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Question 
In adults with post-traumatic stress disorder, which group intervention is most effective in improving 

patient outcomes? 

 

Clarification of question using PICO structure  

 

Patients: Adults with post-traumatic stress disorder 

Intervention:  Group interventions 

Comparator:  Any other group interventions 

Outcome: Improving patient outcomes 

 

 

 

Plain language summary 

Group therapies can be beneficial and effective in improving symptoms of post-traumatic stress 

disorder. However, more research comparing group therapies needs to be conducted to determine 

the most effective intervention across populations.  
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Clinical and research implications 

 
Moderate quality evidence from four RCTs indicates that group therapies can be effective in treating 

PTSD. All four RCTs compared different types of group therapies and there was some evidence that 

mindfulness-based stress reduction and group cognitive processing therapy were more effective 

than group present-centred therapy for improving PTSD severity and depression. Group 

psychotherapy education significantly improved forgiveness compared to supportive group therapy, 

but had no effect on PTSD and psychiatric symptoms.  However all the research was conducted in 

the USA in specific populations (women in prison, war veterans or active soldiers) and might not be 

generalisable to other settings. 

 

More well-designed trials of psychological therapies in comparison with each other, either alone or 

in combination are required. Further research into group therapy in incarcerated populations and 

military personnel is also needed. 

 

 

What does the evidence say? 
 
Number of included studies/reviews (number of participants) 

 

One systematic review (SR) containing 70 randomised controlled trials (RCTs) was included, although 

only one RCT was relevant to this question (n = 360).  This compared group trauma-focused CBT 

(TFCBT) with group non-trauma-focused CBT (non-TFCBT) in male Vietnam War veterans (Bisson et 

al. (2013)).  

 

There were three RCTs (n = 304). One compared Trauma Affect Regulation: Guide for Education and 

Therapy (TARGET) with supportive group therapy in 80 women with full or partial PTSD in prison 

(Ford et al. (2013)).  Another compared group mindfulness-based stress reduction with group 

present-centred therapy in 116 veterans with full or subthreshold PTSD (Polusny et al. (2015)), and 

the third compared group cognitive processing therapy with group present-centred therapy in 108 

active duty soldiers at a military base seeking treatment for PTSD (Resick et al. (2015)). All three RCTs 

were performed in the USA.  

 

Main findings 

 

The SR found no statistically significant differences between group trauma-focused CBT and group 

non-trauma-focused CBT in clinician-rated PTSD symptoms or diagnoses of PTSD after treatment 

(Bisson et al. (2013)). 

 

One RCT found that that group mindfulness therapy significantly improved self-reported and 

clinician-rated PTSD severity scores, quality of life and mindfulness skills after 4 months compared to 

group present-centred therapy (Polusny et al. (2015)). Another trial also used group present-centred 

therapy as the control and this found that group cognitive processing therapy significantly improved 

PTSD severity and depression severity more than present-centred therapy during 6 weeks of 

treatment but these benefits were not maintained during 12 months of follow-up (Resick et al. 
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(2015)). The RCT of women in prison found that TARGET group psychotherapy significantly improved 

forgiveness compared to supportive group therapy. Both groups improved over time with regards to 

other PTSD and psychiatric symptoms but there were no significant differences between the therapy 

groups (Ford et al. (2013)). 

 

Authors’ conclusions 

 

The systematic review concluded that there is evidence for the efficacy of individual trauma-focused 

CBT, non-trauma-focused CBT, eye movement desensitisation and reprocessing and group trauma-

focused CBT in the treatment of chronic PTSD in adults. However, these conclusions are limited by 

the low quality of the evidence (Bisson et al. (2013)).  

 

The RCT of women in prison concluded that: TARGET was more effective than supportive group 

therapy in increasing forgiveness towards others who have caused harm in the past. Group therapy 

that teaches affect regulation and also experiential –focussed supportive group therapy may 

enhance incarcerated women’s ability to achieve effective forgiveness whilst also reducing their 

victimisation-related PTSD and associated symptoms (Ford et al. (2013)).  

 

The two trials of military personnel (active or veteran) concluded that: (1) in veterans with PTSD 

mindfulness-based stress reduction decreased PTSD symptoms more than present-centred group 

therapy, but the improvements showed a modest effect. Mindfulness therapy may provide veterans 

with internal tools for promoting self-management of PTSD symptoms and quality of life (Polusny et 

al. (2015)); and (2) group therapy (cognitive processing therapy and present-centred therapy) 

reduced PTSD symptoms but greater improvements in PTSD and depression were seen with 

cognitive processing therapy.  Group therapy for PTSD is well tolerated and provides significant 

improvements in active military personnel (Resick et al. (2015)).  

 

Reliability of conclusions/Strength of evidence 

 

The SR was a Cochrane review of high methodological quality although the group therapy 

comparison trial was considered to be low quality. One trial was of high methodological quality 

(Polusney et al. (2015) and the other two were moderate quality.  The main problem was the lack of 

blinding as although some trials had an active control group consisting of the same number of 

sessions it was not clear if any of the participants were blind to which group they were in. Two RCTs 

did use blinded outcome assessment of PTSD symptoms. Overall there were four RCTs comparing 

different types of group therapy so there was a fair amount of moderate quality evidence. 

 

What do guidelines say? 

 

Although not commenting specifically about group interventions, NICE Guidelines for PTSD (CG26, 

2005) state: 

 

“For individuals who have experienced a traumatic event, the systematic provision to that individual 

alone of brief, single-session interventions (often referred to as debriefing) that focus on the 

traumatic incident should not be routine practice when delivering services” (pp. 14) 
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“All PTSD sufferers should be offered a course of trauma-focused psychological treatment (trauma-

focused cognitive behavioural therapy or eye movement desensitisation and reprocessing). These 

treatments should normally be provided on an individual outpatient basis.” (pp.16) 

 

 

Date question received: 08/02/2016 

Date searches conducted: 16/02/2016 

Date answer completed: 14/04/2016 
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Results 

Systematic reviews 

Author 

(year) 

Search date Inclusion criteria Number 

of 

included 

studies 

Summary of results Risk of bias 

Bisson 

et al. 

(2013) 

12/04/2013 Participants: Adults with chronic post-traumatic 

stress disorder (PTSD) of ≥3 months duration. 

Intervention: Psychological therapies; individual 

trauma-focused cognitive behavioural therapy, 

eye movement desensitisation and reprocessing, 

non-trauma-focused CBT, other therapies, group 

trauma and non-trauma focused CBT. 

Comparator: A different psychological therapy, 

waiting list control or usual care.  

Outcome: Severity of clinician-rated PTSD 

symptoms; drop-out rates.  

Study design: Randomised controlled trials 

including cluster and cross-over trials. 

70 

(n=4761) 

 

Only one 

study 

compared 

two 

different 

group 

therapies 

(n=360) 

The studies in the review included a range 

of treatment comparisons but only one 

study (n=360) compared group therapies. 

This compared group trauma-focused 

cognitive behavioural therapy (TFCBT) with 

group non trauma-focused CBT (non-

TFCBT) in male Vietnam War veterans with 

PTSD.  

 

There was no significant difference 

between TFCBT and non-TFCBT in clinician-

rated PTSD symptoms (standardised mean 

difference -0.12, 95% CI -0.34 to 0.10). 

There was also no significant difference in 

PTSD diagnoses after treatment (relative 

risk 0.98, 95% CI 0.83 to 1.16). 

Low 

 

This was a 

Cochrane Review.  

Study inclusion 

criteria were clearly 

stated, and a range 

of literature 

sources were 

searched. 

 

Two reviewers 

independently 

selected studies 

and extracted data. 

Risk of bias was 

assessed and any 

syntheses 

appeared to be 

appropriate. 
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Randomised controlled trials 
 

Author 

(year) 

Inclusion criteria Number of 

participants 

Summary of results Risk of bias 

Ford et 

al. 

(2013) 

Participants: Incarcerated women at 

Connecticut state prison with full or 

partial PTSD, aged 18 to 50 years old 

with planned incarceration of at least 6 

months.  

Intervention: Trauma Affect 

Regulation: Guide for Education and 

Therapy (TARGET) – A group 

psychotherapy designed to enhance 

affect regulation without trauma 

memory processing.  Delivered in 12, 

75 minute group therapy sessions.  

Comparator: Supportive group therapy 

(SGT), 12 sessions including 

experiential self-expression activities 

and nondirective assistance in 

identifying stresses and effective 

coping strategies.  

Outcome: History of trauma (TESI, TSI), 

PTSD diagnosis (CAPS), substance-use 

N=80  

(TARGET n = 

41, SGT n = 39) 

All participants 

received both 

therapies in a 

random order 

but only 

results after 

the first 

therapy were 

reported 

At baseline 78% of participants had full PTSD, 56% had 

lifetime substance use disorders, 43% had childhood 

trauma before the age of 6, 82% had a history of adult 

domestic violence with 29% experiencing some form of 

trauma (physical, sexual, illness) in the past year.   

72 (90%) participants completed the post-test 

assessment (38 TARGET and 34 SGT). The mean (SD) 

number of sessions attended were 7.7 (3.7) for TARGET 

and 10.1 (2.5) for SGT. 

 

At post-test the TARGET group had a significantly 

greater improvement in forgiveness compared to the 

SGT group (p<0.05). No statistically significant 

differences were found between the groups for any 

other outcomes at post-test. The numbers of 

participants no longer meeting the criteria for full PTSD 

were similar (43% TARGET and 44% SGT). 

 

Both groups significantly improved over time with 

regards to total PTSD and psychiatric symptoms; TSI 

Moderate 

 

Randomisation used 

an Excel random 

number generator, 

prepared by another 

member of staff and 

concealed in sealed 

envelopes. 

 

It was unclear if 

participants and 

outcome assessors 

were blinded to 

treatment. It appears 

baseline interviews 

were blinded but as 

some outcomes were 

self-reported, it was 

not clear if these 
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disorders (ASSIST), psychiatric 

symptom severity (CORE-OM), affect 

regulation (NMR), optimism and 

expectancy (Hope Scale, ETO), 

forgiveness (FS), perceptions of 

problems (WAI-B).   

Outcomes were measured at baseline 

and post-test (after therapy). 

dissociation, sexual behaviour problems, impaired self-

reference and tension reduction behaviours; and 

optimism. 

were blinded. 

 

An ITT analysis was 

not used (10% were 

excluded), all 

outcomes were 

reported. 

Polusny 

et al. 

(2015) 

Participants: Veterans with full or 

subthreshold PTSD from the 

Minneapolis Veterans Affairs Medical 

Centre. 

Intervention: Mindfulness-based stress 

reduction therapy: 9 sessions (8 

weekly 2.5 hour group sessions and a 

daylong retreat) focussed on attending 

the present moment in a non-

judgemental, accepting manner.  

Comparator: Present-centred group 

therapy: 9 weekly 1.5 hour group 

sessions focussed on current life 

problems.  

Outcome: PTSD symptom severity 

(PTSD Checklist, Clinician-Administered 

PTSD Scale), depression (PHQ-9), 

quality of life (WHOQOL-BREF), 

mindfulness skills (Five Facet 

Mindfulness Questionnaire (FFMQ)). 

N=116 

(mindfulness 

therapy n=58, 

control n=58) 

The mean participant age was 58.5 (SD 9.8) years, 84% 

were male (although there were more men in the 

comparator group 90% vs. 79%), 75% had served in the 

Vietnam War and the most common type of trauma 

was other (e.g. sudden unexpected death (95%)), 

followed by combat trauma (74%) and physical assault 

(66%), 97.4% had full PTSD.  

 

At post-treatment the mindfulness therapy group had a 

statistically significant improvement in self-reported 

PTSD symptom severity scores compared to the control 

group (mean difference 4.95, 95% CI 1.92 to 7.99, p = 

0.002). A similar benefit was also seen after 17 weeks 

(mean difference 6.44, 95% CI 3.34 to 9.53, p<0.001) 

which was also clinically significant. This significant 

between group difference was apparent after 3 weeks 

of therapy. 

 

Statistically significant improvements for the 

mindfulness group compared to control were also seen 

Low 

 

Randomisation used 

statistical software 

and this was 

restricted by the 

statistician so that 

allocation was 

concealed. 

 

Although there was 

an active control, 

these sessions were 

shorter and it was 

unclear if participants 

were blinded.  

 

PTSD symptoms were 

also assessed by a 

blinded clinician. 
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Assessed before treatment, every 3 

weeks, post-treatment (week 9) and at 

2 months follow-up (week 17). 

after 17 weeks for interviewer-rated PTSD severity 

scores (mean difference 7.89, 95% CI 2.58 to 10.6, p = 

0.004), quality of life (mean difference 5.22, 95% CI 1.73 

to 8.71, p = 0.004) and mindfulness skills scores (mean 

difference 9.73, 95% CI 4.42 to 15.04, p<0.001). No 

significant differences were seen on any outcome at 

earlier times. 

 

All participants were 

included in intention 

to treat analyses and 

all outcomes were 

reported. 

Resick 

et al. 

(2015) 

Participants: Active duty US Army 

soldiers aged 18 or over, seeking 

treatment for PTSD at a military base 

after deployment to or near Iraq or 

Afghanistan. They had to have had a 

Criterion A traumatic event (DSM-IV-

TR) during military deployment. 

Intervention: Group cognitive 

processing therapy (cognitive only 

version; CPT-C). Focus on belief of why 

traumatic event happened, how the 

event affected their beliefs about self 

and others and how to differentiate 

thoughts from facts. Twice weekly 90 

min sessions for 6 weeks. 

Comparator: Group present-centred 

therapy (PCT): focus of PTSD 

symptoms with no discussion of 

traumatic events with an emphasis on 

helping patients manage current 

symptoms through problem solving. 

N=108 

(CPT-C n = 56, 

PCT n = 52) 

Mean participant age was 32 years (SD 7.6), most 

participants (93%) were male. All except one had a 

deployment-related trauma (including the aftermath of 

battle, traumatic loss or moral injury), the other 

participant had experienced childhood sexual abuse. 

The mean number of therapy sessions attended was 8.4 

(SD 3.5) for CPT-C and 9.8 (SD 2.3) for PCT. 

 

PTSD severity measured by the PCL-S were significantly 

more improved during CPT-C treatment compared to 

PCT (mean difference -0.40, SE 0.16, p = 0.012). 

However, no significant differences were seen between 

CPT-C and PCT in PSS-I severity scores at any 

assessment. 

 

Depression severity also showed a significantly greater 

improvement during CPT-C treatment (mean difference 

-0.28, SE 0.14, 0.049) however, no significant difference 

was seen between groups during the follow-up period.  

Moderate 

 

No details were given 

about the methods 

used for 

randomisation and 

allocation 

concealment. 

 

It was unclear if the 

participants were 

blinded. 

 

PTSD severity was 

also measured by 

independent 

evaluators who were 

blind to treatment. 

 

All randomised 

participants were 
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Twice weekly 90 min sessions for 6 

weeks. 

Outcome: PTSD symptoms (PCL-S, PSS-

I), depressive symptoms (BDI-II), 

trauma (LEC), adverse events.  

Measured at baseline, then weekly for 

6 weeks, and at 2 weeks, 6 and 12 

months follow-up. 

included in the 

analysis and all 

outcomes were 

reported. 
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Risk of bias  
 

Systematic reviews 

Author (year) RISK OF BIAS 

Inclusion criteria Searches Review process Quality 

assessment 

Synthesis 

Bisson et al 

(2013)    
 

 

 

Randomised controlled trials 
Study RISK OF BIAS 

Random 

allocation 

Allocation 

concealment 

Blinding of 

participants and 

personnel 

Blinding of 

outcome 

assessment 

Incomplete 

outcome data 

Selective 

Reporting 

Ford et al. 

(2013)   
  ? 

?  
 

Polusny et al. 

(2015)   
  ? 

  
 

Resick et al. 

(2015)   ? 
? 

? 
  

 

 

Low risk High risk   ? Unclear risk  
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Search details 

Source Search Strategy Number 

of hits 

Relevant 

evidence 

identified 

Guidelines 

NICE 

 

PTSD   

Systematic Reviews 

MEDLINE 

 

1     Psychotherapy, Group/ (12565) 

2     (group adj2 therap$).ab,ti. (15803) 

3     (group adj2 intervention$).ab,ti. (22031) 

4     1 or 2 or 3 (46175) 

5     Stress Disorders, Post-Traumatic/ (23619) 

6     PTSD.ab,ti. (14876) 

7     (trauma$ adj3 stress$).ab,ti. (11103) 

8     5 or 6 or 7 (30759) 

9     4 and 8 (559) 

10 – 29 SYSTEMATIC REVIEW FILTER APPLIED  (917746) 

30   9 and 29  (68) 

68  

EMBASE 

 

1     *posttraumatic stress disorder/th [Therapy] (4404) 

2     PTSD.ti,ab. (19690) 

3     (trauma$ adj2 stress$).ti,ab. (14291) 

4     1 or 2 or 3 (28509) 

5     (group adj2 therap$).ti,ab. (23553) 

6     (group adj2 intervention$).ti,ab. (30729) 

7     group therapy/ (19004) 

8     5 or 6 or 7 (66654) 

9     4 and 8 (659) 

10 – 39 SYSTEMATIC REVIEW FILTER APPLIED (515155) 

40   9 and 39  (53) 

53  
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PsycINFO/CINAHL 

 

1     exp Group Psychotherapy/ (20705) 

2     exp Group Intervention/ (1396) 

3     (group adj2 therap$).ab,ti. (14485) 

4     (group adj2 intervention$).ab,ti. (11227) 

5     1 or 2 or 3 or 4 (36972) 

6     PTSD.ab,ti. (23082) 

7     (trauma$ adj2 stress$).ab,ti. (12287) 

8     exp Posttraumatic Stress Disorder/ (24848) 

9     ($trauma$ adj2 stress$).ab,ti. (12287) 

10     6 or 7 or 8 or 9 (33336) 

11     5 and 10 (692) 

12 – 21 SYSTEMATIC REVIEW FILTER APPLIED (140797) 

22    11 and 21  (36)  

36  

Primary Studies 

MEDLINE 

 

1     Psychotherapy, Group/ (12565) 

2     (group adj2 therap$).ab,ti. (15803) 

3     (group adj2 intervention$).ab,ti. (22031) 

4     1 or 2 or 3 (46175) 

5     Stress Disorders, Post-Traumatic/ (23619) 

6     PTSD.ab,ti. (14876) 

7     (trauma$ adj3 stress$).ab,ti. (11103) 

8     5 or 6 or 7 (30759) 

9     4 and 8 (559) 

10 – 17 RANDOMISED CONTROL TRIAL FILTER APPLIED (729430) 

18   9 and 17 (172)  

172  

EMBASE 

 

1     *posttraumatic stress disorder/th [Therapy] (4404) 

2     PTSD.ti,ab. (19690) 

3     (trauma$ adj2 stress$).ti,ab. (14291) 

4     1 or 2 or 3 (28509) 

5     (group adj2 therap$).ti,ab. (23553) 

6     (group adj2 intervention$).ti,ab. (30729) 

183  
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7     group therapy/ (19004) 

8     5 or 6 or 7 (66654) 

9     4 and 8 (659) 

10 – 16 RANDOMISED CONTROL TRIAL FILTER APPLIED (905365) 

17   9 and 16 (183) 

PsycINFO/CINAHL 

 

1     exp Group Psychotherapy/ (20705) 

2     exp Group Intervention/ (1396) 

3     (group adj2 therap$).ab,ti. (14485) 

4     (group adj2 intervention$).ab,ti. (11227) 

5     1 or 2 or 3 or 4 (36972) 

6     PTSD.ab,ti. (23082) 

7     (trauma$ adj2 stress$).ab,ti. (12287) 

8     exp Posttraumatic Stress Disorder/ (24848) 

9     ($trauma$ adj2 stress$).ab,ti. (12287) 

10     6 or 7 or 8 or 9 (33336) 

11     5 and 10 (692) 

12 – 17 RANDOMISED CONTROL TRIAL FILTER APPLIED (172407)  

18    11 and 17 (142) 

142  
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