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Question 
 

In veterans of the armed forces with post-traumatic stress disorder (PTSD), how effective are 

trauma-focussed CBT (TFCBT), eye movement desensitisation and reprocessing (EMDR) and 

narrative exposure therapy, compared to any other non-pharmacological interventions, specifically 

metaphors of movement, neuro-linguistic programming(NLP), hypnotherapy, integral eye movement 

therapy and emotional freedom technique, in reducing PTSD symptoms? 

 

Clarification of question using PICO structure  

 

Patients: Veterans of the armed forces with a diagnosis of PTSD 

Intervention: Trauma-focussed CBT (TFCBT), eye movement desensitisation and reprocessing (EMDR) 

and narrative exposure therapy 

Comparator: Other non-pharmacological interventions, specifically metaphors of movement, neuro-

linguistic programming (NLP), hypnotherapy, integral eye movement therapy and emotional 

freedom technique 

Outcome: Reducing PTSD symptoms  

 

Clinical and research implications 

 

Evidence from two systematic reviews, both with significant methodological weaknesses, indicated 

that TFCBT and EMDR were similarly effective in treating PTSD, where the type of trauma 

experienced by study participants was not specified. In both reviews, evidence specific to combat 

veterans was substantially weaker. The first review included one study in combat veterans which 

indicated that the effect of EMDR on clinician-rated PTSD symptoms was smaller in this population 

than in the overall PTSD population and that the effect of TFCBT on clinician-rated PTSD symptoms 

was non-significant. There was some indication, from studies included in the second review, that 

EMDR was more effective that ET or biofeedback-assisted relaxation techniques in treating PTSD 

symptoms in combat veterans and that the addition of behavioural family therapy to ET did not 

improve its effectiveness. One large (n=360) study, included in this review, indicated that trauma-

focused group psychotherapy (TFGP) and present-centred group treatment (PCGT) were similarly 

effective. One additional small, high quality RCT indicated that EMDR and EFT were similarly effective 

in improving PTSD symptoms, depression scores and satisfaction with life, where the type of trauma 

experienced by study participants was not specified and it was not clear whether any combat 

veterans were included in the study. Overall, there was reasonably reliable evidence that TFCBT and 

EMDR are similarly effective in treating general PTSD and some evidence, from one RCT, that EFT 



may also be similarly effective. However, there was very little evidence specific to the comparative 

effectiveness of different psychological interventions for the treatment of PTSD in combat veterans; 

the small amount of evidence available indicated that EMDR may be the most effective of the 

psychological interventions assessed. 

 

Larger, high quality randomised controlled trials are needed to provide reliable assessments of the 

relative effectiveness of different psychological interventions for the treatment PTSD. Trials 

conducted in combat veterans are particularly needed, as this population is currently under 

represented in the evidence base. 

 

What does the evidence say? 

Number of included studies/reviews (number of participants) 

We identified two systematic reviews,1,2 and one additional randomised controlled trial (RCT),3 which 

were considered partially relevant to this evidence summary. One systematic review included RCTs 

which compared psychological interventions with other psychological interventions or usual care.1 

The inclusion criteria for this review did not specify type of trauma. Sources of trauma were not 

reported, but the review appeared to include only one study of combat veterans.1 Only summary 

data comparing active interventions and data from the study of combat veterans have been included 

in this evidence summary.1 The second systematic review included RCTs which compared 

psychological interventions with waiting list, control, or alternative psychological or pharmacological 

treatment.2 Only the results from studies comparing psychological interventions in combat veterans 

have been included in this evidence summary.2 The additional RCT compared EDMR with emotional 

freedom technique (EFT), but did not specify the type of trauma experienced by participants; it was 

not clear whether any participants were combat veterans.3 

 

Main Findings 

One systematic review found no significant differences in treatment effect (symptoms of PTSD, 

anxiety, or depression) between TFCBT and EMDR in patients with PTSD (trauma type un-specified).1 

This review also found that both EMDR and TFCBT reduced PTSD symptoms, anxiety and/or 

depression and the number of patients retaining a PTSD diagnosis at the end of treatment compared 

to ‘other therapies’ (defined as including supportive therapy/non-directive counselling, 

psychodynamic therapies and hypnotherapy).1 Pooled estimates indicated a small reduction in the 

number of patients retaining a PTSD diagnosis at the end of treatment in the patients receiving 

TFCBT compared to those receiving stress management interventions and small reductions in 

anxiety and depression in patients receiving EMDR compared to those receiving stress management 

interventions.1 One small study, included in this review, which included only combat veterans, 

indicated that the effect of EMDR on clinician-rated PTSD symptoms was smaller in this population 

than in the overall PTSD population and that the effect of TFCBT on clinician-rated PTSD symptoms 

was non-significant.1 A second systematic review included four studies which compared the 

effectiveness of different psychological interventions for the treatment of PTSD in combat veterans.2 

Results from these studies indicated that EMDR was more effective than biofeedback-assisted 

relaxation in reducing PTSD symptoms and numbers of patients retaining a diagnosis of PTSD, 

exposure therapy (ET) and ET followed by behavioural family therapy (BFT) produced similar 

significant reductions in PTSD symptoms, EMDR was more effective than ET in reducing self-reported 

intensity of intrusions, and trauma-focused group psychotherapy (TFGP) and present-centred group 

treatment (PCGT) produced similar significant reductions in PTSD symptoms.2 The additional RCT 



found similar, large treatment effect sizes (baseline to post-treatment and follow-up) for EMDR and 

EFT (PTSD symptom scores, depression score and satisfaction with life scale), with slightly more 

patients in the EMDR group achieving clinically significant effects.3 

 

Authors Conclusions 

The first systematic review concluded that TFCBT or EMDR should be the first-line psychological 

treatments for PTSD. Similarly, the second review concluded that TFCBT and to a lesser extent EMDR 

(due to fewer studies having been conducted and many having had a mixed trauma sample) are the 

psychological treatments of choice for PTSD, but further research of these and other therapies with 

different populations is needed. The additional RCT noted that similar treatment effect sizes were 

observed for EMDR and EFT, with a slightly higher proportion of patients in the EMDR group 

produced experiencing clinically significant changes. 

 

Reliability of conclusions/Strength of evidence 

Two systematic reviews, both with significant methodological weaknesses, indicated that TFCBT and 

EMDR were similarly effective in treating PTSD, where the type of trauma experienced by study 

participants was not specified.1,2 In both reviews, evidence specific to combat veterans was 

substantially weaker.1,2 There was some indication, from studies included in the second review, that 

EMDR was more effective that ET or biofeedback-assisted relaxation techniques in treating PTSD 

symptoms in combat veterans and that the addition of behavioural family therapy to ET did not 

improve its effectiveness.2 One large (n=360) study, included in this review, indicated that trauma-

focused group psychotherapy (TFGP) and present-centred group treatment (PCGT) were similarly 

effective.2 One additional small, high quality RCT indicated that EMDR and EFT were similarly 

effective in improving PTSD symptoms, depression scores and satisfaction with life, where the type 

of trauma experienced by study participants was not specified and it was not clear whether any 

combat veterans were included in the study.3 Overall, there was reasonably reliable evidence that 

TFCBT and EMDR are similarly effective in treating general PTSD and some evidence, from one RCT, 

that EFT may also be similarly effective. However, there was very little evidence specific to the 

comparative effectiveness of different psychological interventions for the treatment of PTSD in 

combat veterans; the small amount of evidence available indicated that EMDR may be the most 

effective of the psychological interventions assessed. 

 

What do guidelines say? 

 

NICE clinical guideline CG26 recommends that where symptoms of PTSD are present within 3 

months of a trauma 

 

- Trauma-focused cognitive–behavioural therapy should be offered to those with severe post-
traumatic symptoms or with severe PTSD in the first month after the traumatic event. These 
treatments should normally be provided on an individual out-patient basis.  

 
- Trauma-focused CBT should be offered to people who present with PTSD within 3 months of 

a traumatic event.  
 

- The duration of the trauma-focused CBT should normally be 8–12 sessions, but if the 
treatment starts in the first month after the event, fewer sessions (about 5) may be 
sufficient. When the trauma is discussed in the treatment session, longer sessions (for 



example, 90 min) are usually necessary. Treatment should be regular and continuous 
(usually at least once a week) and should be delivered by the same person. 

 

Where symptoms have been present for more than 3 months after a trauma the guidelines 

recommends 

 

- All PTSD sufferers should be offered a course of trauma-focused psychological 

treatment (trauma-focused CBT or eye movement desensitisation and reprocessing). 

These treatments should normally be provided on an individual out-patient basis.  

 

- Trauma-focused psychological treatment should be offered to PTSD sufferers 

regardless of the time that has elapsed since the trauma. 

 

- The duration of trauma-focused psychological treatment should normally be 8–12 

sessions when the PTSD results from a single event. When the trauma is discussed in 

the treatment session, longer sessions than usual are generally necessary (for example, 

90 min). Treatment should be regular and continuous (usually at least once a week) 

and should be delivered by the same person.  

 

- Healthcare professionals should consider extending the duration of treatment beyond 12 

sessions if several problems need to be addressed in the treatment of PTSD sufferers, 

particularly after multiple traumatic events, traumatic bereavement or where chronic 

disability resulting from the trauma, significant comorbid disorders or social problems are 

present. Trauma-focused treatment needs to be integrated into an overall plan of care.  

 

- For some PTSD sufferers it may initially be very difficult and overwhelming to disclose 

details of their traumatic events. In these cases, healthcare professionals should 

consider devoting several sessions to establishing a trusting therapeutic relationship 

and emotional stabilisation before addressing the traumatic event.  

 

- Non-trauma-focused interventions such as relaxation or non-directive therapy, which 

do not address traumatic memories, should not routinely be offered to people who 

present with chronic PTSD.  

 

- For PTSD sufferers who have no or only limited improvement with a specific trauma focused 

psychological treatment, healthcare professionals should consider the 

following options: 

o an alternative form of trauma-focused psychological treatment 

o the augmentation of trauma-focused psychological treatment with a course of 

pharmacological treatment.  

 

- When PTSD sufferers request other forms of psychological treatment (for example, 

supportive therapy/non-directive therapy, hypnotherapy, psychodynamic therapy or 

systemic psychotherapy), they should be informed that there is as yet no convincing 

evidence for a clinically important effect of these treatments on PTSD.  

 



NICE Guideline 26 only outlines the presence of one trial that examines narrative exposure therapy. 

The guideline states that while the results of this trial are promising, it makes no recommendation 

for routine use. The guideline also outlines the need for research that compares non-

pharmacological treatments with each other, rather than just treatment as usual.  

The evidence identified for this summary is broadly consistent with NICE guideline CG26, although 

there does not appear to be strong evidence to support favouring TFCBT over other trauma focused 

psychological interventions such as EMDR. 

 

Date question received: 01/07/2013 

Date searches conducted: 12/07/2013 

Date answer completed: 12/08/2013 
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Results 

Systematic Reviews 

Author 

(year) 

Search 

Date 

Inclusion criteria Number 

of 

included 

studies 

Summary of results Risk of bias 

Bisson 

(2007) 

08/2004 Participants: Over 16 years old, who had had PTSD 

symptoms for at least 3 months (at least 70% of 

participants had a diagnosis of PTSD), no 

restriction on cause of PTSD. 

Intervention: Psychological interventions. 

Comparator: Treatment as usual/Other 

intervention 

Outcomes: Retaining a diagnosis of PTSD, assessor-
rated and self-reported severity of PTSD 
symptoms; the primary outcome was clinician-
rated severity of PTSD symptoms. 
Study design: Randomised controlled trials (RCTs), 
which reported at least pre- and post-treatment 
measures and which retained at least 50% of the 
sample at post-treatment assessment. 

38 The review aimed to determine the efficacy 

of psychological treatments for chronic 

PTSD. 

 

Thirty eight studies (total number and 

characteristics of participants not specified) 

were included in the review. 

 

EMDR compared with TFCBT: 

There were no significant differences 

between these interventions on clinician-

rated PTSD symptoms (6 studies, n=187), 

retention of PTSD diagnosis (7 studies, 

n=267), self-rated PTSD symptoms (7 

studies, n=206), anxiety (4 studies, n=136), 

depression (7 studies, n=206), or 

withdrawals (8 studies, n=287). 

 

TFCBT compared with stress management 

(method un-specified): 

There were no significant differences 

between these interventions on clinician-

rated PTSD symptoms (6 studies, n=239), 

A clear research 

objective was 

stated and 

appropriate 

inclusion criteria 

were defined. 

 

Five bibliographic 

databases were 

searched for 

relevant studies 

and the 

bibliographies of 

retrieved articles 

and systematic 

reviews were 

screened for 

additional studies. 

Experts in the field 

were contacted to 

identify any un-

published studies. 

However, searches 



self-rated PTSD symptoms (3 studies, 

n=127), anxiety (4 studies, n=127), 

depression (5 studies, n=161), or 

withdrawals (6 studies, n=284). There was a 

borderline significant reduction in the 

number of participants retaining a PTSD 

diagnosis post-treatment in the TFCBT group 

compared to the stress management group 

(RR 0.78 (95% CI: 0.61 to 0.99), 6 studies, 

n=284). 

 

TFCBT compared with other therapies 

(defined as including supportive 

therapy/non-directive counselling, 

psychodynamic therapies and 

hypnotherapy): 

There were no significant differences in 

anxiety (4 studies, n=197), or withdrawals (5 

studies, n=290) between the two treatment 

group. There  were significant reductions in 

clinician related PTSD symptoms (SMD -0.81 

(95% CI: -1.19 to -0.42), 3 studies, n=120), 

self rated PTSD symptoms (SMD -1.18 (95% 

CI: -2.32 to -0.03), 3 studies, n-176), 

depression (SMD -0.65 (95% CI: -1.03 to -

0.28), 3 studies, n=120) and the number of 

participants retaining a PTSD diagnosis post-

treatment (RR 0.71 (95% CI: 0.56 to 0.89), 5 

studies, n=286) in the TFCBT group 

compared to the group receiving ‘other 

were restricted to 

articles with an 

English language 

abstract and 

relevant, non-

English language 

studies may 

therefore have 

been omitted.  

 

The review process 

(study selection, 

data extraction and 

quality assessment) 

was undertaken by 

multiple reviewers, 

with any 

disagreements 

resolved through 

discussion. The 

involvement of 

multiple reviewer 

reduces the 

potential for error 

and/or bias in the 

review process. 

 

The methodological 

quality of included 

studies was 



therapies’. 

 

EMDR compared with stress management 

(method un-specified): 

There were no significant differences 

between these interventions on clinician-

rated PTSD symptoms (2 studies, n=53), 

retention of PTSD diagnosis (3 studies, 

n=84), self-rated PTSD symptoms (3 studies, 

n=75), or withdrawals (3 studies, n=84). 

There were small reductions in anxiety (SMD 

-0.75 (95% CI: -1.36 to -0.13), 2 studies, 

n=45) and depression (SMD -0.67 (95% CI: -

1.14 to -0.20), 3 studies, n=75). 

 

EMDR compared with other therapies 

(defined as including supportive 

therapy/non-directive counselling, 

psychodynamic therapies and 

hypnotherapy): 

No data were reported on clinician-rated 

PTSD symptoms and there were no 

significant differences in withdrawals 

between the two intervention types (2 

studies, n=127). There  were significant 

reductions self rated PTSD symptoms (SMD -

0.84 (95% CI: -1.21 to -0.47), 2 studies, n-

124), anxiety (SMD -0.72 (95% CI: -1.08 to -

0.36), 2 studies, n=126), depression (SMD -

0.67 (95% CI: -1.03 to -0.32), 2 studies, 

assessed against 

the following 

criteria: 

randomisation; 

allocation 

concealment; 

blinding of 

outcome assessors; 

number of 

withdrawals; 

tolerability; 

adequate reporting 

of data and 

intention-to-treat 

analysis. 

 

Pooled estimates of 

relative risk (RR) 

were calculated for 

dichotomous 

outcomes and 

standardised mean 

difference (SMD) 

was used for 

continuous 

outcomes. A 

random effects 

model was used 

where 

heterogeneity was 



n=127) and the number of participants 

retaining a PTSD diagnosis post-treatment 

(RR 0.40 (95% CI: 0.19 to 0.84), 1 study, 

n=67) in the EMDR group compared to the 

group receiving ‘other therapies’. 

 

The review also reported that one study 

(n=25) included only Vietnam veterans. In 

this study, the effect size (clinician-rated 

PTSD symptoms) for EMDR versus waiting 

list control was smaller than the overall 

pooled estimate (SMD -1.67 (95% CI: -2.03 to 

-1.04)) and TFCBT had no significant effect 

(SMD -0.22 (95% CI: -1.03 to 0.58)). 

present, but the 

criteria used to 

determine whether 

a random effects or 

fixed effect model 

should be used 

were not fully 

described. Pooled 

estimates were 

calculated across a 

diverse range of 

populations (e.g. 

source of trauma 

not specified) and 

where the 

comparator 

included different 

types of 

intervention (e.g. 

‘other therapies’). 

The results of the 

assessment of the 

methodological 

quality of included 

studies were not 

reported and it was 

not clear which 

primary studies 

were included in 

each meta-analysis. 



Ponniah 

(2009) 

01/2009 Participants: Adults with diagnoses with PTSD or 

acute stress disorder (ASD). 

Intervention: Clearly described psychological 

intervention, which focused on PTSD or ASD. 

Comparator: Waiting list, alternative control, or 

alternative treatment (psychological or 

pharmacotherapy). 

Outcomes: Change in PTSD or ASD symptoms 

and/or diagnosis. 

Study design: RCT 

57 The review included 57 studies, of which 

only four reported comparisons of active 

treatments in combat veterans. 

 

One study (n=35) compared EMDR (12 

sessions) with biofeedback-assisted 

relaxation ( 12 sessions) or a waiting list 

control in combat veterans with A DSM-IV 

diagnosis of PTSD (time since trauma not 

reported). This study found that EMDR had a 

greater effect on PTSD symptoms than 

biofeedback-assisted relaxation at 3- and 9-

month follow-up (numerical results not 

reported). 77.8% of the EMDR group and 

22.2% of the biofeedback-assisted relaxation 

group no longer had a diagnosis of PTSD at 

3-month follow-up. 

 

A second study (n=42) compared exposure 

therapy (ET) (18 sessions) with ET followed 

by behavioural family therapy (BFT) (34 

sessions) or a waiting list control in combat 

veterans with A DSM-IV diagnosis of PTSD 

(time since trauma not reported). This study 

found that positive, but not negative, PTSD 

symptoms were significantly reduced in the 

ET and the ET+BFT groups compared to the 

waiting list control and that the effect sizes 

were similar for the two interventions 

(numerical results not reported); 

Inclusion criteria 

were specified, but 

the review lacked a 

clearly stated 

objective. 

 

Searches were 

limited to two 

bibliographic 

databases and 

English language 

studies; relevant 

studies may 

therefore have 

been omitted.  

 

No details of the 

review process 

were reported and 

it is therefore not 

clear whether any 

measures were 

taken to reduce 

error/bias. 

 

No assessment of 

the methodological 

quality of included 

studies was 

reported. 



improvements were maintained at 6-month 

follow-up. 

 

The third study (n=12) compared EMDR with 

ET (single sessions) in combat veterans with 

A DSM-III-R diagnosis of PTSD (time since 

trauma not reported). This study found that 

self-reported intensity of intrusions was 

markedly more improved in the EMDR group 

compared with the exposure group 

(numerical results not reported). 

 

The final study (n=360) compared trauma-

focused group psychotherapy (TFGP) (35 

sessions) with present-centred group 

treatment (PCGT) (35 sessions) in combat 

veterans with A DSM-IV diagnosis of PTSD 

(time since trauma not reported). Intention-

to-treat analyses found significant and 

similar reductions in PTSD symptoms in both 

the TFGP and PCGT groups (numerical 

results not reported); drop outs were 

greater in the TFGP group. 

 

The authors’ choice 

of a narrative 

synthesis appears 

appropriate, given 

the apparent 

clinical and 

statistical 

heterogeneity in 

the included 

studies. 

 

 

 



RCTs 

Author 

(year) 

Inclusion criteria Number of 

participants 

Summary of results Risk of bias 

Karatzias 

(2011) 

Participants: Males and females, aged 18-

65 years. Recruited from an NHS 

psychotherapy waiting list in Scotland. 

Must satisfy the PTSD criteria according to 

DSM-IV. Exclusion criteria: presence of 

suicidal ideation; history of psychotic 

illness;, concurrent severe depressive 

illness/substance use disorder or already 

receiving psychotherapy. 

Intervention: EMDR. Mean 3.7 sessions. 

Comparator: Emotional freedom 

technique (EFT). Mean 3.8 sessions. 

Outcomes: Frequency and intensity of 

PTSD symptoms (Clinician-Administered 

PTSD Scale (CAPS), Blake et al. 1990), PTSD 

symptoms, PTSD Checklist, Blanchard et al. 

1996), presence and frequency of 

symptoms (The Hospital Anxiety and 

Depression Scale (HADS), Zigmond and 

Snaith 1983), general life satisfaction 

(Satisfaction with Life Scale, Diener et al. 

1985). 

n= 46, 

EMDR arm 

n=23, EFT 

arm n=23. 

The study aimed to compare the effectiveness of two 

psychological therapies (EMDR and EFT) for the treatment of 

PTSD. 

 

In accordance with NICE guidelines, up to eight treatment 

sessions were offered as part of the study. Videotapes of 

sessions indicated no differences between therapists 

delivering treatments. There were no significant differences 

between the two treatment groups in age, gender, 

education, employment, marital status, living arrangements, 

history of previous psychological interventions, current 

psychotropic medications, type of trauma, time since trauma, 

or time since onset of PTSD symptoms. Types of trauma 

experienced by participants were accident (n=17), 

assault/murder (n=20), other (n=9); it was not clear whether 

any participants were combat veterans. 

 

Ten participants in the EMDR group and nine in the EFT group 

withdrew from the study before post-treatment assessment.  

Participants in the EMDR group received a mean (SD) of 3.7 

(2.3) sessions and participants in the EFT group received 3.8 

(2.6). 

 

The treatment effect sizes (baseline/pre-treatment to post-

treatment and follow-up) were large (Cohen d ≥ 0.80) for 

both treatments, across all outcome measures. Similar 

treatment effect sizes were observed in both groups for all 

The study 

used a 

computer 

generated 

randomisation 

schedule, 

unknown to 

assessor, 

therapists, or 

patients. 

 

No details of 

allocation 

concealment 

were 

reported. 

 

The nature of 

the 

intervention 

and 

comparator 

precludes 

blinding of 

participants 

and study 

personnel, 



outcome measures. 

 

A slightly higher proportion of participants in the EMDR 

group had clinically significant changes than in the EFT group: 

A clinically significant pre-treatment to post-treatment 

change in CAPS total scores was seen in 10 patients (43.5%) 

in the EMDR and 9 patients (39.1%) in the EFT group; a 

clinically significant pre-treatment to post-treatment change 

in PCL total scores was seen in eight patients (34.8%) in the 

EMDR and two patients (8.7%) in the EFT group; a clinically 

significant pre-treatment to follow-up change CAPS total 

scores was seen in eight patients (34.8%) in the EMDR and 9 

(39.1%) patients in the EFT group; clinically significant pre-

treatment to follow-up change in PCL total scores was seen in 

six patients (26.1%) in the EMDR and four (17.4%) patients in 

the EFT group. 

however, 

outcomes 

were assessed 

independently 

and blind to 

intervention 

group. 

 

Results were 

reported for 

all specified 

outcomes and 

an intention-

to-treat 

analysis was 

used. 

 

Risk of Bias: SRs 

 

 

 

 

 

 

Author (year) Risk of Bias 

Inclusion criteria Searches Review Process Quality 

assessment 

Synthesis 

Bisson (2007)      

Ponniah 

(2009) 
    ?   ?  



RCTs 
Study RISK OF BIAS 

Random 

allocation 

Allocation 

concealment 

Blinding of 

participants and 

personnel 

Blinding of 

outcome 

assessment 

Incomplete 

outcome data 

Selective 

Reporting 

Karatzias 

(2011) 
      

 

Low Risk High Risk   ? Unclear Risk  

 

 



Search Details 

Source Search Strategy Number 

of hits 

Relevant 

evidence 

identified 

SRs and Guidelines 

NICE PTSD and veteran 12  

DARE  (*traumatic ADJ3 stress) IN DARE 134 Delete  

 2 (PTSD) IN DARE 56 Delete  
 3 MeSH DESCRIPTOR Stress Disorders, Post-Traumatic EXPLODE ALL TREES 0 
Delete  

 4 MeSH DESCRIPTOR Stress Disorders, Traumatic EXPLODE ALL TREES 106 Delete  
 5 MeSH DESCRIPTOR Stress Disorders, Traumatic, Acute EXPLODE ALL TREES 3 
Delete  

 6 MeSH DESCRIPTOR Veterans EXPLODE ALL TREES 33 Delete  

 7 MeSH DESCRIPTOR Veterans Health EXPLODE ALL TREES 4 Delete  

 8 (veteran*) IN DARE 143 Delete  

 9 #1 OR #2 OR #3 OR #4 OR #5 185 Delete  

 10 #6 OR #7 OR #8 174 Delete  

 11 #9 AND #10  
4 MeSH DESCRIPTOR Stress Disorders, Post-Traumatic EXPLODE 
ALL TREES 0 Delete  
 5 MeSH DESCRIPTOR Combat Disorders EXPLODE ALL TREES 7 
Delete  

 6 MeSH DESCRIPTOR Veterans EXPLODE ALL TREES 33 Delete  
 7 MeSH DESCRIPTOR Veterans Health EXPLODE ALL TREES 4 
Delete  

 8 (combat*) IN DARE 43 Delete  

 9 (veteran*) IN DARE 143 Delete  

 10 (PTSD) IN DARE 56 Delete  

 11 (post ADJ3 trauma* ADJ3 stress*) IN DARE 114 Delete  

  



 13 #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 309 Delete  

 15 (NET) IN DARE 302 Delete  

 16 (narrative ADJ2 exposure ADJ3 therap*) IN DARE 0 Delete  

 17 (narrative ADJ2 exposure) IN DARE 0 Delete  

 18 (exposure ADJ3 therap*) IN DARE 42 Delete  

 19 #15 OR #18 344 Delete  

 20 #13 AND #19  

(EMDR) IN DARE 8 Delete  

 2 (eye* ADJ2 movement*) IN DARE 38 Delete  
 3 MeSH DESCRIPTOR Eye Movement Desensitization Reprocessing EXPLODE ALL TREES 4 
Delete  

 4 MeSH DESCRIPTOR Stress Disorders, Post-Traumatic EXPLODE ALL TREES 0 Delete  

 5 MeSH DESCRIPTOR Combat Disorders EXPLODE ALL TREES 7 Delete  

 6 MeSH DESCRIPTOR Veterans EXPLODE ALL TREES 33 Delete  

 7 MeSH DESCRIPTOR Veterans Health EXPLODE ALL TREES 4 Delete  

 8 (combat*) IN DARE 43 Delete  

 9 (veteran*) IN DARE 143 Delete  

 10 (PTSD) IN DARE 56 Delete  

 11 (post ADJ3 trauma* ADJ3 stress*) IN DARE 114 Delete  

 12 #1 OR #2 OR #3 38 Delete  

 13 #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 309 Delete  

 14 #12 AND #13 17 Delete  
 

Primary studies 

CENTRAL #1 "post traumatic stress disorder":ti,ab,kw (Word variations have been searched)   314    
#2  ptsdptsd   1021          
#3 MeSH descriptor: [Stress Disorders, Post-Traumatic] explode all trees   775    
#4   #1 or #2 or #3#1 or #2 or #3   1385          
#5  EMDREMDR   105          
#6 MeSH descriptor: [Eye Movement Desensitization Reprocessing] explode all trees   8    
#7TF-CBT13  
#8  "trauma focused" or "trauma-focused"76  
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#9"narrative exposure" or "narrative therapy"38  
#10#5 or #6 or #7 or #8 or #9201  
#11#4 and #10136  
#12soldier* or veteran* or military or combat7915  
#13#11 and #1231  
#14NLP or neuro-linguistic41  
#15hypnosis or hypnotherapy or hypnotic5024  
#16metaphor* and movement*5  
#17"emotional freedom"21  
#18#14 or #15 or #16 or #175070  
#19#4 and #1835  
#20#13 or #19    57  (25 in CENTRAL) 

PsycINFO 1. PsycINFO; POSTTRAUMATIC STRESS DISORDER/; 19895 results. 

2. PsycINFO; ptsd.ti,ab; 18121 results. 

3. PsycINFO; "posttraumatic stress".ti,ab; 17334 results. 

4. PsycINFO; "post-traumatic stress".ti,ab; 6215 results. 

5. PsycINFO; 1 OR 2 OR 3 OR 4; 26510 results. 

6. PsycINFO; MILITARY VETERANS/; 7050 results. 

7. PsycINFO; MILITARY PERSONNEL/; 6958 results. 

8. PsycINFO; (military OR veteran* OR soldier*).ti,ab; 28492 results. 

9. PsycINFO; "armed forces".ti,ab; 1008 results. 

10. PsycINFO; (Afghanistan* OR Iraq*).ti,ab; 3087 results. 

11. PsycINFO; 6 OR 7 OR 8 OR 9 OR 10; 32102 results. 

12. PsycINFO; 5 AND 11; 5419 results. 

13. PsycINFO; (metaphor* adj3 movement).ti,ab; 47 results. 

14. PsycINFO; NLP.ti,ab; 282 results. 

15. PsycINFO; (neuro-linguistic OR Neurolinguistic).ti,ab; 682 results. 

16. PsycINFO; HYPNOTHERAPY/; 4284 results. 

17. PsycINFO; (hypnotherapy OR hypnosis OR hypnotic).ti,ab; 15223 results. 

18. PsycINFO; "integral eye movement".ti,ab; 0 results. 

19. PsycINFO; (integral adj3 eye).ti,ab; 2 results. 
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20. PsycINFO; "emotional freedom".ti,ab; 63 results. 

21. PsycINFO; 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19 OR 20; 16519 results. 

22. PsycINFO; 12 AND 21; 38 results. 

23. PsycINFO; EYE MOVEMENT DESENSITIZATION THERAPY/; 907 results. 

24. PsycINFO; "eye movement desen*".ti,ab; 911 results. 

25. PsycINFO; Tf-CBT.ti,ab; 93 results. 

26. PsycINFO; ("trauma focused" OR "trauma-focused").ti,ab; 451 results. 

27. PsycINFO; (CBT OR cognitive).ti,ab; 260973 results. 

28. PsycINFO; 26 AND 27; 239 results. 

29. PsycINFO; (narrative adj3 exposure).ti,ab; 59 results. 

30. PsycINFO; EMDR.ti,ab; 974 results. 

31. PsycINFO; 23 OR 24 OR 25 OR 28 OR 29 OR 30; 1467 results. 

32. PsycINFO; 22 AND 31; 1 results. 

33. PsycINFO; 5 AND 21 AND 31; 21 results. 

34. PsycINFO; 21 OR 31; 17924 results. 

35. PsycINFO; 12 AND 34; 97 results. 

36. PsycINFO; 21 AND 31; 62 results. 

37. PsycINFO; 12 AND 36; 1 results. 

38. PsycINFO; 5 OR 11; 53193 results. 

39. PsycINFO; 34 AND 38; 1114 results. 

40. PsycINFO; 39 [Limit to: (Methodology 2000 Treatment Outcome/Clinical Trial)]; 71 results. 

41. PsycINFO; CLINICAL TRIALS/; 6849 results. 

42. PsycINFO; random*.ti,ab; 120174 results. 

43. PsycINFO; groups*.ti,ab; 347246 results. 

44. PsycINFO; (doubl* adj3 blind*).ti,ab; 17417 results. 

45. PsycINFO; (singl* adj3 blind*).ti,ab; 1507 results. 

46. PsycINFO; EXPERIMENTAL DESIGN/; 8687 results. 

47. PsycINFO; controlled.ti,ab; 74929 results. 

48. PsycINFO; (clinical adj3 study).ti,ab; 7405 results. 

49. PsycINFO; trial.ti,ab; 63288 results. 



50. PsycINFO; "treatment outcome clinical trial".md; 24289 results. 

51. PsycINFO; 41 OR 42 OR 43 OR 44 OR 45 OR 46 OR 47 OR 48 OR 49 OR 50; 535510 results. 

52. PsycINFO; 39 AND 51; 297 results. 

53. PsycINFO; child*.ti; 244575 results. 

54. PsycINFO; 52 NOT 53; 248 results. 

55. PsycINFO; 21 AND 38; 394 results. 

56. PsycINFO; 36 OR 55; 433 results. 

57. PsycINFO; 51 AND 56; 55 results. 

Embase 58. EMBASE; POSTTRAUMATIC STRESS DISORDER/; 31957 results. 

59. EMBASE; ptsd.ti,ab; 14254 results. 

60. EMBASE; "posttraumatic stress".ti,ab; 12341 results. 

61. EMBASE; "post-traumatic stress".ti,ab; 7659 results. 

62. EMBASE; 58 OR 59 OR 60 OR 61; 33962 results. 

63. EMBASE; (military OR veteran* OR soldier*).ti,ab; 58399 results. 

64. EMBASE; "armed forces".ti,ab; 3321 results. 

65. EMBASE; (Afghanistan* OR Iraq*).ti,ab; 7851 results. 

66. EMBASE; combat.ti,ab; 17923 results. 

67. EMBASE; VETERAN/; 8811 results. 

68. EMBASE; SOLDIER/; 20783 results. 

69. EMBASE; 63 OR 64 OR 65 OR 66 OR 67 OR 68; 88396 results. 

70. EMBASE; (metaphor* adj3 movement).ti,ab; 12 results. 

71. EMBASE; NLP.ti,ab; 738 results. 

72. EMBASE; (neuro-linguistic OR Neurolinguistic).ti,ab; 411 results. 

73. EMBASE; "integral eye movement".ti,ab; 0 results. 

74. EMBASE; (integral adj3 eye).ti,ab; 8 results. 

75. EMBASE; "emotional freedom".ti,ab; 19 results. 

76. EMBASE; (hypnotherapy OR hypnosis OR hypnotic).ti,ab; 16022 results. 

77. EMBASE; 70 OR 71 OR 72 OR 73 OR 74 OR 75 OR 76; 17163 results. 

78. EMBASE; 62 OR 69; 116091 results. 

79. EMBASE; 77 AND 78; 305 results. 
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80. EMBASE; Tf-CBT.ti,ab; 38 results. 

81. EMBASE; ("trauma focused" OR "trauma-focused").ti,ab; 290 results. 

82. EMBASE; (CBT OR cognitive).ti,ab; 234547 results. 

83. EMBASE; 81 AND 82; 141 results. 

84. EMBASE; (narrative adj3 exposure).ti,ab; 36 results. 

85. EMBASE; EMDR.ti,ab; 410 results. 

86. EMBASE; "eye movement desen*".ti,ab; 425 results. 

87. EMBASE; 80 OR 83 OR 84 OR 85 OR 86; 690 results. 

88. EMBASE; 62 AND 69 AND 87; 37 results. 

89. EMBASE; 79 OR 88; 342 results. 

90. EMBASE; random*.tw; 818873 results. 

91. EMBASE; factorial*.tw; 21115 results. 

92. EMBASE; placebo*.tw; 190895 results. 

93. EMBASE; (crossover* OR cross-over*).tw; 66378 results. 

94. EMBASE; (doubl* adj3 blind*).tw; 137981 results. 

95. EMBASE; (singl* adj3 blind*).tw; 15656 results. 

96. EMBASE; assign*.tw; 224867 results. 

97. EMBASE; allocat*.tw; 76882 results. 

98. EMBASE; volunteer*.tw; 169278 results. 

99. EMBASE; CROSSOVER PROCEDURE/; 37525 results. 

100. EMBASE; DOUBLE-BLIND PROCEDURE/; 115854 results. 

101. EMBASE; SINGLE-BLIND PROCEDURE/; 17719 results. 

102. EMBASE; RANDOMIZED CONTROLLED TRIAL/; 347623 results. 

103. EMBASE; 90 OR 91 OR 92 OR 93 OR 94 OR 95 OR 96 OR 97 OR 98 OR 99 OR 100 OR 101 OR 

102; 1330865 results. 

104. EMBASE; 89 AND 103; 60 results. 

Medline 105. MEDLINE; POSTTRAUMATIC STRESS DISORDER/; 20797 results. 
106. MEDLINE; ptsd.ti,ab; 12030 results. 
107. MEDLINE; "posttraumatic stress".ti,ab; 11142 results. 
108. MEDLINE; "post-traumatic stress".ti,ab; 6221 results. 
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109. MEDLINE; 105 OR 106 OR 107 OR 108; 25854 results. 
110. MEDLINE; (military OR veteran* OR soldier*).ti,ab; 52991 results. 
111. MEDLINE; "armed forces".ti,ab; 3088 results. 
112. MEDLINE; (Afghanistan* OR Iraq*).ti,ab; 7060 results. 
113. MEDLINE; combat.ti,ab; 16422 results. 
114. MEDLINE; VETERAN/; 9204 results. 
115. MEDLINE; SOLDIER/; 23227 results. 
116. MEDLINE; 110 OR 111 OR 112 OR 113 OR 114 OR 115; 83894 results. 
117. MEDLINE; (metaphor* adj3 movement).ti,ab; 8 results. 
118. MEDLINE; NLP.ti,ab; 850 results. 
119. MEDLINE; (neuro-linguistic OR Neurolinguistic).ti,ab; 307 results. 
120. MEDLINE; "integral eye movement".ti,ab; 0 results. 
121. MEDLINE; (integral adj3 eye).ti,ab; 10 results. 
122. MEDLINE; "emotional freedom".ti,ab; 16 results. 
123. MEDLINE; (hypnotherapy OR hypnosis OR hypnotic).ti,ab; 13805 results. 
124. MEDLINE; 117 OR 118 OR 119 OR 120 OR 121 OR 122 OR 123; 14969 results. 
125. MEDLINE; 109 OR 116; 104652 results. 
126. MEDLINE; 124 AND 125; 231 results. 
127. MEDLINE; Tf-CBT.ti,ab; 38 results. 
128. MEDLINE; ("trauma focused" OR "trauma-focused").ti,ab; 266 results. 
129. MEDLINE; (CBT OR cognitive).ti,ab; 190885 results. 
130. MEDLINE; 128 AND 129; 128 results. 
131. MEDLINE; (narrative adj3 exposure).ti,ab; 33 results. 
132. MEDLINE; EMDR.ti,ab; 255 results. 
133. MEDLINE; "eye movement desen*".ti,ab; 292 results. 
134. MEDLINE; 127 OR 130 OR 131 OR 132 OR 133; 493 results. 
135. MEDLINE; 109 AND 116 AND 134; 25 results. 
136. MEDLINE; 126 OR 135; 256 results. 
137. MEDLINE; "randomized controlled trial".pt; 379099 results. 
138. MEDLINE; "controlled clinical trial".pt; 88607 results. 
139. MEDLINE; placebo.ab; 155814 results. 
140. MEDLINE; random*.ab; 687487 results. 
141. MEDLINE; trial.ti; 126936 results. 



142. MEDLINE; CLINICAL TRIALS AS TOPIC/; 172949 results. 
143. MEDLINE; 137 OR 138 OR 139 OR 140 OR 141 OR 142; 1065542 results. 
144. MEDLINE; exp ANIMALS/ NOT HUMANS/; 3998631 results. 
145. MEDLINE; 143 NOT 144; 974580 results. 
146. MEDLINE; 136 AND 143; 45 results. 

Summary NA NA  
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