional impairments.

There are as yet no clear guidelines regarding the contribution of group process to group
psychotherapy outcomes in PTSD. Davies et al. (408) provided general guidelines that will
need to be specifically adapred for this work. In a study that has important implications for
group process, Cloitre and Koenen (398) examined the effects of interpersonal therapy groups
for women who had experienced childhood sexual abuse. In mixed groups thatincluded at least
one individual with a diagnosis of borderline personality disorder, the group therapy process
was no different from a wairing-list control group in symptom diminution but did induce a
significant increase in posttreatment anger. In contrast, in groups that did not contain patients
with borderline personality disorder, there were significant reductions in anger, depression, and
symptoms of PTSD. Thus, the study results raise caution about the diagnostic composition of
interpersonal therapy groups.

3. Other early psychosocial intervention strategies

There is substantial evidence thar single-session, individual psychological debriefing in the im-
mediate aftermath of a broad range of traumatic exposures (e.g., moror vehicle crashes, combat,
physical assaults, burn injury) does not reduce psychological distress or prevent the onset of
chronic PTSD (128-130). A series of randomized, controlled trials have assessed the efficacy
of debriefing across trauma-exposed populations (213, 217-219, 409). Bisson et al. (217) ran-
domly assigned 43 hospitalized burn survivors to 30—120 minutes of single-session debriefing
versus control conditions 2-19 days after traumatic injury. Sixteen percent of the debriefed
group versus 9% of the intervention group had PTSD at 13-month follow-up, a difference thar
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was statistically significant. It is noteworthy that the subjects who were randomly assigned to
debriefing had significanty greater injury severity and had more frequent involvement of oth-
ers in the injury event. Carlier et al. (410) debriefed police officers within 24 hours after expo-
sure to a variety of traumas and found no symptomatic improvement in debriefed subjects,
compared with control subjects. Conlon et al. (213) performed a 30-minute debriefing with mo-
cor vehicle crash victims and found no PTSD symptom improvement in the intervention
group, compared with control subjects who received an advice leafler and follow-up telephone
contact number. Hobbs et al. (218) performed a 1-hour critical incident stress debriefing in
randomly selected, symptomatic subjects 24-48 hours after motar vehicle crashes. Patients
who received the debriefing demonstrated either similar or worsened symptomatic outcomes,
compared to control subjects at 4 months (218) and 36 months (219) posttrauma. Rose et al.
(409) delivered a 1-hour critical incident stress debriefing to victims of violent crime within
I month after the trauma and found no significant differences in PTSD symptoms in interven-
tion patients, relative ro control subjects, at the 11-month follow-up assessment.

A handful of randomized and open trials of debriefing suggest limited benefit of group de-
briefing. In an open trial, Shalev et al. (20) performed group debriefings (emphasizing clarifi-
cation of individuals’ roles, time sequences, and facts surrounding the waumatic event, without
exploring emotions) with soldiers 48—72 hours after exposure to combart and found reductions
in anxiety, improvement in self-efficacy, and increased homogeneity of the group immediately
after the debriefing. Deahl etal. (411) randomly assigned soldiers to a postdeployment debrief-
ing/predeployment stress prevention intervention or to predeployment stress intervention alone.
Although PTSD symptoms across the two groups showed no significant differences at 6- and
12-month follow-up, there was evidence of significantly reduced alcohol use in soldiers who
received the debriefing. Campfield and Hills (412) randomly assigned robbery victims to im-
mediate (<10 hour) versus delayed (>48 hour) critical incident stress debriefing group conditions.
Victims in the immediate debriefing condition demonstrated improved symptom outcomes
2 weeks after the debriefing.

Although the debriefing models that have been investigated generally do not appear to be
efficacious, there is only preliminary evidence that other psychosocial interventions with éstab-
lished efficacy for the treatment of PTSD can be effectively delivered as early interventions in
complex real-world settings such as postdisaster environments and acute care medical settings.
One study suggests that cognitive behavior interventions can be effectively delivered after mass
atrack, although the number of treatment sessions may need to be extended and high-risk
groups of rrauma survivors such as the physically injured may be less responsive (380). Prelim-
inary evidence suggests that early psychosocial intervention strategies such as in-person/tele-
phone case management may be effective in both engaging trauma survivers in treatment and
reducing acute distress (131-134). Gidron et al. (133) randomly assigned 17 patients who had
had motor vehicle crash injuries and elevated heart rates during acute care to receive a tele-
phone-based memory restructuring intervention or a supportive listening control intervention
within several days of the accident. Patients who received the active telephone-based interven-
tion demonstrated significantly decreased PTSD symptoms. Zarzick et al. (134) delivered a
collaborative care intervention that included posttraumatic concetn eliciration and support to
34 randomly selected survivors of intentional and unintentional injuries. At 1-month postin-
jury, the patients receiving the intervention had significanly diminished PTSD and depressive
symptoms, compared with control patients, yet treatment gains were not maintained at the 4-
month assessment. In a follow-up randomized effectiveness trial with 120 injured trauma sur-
vivors, Zarzick et al. (131) extended the stepped care procedure to include case management
and evidence-based cognitive behavior therapy and medication trearment targeting PTSD.
Compared with control subjects who received usual care, patients who received the combined
intervention demonstrated modest and statistically significant prevention of PTSD, which co-
incided with the initiation of the evidence-based treatments. In a nonrandomized design, Bor-
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dow and Porrict (132) delivered a case managemment intervention to 70 male motor vehicle
crash survivors. Intervention patients demonstrated less symptomaric distress than control groups
of patients who received no intervention, immediate intervention, or delayed contact 3 months
after the injury. More research is needed to determine if these initial engagement interventions
will require augmentation with other proven psychotherapeutic and psychopharmacological
interventions to prevent development of chronic PTSD,

/

4. Other psychotherapies

New psychotherapeutic approaches continue to be developed and applied to the treatment of
trauma survivors with PTSD. As with previously developed interventions, it is essential that
inicial small-scale trials be followed by larger-scale randomized, controlled trials to establish
efficacy. Recent small-scale trials of Internet-based therapies (413, 414) and Outward Bound
group recreational therapies (415, 416) suggest potential beneficial effects on symptoms and
functional outcomes,

In a pilot study, Gidron et al. (417) assessed the effects of written emotional disclosure on
mental and physical health in Israeli patients with PTSD. One to 3 years after their trauma, sub-
jects were randomly assigned either to the disclosure condition or to a casual writing control
condition. Disclosure condition patients were asked to write for 20 minutes for 3 consecutive
days about their most traumatic experiences and then, in a brief structured format, to ralk about
the most severe events about which they had wrirren. Control subjects wrote about their daily
agenda without affective content and then discussed one daily activity. The investigators found
that a brief return to traumaric narrative may be counterproductive. Disclosure patients reported
higher levels of negative affect immediately after writing than did the control patients and also
reported larger increases in avoidance symptoms. The proportion of emotional wards in the
trauma narratives was associated with intrusive and avoidance symptoms of PTSD. The propor-
tion of words on physical health predicted a greater number of health care visits at follow-up.

Maonitoring of intrusions has also been suggested as a treatment intervention (418} and was
studied in six individuals, all with PTSD. The subjects were given instructions to monitor in-
trusions—e.g., “try to not think ofit,” “think your way through,” “cope with it"—over a 2-month
period; then they were followed up immediately cthereafter and again 3 months afterward. OFf
the six individuals treated with this approach, only one still mer the criteria for PTSD at the end
of the study, whereas four recovered. Although the small sample size limited the authors ability
to evaluate differences statistically, this innovative treatment of specific symptoms highlighs fu-
ture ditections for possible public health interventions that may limit the need for specialty care,

With regard to novel techniques, a key question is whether they contain active components
of efficacy-proven PTSD interventions. For instance, a review of case studies of Native Amer-
ican healing rituals that have been applied to the treatment of trauma survivors, such as sweat
lodge and shamanic healing ceremonies, suggests that these interventions may contain an imag-
inal exposure component (419, 420). These “culturally sensitive” interventions may therefore
combine “active” PTSD intervention components with socially accepted service delivery mo-
dalidies that enhance adherence and reduce dropour.

C. PHARMACOTHERAPIES

1. Antidepressants

a) SSRIs

SSRIs are the most extensively studied medications in PTSD treatment research. Eight random-
ized, controlled wials have investigated SSRIs. These trials were often large, industry-sponsored
clinical studies with hundreds of subjects. The general finding is that SSRIs are significandy
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more effective than placebo. In a 12-week randomized, controlled trial of sertraline, Davidson
et al. (421) randomly assigned 208 civilian men and women to receive eirher medication or
“placebo. Subjects created with the SSRI were more likely ro show a significant clinical response
consisting of at least 4 30% reducdon in PTSD symptoms and wete also more likely to experience
a global improvement in symptoms (improvement was found in 60% of sertraline-treated sub-
jects, compared to 38% of the placebo group subjects). Ina similarly designed study, in which
a separate sample of 187 civilian subjects were randomly assigned to receive sertraline or place-
bo, responder rates were 55% in the SSRI group, in contrast to 35% for the placebo subjects
(144). Two randomized clinical trials wich the SSRI paroxetine have also had favorable results.
In one, 551 civilian men and women were randomly assigned to receive 20 mg/day of parox-
ctine (N=183), 40 mg/day of paroxetine (N=182), or placebo (N=186). Subjects in the two
medication groups did not differ from one another but demonstrared significant improvement
on all three PTSD symptom clusters, global improvement, and improvement in social and oc-
cupational functioning (141). In the second large paroxetine study, 307 civilian subjects were
randomly assigned to receive medication or placebo with similar positive resules; the medica-
tion group showed significancly greater improvement with regard to all three clusters of PTSD
symptoms, global improvement, and improvement of functional capacity (e.g., in work, social
interactions, and family life) (145). Unlike the sertraline results, which were positive for women
but not for men (possibly because so few men participated in these trials), paroxetine was equal-
ly effective for men and women. As a result of these large-scale mulisite randomized, clinical
trials, SSRIs are currenty considered first-line pharmacothcrapcutic treatment for PTSD, and
both sertraline and paroxetine have received the approval of the U.S. Food and Drug Admin-
iscration as indicated treatments for PTSD. A randomized clinical erial with fluoxetine has also
had favorable results. In this study, in which 301 mostly white, male non-American veterans of
United Nations peacekeeping deployments were randomly assigned to receive medication or
placebo, the SSRI subjects exhibited significantly greater improvement in PTSD symprom se-
veriry and global functioning than did the placebo group (146). Open-label trials wich two other
S§RIs—citalopram (278) and fluvoxamine (150)—swere also promising.

A few long-term continuation and discon tinuation studies with sertraline are also notewor-
chy. Fifty-five percent of patients who failed to respond positively to sertraline after 12 weelcs
of treatment did exhibit a favorable response when treatment was extended for an additional
24 weeks (279). Discontinuation of sertraline treatment in patients who had previously re-
sponded favorably was six times more likely to lead to clinical relapse than was continuation of
sertraline treatment (123).

Tn addition to finding reduction of PTSD symptoms, studies with sertraline and fluoxetine
have suggested that SSRI treatment also promotes improvement in funcrional starus and qual-
ity of life and that discontinuation of medication is associated with decreased quality of life and
functional measures in addition to symptom relapse (148, 280).

To summarize, in short- and intermediate-term trials, SSRIs have proven efficacy for PTSD
symptoms and related functional problems. Patients who respond favorably will generally need
to continue taking medication in order to maintain clinical gains.

b) Other second-generation antidepressants

Despite high utilization of second-generation anridepressants to treat depression and ather
anxiety disorders, no randomized, controlled trials of these medications have been carried out
in patients with PTSD. The most extensively tested medication, nefazodone, might be ex-
pected to have a favorable effect on PTSD symptoms since, like the SSRIs, it promaotes sero-
tonergic activity. Indeed, several open-label trials with nefazodone suggest that this medication
may have efficacy for treatment of all three PTSD symptom clusters, especially for patients with
treatment-resistant symptoms (422-426). Nefazodone is also an atwractive possibility because
it is often berrer tolerated than SSRIs, although caution must be taken given its association with
irreversible and life-threatening hepatic failure.
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Positive reports from small open-label trials with trazodone (427), bupropion (428), venla-
faxine (429), and mirtazapine (430) do not provide sufficient evidence to justify endorsing any
of these medications for PTSD patients at this time; one double-blind, placebo-conurolled pilot
study with mirtazapine also suggests efficacy (431). Trazodone may have a unique niche in treat-
ment because its serotonergic action is synergistic with SSRIs while its sedative properties are of-
ten an effective antidote to SSRI-induced insomnia, and sleep disturbance is often central to the
clinical picture in ASD and PTSD. Efficacy of such agents in ASD or in acutely traumatized
individuals who do not meet the full diagnostic criteria for PTSD warrants furcher investigation.

) Tricydlic antidepressants

In three randomized, controlled trials conducted with tricyclic antidepressants, all subjects
were Vietnam veterans secking PTSD treatment in VA hospirtal settings. In a study in which
60 veterans in a VA setting were randomly assigned to receive the tricyclic antidepressant imip-
ramine (N=23, mean dose=225 mg/day), the MAOI phenelzine (N=19, mean dose=68 mg/
day), or placebo (N=18), imipramine produced significantly more improvement than placebo
but not as much as phenelzine (151) (see furcher details in the next section, Section V.C.1.d,
“MAOIs”). In an 8-week trial in which 40 veterans in a VA setting were randomly assigned to
receive either the tricyclic antidepressant amitriptyline (N=22, mean dose=169 mg/day) or pla-
cebo (N=18), the response rate was 47% for the patients who received amitriptyline, compared
to 19% for placebo subjects; this difference was statistically significant (152). Taken together,
both studies indicated that tricyclic antidepressant treatment produced global improvement
and reduction of reexperiencing symproms. It should be noted, however, that in the third pub-
lished randomized, controlled trial, which included only 18 veterans randomly assigned to re-
ceive the tricyclic antidepressant desipramine (mean dose=165 mg/day) or placebo for 4 weeks,
no response by either group was found (153). A quantitative analysis of all trials (randomized,
controlled trials and open-label trials) with these medications indicated that tricyclic antide-
pressants in general produce global improvement and reductions in reexperiencing symproms
(432). Thus, although clinical management with tricyclic antidepressants may be more com-
plicated than that with newer agents, the wicyclic antidepressants are effective medications that .
still have a potential role in PTSD treatment.

Robertetal. (433) compared imipramine with chloral hydrate as treatment in a randomized
clinical trial. Twenty-five children, ages 2-19 years, with symptoms of ASD and hespitalized
on a burn unit for severe injury (with 2 mean total burn surface area of 45%), received either
imipramine (1 mg/kg, with a maximum dose of 100 mg/day) or chloral hydrate (25 mg/ke,
with a maximum dose of 500 mg/day). After 7 days of treatument, ASD symptoms remitted in
83% of the patents treated with imipramine, compared with 38% of those treated with chloral
hydrate. Stated differently, 10 of the 12 children who received imipramine were considered to
have a positive treatment response. Unfortunately, there was no long-term follow-up, so it is
unclear whether this early wicyclic antidepressant treatment prevented later development of
PTSD. This scudy stands as the best demonstration that acute pharmacotherapy can be an ef-
fective treatment for acutely traumatized subjects.

d)  MAOIs

Two randomized, controlled trials have been carried out with the MAOI phenelzine, In the 8-
week study with American Vietnam veterans in a VA setting mentioned in the previous section,
60 subjects were randomly assigned to receive the MAOI phenelzine (N=19), the tricyclic anti-
depressant imipramine (N=23), or placebo (N=18) (151). In assessments with the Impact of
Event Scale, both medication groups did significantly better than the placebo group, with 44%
improvement among the phenelzine subjects, compared with 25% improvement among the
imipramine subjects. The difference between the MAOI and tricyclic anridepressant groups
was statistically significant (151). A single report of a successful open trial of the reversible
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monoamine oxidase type A inhibitor moclobemide (434) also supported the use of MAOIs as
a class in trearment of PTSD. Moclobemide, which is not presently available in the Uniced States,
was tested in a 12-week open trial wich 20 subjects and yielded promising results (434). At the
end of the rrial, 11 subjects no longer met the PTSD diagnostic criteria, and there was a signif-
icant reduction in PTSD symptom severity and significant improvement in global funcrion. In
addidon to studies with phenelzine, two randomized, controlled trials that used brofaromine,
a unique MAOI/SSRI medication that is not available commercially, showed some improve-
ment in PTSD symptoms (155, 435). Finally, there are two repotts of meta-analyses that syn-
thesized results from a number of published reports (432, 436). Although there have been some
negative reports, MAOIs have generally been shown to produce global clinical improvement
and reductions in PTSD symptom severity, with specific effectiveness for reexperiencing symp-
toms. In the only head-to-head comparison of an MAOI (phenelzine) and a tricyclic antide-
pressant (imipramine), as noted earlier, the MAOI was more effective, although the tricyclic
antidepressant was still more effective than placebo (151). Clinicians’ reluctance to prescribe
MAOIs generally relates to concerns about the capacity of patients to adhere to yramine-free
diets or to abstain from alcohol, certain drugs of abuse, and contraindicated prescription med-
ications (e.g., SSRIs, CNS stimulants, decongestants, and meperidine). However, it must be
emphasized that MAOIs are clin ically effective and that many patients can adhere ro such con-
straints. Finally, reversible monoamine oxidase type A inhibitors are much easier to manage
clinically because patients need not observe such dietary or pharmacological restrictions.

2. Benzodiazepines

Benzodiazepines cannot be recommended as monotherapy for PTSD patients, despite their
proven efficacy in generalized anxiety disorder. Despite widespread use in treatment of PTSD,
their utility in PTSD has not been adequately evaluated. In the only pertinent randomized,
controlled trial, alprazolam was tested with 10 civilians and veterans who received treatment
for 5 weeks (437). The benzodiazepine was ineffective against PTSD reexperiencing and
avoidant/numbing symptoms, although it did improve sleep and general anxiety. Rebound anx-
iety related to alprazolam treatment was also observed during this trial. Tn addition, a postdiscon-
tinuation benzodiazepine withdrawal syndrome has been described that was characterized by a
profound exacerbation of PTSD symptoms (158). Although a limited open-label case series also
suggested improvement in insomnia and core PTSD symptoms in acutely rraumarized individu-
als (438), positive long-term outcome data have not been reported, and a conurolled study did
not show advantage over placebo (156). Indeed, early administration of benzodiazepines was as-
sociared with a higher incidence of PTSD at 1- and G-month follow-up in one study (157).

3. Miscellaneous medications

A variety of classes of psychopharmacological agents have been tested for the treatment of
PTSD. Initial open and randomized trials of carbamazepine (160), valproic acid {161, 162),
and lamotrigine (163) suggested that these agents may be efficacious in targeting discrete PTSD
symprom clusters. Two small open-label trials showed promising results with the serotonergic
anxiolytic buspirone (439, 440), bur the dara are insufficient to recommend it for use at this
dme. Two studies (169, 441) suggested that prazosin may be effective in rreating nightmares
and other PTSD symptoms in male combat veterans.

Olanzapine, a second-generation antipsychortic agent, when prescribed to augment ongoing
sertraline treatment, was shown to produce improvement in PTSD, depressive, and sleep-related
symptoms in Vietnam veterans (166). Open-label studies of adjunctive olanzapine and quetia-
pinc have demonstrated symptom reduction in veterans with PTSD (165, 167). However,
olanzapine alone did not show an effect in a small randomized, double-blind, placebo-
controlled trial in female veterans (164). A small controlled study of risperidone in chronic
combat-related PTSD was similarly disappointing for core PTSD symptoms, although reexpe-
riencing and global psychotic symptoms were reduced (168).

66 APA Practice Guidelines -

Copyright 2010, American Psychiatric Association. APA makes this practice guideline freely available to promote its dissemination and use; hawever, copyright
protections are enforced in full. No part of this guideline may be reproduced except as permitted under Sections 107 and 108 of U.S. Copyright Act. For permission

for reuse, visit APPI Permissions & Licensing Center at ht{p:ffwww.appi.orglCusiomerServicefPages/Permissions.aspx.



Case 8.:18-cv-03649-TDC Document 146-6 Filed 09/07/22 Page 19 of 48

Early case reports suggested that cyproheptadine, a serotonin antagonist, might ameliorate
PTSD flashbacks and traumatic nightmares, but a randomized, controlled trial by Jacobs-
Rebhun et al. (442) and a large open-label trial by Clark et al. (443) disconfirmed these find-
ings. In the randomized trial by Jacobs-Rebhun et al., 69 veteran subjects in a VA setting were
randomly assigned to receive either cyprohepradine or placebo. After 2 weeles of treatment, the
cyproheptadine subjects exhibited a (nonsignificant) worsening of PTSD symptom severity,
sleep quality, and traumatic nightmare severity (442). The latge open-label trial of cyprohep-
tadine by Clark et al. (443) also failed to produce positive results. Therefore, cyprohepradine’
cannot be recommended for PTSD treatment.

Inositol is a second messenger with limited evidence supporting efficacy in treating depres-
sion and panic disorder. However, in a small randomized, crossover study, with 13 subjects ran-
domly assigned to receive medication or placebo for a 4-week trial, inositol was ineffective in
alleviating PTSD symptom severity (444).

A number of agents have been pilot tested in the secondary prevention of PTSD, There is
preliminary evidence from two studies that steroid administration during inpatient medi-
cal/surgical hospitalization may diminish PTSD symptom development in patients wich crici-
cal medical illness (445, 446). One observational study among youths hospitalized after burn
injury suggested that patients who received the highest doses of opiate analgesics exhibited the
lowest PTSD symptom severity after discharge from the hospital (447). As mentioned previ-
ously, another randomized investigation on a pediatric burn unit suggested that imipramine is
efficacious in amelioraring ASD (433). A single investigation pilot tested the use of propranolol
among injured patients seen in an emergency department after a motor vehicle accident and
had interesting findings; although no significant improvement in PTSD was detected and high
dropout rates were observed in the intervention group, subjects who received propranolol had
a significant reduction in physiological reactivity that persisted for 3 months after acute treat-
ment (137). In addition, a recent controlled but nonblind, nonrandomized study reported that
acute administration of propranolol posttrauma reduced subsequent PTSD symprtoms (172).
These findings will also be important to pursue further in larger randomized trials.

PART C
FUTURE RESEARCH NEEDS

Research over the past decade has led to considerable advances in our understanding of the ep-
idemiology of the acute and long-term neurobiological and psychological changes that occur
after highly stressful experiences. Research has also identified a variety of treatment approaches
for pathological responses to traumaric events, including ASD and PTSD. Although much has
been accomplished, future study is required to expand current understanding and inform fu-
ture assessment, prevention, and treatment strategies. The following furure research needs are
not presented in any effort to prioritize, nor are they intended to be exhaustive. They serve to
illustrate the fact that our understanding of the range of human response to traumatic scress is
in its infancy and only beginning to evolve.

* Eadly interventions/posttrauma treatment. In early intervention (in the hours or days
after a traumatic event), the aim is to reduce immediate distress, but ideally it mighe also
be to prevent the development of ASD or PTSD. However, relatively little is known about
prevention. Small, controlled studies of psychotherapy suggest efficacy (135, 136, 448),
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as do the studies of early case management interventions (131-134). In addition, a few
small conrrolled studies suggest that carly pharmacological interventions may reduce
development of posttraumatic symptoms (137, 172, 433). However, larger controlled trials
and long-term follow-up studies are needed to fully address the efficacy and effectiveness
of psychotherapeutic, psychopharmacological, psychoeducational, and supportive inter-
ventions in reducing initial distress and later. development of ASD or PTSD, as well as
in improving social and occupartional functioning.

« Identification of risk factors for development of ASD or PTSD. Given the wide variability :
of human response to traumatic events, future intervention strategies would be aided by
a greater understanding of the extent to which ASD or other diagnoses or factors are
associated with subsequent development of PTSD. Elucidation of markers or risk factors
(ze, l)iological or genetic markers, psychnlog_ical traits, other life experiences, or ethno-
cultural variables) that specifically relate to the development or severity of ASD or PTSD
after initial or subsequent exposures to potentially traumatic events would be valuable
(179, 449, 450). Neurobiological markers are being identified, for example, that are
associated with reduced susceptibility to developing disorders after expasure (or expo-
sures) to potentially traumaric events (451). Further study of marleers for both vulnera-
bility and resilience may help explain variability in the development of ASD or PTSD
within populations exposed to similar traumatic events and may conrribute to a betrer
understanding of the natural history of these conditions. Better identification of at-risk
populations within groups similarly exposed may also guide furure preventive and acute
intervention strategies. In addition to the independent effects of specific markers or risk
factors, interactions among identified biological, psychalogical, and social Factors may
further alter the likelihood of developing ASD or PTSD and also merit addirional study.

«  Subthreshold and complex PTSD. Persons may develop significant symptoms in one or
more of the three ASD or PTSD symptom clusters but not meet the full diagnostic criteria
for ASD or PTSD (452—454). These individuals may be significantly impaired (452, 459),
raising questions about the appropriateness of current threshold crireria for PTSD. Similar
questions may be raised about the current DSM-IV-TR criterion that to be considered
traumatic, a person’s response to an event must include “intense fear, helplessness, orhorror”
since this criterion excludes many persons who report feeling numb or who demonstrate
dissociative responses (19). Further study is needed ro determine whether such individuals,
who might otherwise qualify for these diagnoses, would benefit from treatment.

Randomized, controlled trials of therapy and medications have focused on reducing
readily identifiable core symptoms that are outlined in the current diagnostic criteria for
PTSD; these symproms lend themselves to quantification with available severity scales.
Clinicians recognize that PTSD and ASD are associated with changes in belief systems,
view of self, and ability to trust others, as well as related changes in social, occupational,
and interpersonal functioning that may affect patients’ lives to a far greater extent than
more readily quantifiable core clinical features. The extent to which these issues rather
than the more easily recognized or reliably reported reexperiencing phenomena or hyper-
arousal represent the more disabling aspects of the illnesses also bears further investigation.
Another question for further study is whether these often-observed changes represent
symproms that should be included in refined diagnostic criteria for PTSD or should
signify a separate diagnostic entity (¢.g., occurring perhaps as a consequence of eatlier or
repeated exposure to trauma). More difficult to assess is the extent to which deterioration
in spheres of functioning is mitigated by currendly available treatments and which approaches
may be most effective for addressing the illnesses’ effects on functioning,

Whether or not traumatic grief and complicated bereavement should be reco gnized as
separate diagnostic entities, response to loss is often a focus for persons seeking treatment
(303, 456). Since traumatic loss is common, furcher study of potential wearments for
prolonged or disabling grief is warranted.
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Medication treatments and psychotherapies. For the most part, studies of psychotherapy
and medication treacment for ASD and PTSD have been small and of relatively brief
duration. While larger, well-controlled studies of SSRIs have been conduceed, similar
studies are lacking and are needed for virtually all other available medication treatments.
Newer medications such as tiagabine (457) have been pilot tested but will also require
larger-scale controlled studies to establish efficacy.

Benzodiazepines are a widely used and effective treatment for other psychiatric disorders,
including anxiety disorders. Although they may improve sleep in ASD or PTSD, some
evidence suggests that benzodiazepines also may increase the likelihood of developing FTSD
(157, 438). Given the widespread use and prescription of these medications in emergency
settings, well-controlled studies are needed in patients with ASD and PTSD.

Studies of pharmacological treatments are also needed to pravide evidence on step-
wise or algorithmic approaches to treatment choice and to define the role of adjunctive
medications in patients with partial responses o first-line agents. Pharmacokinetic or
pharmacodynamic properties of medications within subclasses have yetto be studied with
regard to their effect on efficacy in treatment of PTSD, nor have the effects of ethnic or
cultural considerations on treatment response been clearly delineated.

At the neurobiological level, the mechanisms by which specific medications alter
purative disease processes remain unclear. Studies of the neurobiological effects of specific
interventions may provide clues o the pathophysiology of these disorders and suggest
other avenues of rreatment.

Cognitive and behavioral therapies—particularly as early interventions—have demon-
strated efficacy largely in victims of sexual assault, interpersonal violence, and induscrial or
vehicular accidents. Replication of these studies in combat veterans or other victims of mass
violence is also important. Preliminary findings with innovative psychotherapies (368, 413,
415-417) require further study in larger controlled trials. Manualizing both emerging and
traditional psychotherapies is one approach that may promote more rigorous study. Given
the widespread use of psychodynamic psychotherapy, it is particularly important to encour-
age controlled studies to examine the techniques used and their efficacy.

In the clinical setting, psychotherapeutic approaches are most often used in combina-

tion with one another. Regardless of theoretical orientation, clinicians use elements of
psychodynamic therapy, supportive therapy, cognitive behavior therapy, or other ap-
proaches incorporating various degrees of imaginal or in vivo exposure. Identification of
the effective subcomponents of various cognitive and behavior therapies and EMDR in
the research setting has not been accomplished, and even less is known about effective
subcomponents of these therapies in typical clinical populations. Investigations of combi-
nations of various psychotherapies are few (177, 397, 458). Effectiveness trials that a55€ss
whether efficacious psychotherapeutic and psychopharmacological interventions can be
adapted beneficially to typical clinical settings are similarly necessary (253).
Treatment of specific symptoms or clinical concerns. Given mixed results with benzo-
diazepines and the prominence of sleep disturbance in traumatized individuals (459-
461), it is critical to identify medications or therapies that can target nightmares and
insomnia without increasing the patient’s likelithood of developing other symptoms (426,
462). Further study may also help to identify particular interventions thar reduce ocher
specific symptoms in patients with ASD or PTSD, such as self-injurious, deliberately self-
harmful, or suicidal behaviors (277). The role of active involvement of family members
and community supports in enhancing adherence—as has been applied to other severe
mental disorders—requires furcher exploration (84). There are few studies of the potential
of family or couples therapy for reducing symptoms or dystunction in PTSD (372). The
effect of other treatments on reducing funcrional impairment is another broad area chat
requires further investigation.
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e Generalization of research trials to clinical populations. As for most disorders, the
generalizability of medication trials and therapy studies for the treatment of ASD and
PTSD is frequently limited by high levels of subject exclusion because of comorbidity,
high subject dropout rates, and relatively short durations of follow-up periods (277).
Consequently, the robust treatment responses observed in research settings may not always
be seen in typical patients treated in clinical practice. Longer-term follow-up studies must
also be conducted to determine whether initial gains made in therapy or with medication
are long-lasting and whether maintenance treatment is necessary. More studies are needed
to clarify potential adverse effects of treatment and patient factors that reduce adherence
to specific regimens (463). Effectiveness trials are also necessary ro assess whether
efficacious therapeutic andfor psychopharmacological interventions for ASD or PTSD
can produce meaningful and lasting changes in patients who typically present in community
settings. The importance of PTSD as a comorbid disorder in serious and persistent mental
disorders such as schizophrenia or bipolar disorder highlights a parcicular need for study
of PTSD treatment in these patient groups.

The fact that stressful life events may cause emotional and behavioral effects has long been
recognized. Psychiatrists concerned themselves with the consequences of traumatic experience
decades before the diagnoses of ASD and PTSD were specifically identified. Clinical experi-
ence, descriptive literature, and case study guided treatment of persons suffering from the ef-
fects of traumatic exposure long before randomized, controlled trials were conceptualized or
became a standard for evaluating new evidence, Disregarding clinical experience accumulated
before these advances in research design would be as imprudent as believing that research con-
ducted under current standards has adequately demonstrated the full range of effective treat-
ment. Standards for gathering and evaluating new evidence are evolving and should inform the
development of future guidelines for assessing and treating mental disorders that arise in the
aftermath of exposure to traumaric events. '
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The following coding system is used to indicate the nature of the supporting evidence in the
references:

(Al Randomized double-blind clinical trial, A study of an intervention in which subjects are
prospectively followed over time; there are treatment and control groups; subjects are
randomly assigned to the two groups; both the subjects and the investigators are blind
to the assignments.

Randomized clinical trial. Same as above but not double-blind.

Clinical trial. A prospective study in which an intervention is made and the results of that
intervention are tracked longitudinally; study does not meet standards for a randomized
clinical trial,

el

—_—

(C]  Cohort or longitudinal study. A study in which subjects are prospectively followed over
time without any specific intervention.

(D] Control study. A study in which a group of patients and a group of control subjects are
identified in the present and information abourt them is pursued retrospectively or back-
ward in time. ‘

(E]  Review with secondary data analysis. A structured analytic review of existing dara, e
mera-analysis or a decision analysis.

[Fl  Review. A qualitative review and discussion of previously published literature without a
quantitative synthesis of the data.

(G]  Other. Textbooks, expert opinion, case reports, and other reports not included above.
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